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Abstract

Background: Effective nurse-physician communication is essential for safe, high-quality
healthcare, influencing patient outcomes, satisfaction, and efficiency. Globally, communication
breakdowns are a leading cause of medical errors, contributing to >70% of sentinel events and
hundreds of thousands of deaths annually. Barriers include hierarchical structures, differing
communication styles, workload, cultural and language differences, and organizational gaps. In
sub-Saharan Africa, including Ethiopia, evidence consistently indicates suboptimal nurse-

physician communication, indicating an urgent public health challenge.

Objective: The aim of this study is to assess the satisfaction and perceived effectiveness of
interprofessional communication between doctors and nurses in St. Paul’s Hospital Millennium

Medical College Internal Medicine wards and to identify factors affecting them.

Method: A cross-sectional survey was conducted among 245 healthcare professionals, including
physicians and nurses(Sept 20, 2025-Dec 10, 2025). Data were collected using structured
questionnaires measuring satisfaction, perceived effectiveness, individual behaviors, and
organizational support. Descriptive statistics and chi-square tests were used to analyze factors

associated with satisfaction.

Result: Overall, 68.2% of respondents were satisfied with interprofessional communication (mean
= 3.38/5). Perceived effectiveness was moderate, with strengths in receiving accurate patient
information and role clarity, but weaknesses in timely response and coordination,. Female sex was
associated with lower satisfaction (AOR = 0.31, 95% CI: 0.17-0.56). Shorter ward experience (1—
2 years) was linked with lower satisfaction (AOR = 0.40, 95% CI. 0.16-0.98). Low
individual/behavioral factors (AOR = 0.21, 95% CI: 0.10-0.46) were significantly also associated
with reduced satisfaction.

Conclusion: Interprofessional communication between doctors and nurses in SPHMMC’s Internal
Medicine wards showed moderate satisfaction but limited effectiveness in coordination and
feedback. Higher satisfaction was linked to positive behaviors, strong organizational support and
more ward experience, highlighting key factors that influence teamwork and patient care.
Keywords: Interprofessional communication, satisfaction, perceived effectiveness, Nurse-

physician collaboration
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1. Introduction

1.1. Background

Effective communication is a fundamental and critical component of high-quality, safe, and
efficient healthcare delivery, impacting patient outcomes, satisfaction, and resource utilization. In
the healthcare context, inter-professional communication is defined as a process by which
healthcare professionals interact to share, discuss, and arrive at common understanding of the

patient related information's to provide safe, high-quality, and comprehensive care (1).

Communication failures can emerge from junior team members being reluctant to communicate
openly with senior team members because of a fear of either appearing incompetent, or being
rejected. Inadequate interpreffesional communication in health settings will increase problems in
providing quality care. These characteristics not only raise the risk of medical errors, but the degree
of open communication on the ward may also have an impact on how well patient care

responsibilities are understood (2).

Various channels of communication are utilized, including essential face-to-face interactions,
formal written communication, and a growing reliance on digital platforms such as electronic

medical records (EMR), email, telephone calls (2).

interproffessional communication is subject to the effects of differences in training and reporting
expectations . A structured communication tool would be beneficial to effectively communicate
the patient information, reduce the adverse events, promote patient safety, improve the quality of

care, and increase health care provider satisfaction(3)

Models and tools for healthcare communication are crucial for standardizing interprofessional
communication and improving patient safety, particularly given the dynamic and complex nature
of healthcare settings . One particular framework is SBAR (Situation, Background, Assessment,
Recommendation) which can be used in virtually any clinical domain. SBAR is defined

as ,Situation: what is the situation; why are you calling the physician? Background: what is the
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background information? Assessment: what is your assessment of the problem? Recommendation:
how should the problem be corrected?SBAR is a reliable and validated communication tool which
has shown a reduction in adverse events in a hospital setting, improvement in communication

among health care providers, and promotion of patient safety (3).

Communication satisfaction is defined as the subjective positive evaluation of communication
encounters, encompassing how clarity, respect, and responsiveness is perceived in the exchange

doctors and nurses have (6).

The perceived effectiveness of communication signifies the degree to which doctors and nurses

believe their communication successfully achieves its intended purpose in patient care (7).

1.2. Statement of the problem

Failure in collaboration and communication between healthcare professionals have a negative
impact on the provision of healthcare and on patient outcomes. The consequences reach far beyond
stress and frustration levels experienced by professionals; they can result in adverse events such

as medication errors and malpractice(5).

Communication problems have been linked to 15% of medical errors, with error rates as high as
1.7 per patient per day in departments such as intensive care unit. Poor collaborative
communication between nurses and physicians has as much as a 1.8 fold increase in risk adjusted

mortality and significant increases in the length of ICU stay (5).

Poor communication between healthcare workers is identified by a WHO survey as one factor for
medical errors. The A more recent report highlights miscommunication as a leading factor for an

estimated 210,000-440,000 US patient deaths in 2013 (8).

Poor communication also carries legal and economic consequences. In the US, it contributes to
30% of the approximately 23,000 malpractice cases annually, costing about $1.6 billion USD (9).
Along with medical errors, many lawsuits arise from mishandling situations, miscommunications,
or being insensitive in dealing with patients and families. Inefficiency costs over $12.4 billion for

U.S. hospitals alone (9).
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This issue is even more serious in low and middle income countries, where healthcare systems
often struggle with resource limitation, high patient loads, and health professional shortages. In
such settings, hierarchical professional relationships, differences in educational background, and

lack of trainings may further worsened effective interaction between doctors and nurses (6).

The level of NPC was found to be poor for 53.2% of professionals in Eastern Ethiopia (6). In
Hawassa, nearly one-third of all respondents (32.0%) perceived overall NPC as poor, with a large
proportion of nurses (38.6%) rating it as "poor" compared to physicians (44.4% rating it as "good")
(11). In Wolaita Sodo, Southern Ethiopia, less than half (45.8%) of healthcare professionals

demonstrated good organizational communication skills (5).

Frequently encountered communication barriers include different training in communication styles
(nurses are trained to be broad and narrative in their description of clinical situations, while
physicians are taught to be concise). Other barriers include knowledge deficit, physician’s
authoritarian attitude or lack of openness, illegible physician handwriting, workload, staff shortage,
disruptive behaviors, cultural and language barriers and even traditional gender roles sometimes

influence communication styles and percieved authority (7,10).

Although several local studies have been conducted in Ethiopia, there is no specific assessment
from St. Paul’s Hospital Millennium Medical College (SPHMMC) that simultaneously measures
satisfaction and perceived effectiveness of patient-care related communication from both doctors
and nurses. Thus, this study aims to assess the level of satisfaction and perceived effectiveness of
interprofessional communication between doctors and nurses in the internal medicine wards of St.

Paul’s Hospital Millennium Medical College.

1.3. Significance of the study

As a major teaching and referral Hospital, SPHMMC’s internal medicine wards manage large
number of patients with complex, multi-disciplinary care which creates an environment for the
consequence of communication quality to be magnified. By systematically assessing satisfaction
and perceived effectiveness of communication, this study will generate relevant local evidence and

directly addresses an essential but often under-measured determinant of healthcare quality.
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The findings of this study will be directly useful for various stakeholders:

» For SPHMMC Internal Medicine department, the results of this study will provide context
specific solutions instead of importing generic evidence from other studies. Using the
findings they can design trainings, adjust their staffing and other organizational factors to
improve doctor-nurse communication.

