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 ABSTRACT  

 Objective :      To identify processes affecting agency for safety among perinatal nurses, physicians, and certifi ed 

nurse-midwives. 

 Design :      Grounded theory, as informed by Strauss and Schatzman. 

 Setting :      Two academic perinatal units in the western United States. 

 Participants :      Purposive sample of 12 registered nurses, 5 physicians, and 2 certifi ed nurse-midwives. 

 Findings :      Agency for safety (the willingness to take a stand on an issue of concern) fl uctuated for all types of 

providers depending on situational context and was strongly infl uenced by interpersonal relationships. While 

physicians and certifi ed nurse-midwives believed that they valued nurses ’  contributions to care, their units had 

deeply embedded hierarchies. Nurses were structurally excluded from important sources of information exchange 

and from contributing to the plan of care. Nurses ’  confi dence was a key driver for asserting their concerns. 

Confi dence was undermined in novel or ambiguous situations and by poor interpersonal relationships, resulting in a 

process of redefi ning the situation as a problem of self. 

 Conclusions :      Women and babies should not be dependent on the interpersonal relationships of providers for their 

safety. Clinicians should be aware of the complex social pressures that can affect clinical decision making. 

Continued research is needed to fully articulate facilitators and barriers to perinatal safety.
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  Background 

 Inpatient perinatal environments may be considered 

high-hazard domains. Although adverse events are 

extremely rare, they can have catastrophic conse-

quences ( Gaba, 2000; Knox, 2003; Rochlin, 1999 ). 

Safety in the high-hazard domain of health care has 

been conceptualized as a dynamic state of collective 

agency for identifying emerging threats and defl ecting 

them from reaching the patient ( Henneman & Gawlin-

ski, 2004 ; Knox;  Lyndon, 2006 ). An organizational cul-

ture that fosters collective agency assures that  all 

 clinicians have individual and collective authority to 

question the plan of care and to  “ stop the line ”  (Knox) 

or change the direction of a situation in the patient ’ s 

best interest. 

 In most inpatient perinatal settings, the responsibility for 

detecting and communicating these threats falls dispro-

portionately on the nurse as the primary gatekeeper 

monitoring a woman ’ s labor ( James, Simpson, & Knox, 

2003; Page, 2004 ). Assertive communication, defi ned 
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as stating concerns with persistence until there is a 

clear resolution ( Preston, 2003 ), is a key skill for main-

taining safe operations in perinatal care ( Leonard, Gra-

ham, & Bonacum, 2004; Simpson & Knox, 2003 ). 

However, evidence suggests that nurses frequently rec-

ognize problems with patient management plans but do 

not necessarily take assertive action to correct these 

problems ( Cook, Hoas, Guttmannova, & Joyner, 2004; 

Maxfi eld, Grenny, McMillan, Patterson, & Switzer, 2005 ). 

Furthermore, when they do challenge the plan, they 

may be ignored (Simpson & Knox). 

 As described in multiple high-risk industries, safety im-

provements are garnered through developing a culture 

of collective agency for safety ( Rochlin, 1999 ), in which 

all providers have responsibility for changing the direc-

tion of the plan when needed, and through improving 

communication and assertion skills among team 

 members ( Helmreich, 2000; Thomas & Helmreich, 

2002; Weick, 2002; Weick & Sutcliffe, 2001 ). However, 
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interpersonal relationships and economic pressures in-

fl uencing teamwork and decision making are substan-

tially different in perinatal care. In many settings, nurses 

are employees of the hospital, while physicians and 

certifi ed nurse-midwife providers are considered reve-

nue-generating customers ( Brown, 2005a,b; Gaba, 

2000; Knox & Simpson, 2004 ). 

 Enthusiasm has been high for the potential of the avia-

tion model of crew resource management (CRM) to im-

prove safety, teamwork, and communication in health 

care by fl attening hierarchies and improving assertive-

ness skills ( Grogan et al., 2004; Helmreich, 2000; Leonard 

et al., 2004; Morey et al., 2002; Shapiro et al., 2004 ). 

However, clinical trials have demonstrated mixed re-

sults or no effect for teamwork training ( Nielsen et al., 

2007 ; Morey et al.; Shapiro et al.). A potential explana-

tion for the diffi culty in establishing strong empirical 

links between teamwork training and safety outcomes is 

that the CRM model was based on understanding chal-

lenges to performance from the pilots ’  perspective 

( Helmreich, Foushee, Benson, & Eussini, 1986 ). Few 

studies have explored health care providers ’  perspec-

tives on the challenges they face in maintaining safe 

operations. The studies that exist indicate a lack of 

 consensus on the meaning of  “ teamwork ”  and  “ collabo-

ration ”  ( Thomas, Sherwood, Mulhollem, Sexton, & Helm-

reich, 2004 ) and high levels of safety-threatening 

confl ict avoidance ( Cook et al., 2004; Maxfi eld et al., 

2005; Smetzer & Cohen, 2005; Sutcliffe, Lewton, & 

Rosenthal, 2004 ). 

