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Nurses with high self-efficacy are more engaged in interprofessional collabora-
tion. The Bedside Nurse Leadership Development program, along with bedside
nurses leading the interprofessional team during rounds, had a positive impact
on several Task-Specific Self-Esteem Scale leadership questions over time.

AlM

The purpose of this project was to examine the effects of
both the Bedside Nurse Leadership Development pro-
gram and participation in nurse-led interprofessional bed-
side rounds on nurse leadership self-efficacy over time.

BACKGROUND
The Triple Aim, proposed by the Institute for Healthcare
Improvement,' recommended 3 objectives to improve the
quality of healthcare. These objectives are to 1) improve
healthcare quality and patient satisfaction; 2) improve pop-
ulation health; and 3) reduce the per person cost of health-
care. Improving the work life of health care providers was
added as the fourth aim, creating the Quadruple Aim.?
The resolution to the problem of fragmented
proposed to be
interprofessional education and collaboration.’*

error-prone  healthcare was
Care integration, also known as coordination of care,
was suggested to improve patient care by including
patients and families, and health care providers who
are involved in patient care.’

The World Health Organization defined the
collaborative practice-ready worker as “someone
who has learned how to work in an interprofessional
team and is competent to do so.”* The Institute of
Medicine recommended nurses lead in changing and
improving health care and working in interprofessional
teams.® Nurses at the bedside are in an ideal position to
positively impact these aims and recommendations by
using their skills and knowledge at the point of care to
influence interprofessional collaborative practice.”

Despite the opportunity to lead, Stein’s seminal
work revealed that nurses’ indirect communication with
physicians and other members of the health care team

impeded collaboration.” Daiski'® found that nurses
remained silent in interprofessional teams due to lack
of self-confidence and a need to placate the team. In
another study, nurses were generally expected to follow
physician’s orders and focus on patient care.'!

Historically, teaching rounds have followed the
medical model that involves physicians for the purpose
of educating medical students and residents.'>'® Nurses
typically attended teaching rounds to gain information
or answer questions, but did not actively participate in
the process.'*"

In a study of interprofessional interactions in a
Canadian general internal medicine ward, physicians
were observed to ignore questions from other health
care professionals and delay interprofessional rounds
for intraprofessional activities.'® Observation of other
health professionals revealed a lack of participation in
care planning during rounds.'®

In today’s complex health care environment, it is
mmperative that health care professionals work together as
a team and collaborate to ensure quality patient outcomes.
Nurses are in a unique role to lead these collaborative
teams because they spend more time with patients
than other health care professionals. Nurses influence
patient care whether from informal or formal leadership
positions.” This project examined bedside nurses’
leadership self-efficacy after leadership development
program participation and leading interprofessional
bedside rounds.

METHODS

Setting
The setting for this longitudinal project was a large ur-
ban academic level 1 trauma center in the Midwestern
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Table 1. Categorical Age by Survey Time Point

Age Category Pre 3 Months
<30years  gldo, i
>30years 459, 57.9%

Total 31 19

6 Months 1 Year Total
8 11
44.4% 44% A
10 14
55.6% 56% 49
18 25 93

Pre, pre-implementation.

Table 2. Education by Survey Time Point

Education Pre 3 Months
Category
11 7
ADN 35.5% 35%
16 11
BSN 51.6% 55%
4 2
MSN 12.9% 10%
Total 31 20

6 Months 1 Year Total

6 9

31.6% 34.6% 22
11 16

57.9% 61.5% >4
2 1 9

10.5% 3.8%
19 26 96

Pre , pre-implementation.

United States. The 605-bed hospital is part of an aca-
demic health center that includes a college of nursing,
college of pharmacy, college of medicine, and college
of allied health sciences. The nurses at the hospital par-
ticipate 1in a collective bargaining unit. The project was
conducted on a 24-bed surgical unit.