» Researchers and academic institutions can use the result of the study as a baseline data for
future research and also for redesigning curriculums on interprofessional communication.

» Associations (Ethiopian Nurses Association, Ethiopian Medical Association) can use the
results of the study as evidence to advocate for the improvement of the working
environment of doctors and nurses.

Furthermore, the study aligns with Ethiopian government's focus on improving health services to
achieve Millennium Development Goals (MDGs) and reduce disease burdens for which strong

inter-professional communication among healthcare providers is fundamental.
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2. Literature review

2.1 Interprofessional Communication and Its Effectiveness

Communication on patient care often referred to as interprofessional communication or nurse-
physician communication is a process by which healthcare professionals interact to share, discuss,
and arrive at common understanding of the patient related information's to provide safe, high-
quality, and comprehensive care (1). Communication includes any verbal and/or non-verbal
interactions among healthcare professionals to provide patient care (6,11). This encompasses either
direct communications through face-face or telecommunications, or indirect communications such
as written papers and letters, electronic health records and emails (2,12). Effective communication
is crucial for appropriate patient management and a prerequisite for patient safety and better patient

outcome (2,4).

Even though the classical communication models such as Shannon and Weaver’s models were
known in healthcare, recent research suggests beyond a linear communication models to stress the
dynamically interactive and dimensional communication in health care (5). SBAR (situation,
background, assessment, recommendation) is widely recognized standardized communication tool
used to structure information exchange concisely and quickly among healthcare professionals so

that it can bridge the classical communication model gaps (13).

SBAR is critical in healthcare communication for several reasons. It addresses communication
failures which are a major cause of preventable patient harms. With over 70% of sentinel events
reported to the Joint Commission on Accreditation of Healthcare Organizations (JCAHO)
attributed to such failures with approximately 75% of patients dying. It can be used in virtually
any clinical domain, and has been widely applied in obstetrics, rapid response teams, ambulatory

care, the ICU, cardiac arrests, and other areas (3,14).

SBAR is very effective in bridging this difference in communication styles. SBAR stands for: (i)
Situation (what is going on with the patient?); (ii) Background (what is the clinical background,
or context?); (iii) Assessment (what do I think the problem is?); and (iv) Recommendation (what
would I do to correct it?). This model promotes shared decision making through reinforcing nurses’

provision of evidence-based suggestions, fostering collegial practice, and assisting with the team's
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consensus of action. Furthermore, because the communicator must give an assessment and

proposed solutions, SBAR encourages critical thinking (3).

In Africa, the structured tool SBAR has been reported to improve communication in neonatology
in south Africa (15). While prior studies have explored satisfaction or effectiveness using this
model, it is not well studied in communication gaps between doctors and nurses and among

themselves specially in low resources countries like in our setup (16).

2.2 Satisfaction in Communication and Effectiveness

Satisfaction of healthcare providers is defined as positive healthcare professionals experience in
their work environment, which can be significantly influenced by communication efficacy .
Indicators of satisfaction in healthcare communication include clarity, timeliness, respect, and

responsiveness (2,17).

Effective communication in healthcare is fundamentally about achieving a shared understanding
of a situation. It encompasses both the informational and emotional aspects of the staff and patients
(1). One study showed nurses who have effective communication skills being nearly five times

more likely to implement evidence-based practice (18).

Although these studies point to the importance of communication for professional satisfaction and
the quality of care, they vary in the ways that satisfaction and effectiveness are operationalized.
Some stress interpersonal respect; others concentrate on sharing information and others again on
the patient’s outcome. This variation further complicates cross-setting comparisons and highlights
the necessity for context specific analysis. In addition, much of the literature uses cross-sectional
data, which are useful for associations but uninformative about causal processes. It is therefore a
matter of some controversy whether good communication is the direct cause of good practice or
whether that good practice is instead a product of the better-resourced communities on which good

communication is expected to act (17,18).

In Africa, interprofessional collaboration, particularly between nurses and physicians, has been
described as ineffective and caused by factors including insufficient professional support, poor
interpersonal communication, and a general lack of attention to interprofessional collaborations

(19).
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In Ethiopia, broader studies indicate nearly half (43.3%) of nurses and physicians in northwest
Ethiopia had ineffective interprofessional collaborations, with Dessie city public hospitals
measuring 44.2% which is lower than rates in Mekele and Jimma.In Jimma Zone, southwest
Ethiopia (2014), the mean scores for perceived nurse-physician communication were 50.88% for
professional respect and satisfaction and 48.52% for openness and sharing of patient information.
Nurses generally perceived the communication level as lower than physicians (22,23). The pooled
proportion of interprofessional collaboration is 52.73%, which is lower than figures reported in
Egypt (70%), China (77.4%), and the USA (70%) (24). Only about 45.8% of healthcare in Wolaita
Sodo healthcare facilities reported good organizational communication skills (5). Nurse-physician
communication in Harari Regional state and Dire Dawa city administration public hospitals was
53.2%, with barriers including unfavorable management decisions, information gaps, and

uncooperativeness (7).

Thus, there is growing evidence of a common theme to the findings that have emerged, showing
that interprofessional communication in Ethiopia tends to be poor, with levels of satisfaction and
other indicators of effective communication in the range of 40-55% (6,11). Nurses report
significantly lower satisfaction than physicians as a matter of course, indicating barriers to
effective communication are hierarchical in nature and influenced by disparities in decision-
making authority (5,6,15). Consistent findings across African settings indicate structural
facilitators including weak managerial commitment, a failure to establish protocols for
communication, and entrenched power differentials. Nevertheless, there is variation across studies
in sampling frames and measures, making it hard to determine exact prevalence or fully

disentangle structural from interpersonal etiologies (28).

This evidence is thus not a major piece of the jigsaw, but rather an indicator of both what is known
and unknown. What is evident is that problems of communication are obstacles to success and
enjoyment in a wide variety of settings. Further research to measure satisfaction and perceived
effectiveness, by profession, and directly associated with identified facilitators and barriers within
the same ward setting is needed. Filling this gap is especially important for SPHMMC internal
medicine wards, as concurrent measurement of these dimensions will help us understand whether
dissatisfaction is more related to information flow, relationship dynamics, or systemic

organizational encumbrances.
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2.3Factors associated with satisfaction and Effective Communication

Across literatures, three factors affecting quality of interprofessional communication between

doctors and nurses emerge: structural, cultural, and informational factors.

Structural obstacles identified include understaffing and high workloads, and poor organizational
support. In one study, 54% of nurses described staff shortage as a major source of double shifts,
missed rounds, and frustration on the part of consultants (7). Large patient workload also leads to
a relationship becoming conducive to “getting work done” rather than being truly collaborative
(23). Factors like a supportive working environment, salary, continuous professional development,
and effective conflict management are crucial for collaboration . Studies in Ethiopia also showed
stressful hospital environment, shortages of staff, lack of medical equipment, differing treatment

approaches, and absence of a forum for collaboration negatively impact collaboration (24).