 Evidence suggests that providers ’  agency for safety is 

threatened by the continued infl uence of hierarchy, sta-

tus, power, role confl ict, sleep deprivation, and fatigue 

( Cook et al., 2004; Hendey, Barth, & Soliz, 2005; 

 Landrigan et al., 2004; Maxfi eld et al., 2005; Rogers, 

Hwang, Scott, Aiken, & Dinges, 2004; Smetzer & Cohen, 

2005; Sutcliffe et al., 2004 ). Little is known about how 

perinatal nurses and other perinatal clinicians perceive 

and manage these threats in their efforts to maintain pa-

tient safety. This study developed a better understand-

ing of interpersonal, structural, and social processes 

affecting individual and collective agency among peri-

natal nurses, physicians, and certifi ed nurse-midwives 

(CNMs).  

  Design/Methodology 
 Data for this grounded theory study were collected be-

tween September 2005 and January 2007 using indi-

vidual semistructured, open-ended interviews and par-

ticipant observation with a purposive sample of 

registered nurses (RNs), physicians (MDs), and CNMs 

from two teaching hospitals. Interviews were recorded 

and professionally transcribed verbatim. Transcripts 

were cross-checked against recordings for accuracy 

( Kvale, 1996 ). Fifty-two hours of participant observa-

tions were conducted across day, night, and weekend 

shifts by shadowing participants conducting their usual 

clinical duties. The researcher observed 10 of the 19 

participants (seven RNs, two MDs, and one CNM). Ex-

tensive fi eld notes were taken during observations and 

transcribed as soon as possible thereafter ( Hammersly 

& Atkinson, 1995; Spradley, 1979 ). 

 In accordance with grounded theory methods, partici-

pants were selected based on their clinical experience 

and likelihood of being able to respond to the study 

questions. The primary focus was on RNs ’  agency for 

safety; however, physicians and CNMs were also sam-

pled to obtain a broader perspective on team function, 

interdisciplinary communication, and collective agency. 

Participant observation was included to capture real-time 

data about communication patterns, work con ditions, 

and teamwork. The extent of participant observation was 

guided by theoretical sampling ( Charmaz, 2006; Clarke, 

2005; Glaser & Strauss, 1967; Kools, McCarthy, Durham, 

& Robrecht, 1996; Schatzman, 1991 ). 

 The study was informed by the following assumptions, 

which were based on clinical experience and critical re-

view of the literature: (a) Intervening assertively in evolv-

ing clinical situations improves outcomes for childbearing 

families by preventing or mitigating potential harm to 

patients, (b) Poor communication and lack of assertion 

in dynamic patient care situations are common in peri-

natal care environments and contribute to preventable 

negative maternal and perinatal outcomes, (c) There is 

a fairly broad range of skill and willingness to intervene 

assertively among perinatal nurses in most inpatient 

settings, and (d) Variation in these skills may be related 

to a number of factors or processes occurring in the 

care environment that have not yet been articulated. 

 Rigor was maintained through refl exivity, attention to in-

teraction quality, and both data and analytic triangulation 

( Angen, 2002; Borbasi, Jackson, & Wilkes, 2005; Clarke, 

2005; Hall & Callery, 2001 ). Refl exivity was approached 

using three techniques: journaling, memoing, and  “ self ” -

interview. A research journal was used to explore per-

sonal and professional responses to engaging the study. 

Memos were used to identify, differentiate, and test the 

researcher ’ s experiential data as a perinatal clinician 

against grounded fi eld data. A colleague interviewed the 

researcher using the interview guide to sharpen aware-

ness of the infl uence of the investigator ’ s own clinical ex-

periences on data collection and analysis. Participants 

were actively encouraged to  “ think out loud ”  during ob-

servations and to  “ walk through ”  scenarios they pre-

sented during interviews to mitigate making assumptions 

about the meaning of events. The investigator actively 

checked interpretations and sought clarifi cation of 
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meanings during interviews and observations. Sample 

interview questions are presented in    Table   1 . 

 Human subjects approval was obtained from the Uni-

versity of California, San Francisco and participating in-

stitutions. Signed informed consent was obtained and 

participants received a $15.00 gift card for each inter-

view or observation. Data were managed   with Atlas.ti 

5.0-5.2 ( Muhr, 2004 ). A detailed audit trail was main-

tained. Peer assessment and member check were used 

to test the quality of the conceptual development. 

  Data Analysis 
 Data were analyzed using the constant comparative 

method, dimensional, and situational analysis. Dimen-

sional analysis (DA) was developed by  Schatzman 

(1991)  and described in further detail by  Kools et al. 

(1996) . Dimensionality is the process of recognizing 

complexity in a situation and using natural analytic pro-

cesses to inquire into the parts, processes, context, and 

implications of the situation (Schatzman). Schatzman 

described DA as providing articulation of a systematic, 

structured approach to maintaining sustained engage-

ment of both intuitive and systematic cognitive pro-

cesses in the application of the core ideas and practices 

of grounded theory (Kools et al.; Schatzman). 

 Data collection and analysis were conducted simultane-

ously. The constant comparative method ( Glaser & 

Strauss, 1967; Strauss, 1987 ) was used to develop 

open, focused, and theoretical codes ( Charmaz, 2006 ). 