Sample

Institutional review board approval was obtained from the
university prior to informed consent, initiation of the lead-
ership development program, and data collection. The
initial convenience sample consisted of 33 nurses before
implementation of Bedside Nurse Leadership Develop-
ment. Nursing work experience ranged from less than 1
year to 41 years. Fifty-seven percent of the nurses had a
baccalaureate degree, 32% had an associate degree, 3.6%
had a master’s degree, and 7% chose not to disclose. Nurse
participants (N = 33) self-identified ethnicity: African
American/Black = 3; Caucasian = 24; Native Hawaiian
= 1; and 5 “would rather not answer.” Ages ranged from
23 to 60 years, with a mean age of 35.8 years. Of the 33
participants, 4 were male and 29 were female. All full-time
and part-time registered nurses (RINs) working on the sur-
gical unit were invited to participate in the project. Agency,
float, and travel RNs were excluded from the project due

to temporary employment status. Consent to participate
was provided prior to the start of the project.

Intervention
Prior to the implementation of nurse-led interprofes-
sional bedside rounds, staff nurses on the clinical unit
participated in the Bedside Nurse Leadership Devel-
opment educational intervention. This action-oriented
program included questioning conventional thinking
about nurse interaction with other health professions,
especially around the concept of “just a nurse.”” A
values activity, intended to inspire patient advocacy,
encouraged reflection on the reasons why participants
chose nursing as their profession. Concepts of practic-
ing nursing to advance healing and avoid suffering with
examples of avoidable patient suffering were provided,
followed by discussion and examples from participants.
Another aspect of the leadership program was the
introduction of a standardized communication tool
developed by nursing leadership with an explanation
of its purpose in nurse-led interprofessional bedside
rounds. The tool was intended to standardize the
interprofessional bedside rounding process and provide
consistent expectations on the part of all participants
as to the order and purpose of the rounds. As an active
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Table 3. Task-Specific Leadership Self-Efficacy Mean Scores Over Time

Questions Time Point
Q1. | know more
Pre
than most health
. 3 months
care professionals 6 months
about what it takes
12 months

to be a good leader.
Q2. | know what Pre

it takes to make a 3 months
group accomplish a 6 months
task. 12 months
Q3. In general, I'm Pre
not very good at 3 months
leading a group of 6 months
my peers. 12 months
Q4. | am confident of Pre
: - . 3 months
my ability to influ- h
ence a group | lead 6 months
’ 12 months
Q5. | have no idea Pre
what it takes to keep 3 months
a group running 6 months
smoothly. 12 months
Q6. | know how to P h
encourage good S S
roup performance & e
group p : 12 months
Q7. lam able to
Pre
allow most group
) 3 months
members to contrib-
6 months
ute to the task when
. 12 months
leading a group.
Q8. Overall, | doubt bz
3 months
that | could lead a h
roup successtully. & s
9 ‘ 12 months

Pre, pre-implementation; SD, standard deviation.

learning strategy, ideas were solicited from the nurse
participants for what should be included in the tool for
the patient population on their unit.

A discussion of the purpose of the interprofessional
rounds was also included in the program. Nurse-
led interprofessional bedside rounds were defined
and described as a pertinent review of the last 24
hours of patient care and any potential concerns that
needed to be addressed. A role modeling activity used
case scenarios to present typical patient situations,
as well as potential rounding situations with health

N Mean SD

33 3.15 0.870
20 3.50 1.000
19 3.42 1.017
28 3.61 0.685
33 3.73 0.876
20 4.00 0.858
20 3.65 1.137
28 4.00 0.544
32 2.16 0.723
20 2.40 0.883
20 2.00 0.725
28 2.00 0.667
32 3.78 0.975
30 3.90 0.788
20 3.90 0.912
28 3.71 0.897
33 2.09 0.678
20 1.90 0.718
20 1.85 0.745
28 2.11 0.737
32 3.97 0.538
20 4.00 0.562
20 4.00 0.858
28 4.07 0.539
33 3.91 0.805
20 4.00 0.459
20 4.20 0.616
28 4.25 0.518
33 2.06 0.747
20 1.90 0.718
20 1.85 0.671
28 1.89 0.567

professions colleagues. For example, the role-plays
included professionals arriving to rounds late, or taking
extended time reporting on the patient during rounds.
Participants discussed potential solutions to these and
other anticipated challenges during interprofessional
rounds. The role-play activity provided practice and
opportunity to anticipate the experience of nurse-led
interprofessional bedside rounds. Time for questions
and feedback was helpful to the project team to

understand perceived barriers prior to implementation.
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Instrument

