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ABSTRACT

Nursing is profession based on collaborative relationships with clients or patients and colleagues. Nurses who effectively deal
with conflict demonstrating respect for their clients, their colleagues and the profession. This study was aimed at comparing
between nurses and physicians point of view regarding causes of conflict between the first party and resolution strategies used.
An analytic cross-sectional design was used in this study which was carried out in various medical departments and intensive
care units at Ain Shams University Medical Hospital. A convenient sampling method was used to include 132 nurses and 139
physicians in this study. The researcher used two self-administrative questionnaires namely the conflict causes questionnaire and
Thomas-Kilmann conflict mode instrument (TKI). Results demonstrates statistically significant differences between nurses and
physicians in five out of the seven categories of factors that may cause conflict between them. The accommodative strategy was
the most used by both nurses and physicians. The study concluded that the conflict resolution strategy most commonly used by
both categories is the “accommodating strategy”. The study recommends that health professionals must develop communication
and interpersonal skills and understanding of causes, approaches and strategies of conflict management.
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1. INTRODUCTION

Health care teams consist of members from different profes-
sions and disciplines, the two most important are nursing and
medical ones. Although they may have different backgrounds
they must work together in harmony to provide quality care
for their patients. Nonetheless, such differences may be the
sources of conflicts defined as a power struggle in which
a person intends to harass, neutralize, injure or eliminate a
rival.[1] If excessive, conflicts may jeopardize the care pro-
vided to patients.[2] In addition, conflict among colleagues
can lead to antagonistic and passive-aggressive behaviors
that compromise the therapeutic nurse-client relationship.[3]

Nurse/Physician conflict is a type of group conflict. It may

arise from difference in perception that may be caused due
to the different sources of information, different techniques
adopted for processing the information, and different goals.[4]

They can also be attributed to personal differences such as
gender, educational gap and socio-economic state, misun-
derstanding and incompatibility, and the recent decision of
nurses to undertake greater responsibilities.[5] Meanwhile,
evidence shows that successful nurse-physician relationship
is associated with positive attitudes of nurses and physi-
cians towards patients, and consequently higher quality of
health care.[6] A study in Egypt revealed that physicians
were more satisfied than nurses with their relationships, but
they perceive their relationships with nurses as superior and
subordinate.[7]
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Managing conflict towards constructive action is the best
approach in resolving conflict in organization.[8] Conflict
resolution strategies are essential to effectively deal with con-
flict. The conflicting parties may sit together and discuss their
own needs in the overall organizational perspective.[4] Hence,
nurse managers should establish systems that facilitate the
development of conflict-resolution skills for all members of
the health care team.[9] Moreover, many nursing associations
and colleges are committed to helping nurses recognize and
manage conflict in the practice setting.[10]

Therefore, it is important for nurse managers to understand
the types of conflict and their sources so that they can find
the appropriate techniques to deal with them. They must
be aware of the ways in which conflict can escalate and be
prepared to prevent or manage it in the workplace. Accord-
ingly, our aim is to compare between nurses and physicians
point of view regarding causes of conflict between them and
resolution strategies used.

Research questions
(1) What are the differences in causes of conflicts between

nurses and physicians?
(2) What are the differences of strategic resolution used

between nurses and physicians?

2. METHODS

2.1 Study design
An analytic cross-sectional design was used in this study.

2.2 Sample and setting
The study was carried out in various medical departments
and intensive care units at Ain Shams University Medical
Hospital.

2.2.1 Sample criteria
Nurses and physicians in the study setting were eligible for
the study with the inclusion criteria of being full time work-
ing and providing direct care activities for the patients at the
time of data collection. Those on long leaves were excluded.

2.2.2 Sample size
The sample size was calculated to detect any difference be-
tween nurses and physicians’ source of conflict with a preva-
lence 20% or higher (p1 = 20%) and an Odds Ratio 2.1 or
higher (p2 = 35%) with a 95% level of confidence and a
study power of 80% (β error = 20%). Using the equation
for the difference between two proportions (EpiInfo 6.04),
the estimated sample size is 132 nurses and 139 physicians
after increasing the sample by about 10% to compensate for
expected non-responses.

2.2.3 Sampling technique

A convenient sampling method was used to recruit nurses
and physicians according to the eligibility criteria set.