Open codes were created to describe the data as di-

mensions of experience without regard for how they 

appear as elements of Strauss ’  coding paradigm (struc-

ture, process, condition, or consequence) ( Schatzman, 

1991 ). Dimensions in DA are similar to categories in tra-

ditional grounded theory. Constant comparison was 

used to identify and subdimensionalize a  “ critical mass ”  

of dimensions (Schatzman). Theoretical sampling was 

used to saturate dimensions by fully developing and dif-

ferentiating their properties (Charmaz; Glaser & Strauss; 

 Kools et al., 1996 ; Schatzman; Strauss). The power of 

the various dimensions to illuminate the central actions, 

interactions, or processes was then considered, and the 

dimension with the greatest explanatory power was given 

the status of  “ perspective ”  or centrally important position 

(Kools et al.). The remaining dimensions were then evalu-

ated for their fi t as context, conditions, process, or con-

sequence, or discarded from the central framework. 

 Situational analysis is an extension of grounded theory 

methods in which the investigator uses a variety of visual 

mapping techniques to more thoroughly expand and ex-

plore the range of variation in the data. Mapping of data 

elements (people, things, and concepts, depending on 

the type of map) at the levels of the situation, the social 

worlds of participants, and discourses within and between 

social worlds assists the investigator to expand his or her 

understanding the complexity of the interactions under 

study. Situational, social worlds, and positional mapping 

techniques were applied as described by  Clarke (2005) .   

  Results 
  Study Settings 
 Participants were recruited from the birth centers of two 

urban teaching hospitals in the western United States. 

The centers had 1,200 to 1,800 annual births. Both were 

integrated perinatal units with antepartum, laboring, 

     Table   1  :    Selected Interview Questions      

   Selected Interview Guide Questions   

 Registered Nurses  Physicians and Certifi ed Nurse-Midwives     

 “ Could you tell me about what  ‘ keeping patients ’  safe means to you? ”   

 “ Tell me about a time when something was going wrong for a patient 
 and you needed to do something about it ” 

 “ Has a nurse or other clinician ever  ‘ saved ’  or  ‘ rescued ’  you from a bad 
 clinical situation? ”   

 “ What kinds of things do you do or say when you fi nd yourself in situations 
 like you ’ ve just described?

 “ What did the nurse do that caught your attention or convinced you? ”   

 “ Have you ever been in a situation where you knew something was wrong 
 but were hesitant or afraid to speak up or do something about it? 
 Tell me about that ” 

 “ Has a nurse ever challenged your plan for a patient? Tell me about that ”   

 “ How hard or easy do you think it is for a nurse to disagree with you about 
 a patient ’ s condition or your plan for a patient?  

 “ How important do you think it is for a nurse to speak up about his or her 
 concerns? ”   

 “ Have you ever been in a situation where you were not able to get a 
 physician or midwife to listen to your concerns about a patient? ” 

 “ Are there any situations you can think of where you didn ’ t attend to what 
 a nurse or other clinician wanted from you, and later regretted it?  

 “ What do you think makes a nurse really good at managing complicated patients or 
rapidly changing patient status? ”   

 “ What do you think makes a nurse really good at getting their message across to the team? ”   

 “ Tell me about a time when you felt care was unsafe ”   
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and postpartum women cared for in one location with one 

set of staff. They offered a full range of perinatal services 

from midwifery through maternal-fetal medicine and had 

in-house obstetric and anesthesia services and an inten-

sive care nursery. Nurses were employed through their 

respective medical centers and represented by unions. 

Physicians and CNMs were not employed by the medical 

centers. Both settings served medically and socially com-

plex patient populations.  

  Participants 
 A purposive sample of 19 providers participated in the 

study, including 12 RNs, 2 CNMs, and 5 MDs. Four MDs 

were perinatologists, and one was a chief resident in 

obstetrics and gynecology. The study included 18 

women and 1 man. Sampling was not predetermined 

based on gender, ethnicity, race, or other demographic 

characteristics but these were considered when feasi-

ble to increase diversity. Self-reported ethnicity was 

74% White, 10% Hispanic, and 16% Asian/Pacifi c Is-

lander. The age, experience, and number of years in 

practice in the specifi c setting are described in    Table   2 .   

  Findings 
  Advocacy as the Source of Nurses ’  Agency for 

Safety .      Nurses identifi ed  “ being the patient ’ s advo-

cate ”  as the source of their agency for patient safety 

and central to their function as an RN. They invoked the 

language of advocacy spontaneously in response to 

the question,  “ Tell me what keeping patients safe means 

to you, ”  and they described  “ safety ”  as broadly encom-

passing protection of the integrity of the person en-

trusted to their care.  

 I think that what I would say is that [safety] would be 

that a patient and her loved ones come through the 

hospital experience —  the treatment, the proce-

dures — as intact as possible physically, emotionally, 

psychologically, as much as possible. — RN  

 However, the nurses also acknowledged that they were 

not always successful in implementing this advocate 

role. They shared multiple examples where they were 

not able to effectively challenge plans of care they con-

sidered either unsafe or inappropriate. Physicians and 

CNMs also described situations in which they felt intimi-

dated or remained silent about concerns.  

   Fluctuating Agency for Safety .       The dimension with the 

greatest explanatory power for understanding the par-

ticipant ’ s sense of agency to maintain safety was  fl uctu-

ating agency . Their agency for safety, or ability to press 

their concerns with appropriate persistence until there 

was a clear resolution ( Preston, 2003 ), varied across 

multiple dimensions which facilitated and constrained 

efforts to maintain patient safety. Fluctuations in agency 

for safety were described by all types of providers. The 

dimensions affecting agency will be discussed in rela-

tion to their roles as elements of context, conditions, 

process, and consequences (   Figure   1 ).   