Bedside nurse leadership self-efficacy was measured us-
ing a modified version of the Task-Specific Leadership
Self-Esteem Scale.' The modification changed state-
ment | from “I know a lot more than most students
about what it takes to be a good leader” to “I know a lot
more than most health care professionals about what it
takes to be a good leader.” The study team also added 4
demographic questions related to age, educational level,
ethnicity, and work experience. The tool is an 8-item
Likert-type scale that measures a leader’s self-efficacy
in his or her leadership ability. The answers are on a
5-point scale from 1 (strongly disagree) to 5 (strongly
agree). Scores can range from 8 to 40. Cronbach’s alpha
for internal consistency was 0.85.

Procedure

Bedside nurses on a 24-bed surgical unit participated
in the longitudinal project that examined the nurse’s
perceptions of leadership self-efficacy over time. Nurs-
es completed a modified version of the Task-Specific
Leadership Self-Esteem Scale'® prior to participation in
the Bedside Nurse Leadership Development program,
and again at 3, 6, and 12 months of nurse-led interpro-
fessional bedside rounds.

RESULTS

Demographic Data

Age: Nursing staff who participated in Bedside Nurse
Leadership Development and interprofessional bedside
rounds and completed the Task-Specific Self-Esteem
Scale ranged in age from 26 to 60 years. The median
age at pre-Bedside Nurse Leadership Development was
30 years; at 3 months post-rounds was 33 years; at 6
months was 32 years; and 12 months was 34 years. Ages
ranged from 23 to 61 years. Categorical age by survey
time point is =30 years and >30 years, which was used
for statistical analysis. See Table 1 for Categorical Age
by Survey Time-Point.

Education: The educational level of the bedside
nurses ranged from associate degree in nursing (ADN)
to baccalaureate degree in nursing (BSN) to master of
science degree in nursing (MSN). Table 2 shows the
degree level of nurse participants at pre-Bedside Nurse
Leadership Development, 3 months, 6 months, and
12 months post—nurse-led interprofessional bedside
rounds.

Ethnicity: The following
represented in the sample: African American/
Black, Caucasian, Asian, Pacific Islander, and Native
Hawaiian. Although multiple ethnicities participated,
there were no significant findings related to ethnicity at
any time period of the study.

Work Experience: Nurse work experience
ranged in years from | to 41. The median years of

ethnicities  were

work experience at pre-Bedside Nurse Leadership

Development was 5 years; at 3 months post-rounds,
the mean was 6 years; at 6 months, the mean was 4
years; and at 12 months post-interprofessional rounds,
the mean was 5 years of work experience. Categorical
years of work experience by survey time point was =5
years and >) years as used for statistical analysis.

Longitudinal Survey Findings

The Jonckheere-Terpstra test (JT.test) was used to an-
alyze the longitudinal survey data from the Task-Spe-
cific Self-Esteem Scale. The JT.test is a rank-based,
nonparametric test used to establish whether there 1s a
statistically significant trend between variables and or-
dered differences among classes. All assumptions for the
JTtest were met.

Analysis indicated significant findings (p = 0.05) for 2
of the individual questions over time in the Task-Specific
Self-Esteem Scale. Question 1, “T know a lot more than
most health professionals about what it takes to be a good
leader,” demonstrated statistically significant change over
time (Z = 1.6964, p = 0.045). Question 7, “I am able to
allow most group members to contribute to the task when
leading a group,” also showed statistically significant
change over time (Z = 2.0097, p = 0.022). Bedside
nurses exhibited improved perceptions of leadership self-
efficacy over time for these 2 questions.