2.3 Tools of data collection

The researcher used a self-administrative questionnaire with
a section for nurses and physicians’ demographic characteris-
tics and two scales, namely the conflict causes questionnaire
and Thomas-Kilmann conflict mode instrument (TKI). The
conflict causes scale was be developed by the researchers
based on a review of pertinent literature.[11, 12] It includes 50
statements on a 5-point Likert scale ranging from “strongly
agree” to “strongly disagree” covering seven categories: Per-
sonality differences (9 items), Failed communication (13
items), Differences in job status (12 items), Workload (4
items), Time pressure (3 items), Level of education (4 items)
and Job authorities (5 items). The responses from “strongly
agree” to “strongly disagree” were scored respectively from
5 to 1. The scores of the statements of each category were
summed-up, converted into percent score, and the total di-
vided by the number of the items, and converted into a per-
cent score. The nurse/physician was considered to have a
high level of agreement upon the factors if the total score
obtained was 60% or higher (corresponding to agree and
strongly agree), and low if the total score was less than 60%
(corresponding to the responses: uncertain, disagree, and
strongly disagree). The tool was vigorously revised by juries
for face and content validity.

The TKI was developed by Kilmanm and Thomas[13] for
measuring the five conflict management strategies which are:
competing, collaborating, compromising, avoiding, and ac-
commodating. It consists of 30 pairs of items (A and B) for
a total of 60 items. Each 6 pairs (12 items) measure one
strategy. The respondent has to select either A or B for each
of the 30 pairs. The scoring was done according to the tool
guidelines.[13]

The reliability of these two scales was done through assess-
ing their internal consistency expressed as Cronbach alpha
coefficients. The scales proved to have good reliability coef-
ficients: 0.86 and 0.64 respectively.

2.3.1 Pilot study

A pilot study was held on about 10% of the number of nurses
and physicians required for the study. The aim was to de-
termine the applicability, clarity, and feasibility of the tool,
and the time needed for filling the forms. Few modifications
were done based on the results of the pilot, in the form of
re-phrasing or re-wording of some statements. The tool was
then put in its finalized form.
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2.3.2 Fieldwork
Upon official approval guaranteed, the researcher met with
the nurses and physicians and invited them to participate af-
ter explaining the study purpose and procedures. Those who
gave their consent were handed the data collection tool and
instructed on how to fill them. The researcher was present all
the time for any clarifications required. The time consumed
for filling the form was approximately 30-40 minutes. It took
60 minutes in some cases due to external interruptions. The
total time of data collection was 12 months.

2.3.3 Limitations of the study
Ten participant nurses did not complete the forms and were
excluded from analysis; however this was within the ex-
pected percentage of dropout. Also, it was difficult to for
some participants to fill-out the questionnaire in one setting
especially in busy departments as intensive care units. This
led to longer time consumed in the data collection process.

2.4 Data analysis

Data entry and statistical analysis were progressed using
SPSS 16.0 statistical software package. Data were presented
using descriptive statistics in the form of frequencies and
percentages for qualitative variables, and means and standard
deviations and medians for quantitative variables. Cronbach
alpha coefficient was calculated to assess the reliability of
the developed tools through their internal consistency. Quali-
tative categorical variables were compared using chi-square
test. Spearman rank correlation was used for assessment
of the inter-relationships among quantitative variables and
ranked ones. In order to identify the independent predictors
of the conflict causes score multiple linear regression analy-
sis was used after testing for normality, and homoscedasticity,
and analysis of variance for the full regression models were
done. Statistical significance was considered at p-value <
.05.

Table 1. Socio-demographic characteristics of nurses and physicians in the study sample
 

 

 
Nurses (n = 132) Physicians (n =139)  
No. % No. % 

Age     
< 30 59 44.7 49 35.2 
30-40 48 36.4 56 40.3 
40+ 25 18.9 34 24.5 
Range 22.0-55.0  25.0-58.0  
Mean ± SD 32.3 ± 8.6  32.3 ± 8.6  
Median 30.00  32.0  

Sex     
Male 33 25.0 78 56.1 
Female 99 75.0 61 43.9 

Current marital status     
Unmarried 62 47.0 64 46.0 
Married 70 53.0 75 54.0 

Qualification     
Diploma  67    50.8   
Bachelor 63 47.7 48 34.5 
Postgraduate 3 2.3 91 65.5 

Experience years     
< 5 27 20.5 55 39.5 
5-10 52 39.4 35 25.2 
10+ 53 40.1 49 35.3 
Range 1.0-35.0  1.0-34.0  
Mean ± SD 10.8 ± 8.0  9.3 ± 8.2  
Median 8.0  6.5  

Job position (nurses)     
Head nurse 75 56.8   
Staff nurse 57 43.2   

Job position (physicians)     
Resident   36 26.0 
Specialist   48 34.5 
Consultant   55 39.5 

Attended training in conflict 12 6.8 1 0.5 
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Table 1 shows that nurses’ age ranged between 22 and 55
years, with a majority of females (75%). Slightly less than
half of them were unmarried (47.0%) and were having a
bachelor degree in nursing (47.7%). Their experience years
ranged between one and 35 years with a median of 8 years.
Slightly more than two-fifth of the nurses had the position of
staff nurse (43.2%). Concerning physicians, their age ranged
between 25 and 58 years, with a slightly higher percent-

age of males (56.1%). Slightly less than half of them were
unmarried (46.0%) and approximately two thirds were hav-
ing a postgraduate degree (65.5%). Their experience years
ranged between one and 34 years with a median of 6.5 years.
Slightly more than one third of them were specialists (34.5%)
or consultants (39.5%). A lower percentage of physicians
(0.5%) than nurses (6.8%) had attended training in conflict.