  Context: The Situation in Which the 
Phenomenon is Embedded 
 The clinical practice environment was characterized by 

inconsistency in availability of resources for basic pa-

tient needs, strong segregation of professional activities 

by discipline, hierarchical social structures within and 

between disciplines, and a tendency for safety to be 

defi ned (especially by physicians and CNMs) as the 

absence of adverse outcomes. 

   Availability of Resources .       Working under a shortage 

of resources was a common concern. The subtle and 

pervasive infl uence of working with frankly inadequate 

resources was particularly evident during participant 

observations. Nurses were repeatedly interrupted from 

providing direct care to patients to hunt for basic care 

items missing from rooms and stock areas, reset safety 

equipment that had not been properly prepared by 

previous staff, and spend time on the phone tracking 

down medications that had not been delivered or en-

tered into the patient ’ s electronic medication profi le. 

Physicians, nurses, and CNMs all had concerns about 

the availability and skill mix of nursing staff and ex-

pressed frustration about continually dealing with or-

ganizations that did not seem to be responsive to the 

specifi c and unique needs of childbearing women and 

families.  

 I ’ m tired of fi ghting the system. I have limited time 

left in my career. — MD 

 I feel like we ’ re this entity that nobody really under-

stands  …  other units don ’ t understand that we may 

have 12 patients and that may require 8 nurses, 

even though we ’ re not technically an ICU. — RN   

     Table   2  :    Mean and Range of Age   and Experience Level of Participants 
by Provider Group      

   Provider Type  Age  Years in OB  Years in Setting     

Registered nurse (12) 42 (29-61) 10 (0.5-41) 10 (2-20)  

Certifi ed nurse-midwives (2) 55 (53-57) 25 (20-30) 2 (1.5-3)  

MD (5) 49 (32-70) 21 (4-45) 13 (4-33)  

All (19) 46 (29-70) 14 (0.5-45) 10 (1.5-33)  

  Note.  OB = obstetrics.      

 Agency for safety fl uctuated for nurses, physicians, and 
certifi ed nurse-midwives in relation to the specifi c context 

of the clinical situation. 
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   Segregation of Professional Activities .       In both settings, 

there was distinct demarcation of space, time, and ac-

tion based on discipline. Nurses and physicians gave 

and received report at different, mutually exclusive times. 

Few, if any, nurses attended teaching rounds where pa-

tients were presented to the attending physician by resi-

dents. Certifi ed nurse-midwives were present in teaching 

rounds and their role there varied by setting due to 

 different models of midwifery care. Plans were reviewed, 

updated, and validated at teaching rounds. 

 For nurses, their perceived exclusion from teaching 

rounds was a point of signifi cant confl ict. The physi-

cians and CNMs universally reported having good col-

legial relationships with RNs and a belief that nurses 

would interrupt rounds when appropriate. In contrast, 

RNs reported that the clinicians in rounds were not open 

to being interrupted for pressing needs during rounds 

and that nurses were structurally excluded from this im-

portant source of information exchange.  

 [Field note][Charge nurse says] At one point the 

MDs asked that nurses don ’ t come in while they ’ re 

having rounds. There ’ s a huge war around that. We 

have rounds at 7 to 7:30, and even if we have a lot 

going on they are pushing us out. I think it would be 

good for the charge nurse to go, but when you just 

come on you have so many things to do: you have to 

pass out keys, and delegate, and go down and give 

report to the nursing offi ce, so it just can ’ t be done.  

 The nurses knew decisions were being made in these 

sessions and critical information was exchanged there. 

They felt they had no formal access to this information 

and lacked opportunities to contribute information to 

the decision-making process. Registered nurses de-

scribed not being acknowledged when they did try to 

contribute and believed that they lacked administrative 

support for changing these patterns of segregation. 

Most importantly, they were frustrated by the lack of 

 formal communication between disciplines regarding 

the plan of care.  

 And the perfect example of that is Pitocin because 

docs may have this idea in their mind of why this 

person needs it and why they want to deliver them 

 

Context: Situation in which phenomenon is embedded
Lack of resources
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Traditional hierarchy

Safety defined by outcomes rather than processes

Conditions: Shape central action
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Quality of relationships
Response to concerns

Parallel universe
Clarity versus ambiguity of situation 

Processes: Actions set in motion by conditions
Redefining the situation

Avoiding conflict
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Dimensions of experience

both

 
         Figure   1.     Perspective of fl uctuating agency   
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sooner as opposed to later and why they feel like it ’ s 

warranted. But that is not communicated to the 

nurse caring for the patient. And we manage that 

medication. — RN  

 The nurses also contributed to the ongoing segregation 

of information exchange in the sense that they normal-

ized their inability to attend rounds in pointing to their 

competing duties such as checking charts, distributing 

keys, and reviewing medication orders at the beginning 

of the shift.  

   Hierarchy .       The traditional hierarchical structure of 

medicine was evident in both settings. Hierarchy 

and distribution of power were issues of concern to all 

participants. Some participants (physicians, nurses, 

and CNMs) expressed concern with  “ breaking ”  the 

hierarchy and associated negative consequences for 

relationships when going over another ’ s head. Others 

simply acknowledged that traditional hierarchies con-

tinue to infl uence team interactions.  