The cultural factor, although decreasing now, is marked by traditional hierarchies and power
imbalances, where physicians have historically held a dominant role, viewing nursing as
subservient (7). This translates to different perception of roles, responsibilities and quality of
teamwork, with nurses often being less satisfied and feeling less appreciated than physicians and
describe being treated as task implementers (19). Physician dominated organizational structures
makes it difficult for nurses to "speak up", especially for junior nurses (13). The traditional nurse-
physician relationship has often been seen as a man-woman relationship, with gender-related
power issues still causing problems (25). While gender gaps are improving, men (more present in
medicine) tend to prefer precise, quick, fact-based communication, whereas women (more present
in nursing) prefer in-depth discussions to understand reasoning, which can contribute to
communication failures (7). In Ethiopia, lack of professionalism, lack of mutual trust and respect,
unequal power dynamics, misunderstanding of professional roles as well as varying views on

teamwork and failure to adhere to professional duties are the identified cultural barriers (24)

The informational factors contributing to communication failure include poor quality of medical
records. Poor quality medical records include incomplete or delayed medical records, ineligible
physician handwriting. While Electronic Medical Records (EMRs) are intended to improve

healthcare delivery, they can also contribute to poor communication, with instances of "chart wars"
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and "resident abuse" reported (23). Communication through EMR has often been described as
passive, one-directional, fragmented and incomplete reducing face-to-face interaction and
physicians may assume that updating the EMR is sufficient communication, leading to lapses and
errors (13). Poor quality of medical records in terms of consistency and timeliness, and a lack of a
standardized electronic medical record (EMR) system in public health facilities, are challenges

identified in Ethiopia

Furthermore, insufficient nursing skills and knowledge, limited access to information, heavy
workloads, and a lack of supportive peers also hinder effective evidence-based practice (EBP)

adoption, which can impact collaboration .

Figure 1 Conceptual framework describing the independent variables for perceived
effectiveness and level of communication satisfaction between physicians and nurses (26)

Dependent Variables -Improved patient-care and patient satisfaction

Confounding Variables
- Increased efficient and productivity
f - Increased professionals job satisfaction

v | o] [ _
[

- Workload and staffing levels - Burnout and Job Stress - Language Barriers

- Shift Type - Access 1o training - Cultural differences
- Team Size and Compositi
- Patient case -complexity
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3. Objective

3.1. General objective

To evaluate the satisfaction and perceived effectiveness of interprofessional communication

between doctors and nurses in the internal medicine wards at SPHMMC.

3.2. Specific objective

» To measure the overall level of satisfaction with interprofessional communication between
doctors and nurses in the internal medicine wards at SPHMMC.

» To assess the perceived effectiveness of interprofessional communication between doctors
and nurses in the internal medicine wards at SPHMMC.

» To identify the factors associated with the satisfaction and perceived effectiveness of
interprofessional communication between doctors and nurses in the internal medicine

wards at SPHMMC.
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4. Methods

4.1. Study area and period

The study took place in the internal medicine department (medical) wards of St. Paul's Hospital
Millennium Medical College (SPHMMC), Gullele Sub-City, Addis Ababa, Ethiopia. St. Paul’s
hospital was established in 1968 Gregorian Calendar (GC) by the late Emperor Haile Selassie and
reorganized as St Paul’s Hospital Millennium Medical College through a decree of the Council of
Ministers in 2010 GC, though the medical school opened in 2007 GC. It is governed by a board,
under the Federal Ministry of Health. It has more than 2800 clinical, academic and administrative
support staff that provide medical specialty services to patients referred from all over the country,
teaching medicine, public health and nursing students and doing basic and applied researches.
SPHMMC serves over 1,200 emergency and outpatient clients daily and has an inpatient capacity
of more than 700 beds. The medical wards are currently divided into Cardiac-endocrine, Neuro-
gastrointestinal, Renal, Hematology, pulmonology and Transition wards with a capacity of 18, 21,

18, 6, 13, 21 beds, respectively (25,26).

The study was conducted from September 20, 2025 - February 2, 2026, during which data

collection, analysis, and interpretation was conducted to fulfill the objectives of the research.

4.2. Study design

The study design is an institution based cross-sectional study.

4.3. Source population

All doctors (medical interns, residents and seniors) and nurses working in the internal medicine

(medical) ward of SPHMMC during the study period.

Table 1 The number of healthcare providers working in SPHMMC medical wards based on

profession category

HEALTHCARE PROVIDERS WORKING IN SPHMMC MEDICAL WARDS
SENIORS 75
RESIDENTS 112
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INTERNS 95
NURSES 70

4.4. Study population

The study population are doctors (medical interns, residents and seniors) and nurse who fulfill the

inclusion criteria.
4.5. Selection criteria

4.5.1. Inclusion criteria

¢+ Doctors and nurses working in the medical ward during the study period.

% Doctors or nurses willing to participate in the study

4.5.2. Exclusion criteria

< Doctors or nurses on leave during study period

% Doctors or nurses working in non-clinical role in Internal Medicine department

4.6. Study variable

4.6.1. Dependent variables

e Perceived effectiveness of communication
e Communication Satisfaction

4.6.2. Independent variables

A. Socio-demographic Factors

e Sex, Age, marital status, professional category (physician/nurse), numbers of years

worked, educational level, monthly income.

B. Individual-based Factors

® Personal Behavior—related Factors
o Disruptive behaviors of physicians or nurses (e.g., raising voice, disrespect,

berating colleagues/patients), uncooperativeness at work by professionals,
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unfavorable attitude toward other professionals, unsatisfactory inter-
professional communication skill between professionals, conflicting orders
from Physicians
e  Work Attitude-related Factors
o Noncompliant nurses or physicians, negligence of duty, abusive behavior
(verbal, physical, sexual) by professionals, poor attitude toward one’s

work.
C. Organizational Factors

e  Working hospital, working unit, lack of clarity in roles and Responsibilities by
Physicians/ Nurses, absence of communication forum to discuss the issue of Nurse-
Physician communication, differential treatment of Professionals, lack of shared

vision between Physicians and Nurses

4.7. Operational definition

% Satisfaction in patient-care-related communication is the degree to which doctors and
nurses feel positively about their communication with colleagues. It is measured using an
8-item Likert scale (1 = never to 5 = always) (7,38). The items are assessed among doctors,
and nurses with total scores ranging from 8 to 40. This total score is divided by the total
number of questions to get the final score ranging from 1-5, where score of 3 or less
indicates low satisfaction and score above 3 indicates high satisfaction.

* Perceived effectiveness of communication is the extent to which communication
contributes to accurate information exchange, clarification of roles, timely responses,
decision-making, coordination of patient care, and improved patient outcomes. It is
measured using a 12-item Likert scale (1 = never to 5 = always) among doctors and nurses
(6,38). Total scores range from 12 to 60. This total score is divided by the total number of
questions to get the final score ranging from 1-5, where score of 3 or less indicates low
perceived effectiveness and score above 3 indicates high perceived effectiveness

< Individual factors include behaviours, attitudes, and communication skills of healthcare
professionals that may hinder communication (6,15). Measured on a 9-item Likert scale (1

= strongly disagree to 5 = strongly agree), total scores range from 9 to 45. This total score
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is divided by the total number of questions to get the final score ranging from 1-5, where
score of 3 or less indicates low negative individual influences on communication and score
above 3 indicates high negative individual influences on communication.

¢ Organizational factors are the structural and institutional characteristics that support or
impede communication (39). measured on a 10-item Likert scale (1 = strongly disagree to
5 = strongly agree), total scores ranging from 10 to 50. This total score is divided by the
total number of questions to get the final score ranging from 1-5, where score of 3 or less
indicates low organizational support for effective communication and score above 3

indicates high organizational support for effective communication.