Table 2. Comparison of nurses and physicians’ agreement upon the total causes of conflict
 

 

 
Group 

χ2 test p-value Nurses (n = 132) Physicians (n = 139) 
No. % No. % 

High agreement upon       
Personality differences 116 87.9 115 82.7 2.6 .05 
Failed communication 109 82.6 86 61.9 20.4 < .001* 
Difference in job status 118 89.4 63 48.5 77.6 < .001* 
Workload  108 81.8 132 95.0 13.8 < .001* 
Time pressure 125 94.7 112 80.6 17.9 < .001* 
Level of education 127 96.2 126 90.6 2.4 .12 
Job authorities 67 50.8 19 13.7 54.3 < .001* 

Total       
Agree (70%+) 121 91.7 100 71.9   
Disagree (< 70%) 11 8.3 39 28.1 21.8 < .001* 

* Statistically significant at p < .05 

Table 2 demonstrates statistically significant differences be-
tween nurses and physicians in five out of the seven cate-
gories of factors that may cause conflict between them. The
agreement was higher among nurses in all categories except
that of workload, which was higher among physicians (95%)
compared with nurses (81.8%). Meanwhile, no differences
of statistical significance were revealed in the categories of
personality differences and level of education. A higher to-
tal agreement upon the factors that may cause conflict is
revealed among nurses (91.7%) compared with physicians
(71.9%), p < .001.

When comparing the nurses and physicians’ conflict resolu-
tion strategies (see Table 3), the only difference of statistical
significance was in the compromising strategy (p = .001). It
is evident that this strategy was used more used by physi-
cians (23.7%) compared with nurses (10.6%). The table also
shows that the accommodating strategy was the most used
by both nurses (38.6%) and physicians (28.1%).

Examining the correlations between nurses’ agreement upon
the causes of conflict and their used resolution strategies,
Table 4 demonstrates weak statistically positive correlation
between agreement and competing strategy, and negative
correlation with collaborating strategy. The table also shows
weak to moderate statistically negative correlations between

competing strategy and all other strategies. It also shows
weak statistically negative correlations between collaborat-
ing and compromising (r = - .223) and compromising and
accommodating (- .352).

As for physicians, the table points to a weak statistically neg-
ative correlation between agreement and competing strategy,
and positive correlations with collaborating, compromising,
and avoiding strategies. The table also shows weak to mod-
erate statistically negative correlations between competing
strategy and all other strategies except the accommodating.
It also shows weak statistically negative correlations between
the accommodating strategy and the collaborating (r = - .347),
compromising (r = - .228) and avoiding (- .154) strategies.

Table 5 demonstrates a weak statistically positive correlation
between nurses’ agreement upon conflict causes and their
qualification, and a weak negative correlation with their use
of collaborating strategy. Concerning physicians, a weak sta-
tistically negative correlation is revealed between their age
and use of compromising strategy. Their qualification and
experience had a positive correlation with their use of compet-
ing strategy, and negative correlations with their agreement
upon causes, and the use of collaborating and compromising
strategies.
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Table 3. Comparison of nurses and physicians’ conflict resolution strategies
 

 

 
Group 

χ2 test p-value Nurses (n=132) Physicians  (n=139) 
No. % No. % 

Competing       
High 14 10.6 28 20.1   
Intermediate 68 51.5 68 48.9 3.4 .05 
Low 50 37.8 43 30.9   

Collaborating       
High 15 11.4 10 7.2   
Intermediate 71 53.8 78 56.1 3.9 .05 
Low 46 34.8 51 36.7   

Compromising       
High 14 10.6 33 23.7   
Intermediate 104 78.8 86 61.9 10.7 .001* 
Low 14 11.4 20 14.0   

Avoiding       
High 36 27.3 31 22.3   
Intermediate 86 65.1 95 68.3 1.6 .05 
Low 10 7.6 13 9.4   

Accommodating       
High 51 38.6 39 28.1   
Intermediate 75 56.8 95 68.3 4.3 .05 
Low 6 4.6 5 3.6   

* Statistically significant at p < .05 

 
In multivariate analysis (see Table 6), the best fitting regres-
sion model identified being a nurse, increasing age, female
gender, and the more use of compromising strategy as the
positive independent statistically significant predictors of a

higher score of agreement upon conflict causes. On the other
hand, the increasing experience years as negative predictors
of the agreement score.