 I think that [residents] get talked to by Attendings for 

letting nurses have too much control. — RN 

 I think  …  a nurse saying to a physician,  “ This isn ’ t 

right ”  or  “ this is a problem-this isn ’ t safe ”  is depen-

dent on the nurse ’ s personality, the doc ’ s personality 

and the sort of hierarchical culture of the institu-

tion. — MD 

 Well, wait a minute. You know, like I ’ m assessing the 

situation, and I don ’ t need [the nurse] to tell me what 

to do. — CNM  

 A specifi c property of hierarchical relations was the 

privilege given to outcome data and research. Demon-

strating facility with the latest research fi ndings was a 

proven method of enhancing status:  “ That ’ s what fl ies 

around here  …  who can cite the study better than this 

other person  …  who knows the numbers ”  — CNM. The 

privilege given to outcome data was also evident in dis-

cussions of problematic situations that did not result in 

fetal compromise:  

 So being on the miso[prostol] unmonitored may or 

may not have made a difference at all. But — I don ’ t 

know — this is one that was like bordering on unsafe. 

So ultimately this patient ’ s outcome was great. There 

was no harm done. — MD, describing a patient 

 receiving a high risk medication without being 

 monitored.  

 In these types of situations, physicians in particular 

were likely to defi ne care processes as still being within 

a margin of safety, rather than as an unsafe and unac-

ceptable situation in which clinicians and patient were 

fortunate to have avoided an adverse event. This held 

true at the departmental level, where routines were de-

fi ned as safe as long as no data refuted their safety.  

 And then they said,  “ But we don ’ t feel there ’ s enough 

data about this. ”  And it ’ s like,  “ Well, we ’ re not even 

looking at the right data. We don ’ t even collect the 

right data. I mean, just forget the whole thing. —  MD, 

describing bringing a concern to the department.    

  Conditions Facilitating, Blocking, or 
Shaping Agency 
 Confi dence was a strong driver of agency for safety. 

This dimension was particularly salient for RNs in the 

study. Their  confi dence  in themselves and in their clini-

cal grasp of the situation was very important in their 

judgments about when and how to intervene and a key 

driver for asserting concerns. Confi dence was not a 

fi xed property of an individual; it was fl uid and dy-

namic, highly variable both within and across 

individuals.  

 I might have — on my time on the night shift, been 

able to explore the possibility of a [cesarean] sec-

tion  …  And I just was not confi dent enough at that 

time — with myself — to do that. — RN, about a com-

promised baby. 

 It ’ s a hard thing to do, but you just have to do it. So 

what if they ’ re upset? It doesn ’ t really matter if they 

get pulled out of rounds  …  [If] he ’ s upset and the 

strip looks fi ne, well, that makes me feel good. Good, 

he ’ s comfortable with the strip. — RN, on insisting on 

a bedside evaluation from the Attending.  

 Having the confi dence to intervene varied with the RN ’ s 

experience, the quality of relationships between clini-

cians, the clarity of the situation, and the responses of 

others to the RN ’ s concern. 

   Experience as a Subdimension of Confi dence .        “ Ex-

perience ”  held strong explanatory power for the nurses 

as a proxy for their ability to intervene effectively when 

they had a concern. Experience was perceived by 

RNs as central to having agency in the situation: More 

ex perience contributed to having more confi dence, 

and the inability to intervene was ascribed to  “ the 

younger nurses ”  or  “ the newer people. ”  Close attention 

to nurses ’  stories revealed additional factors infl uencing 

nurses ’  agency, despite the strength of the  “ experience ”  

discourse.  

   Quality of Relationships .       Knowing the other providers 

was a key facilitator of effective use of agency for all 

participants. Good relationships were considered es-

sential for effective teamwork in emergent situations. 
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Knowing who one was dealing with allowed a clinician 

to anticipate how the other person might respond to 

their concerns. In most cases, knowing the colleague 

was described as a facilitator in the context of a good 

relationship, a level of trust with that person, and know-

ing how the person would respond:  

 I think I have a good enough relationship with the 

doctors. I think that  …  I ’ ve been here long enough 

that they know me and they trust what I ’ m saying. 

Compared to somebody who ’ s maybe only been 

here a year or two and has just learned labor. I think 

you have to pay your dues. They trust what I ’ m 

 saying, and they ’ ll come back and take a look at the 

strip. — RN  

 Knowing the colleague was also important for clinicians 

in effectively managing diffi cult relationships; they were 

then able to brace themselves for diffi cult interactions or 

had developed specifi c strategies for dealing with 

someone they knew was hard to get along with.  

 There ’ s this one nurse that moves so slowly that I 

really thought she was doing it on purpose to irritate 

me  …  I just want to go up and shake her  …  but I ’ ve 

learned, I have to really kind of meditate and just 

say,  ‘ That ’ s just who she is ’  — MD 

 I don ’ t shut down with her anymore, that [doctor], 

even in the OR. I can ’ t think of any one thing that I 

might ’ ve done to change my reaction to her. But it 

has changed, and I think maybe I ’ m setting myself 

up or preparing myself for her being on that night. 