4.8. Sample size determination

The sample size of this study was determined using a single population proportion formula,
considering the following assumptions: With a 95% level of confidence, a 5% margin of error, p-
value of 0.5 and a 25% non-response rate. A proportion of 50% (p = 0.5) was used based on a
previous study conducted in SPHMMC, reflecting the expected prevalence of the outcome in a

similar setting (13).

) Z%Jp(l—p‘a
A d’

Where: n0= is the minimum sample size
z =1s the desired level of statistical significance (95 %) (Z =1.96)
p= is the proportion of health care professionals satisfied with their communication
d = degree of accuracy required (5%) (d=0.05)

_(1.96)2 % 0.5(1 - 0.5)
B (0.05)2

n0=384.16=384

* Adjusting for finite population with the reduction formula
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n = n0/(1+(n0/N)) = 384/ (1+ (384/352)) = 183.65 =~ 184

Based on the above formula, the sample size is 184.
* Adjusting for 25% non- response rate, the final sample size will be
N=(1/(1-0.25.)) * 184=254

v" Out of the 254 health professionals sampled, 245 participated in the study, yielding a

response rate of 96.5%.

4.9. Sampling method and procedure

Considering that the reference population is heterogeneous in terms of training level and
educational background, a stratified random sampling method is used to group the reference
population into four strata based on educational background: senior, resident, medical intern, nurse.
The study population size for each stratum is obtained from Internal Medicine Department and
those who are eligible based on the inclusion and exclusion criteria are selected. The sample size
was allocated proportionally to each stratum. From each stratum a simple random sampling
method was used to select individuals, ensuring each professional group is adequately represented

in the sample.

The specific number of health care providers selected from each profession category will be

calculated as

0 Ns = (M * 245) / Total clinical staff number
0 Ns = (M*245) / 352

Where:

e M is the number of health care providers in a specific profession category (Senior,
Resident, Nurse, Intern)

e Ns —is the proportion of the total sample size that belongs to a specific health profession
category
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Table 2 The number of selected healthcare providers working in SPHMMC medical wards based

on profession category obtained from Internal Medicine Department

Seniors 52
Residents 78
Interns 66
Nurses 49

4.10. Data collection procedures and instruments

The data used in this research were primary data that were obtained from interns, nurses, residents,
and seniors working at SPHMMC Internal Medicine wards. The self-administered structured

questionnaire was the main instrument for data collection.

The questionnaire was developed by the investigator after reviewing similar literature and adopting
standardized tools used in these studies (6,16). Necessary modifications were made to align it with

the study objectives and local context.

The questionnaire consisted of five sections: (1) participant characteristics, (2) satisfaction with
patient-care-related communication, (3) perceived effectiveness of communication, (4) individual
behavioral factors, and (5) organizational factors. Each section used structured items on a 5-point

Likert scale to assess relevant aspects of interprofessional communication.

Items were originally measured using a five-point Likert scale. For the purpose of analysis and
ease of interpretation, responses were collapsed into three categories: dissatisfied, partially

satisfied, and satisfied.”
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The questionnaire was prepared in English and was administered in an online data collection
format using a tool called Google Form to ensure accessibility, reduce errors, and allow efficient

data management. A mandatory written consent form was included with the questionnaire.
The data collection procedures were as follows:

e The data collector introduced the study purpose to participants in the ward before the
distribution of the online questionnaire link.
e The link was shared directly to the eligible participants via SMS, email, WhatsApp, and

Telegram, ensuring all eligible participants in the ward were reached.

e The participants completed the questionnaire during their free time within a pre-specified

data collection period.

¢ To minimize non-response, reminders were sent 2—3 times weekly during participants’ free

time by the data collectors.

e The investigator closely followed and monitored daily data collection, troubleshot issues
related to the Google Form, and checked that the collected data were consistent and

accurate.

Before the data collection, the data collectors received training on data collection to increase

consistency and accuracy. The training was held in person for each data collector.

4.11. Data quality control

To ensure that the data obtained were of high quality, the investigator first reviewed the
questionnaire form for appropriateness, such as typing errors, missing questions, and improper
translations. The data entry was done by trained personnel, with pretesting of the data collection
tool, and mistakes were checked before analysis. A pretest of the questionnaire was conducted on
5% of the sample size at St. Paul’s Hospital Millennium Medical College in the General Surgery
Department, which was not included in the main study. The data in the pretest were re-extracted

post-pretesting the tool to ensure consistency. Throughout data collection, regular supervision and
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verification took place to avoid inconsistencies and bias and to ensure that all necessary data were

covered.

4.12. Data processing and analysis

All of the data collected were checked for completeness, cleaned, and entered into a data analysis
software such as SPSS version 27. Descriptive statistical methods, such as frequency and
percentage, were used to summarize the socio-demographic characteristics of participants and

variables related to satisfaction and perceived effectiveness of nurse—physician communication.

Inferential analysis was conducted to explore factors associated with satisfaction and perceived
effectiveness of communication. Associations between categorical variables were tested using chi-

square.

Bivariate analysis was first performed to examine the effect of each independent variable on the
outcomes (satisfaction and effectiveness). Variables with p-value <0.25 and clinical significance
from the literature were used in the multivariable model. A multivariable logistic regression was
then conducted to identify independent predictors, with results presented as adjusted odds ratios

(AOR) and 95% confidence intervals. A p-value <0.05 was considered statistically significant

4.13. Ethical consideration

Approval from SPHMMC Public Health Department and the Institutional Review Board was
received for this study before data collection. Informed consent was obtained from all participants
after a clear explanation of the purpose of the study, procedures, and their right to withdraw at any
time. All data were anonymized and personal identifiers were removed, ensuring that patient
confidentiality and privacy were kept to the highest standards. Voluntary participation was

practiced and no incentives were provided.

4.14. Dissemination of study result

Results of this study will be disseminated using a variety of channels to target both academic and

clinical audiences. The results will be disseminated to the Department of Internal Medicine at

26



SPHMMC for guiding clinical practice and quality improvement based on the evidence. Moreover,
the study will be submitted for publication in a medical journal to add evidence on satisfaction and
perceived effectiveness of patient-related communication among doctors and nurses in low-
resource settings. Key findings may also be disseminated at national and regional medical

conferences, workshops and seminars.
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5. Results

5.1 Socio-demographic and professional characteristics of the respondents

The demographic characteristics of the patients who participated in the study were as follows: a
total of 245 health professionals participated in the study. The majority of responders (71.0%) were
under 35, with a higher percentage of men (53.9%). Physicians made up the majority of the study
group (80.0%), and over half of the participants were single (52.2%).