There were also statistically significant findings for
question 3 and question 8 based on age differences.
Question 3 was “In general, I’'m not very good at
leading a group of my peers” (Z = —2.4181, p =
0.016). Question 8 was “Overall, I doubt that I could
lead a group successfully” (Z = —1.9983, p = 0.046).
Bedside nurses over the age of 30 years disagreed or
strongly disagreed with these 2 statements, whereas
younger nurses at 30 years of age and younger were
more likely to agree or strongly agree. One question,
question 2, showed a statistically significant change
related to bedside nurses’ years of work experience
(Z = —2.6957, p = 0.0070. Question 2 was “I know
what it takes to make a group accomplish a task.”
Nurses with over 5 years of experience were more
likely to agree with Question 2.

Modeling total score on the Task-Specific Self-
Esteem Scale was completed with age, ethnicity,
educational level, and years of experience. The only
statistically significant finding was by categorical age
(F =6.07,df = 91, p = 0.0156). Bedside nurses over
30 years of age had higher total scores over time on
the Task-Specific Self-Esteem Scale than nurses 30
years and younger.

The mean scores for each question of the Task-
Specific Self Esteem Scale showed an increase
in leadership self-efficacy from the pre-leadership
development program through each of the time periods
of the project. All mean scores improved at the end of
12 months. Table 3 demonstrates mean scores for each
question at pre-implementation, 3 months, 6 months,
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and 12 months post-implementation. Question 3,
question 9, and question 8 are negatively worded and
reverse scored.

DISCUSSION

The Bedside Nurse Leadership Development program for
bedside nurses, along with active leadership in the inter-
professional team during bedside rounds, had a positive
impact on several Task-Specific Self-Esteem Scale leader-
ship questions over time. In particular, perceptions of per-
sonal knowledge of team leadership and inclusion of team
member contribution to nurse-led interprofessional bed-
side rounds improved over time. A possible explanation for
higher scores on the Task-Specific Self-Esteem Scale by
nurses over 30 years of age could be life experience in ad-
dition to more experience as a nurse. Although data were
not collected on experience as a charge nurse on the unit,
it is possible that charge nurse leadership influenced inter-
professional rounds leadership perception.

Mean scores from pre-implementation to 1 year
post-implementation improved for every question on
the Task-Specific Self-Esteem Scale. Observation of
nurse-led interprofessional bedside rounding behaviors
1s congruent with the improvement of the scale scores
over time. As with any new skill, nurses were tentative
in their interprofessional rounding at the beginning of
leading rounds, and improved in their presentation of
patient information with coaching and practice.

A limitation of this project is that it was conducted
in 1 hospital with a small subset of the overall hospital
nurse employees. However, this project could be seen as
a pilot study for larger change and replicated to larger
populations.

CONCLUSIONS
Communication issues remain a key contributor to patient
harm."” The Bedside Nurse Leadership Development
program is believed to improve the development of nurse
leadership self-efficacy. The program is critical to increas-
ing nurse leadership self-efficacy to communicate and ad-
vocate for the needs of the patients with the care team.
The purpose of this project was to engage nurses in
interprofessional communication through development
of their leader self-efficacy and skills. The Bedside Nurse
Leadership Development program and the nurse-led
interprofessional bedside rounding has impacted bedside
nurse participation in interprofessional collaborative
practice. Future programs or research are needed to
understand the impact of nurse leader self-efficacy in
other clinical settings.

Implications for Nursing Management

The importance of nurse leadership at the bedside in
ensuring high quality and safe patient care has been
demonstrated.”® Bedside nursing leadership at the front-
lines of care can impact clinical practice, the work en-
vironment, job satisfaction, and retention of nurses.?**!

Bedside nurses have the ability to identify work inefh-
clencies, communicate care issues to other health care
professionals, and lead initiatives to correct problems
related to clinical management of the patient.?*#
Providing programs to increase nurse self-
eflicacy in leadership along with implementation of
interprofessional rounds can increase nurse engagement

in communication. Change requires investment

in coaching and facilitation to create a culture of
interprofessional communication and collaboration that
1s sustained over time. Each profession should not only
understand their own role but also other professional
roles to increase understanding and communication
within the interprofessional team.
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