I have to act more confi dent, not let her get to 

me. — RN  

 While knowing that the colleague often helped RNs en-

gage clinical concerns more effectively, nurses also de-

scribed many situations in which knowing who they 

were working with did not help overcome hurdles in ex-

pressing or getting action on their concerns. Knowing 

or having a  “ good ”  relationship was easily trumped by 

contextual factors such as hierarchy:  

 [The peds team] didn ’ t listen to me — they listened to 

the doc. And they know me, and they didn ’ t even 

know the doc who was standing there with the foot-

ball hold [catching the baby], [but] that ’ s who they 

were going to listen to. — RN, describing resident ’ s 

dismissal of the pediatric team for an imminent birth 

requiring pediatric attendance.   

   Response to Concerns .       Nurses described being ig-

nored, getting shot down, and being recipients of rude 

behaviors as part of the nature of everyday practice. 

They expressed a distressing certainty about not being 

attended to when they had clinical concerns. When 

asked whether they had ever been in a situation where 

they had diffi culty getting a physician or CNM to re-

spond to a concern, RNs said,  “ Many, many, many 

times, ”   “ It happens a lot, ”  and  “ It ’ s just the course of 

things. ”  They did not express this diffi culty as exclu-

sively occurring with physicians. Thus, while physi-

cians and CNMs universally described themselves as 

open to, and expecting an RN ’ s contributions to the 

plan of care, nurses often described being shut out of 

formal information exchange and not welcomed as 

contributors.  

 Its way better than it was 30 years ago  …  But some 

of it ’ s still there. You know?  …  They just think they ’ re 

the kings and queens of the world and we nurses 

are just their servants and not worth interrupting 

them. — RN   

   Parallel Worlds .       The nurses ’  sense of being shut out 

and not attended to was exacerbated by pervasive 

and mutually reinforcing segregation of professional 

activities, especially between nurses and physicians. 

RNs described the outcome of this segregation as  “ be-

ing on separate planets, ”  and  “ living in a parallel 

world, ”  in which they either did not know or did not 

agree with the MDs ’  specifi c plans for patients. They 

described situations of  “ cross-counseling ”  patients, 

wherein nurses and physicians gave patients confl ict-

ing information regarding medications. More impor-

tantly, patients got trapped in the resulting  “ chasm ”  

between the two disciplines.  

 So [titrating the oxytocin] becomes this constant tug 

of war of  “ Turn it up ”   “ No, it ’ s fi ne ”   “ Turn it up ”   “ No, I 

don ’ t want to. That ’ s not the protocol. ”  — RN  

 This kind of disconnection also occurred at times with 

CNMs and created tension between the disciplines.  

   Clarity Versus Ambiguity .       Clarity of the clinical situa-

tion was a powerful contributor to clinicians ’  confi dence 

and sense of agency. Two infl uences on clarity were the 

degree to which RNs were able to bridge the chasm 

 between disciplines and determine whether there was 

a clear plan for the patient, and the new perspective cli-

nicians brought to situation awareness when they came 

in as a provider with a different take on the evolution of 

a situation. When the situation was very clear to the 

nurse, physician, or CNM, there was no hesitation in 

questioning the plan:  

 Participants described actively avoiding confl ict to 
preserve relationships with colleagues; this threatened safety 

when providers interacted less and withheld reporting of incidents. 
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  “ Look ”  I said  “ You better get into that room  …  she ’ s 

got a contracted pelvis. She ’ s never going to deliver 

that baby. You need to call it. ”  — RN 

 I went to the monitors at the front desk and I could 

hardly sit still. This was a fetal monitor strip with lates 

and no variability  …  and I said,  “ No, she ’ s going 

straight into the operating room. ”  — MD 

 I said,  “ The fi rst thing I ’ m going to do before you fi nish 

giving your report is I ’ m going to go tell them to turn off 

the Pit in that room because I ’ m not going to sit here for 

even two minutes if I can ’ t be at that bedside. ”  — CNM  

 However, when the situation was less straightforward, it 

was sometimes more diffi cult, particularly for nurses, to 

challenge the plan of care with persistence. Novel situ-

ations created uncertainty and could temper even ex-

perienced RNs ’  forcefulness in expressing concern.  

 I felt so frustrated about that [difference in patient 

counseling], so I talked to the chief resident, and I 

said you know,  “ Why the difference in this? ”  and she 

said,  “ Well they just really don ’ t- they couldn ’ t handle 

the baby, they wouldn ’ t want it. ”  I said,  “ Well that 

seems kind of personal. ” [The chief said,]  “ Blah blah, 

bye. ”  Just,  “ I ’ m not going there with you [RN ’ s 

name] ”   “ Oh, okay. ”  So just do my job. …  — RN    

  Processes: Actions Set in Motion 
by Conditions 
 Processes that were problematic for the development 

and maintenance of collective and individual agency for 

safety included  avoiding confl ict  and its subdimension 

 working the hierarchy,  and  redefi ning the situation . 

   Avoiding Confl ict .       The high perceived importance of in-

terpersonal relationships for effective team function cre-

ated an environment where participants described actively 

avoiding confl ict with colleagues in order to preserve rela-

tionships. Confl ict avoidance was safety threatening when 

clinicians decreased interactions with other providers, did 

not mention problems to others, and withheld reporting of 

incidents for fear of damaging relationships.  