Concerning educational level, 80.0% of participants were doctors (including interns, residents, and

specialists), while 20.0% were nurses holding BSc or MSc degrees. Most pr

Characteristic Category count Percentage
Age (years) <25 86 35.1%
26-35 88 35.9%
>36 71 28.9%
Sex Male 132 53.9%
Female 113 46.1%
Marital status Single 128 52.2%
Married 98 40.0%
Divorced/Widow 19 7.8%
Profession Physician 196 80.0%
Nurse 49 20.0%
Highest qualification BSc/MSc Nurse 49 20.0%
Intern 66 26.94%
Resident Doctor/Specialist Doctor 130 53.1
Years in practice <1 year 4 1.6%
1-6 years 182 74.3%
>6 years 59 24.1%
Years on ward/service <1 year 103 42.0%
1-5 years 106 42.3%
>5 years 36 14.7%
Working shift Day/Evening 157 64.1%
Night/Rotating 88 35.9%
Work pattern last month Full-time 207 84.5%
Part-time/Locum 38 15.5%
Average weekly hours <72 hrs 174 71.0%
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Characteristic Category count Percentage
>72 hrs 71 (29.0) 29.0%
Received formal team
communication training (e.g., [Yes 46 (18.8) 18.8%
SBAR)
No 199 (81.2) 81.2%

5.2 Assessment of Satisfaction in Patient-care-related Communication among

Professionals

Satisfaction with interprofessional communication was measured by combining eight related
survey items into a composite score, reflecting participants’ overall perception of communication
quality, respect, understanding, information relevance, and positive interactions with nurses and
physicians. Each item was rated on a five-point Likert scale (1 = Never, 5 = Always), and the

overall satisfaction score was calculated as the mean of the eight items:

Overall satisfaction score= Sum of 8 satisfaction items
8
Among the 245 participants, the composite satisfaction score ranged from 1.57 to 5.00, with a

mean of 3.38 (SD = 0.78), indicating a moderate to strong level of satisfaction. Using 60% of the
maximum possible score (3) as the cutoff, 68.2% (n = 167, 62.7%-73.3%) of participants were
categorized as satisfied, while 31.8% (n =78, 95% CI: 26.7%—-37.3%) were dissatisfied..

Approximately one-third of respondents reported mostly feeling understood after nurse-physician
interactions (31.8%, n=78), while 15.5% (n=38) reported always feeling understood. Nearly two-
thirds reported feeling respected sometimes or mostly (66.9%,n=164), and 27.3% (n=67) reported
mostly feeling respected. Regarding confidence in communication, 34.7% (n=85) of participants
reported always feeling that their input was valued, while 29.8% (n=73) reported mostly. Overall,
more than half of respondents described nurse physician interactions as mostly or always positive
and enjoyable (54.7%, n=134)
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Table 4 Assessment of Satisfaction in Patient-care-related Communication among Professionals

Partially satisfied
Item Dissatisfied n (%) Satisfied n (%)
(%)
Feeling understood 72 (29.4) 57 (23.3) 116 (47.3)
Feeling respected 76 (31.0) 97 (39.6) 72 (29.3)
Feeling pleased after
. ‘ 46 (18.8) 106 (43.3) 93 (38.0)
interaction
Trust in received information |74 (30.2) 111 (45.3) 60 (24.5)
Input is valued 15 (6.1) 72 (29.4) 158 (64.5)
Comfort in asking questions |26 (10.6) 123 (50.2) 96 (39.2)
Information considered vital |35 (14.3) 115 (46.9) 95 (38.8)
Interactions positive/enjoyable (34 (13.9) 77 (31.4) 134 (54.7)

5.4 Assessment of Perceived Effectiveness in Patient-care-related Communication

among Professionals

Among the 245 participants, the composite perceived effectiveness score ranged from 1.80 to

4.60, with a mean of 3.13 (SD = 0.63), indicating a moderate perception of effectiveness overall..

Perceived effectiveness of interprofessional communication showed mixed findings. A large
majority of respondents reported always or mostly receiving accurate and complete patient-care

information (81.7%, n=200) and clarifying roles and responsibilities through communication
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(89.4%, n=219). Additionally, 80.8% (n=198) reported always or mostly feeling confident that

shared information was acted upon correctly.

In contrast, several effectiveness components were reported less favorably. More than half of

respondents reported that nurses or physicians rarely or sometimes responded appropriately and in

a timely manner (84.5%), and 50.2% reported sometimes clearly understanding the information

provided.

Table 5 Assessment of Perceived Effectiveness in Patient-care-related Communication among

Professionals

Disagree Partially agree njagree n
Item

(%) (%) (%)
Receive accurate and complete patient-care
. . 15 (6.1) 30 (12.2) 200 (81.7)
information
Confident that shared information is acted upon

1(0.4) 46 (18.8) 198 (80.8)
correctly
Clarify responsibilities and roles 0(0.0) 26 (10.6) 219 (89.4)
Nurses/Physicians respond appropriately and

125 (51.0) 82 (33.5) 38 (15.5)
timely
Clearly understand information provided 95 (38.7) 123 (50.2) 27 (11.0)
Able to provide feedback and ensure

. 87 (35.5) 127 (51.8) 31 (12.7)

understanding
Openly exchange information about work 146 (59.6) 62 (25.3) 37 (15.1)
Actively listen during patient-care discussions |127 (51.8) 76 (31.0) 42 (17.2)
Communication improves patient outcomes 104 (42.4) 79 (32.2) 62 (25.3)
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Disagree n|Partially agree n|agree n
Item

(%) (%) (%)
Communication helps coordinate patient care 168 (68.6) 56 (22.9) 21 (8.5)
Communication helps make timely decisions 88 (35.9) 111 (45.3) 46 (18.7)

5.5 Individuals behaviors Affecting Interprofessional Communication

Several barriers to effective interprofessional communication were reported. About one-third

(33.4%, n=82) agreed that some physicians display disruptive behaviors, while over half (55.5%,

n=136) agreed that some professionals have unsatisfactory communication skills. Conflicting

physician orders were reported by 58.8% (n=144), and unfavorable attitudes toward colleagues

were noted by 62.3% (n=155). Noncompliance with professional advice was acknowledged by

65.7% (n=161), and abusive behaviors were reported by 75.9% (n=186). Poor attitudes toward

work and uncooperativeness at work were observed by 37.9% (n=93) and 47.1% (n=115) of

respondents, respectively.

Table 6 Individuals behaviors Affecting Interprofessional Communication
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Disagree n|Partially agree|agree n
Item

(%) n (%) (%)
Some physicians display disruptive behaviors 36 (14.7) 127 (51.8) 82 (33.4)
Some professionals have unsatisfactory inter- 136

] o ) 50 (20.4) 59 (24.1)
professional communication skills (55.5)
144

Physicians sometimes give conflicting orders 74 (30.2) 27 (11.0) (58.8)




Disagree n|Partially agree|agree n
Item
(%) n (%) (%)
Some professionals display unfavorable attitudes 155
37 (15.4) 53 (22.2)
toward colleagues (62.3)
Some nurses or physicians do not comply with 161
. ‘ 6(2.4) 78 (31.8)
professional advice (65.7)
Abusive behavior (verbal, physical, or sexual) occurs 186
_ 12 (4.9) 47 (19.2)
among professionals (75.9)
Some professionals display a poor attitude toward
53 (21.7) 99 (40.4) 93 (37.9)
their work
Professionals sometimes show uncooperativeness at 115
58 (23.7) 71 (29.1)
work (47.1)

5.6 Organizational Support for Interprofessional Communication

Organizational support for interprofessional communication was perceived as limited. Half of the

respondents reported that nurses’ and physicians’ contributions were sometimes recognized and

appreciated (50.6%, n=124), while only 18.4% (n=45) reported always. Regarding the work

environment, 32.2% (n=79) reported that the ward sometimes supported effective communication,

whereas 26.9% (n=66) reported never.