 I felt like my rapport with the nurse was much more 

important to — to keep than writing an incident report 

on her. — CNM 

 Now, if I called [the nurse manager] on top of the 

charge nurse who really wasn ’ t responding  …  that 

would have ramifi cations on the rest of my career 

here in terms of someone holding a grudge against 

me. — MD  

 Physicians and CNMs were almost unanimous in their 

expressed desire to hear concerns from RNs and others 

presented in a clear and direct manner. Many RNs de-

scribed routinely communicating in this way. However, 

nurses, physicians, and CNMs also described various 

strategies they used for working the hierarchy in order to 

get what they believed was needed for safe patient care 

without creating confl ict. These included the use of sug-

gestion,  “ sweet talk, ”  and taking direct action without in-

forming the other provider, as this RN related in response 

to a resident sending the pediatric team away right be-

fore a birth with thick meconium-stained fl uid:  

 I went over to the phone — boop boop boop — she 

didn ’ t know who I was calling — and they came back in. 

So as far as she knew, they just came in on their own.  

 Such strategies threaten safety because they obscure 

the difference of opinion and reinforce the status quo. In 

this case, the nurse effectively maintained safety for the 

patient, but the resident was not privy to why the team 

showed up when they did. Things just  “ worked out, ”  

normalizing both the resident ’ s  “ right ”  to decide which 

team members were needed for birth and the RN ’ s pow-

erlessness in the situation.    

  Redefi ning the Situation 
 Nurses were often able to take these diffi culties in 

stride by simply ignoring power behaviors, requesting 

providers ’  attention for important conversations, or in-

sisting on getting the rationale from the provider and 

having a discussion about the plan. However, novel 

situations and the responses of others to concerns 

threatened RN agency by undermining confi dence in 

their assessment of the situation, sometimes causing 

them to question their own judgment. Thus, the RNs 

sometimes began redefi ning the problematic clinical 

situation as a problem of self rather than a problem of 

not being attended to appropriately, regardless of their 

level of experience.  

  Redefi ning fi rst-time situations:  “ I just didn ’ t know  …  ”   In 

some cases, the nurse ’ s discomfort with a novel evolving 

clinical experience was redefi ned from being an inherent 

problem with what was happening to the patient into a 

problem of the RN ’ s inexperience with the situation. This 

type of redefi nition occurred when the nurse experi-

enced  “ the brush-off ”  or lack of response from the physi-

cian or CNM regarding her concern. Several RNs related 

cases where their years of experience were not powerful 

enough to help them resolve very diffi cult ethical dilem-

mas that arose in unfamiliar  “ fi rst-time ”  situations.  

 I honestly thought — I kind of thought that it was my 

issue, because it was a termination  …  I thought, 

 “ Wow you know you really — that ’ s a hard one. ”  You 

 Nurses sometimes redefi ned the problematic situation as a 
problem of self rather than a problem of not being attended 

to appropriately. 
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know? [pause] I just though this is how it was 

done. — RN  

  Transforming the brush-off to  “ something I missed. ”   In 

response to being brushed-off, nurses sometimes began 

doubting their own knowledge or convinced themselves 

that they must have missed some key information that 

would change the clinical picture. This occurred when 

physicians or midwives were particularly abrupt or rude.  

 Well, I think its how they totally can shut you down  …  

I mean  …  the way that she spoke to us was just so 

rude and so abrupt. And I was pretty much shocked. 

I ’ m like,  “ Oh- ”  then you kind of start self-doubting. 

 “ Well, I don ’ t know. Maybe they did treat her in the 

OR. They gave her some antibiotic ”  and, you know, 

then you start doubting yourself.  “ Oh, well, maybe 

there ’ s something I missed. ”  —  RN  

 Self-doubt also occurred when RN concerns were con-

sidered by a physician or CNM but the course of patient 

care did not change. Using the chain of command 

could be particularly problematic for nurses when their 

concerns were not validated by a change in the plan 

because using the chain of command was perceived as 

a threat to important relationships.  

 I think if you go up the chain of command and the 

decision changes in your favor, then you feel like it ’ s 

warranted. But if  …  it stays the same  …  then you 

don ’ t feel validated  …  And you feel like you ’ ve ru-

ined this relationship maybe with this doc. — RN   

  Consequences 
 The context, conditions, and processes described 

above created a degree of variability in interactions and 

responses that undermined the reliability of the safety 

net for childbearing women in these settings. The use of 

assertive communication strategies and the persistence 

with which clinicians pursued their concerns were vari-

able. The specifi cs of clinical situations (such as the 

clarity of the problem, the quality of interpersonal rela-

tionships, and the responses of others to expressions of 

concern) often resulted in strong advocacy and asser-

tive communication of problems leading to a clear reso-

lution. However, dimensions also came together in 

unpredictable ways, resulting in the interactional pro-

cesses of redefi ning the situation, avoiding confl ict, and 

working the hierarchy ( Figure   1 ). These processes re-

sulted in fl uctuating agency: variation in the degree to 

which clinicians challenged problematic situations. 

Avoiding confl ict and working the hierarchy undermined 

collective agency for safety by maintaining the status 

quo of the parallel universe and reinforcing segregation 

of professional activities. Patients were sometimes 

trapped in the resulting divisions between disciplines. 

At times, these processes suppressed addressing 

safety issues or incidents and resulted in missed op-

portunities for building relationships and trust through 

constructive confl ict management.   

  Discussion 
 The differences between the physicians and CNMs and 

the nurses regarding perceptions of openness to RN in-

put into the plan of care in this study are consistent with 

reported differences in perception of teamwork climate 

between types of clinicians in labor and delivery and 

other settings ( Sexton et al., 2006; Thomas, Sexton, & 

Helmreich, 2003 ). Physicians in those studies had 

higher perceptions of the level of teamwork and RN par-

ticipation in decision making than did nurses. These 

fi ndings are also consistent with  Kennedy and Lyndon ’ s 

(2007)  report of the presence of tensions between 

nurses and CNMs regarding openness to nursing con-

tributions to the plan of care for women in labor. The 

fi ndings of fl uctuating agency for safety are supported 

by  Blatt, Christianson, Sutcliffe, and Rosenthal’s (2006)  

fi ndings that situational dynamics, including confi dence 

and interpersonal relationships, infl uenced whether res-

idents voiced or silenced their clinical concerns about 

patient care. Both studies suggest that speaking up 

and remaining silent are not single-point mutually exclu-

sive choices but part of an ongoing dynamic relational 

process. 

 Assertive communication and collective agency for 

safety have been described as key to safe operations in 

the inpatient perinatal environment ( Knox & Simpson, 

2004; Lyndon, 2006; Simpson & Knox, 2003 ). There is 

little data available specifi cally related to the existence 

of collective agency for safety in perinatal care. How-

ever, evidence increasingly suggests that an environ-

ment of collective agency does not generally exist in 

health care settings ( Cook et al., 2004; Gaba, Singer, 

Sinaiko, Bowen, & Ciavarelli, 2003; Maxfi eld et al., 2005; 

Smetzer & Cohen, 2005; Sutcliffe et al., 2004 ). These 

fi ndings identify some of the complex social and envi-

ronmental processes that both facilitate and inhibit indi-

vidual and collective agency for safety in academic 

perinatal settings. Nurses, physicians, and CNMs were 

often quite successful in asserting their concerns in 

ways that resulted in strong advocacy for patient safety. 

However, the context, conditions, and processes con-

tributing to fl uctuating agency also fundamentally un-

dermined reliability in providing safe care. 

  Limitations 
 The fi ndings discussed here are local and specifi c to 

two urban academic hospitals with characteristics mak-

ing them dissimilar to most U.S. settings providing peri-

natal care. While the investigator ’ s experience as a 
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perinatal nurse enriched the data collection, it may also 

have biased data and analysis in specifi c directions. 

The perspectives of administrators, anesthesia provid-

ers, and pediatric providers were not included and 

these may provide important additional information. 

Certifi ed nurse-midwife participation was quite limited, 

and the physician and CNM perspectives both require 

further exploration in future research. The retrospective 

nature of the interview data is subject to recall bias, and 

clinicians ’  perceptions of contributing factors are likely 

to be infl uenced by their knowledge of the outcomes of 

specifi c cases ( Dekker, 2002 ). 

 The study design was intended to explore dimensions 

of experience for this set of clinicians in their home clini-

cal environment. It was not intended to be generaliz-

able. However, many of the dimensions of the context 

and conditions described here (resource problems, hi-

erarchy, segregation, variability in responses, and rela-

tionships) can be expected to be present in other 

settings. Although the multiple layers of hierarchy in 

 academic settings are not present in the community 

 settings where most perinatal nurses practice, all physi-

cians and many CNMs are trained in teaching hospitals. 

The interactions occurring there can be expected to 

infl uence how physicians and CNMs later interact 

with nurses in community settings.  

  Clinical and Research Implications 
 Women and families should not be dependent on the 

relationships between providers for their safety. This 

study and  Blatt et al. (2006)  both highlight interper-

sonal relationships as driving safety and quality to a 

degree that has been underrecognized, especially 

when situations are ambiguous. This may be due to in-

creasing pressure toward conformity of social relations 

in uncertain situations ( Henricksen & Dayton, 2006 ). 

Clinicians should be aware of this pressure and 

concerned with developing reliable strategies for de-

creasing the infl uence of providers ’  interpersonal 

relationships on the processes and outcomes of pro-

viding care during labor and birth. Clinicians also need 

to consider how care processes positively refl ect safety 

rather than relying solely on outcomes as safety indica-

tors. Adverse outcomes are rare in perinatal care, and 

it is very possible to use unsafe processes to deliver 

care resulting in  “ good ”  outcomes ( Knox, Simpson, & 

Garite, 1999; Simpson, 2005 ). Research investigating 

the degree and impact of moral distress experience by 

clinicians when they do not voice their concerns is 

needed. Further research is indicated to delineate con-

text-specifi c facilitators and challenges to agency for 

safety at individual, group, and organizational levels, to 

develop and test intervention strategies, and to link 

these specifi cally to safety process and outcome 

indicators. 

 Clinicians and administrators would do well to closely 

examine their services for barriers and facilitators of 

collective agency for safety. Multiple studies have dem-

onstrated that perspectives on safety and teamwork 

are quite different across disciplines. Engaging all 

participating disciplines in all phases of assessment, 

problem solving, implementation, and evaluation and 

actively seeking multiple perspectives is an essential 

step toward bridging the divisions between disciplines 

and improving collective agency for safety in perinatal 

care.     
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