In contrast, role clarity and shared goals were reported more positively. 58.8% of respondents

reported that roles and responsibilities were mostly or always clearly defined, and 70.2% reported

that physicians and nurses mostly or always shared a common vision for patient care. However,

perceptions of management fairness and conflict resolution were poor, as 71.5% reported being

never or rarely treated fairly by management, and 61.2% reported that conflicts were never or

rarely addressed constructively
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Table 7 Organizational Support for Interprofessional Communication

addressed constructively

Disagree n | Partially agree | Agree n
Item
(%) n (%) (%)
Nurses’” and physicians’ contributions are
49 (19.2) 124 (50.6) 72 (29.4)
recognized and appreciated
The ward environment supports effective
o 104 (42.4) |79 (32.2) 62 (25.3)
communication
There are enough staff members to provide safe and
‘ . 100 (40.8) |98 (40.0) 47 (19.2)
effective patient care
Adequate resources are available to support
140 (57.2) |75 (30.6) 30 (12.3)
teamwork and communication
There are regular forums to discuss communication
. 160 (64.3) |45 (18.4) 40 (16.3)
issues
Roles and responsibilities of physicians and nurses
33 (13.5) 68 (27.8) 144 (58.8)
are clearly defined
All professionals are treated fairly and equally by
175 (71.5) |45 (18.4) 25 (10.2)
management
Physicians and nurses share a common vision for
. 23 (9.4) 50 (20.4) 172 (70.2)
patient care
The hospital enforces a zero-tolerance policy for
_ 150 (60.5) |54 (22.0) 41 (16.7)
abuse, disrespect, harassment
Conflicts among nurses and physicians are
150 (61.2) |53 (21.6) 42 (17.1)
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5.7 . Factors associated with Satisfaction in Patient-care-related Communication among
Professionals

In the bivariate analysis, 8 predictor variables were used, and those with a P-value of less than 0.25
were entered into the multivariate logistic regression model. The outcome variable was
significantly associated with four variables. The variables that had a significant association with a
satisfaction interprofessional communication among doctors and nurses were sex,years of

experience on the ward, organizational support and individual/behavioural factors.

Participants with low individual/behavioral factor scores were significantly less likely to be
satisfied compared to those with high scores (AOR = 0.21, 95% CI: 0.10-0.46, p=0.081). female
participants were also less likely to be satisfied than male participants (AOR =0.31, 95% CI: 0.17-
0.56, p < 0.001). Organizational support showed a marginal association, where lower
organizational support was associated with reduced satisfaction (AOR = 0.51, 95% CI: 0.26-1.02,
p = 0.058).

Respondents with high individual/behavioral factor scores (AOR = 0.211; 95% CI: 0.096-0.463)
(P<0.001), male sex (AOR = 2.487; 95% CI: 1.038-5.959) (P=0.041), and high organizational
factor scores (AOR = 0.513; 95% CI: 0.257-1.022) (P=0.058) were significantly associated with

satisfaction with interprofessional communication.

Regarding ward experience, professionals with 1-2 years of service on the ward (AOR = 0.40;
95% CI: 0.16-0.98) (P=0.045) were less likely to report satisfaction compared to those with more
than five years of experience), indicating that familiarity with the ward environment and team

dynamics enhances satisfaction.
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Table 8 Factors associated with Satisfaction in Patient-care-related Communication among

Professionals
Variable Satisfied n|Dissatisfied n|{COR (95%|AOR (95%
(%) (%) QD CID
Sex
1.56  (0.99-{2.49(1.04-
Male 95 (72.0%) |37 (28.0%) 2.47) 5.96)
Female 52 (46.0%) |61 (54.0%) 1.00 1.00
Organizational factor (mean)
Low (<3) 88 (51.8%) |82 (48.2%) 8'§2§0'16_ ?'gégo'%_
High (>3) 59 (78.7%) (16 (21.3%) 1.00 1.00
Individual/Behavioral factor
(mean)
Low (<3) 90 (50.8%) (87 (49.2%) 8421(1)) (0.10- 8'350'10_
High (>3) 57 (83.8%) (11 (16.2%) 1.00 1.00
Years on ward/service
<1 year 60 (58.3%) (43 (41.7%) 10'25;‘)(0'24_ (1)'(5)4;027_
0.40(0.17- 0.40(0.16-
1-2 years 33 (50.8%) |32 (49.2%) 0.96) 0.98)
3-5 years 28 (68.3%) (13 (31.7%) g.g;gom- 3'3%0'33_
>5 years 26 (72.2%) (10 (27.8%) 1.00 1.00

NB: Variables with P < 0.25 in the bivariate analysis were included in the multivariable logistic
regression model; 1.00 = Reference category; AOR = Adjusted Odds Ratio; COR = Crude Odds
Ratio; CI = 95% Confidence Interval.
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6. Discussion

This study assessed satisfaction and perceived effectiveness of interprofessional communication
between doctors and nurses working in the Internal Medicine wards of St. Paul’s Hospital
Millennium Medical College. The findings provide important evidence on how communication is
experienced in a comprehensive teaching hospital setting in Ethiopia and address the documented
gap regarding the concurrent assessment of satisfaction, effectiveness, and associated individual

and organizational factors within the same clinical environment.

Overall, the study indicated that more than two-thirds of participants were satisfied with
interprofessional communication, with an average satisfaction score of 3.38. This level of
satisfaction is higher compared to satisfaction level reported in several Ethiopian studies, which
typically range between 40% and 55% (7). Similar lower satisfaction leveles were reported in
Jimma Zone, Harari Regional State, Dire Dawa, and Dessie public hospitals, particularly among
nurses (7,16). The relatively higher satisfaction in this study may be due to the academic and
tertiary care level of SPHMMC, where advanced specialized medical departments, structured ward
rounds, and repititve interaction between professionals are more common than in primary or

general hospitals.

Despite this relatively high overall satisfaction level, the presence of dissatisfaction among nearly
one-third of respondents is clinically significant. In Internal Medicine wards, where rapid decision
making and coordinated care are essential, even moderate dissatisfaction can jeopardize teamwork
and patient safety. The frequent selection of “sometimes” more than “mostly” or “always” across
satisfaction indicators suggests that positive communication experiences are inconsistent and
situational rather than systematically embedded into routine practice. This finding is consistent
with prior evidence from Ethiopia and Africa studies, which indicates that communication quality
often depends on individual relationships and workload pressures rather than standardized

institutional practices (7,19,28).

Importantly, multivariable analysis in the present study identified key predictors of satisfaction.
Low individual/behavioral factor scores were strongly associated with reduced

satisfaction ,indicating that clinicians who perceive fewer behavioral barriers such as disruptive
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conduct, uncooperativeness, and poor communication skills are far more satisfied. Female
participants were less likely to be satisfied than males , suggesting potential gender differences in
communication experiences, which has been observed in study conducted across North eastern

Ethiopia exploring professional interactions and communication dynamics(29).

Lower organizational support was marginally associated with reduced satisfaction, reflecting the
importance of institutional culture and management practices in shaping communication
perceptions. Additionally, professionals with 1-2 years of ward experience were less likely to
report satisfaction compared to those with more than five years of experience, implying that
familiarity with team dynamics, clinical routines, and established communication norms may
enhance satisfaction , a pattern noted in other healthcare work environments where experience

predicts better integration into team culture and communication practices.

These multivariable findings align with research from northwest Ethiopia showing that
dissatisfaction with organizational support and interpersonal support were independently
associated with ineffective interprofessional collaboration. However, systematic reviews across
public hospitals in Eastern Ethiopia indicate that the strength of the association can vary across
different settings and study designs. The discrepancies between strength of association may be
explained by difference in measurement of communication outcomes, institutional contexts, staff

mixes, and cultural norms in professional interactions(30,7).

Key relational aspects of communication, including feeling understood, respected, and trusted,
were reported at moderate levels. While a majority of respondents reported feeling respected and
understood at least sometimes, fewer experienced these elements consistently. This aligns with
previours literatures showing that hierarchical professional cultures and power differentials
continue to shape nurse physician interactions, often resulting in nurses perceiving their
contributions as undervalued (5,15). Such dynamics are well documented in Ethiopian healthcare
settings, where physicians traditionally hold dominant decision making authority, limiting nurses’

confidence in speaking up even when patient safety is at risk (17).

In contrast, studies from the United States report more balanced levels of satisfaction between
nurses and physicians, with nurses frequently describing interprofessional communication as
collegial and participatory rather than hierarchical. Studies from U.S. academic and community

hospitals indicates that nurse satisfaction with interprofessional communication is comparable to
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that of physicians, largely due to strong organizational structures, well defined scopes of practice
and strong institutional emphasis on teamwork and psychological safety. The discrepancy between
these findings and the present study can be explained by contextual differences in health system

organization, professional autonomy, and workplace culture (31).

The assessment of perceived effectiveness of interprofessional communication revealed mixed
findings. While most respondents reported mostly receiving accurate and complete patient care
information and using communication to clarify roles and responsibilities, several essential
components of effective communication were poorly scored. These included timely responses,
clarity of information, feedback exchange, active listening, coordination of patient care, and the

role of communication in improving patient outcomes and supporting timely clinical decisions

This inconsistency concludes an important finding: information transmission alone does not equate
to effective communication. Although main clinical information may be exchanged, deficits in
responsiveness and coordination limit the functional impact of communication on patient care.
This finding supports the WHO Interprofessional Collaborative Practice framework, which
emphasizes that effective collaboration requires not only information sharing but also shared

decision-making, psychological safety, and relational trust (32).

Although information exchange appears to occur regularly at SPHMMC, the limited effectiveness
in coordination and decision making suggests that communication remains largely task oriented
rather than collaborative. Similar challenges have been reported in Ethiopia and Asia health case
settings, where heavy workloads, staffing shortages, and fragmented workflows constrain

meaningful interprofessional dialogue (14,25).

Individual behavioral factors emerged as important barriers to effective communication. Many
respondents reported disruptive physician behaviors, unsatisfactory interprofessional
communication skills, conflicting physician orders, and uncooperative attitudes. Although abusive
behaviors were reported less frequently, their presence remains significant, as even isolated
incidents can erode psychological safety and discourage open communication. These behaviors
contribute to stress, burnout, and reduced job satisfaction, particularly among nurses and junior

staff, consistent with Ethiopian and international literature (11,17).
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Conflicting physician orders were reported by a substantial proportion of respondents, posing a
direct threat to patient safety and effective teamwork. Similar findings have been reported in South
west Ethiopia,where lack of coordination among physicians and unclear communication channels
contribute to medication errors and delays in care (15). ). In contrast, study from United Kingdom
shows that formal communication tools like SBAR, standardized handover protocols, and clear
accountability mechanisms significantly reduce the occurrence of conflicting orders and enhance
patient safety (3,23).These issues highlight the importance of structured communication tools and

clear accountability mechanisms to ensure consistency in clinical decision-making.

Organizational support for interprofessional communication was perceived as limited across
multiple domains. Recognition and appreciation of professional contributions were inconsistent,
staffing and resource constraints were widely reported, and regular forums for discussing
communication issues were largely absent. In addition, perceptions of unfair treatment by
management and poor conflict resolution mechanisms were prevalent. These findings align with
several studies across Ethiopia identifying weak managerial commitment, inadequate
organizational structures, and entrenched hierarchies as major barriers to effective

interprofessional collaboration in Ethiopia (6,7,12,28).

In contrast, role clarity and shared vision for patient care were reported more positively, suggesting
that professionals understand their responsibilities and share common goals, but lack the
organizational support needed to operationalize effective collaboration. This imbalance may
explain why satisfaction levels were relatively high while perceived effectiveness remained limited.
Similar patterns have been observed in Kenya, where professional roles are defined but

collaboration is undermined by systemic and cultural barriers (6,33).

Formal communication training was strongly associated with higher satisfaction, underscoring the
value of structured tools such as SBAR. This finding is consistent with international evidence
showing that SBAR improves clarity, confidence, and mutual respect between nurses and
physicians, and reduces communication-related errors (3,23). However, the low proportion of
participants who had received such training highlights a critical gap in institutional capacity-

building efforts.

Years of service in the ward were also significantly associated with satisfaction, with more

experienced staff reporting higher satisfaction. This suggests that familiarity with team and
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institutional culture facilitates communication, while junior staff and interns may struggle to
navigate hierarchical relationships and informal norms. Similar findings have been reported in
global studies, emphasizing the need for mentorship and supportive onboarding processes for

newly assigned professionals (15,27).
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7. Strength and limitation of the study

8.1 Strength of the study
v' The study provides comprehensive evidence on both satisfaction and perceived

effectiveness of interprofessional communication in a tertiary teaching hospital setting in
Ethiopia, addressing a gap in the literature.

v" Inclusion of both doctors and nurses allowed a holistic view of interprofessional dynamics,
capturing perspectives from multiple professional levels.

v' Examination of individual, relational, and organizational factors concurrently offers
practical insights for interventions targeting both personal and systemic barriers.

8.2 Limitation of the study

v The study was cross-sectional, which limits the ability to establish causal relationships
between variables such as training, experience, and satisfaction.

v' Data were collected from a single hospital, which may reduce generalizability to other
healthcare settings, especially non-academic or rural hospitals.

v Self-reported data may be subject to social desirability bias, particularly regarding

sensitive topics like disruptive behaviors or abusive conduct.
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8. Conclusion and recommendation

9.1 Conclusion

This study demonstrated that interprofessional communication between doctors and nurses in the
Internal Medicine wards of St. Paul’s Hospital Millennium Medical College is characterized by
moderate levels of satisfaction but limited perceived effectiveness and insufficient organizational
support. While communication is generally effective in transmitting clinical information and
clarifying professional roles, it is less effective in facilitating timely responses, feedback exchange,

coordinated care, and improved patient outcomes.

Multivariable analysis identified key predictors of satisfaction: higher individual/behavioral factor
scores, male sex, greater ward experience, and stronger organizational support were associated
with higher satisfaction levels. These findings underscore that satisfaction with interprofessional
communication is influenced not only by the technical exchange of information but also by

relational dynamics, behavioral factors, hierarchical structures, and institutional support.

In conclusion, improving interprofessional communication in Internal Medicine wards requires a
comprehensive, system-level approach that integrates structured communication tools, supportive
leadership, fair and responsive management practices, and a culture that promotes mutual respect

and psychological safety.

9.2 Recommendation

Based on this study, the following recommendations were forwarded:

St. Paul’s Hospital Millennium Medical College Administration:

¢ [Implement structured communication protocols such as SBAR for all shifts to reduce
conflicting orders and improve coordination.

e Establish regular interprofessional meetings and debriefings to address communication
gaps, clarify responsibilities, and promote shared decision-making.

e Ensure fair staffing levels and adequate resources to minimize workload-related

communication barriers.
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St. Paul’s Hospital Millennium Medical College Training and Professional Development

Departments:

e Provide formal interprofessional communication training for all doctors and nurses,
including workshops on effective feedback, active listening, and conflict resolution.
e Develop mentorship and onboarding programs for junior staff and interns to build

confidence in navigating hierarchical dynamics.

Policymakers and Healthcare Regulators:

e Develop and enforce institutional policies that promote psychological safety, zero
tolerance for abusive behavior, and fair management practices.

e Support hospitals in implementing interprofessional education as part of continuous
professional development and accreditation standards.

e Encourage research and monitoring of interprofessional communication to evaluate the

effectiveness of interventions over time.
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10. Annexes

Annex I: Study Participant Information Sheet

Title: Assessment of satisfaction and perceived effectiveness of patient-care-related

communication among doctors and nurses in the St. Paul’s Hospital Millennium Medical

College, Internal Medicine Wards

Principal Investigator: Dr. Elham Awel, Medical Intern, St. Paul’s Hospital Millennium Medical
College, ellawelmefam5 @ gmail.com, +251923113456

The purpose of this study is to assess the satisfaction and perceived effectiveness of patient-care-
related communication among doctors and nurses working in SPHMMC, Internal Medicine wards,
and to identify factors that influence the effectiveness of such communication. Your participation
in this study will help to understand the current satisfaction and perceived efficacy of patient care
related communication that doctors and nurses working in the SPHMMC, internal medicine wards

and the factors affecting the communication.

Your participation in this study involves completing a questionnaire that will take approximately
15 minutes to complete. The questionnaire covers various aspects of patient related communication,

including factors affecting the communication.

All responses will be kept strictly confidential and will be used only for the purposes of this study.
Your responses will be anonymized, and no personally identifiable information will be included

in the final report.

By signing this consent form, you acknowledge that you have read and understood the information
provided, and you voluntarily agree to participate in this study. You have the right to ask questions,
decline from answering to some or more of the questions you do not like to answer and to withdraw

from the study at any stage.



Annex II: Consent form

I hereby acknowledge that I have read and understood the information provided in the Study
Participant Information Sheet for the research study titled “Assessment of satisfaction and
perceived effectiveness of patient-care—related communication among doctors and nurses in the

St. Paul’s Hospital Millennium Medical College, Internal Medicine Wards.”

I understand that my participation in this study is entirely voluntary, and I have the right to
withdraw at any time without penalty. I understand the purpose of the study, the procedures

involved, and any potential risks or benefits associated with participation.
I agree to participate in the study and consent to the collection and use of my survey responses for
research purposes. I understand that my confidentiality will be protected, and my responses will

be anonymized in any reports or publications resulting from this study.

Participant's Signature:

Date:

Data collector’s Signature:

Date:

II



Annex III: Questionnaire

PART ONE: Participant Characteristics

No

QUESTION

RESPONSE

CODE

101

Age

102

Sex

1. Male

2. female

103

Marital Status

AW N =

. Single
. Married
. Divorced

. Widowed

104

Profession

1.
2.

Physician
Nurse

105

Highest qualification

NV AE LD =

Diploma Nurse
BSc Nurse

MSc Nurse

Intern Doctor
General Physician
Resident Doctor
Specialist Doctor

106

Years in practice

A

<1 year
1-3 years
4-6 years
7-10 years
>10 years

107

Years on
ward/service:

this

L=

. <l year

1-2 years
3-5 years

I




4. >5years
108 Typical working shift 1. Day
2. Evening
3. Night
4. Rotating
109 Work  pattern  last 1. Full-time
month 2. Part-time
3. Locum (Filling duties
of someone else)
110 Average weekly hours 1. <48
in ward in hours 2. 48-72
3. >72
111 Monthly Salary in ETB 1. <7000
2. 7000-15000
3. >15000
112 Have you received 1. Yes
formal team 2. No
communication
training (e.g., SBAR)?
PART TWO: Assessment of Satisfaction in Patient-care-related Communication among

Professionals (doctors and nurses)

(1=never, 2=rarely, 3=sometimes, 4=mostly, S=always)

No QUESTION 1|23 4|5 |[CODE
201 | I feel understood after interacting with Nurses/Physicians.
202 | I feel respected during Nurse—Physician interactions.
203 | I feel pleased after interacting with Nurses/Physicians.
204 | I trust the information I receive from Nurses/Physicians.

IV




205

I feel confident that my input is valued during communication.

206 | I feel comfortable asking questions or clarifying doubts.

207 | Nurses/Physicians consider my information about the patient as relevant and
important.

208 | Interactions between me and Nurses/Physicians are positive and enjoyable.

PART TWO: Assessment of Perceived Effectiveness in Patient-care-related Communication
among Professionals (doctors and nurses)

(1=never, 2=rarely, 3=sometimes, 4=mostly, S=always)

No QUESTION CODE
201 | I receive accurate and complete information about patient care from
nurses/physicians
202 | I feel confident that information shared during communication is acted
upon correctly.
203 | We use communication to clarify responsibilities and roles in patient care.
204 | Nurses/Physicians respond appropriately and in a timely manner to requests
or questions.
205 | I clearly understand the information provided by Nurses/Physicians.
206 |I am able to provide feedback and ensure it is understood by
Nurses/Physicians.
207 | We openly exchange information about matters related to work in patient
care
208 | We actively listen to each other during patient care discussions.
209 | I feel that communication helps improve patient outcomes.
211 | Communication allows me to coordinate patient care effectively with other

professionals.




212 | I believe communication helps us make timely decisions regarding patient
care.

PART FOUR: Individual Factors

(1=Strongly disagree, 2=Disagree, 3=Neither, 4=Agree, 5=Strongly agree)

No QUESTION

CODE

301 | Some physicians display disruptive behaviors (e.g., raising voice, showing
disrespect, or berating colleagues/patients).

302 | Some nurses display disruptive behaviors (e.g., raising voice, showing
disrespect, or berating colleagues/patients).

303 | Some professionals have unsatisfactory inter-professional communication
skills.

304 | Physicians sometimes give conflicting orders.

305 | Some professionals display unfavorable attitudes toward colleagues

306 | Some nurses or physicians do not comply with professional advice or
recommendations.

307 | Abusive behavior (verbal, physical, or sexual) occurs among professionals

308 | Some professionals display a poor attitude toward their work.

309 | Professionals sometimes show uncooperativeness at work

VI




PART FIVE: Organizational Factors

(1=Strongly disagree, 2=Disagree, 3=Neither, 4=Agree, 5=Strongly agree)

No QUESTION

CODE

401 | Nurses’ and physicians’ contributions are recognized and appreciated by the
organization.

402 | The ward environment supports effective communication among staff

403 | There are enough staff members to provide safe and effective patient care.

404 | Adequate resources (equipment, supplies) are available to support teamwork
and communication.

405 | There are regular forums (meetings) to discuss communication issues among
doctors and nurses?

406 | Roles and responsibilities of physicians and nurses are clearly defined.

407 | All professionals are treated fairly and equally by management.

408 | Physicians and nurses share a common vision for patient care.

409 | The hospital enforces a zero-tolerance policy for abuse, disrespect, or
harassment.

410 | Conflicts among nurses and physicians are addressed constructively.

VII
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