Table 4. Correlation between scores of conflict causes and resolution strategies

 

 

a) Nurses 

Feelings 
Spearman's rank correlation coefficient 
Conflict causes Competing Collaborating Compromising Avoiding Accommodating

Conflict causes       
Resolution strategies:       
Competing .217**      
Collaborating -.216** -.518**     
Compromising 0.08 -.187* -.224**    
Avoiding -0.09 -.420** -0.09 -0.08   
Accommodating -0.05 -.293** -0.08 -.351** -0.07  

* Statistically significant at p < .05; ** Statistically significant at p < .01 

b) Physicians 

Feelings 
Spearman's rank correlation coefficient 
Conflict causes Competing Collaborating Compromising Avoiding Accommodating

Conflict causes       
Resolution strategies       
Competing -.394**      
Collaborating .242** -.447**     
Compromising .192** -.620** 0.11    
Avoiding .231** -.302** -0.05 -0.12   
Accommodating -0.04 -0.13 -.345** -.226** -.153*  

* Statistically significant at p < .05; ** Statistically significant at p < .01 
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3. DISCUSSION

Although physicians and nurses play critical roles in provid-
ing team-based collaborative care, the literature on current
relationships between physicians and nurses in typical health
care settings reveals troublesome characteristics that affect
the quality of the patient care that they provide.[14] This study

aimed to compare between nurses and physicians point of
view regarding causes of conflict between them and resolu-
tion strategies used.

The findings indicate generally different agreement upon the
causes of conflict between nurses and physicians, and also in
the conflict management strategies pursued by them.

Table 5. Correlation between scores of conflict causes and resolution strategies and their socio-demographic characteristics
 

 

 
Spearman's rank correlation coefficient 

Age Qualification Experience 

Nurses    
Conflict causes 0.00 .278** -0.13 
Resolution strategies:    
Competing 0.04 0.13 -0.05 
Collaborating -0.08 -.231** 0.04 
Compromising 0.06 -0.05 0.12 
Avoiding -0.06 0.03 -0.07 
Accommodating 0.05 0.11 -0.04 

Physicians    
Conflict causes -0.14 -.231** -.199** 
Resolution strategies:    
Competing 0.14 .204** .215** 
Collaborating -0.14 -.225** -.241** 
Compromising -.203** -.172* -.216** 
Avoiding 0.12 0.04 0.06 
Accommodating 0.07 0.07 0.09 

* Statistically significant at p < .05; ** Statistically significant at p < .01 

The present study revealed that the factors related to the
level of education had the highest percentage of agreement
among nurses, and the second highest among physicians as
a potential cause of conflict between nurses and physicians.
Also, the findings showed a high agreement in both groups

upon the value of higher nurses’ qualification since many
problems may be solved through better nursing qualifica-
tion. In agreement with this, McKie, et al.[15] reported better
communication skills with higher qualification level among
nurses in the United Kingdom.

Table 6. Best fitting multiple linear regression model for the conflict causes score
 

 

 
Unstandardized Coefficients Standardized 

Coefficients 
t-test p-value 

95% Confidence Interval for B

B Std. Error Lower Upper 

Constant 71.3 2.23  31.958 < .001 66.9 75.63 

Group (reference: nurse) -3.7 0.7 -0.4 -5.58 < .001 -5.0 -2.38 

Age 0.3 0.2 0.4 2.47 .015 0.05 0.39 

Sex (reference: male) 1.2 0.6 0.2 2.06 .042 0.06 2.26 

Experience -0.27 0.09 -0.42 -2.84 .005 -0.46 -0.09 

Compromising  0.29 0.16 0.13 1.95 .054 0.00 0.56 

r-square = 0.12; Model ANOVA: F = 10.37, p < .001; Variables entered and excluded: qualification, marital status, job, other conflict resolution scores 

 

Regarding to the time pressure dimension as a cause of con-
flict between nurses and physicians came second highest in
agreement ranking among nurses; this dimension includes
factors such as the lack of adequate time schedule, lack of

adherence to the time schedule of daily routine tasks, and
interference with their arrangement or order. It was signif-
icantly higher among nurses compared to physicians. This
difference indicates a lack of physicians’ understanding of
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the work of the nurses, although both believe in the impor-
tance of constructing time schedule and adhering to it in
order to mitigate conflicts. Consequently, when set rules
may not be followed in times of work pressure, empathy is
essential to overcome such difficult situations. In this regard,
Svenaeus[16] stressed that empathy is constantly asked for
as a central skill and character trait of the good physician
and nurse. It is a source of moral knowledge and is also a
motivation for acting in a good way.

Furthermore, the dimension of failed communication as a
cause of conflict between nurses and physicians showed sig-
nificantly higher agreement among the nurses in the current
study. This is expected due to differential look at the commu-
nication between both parties. In line with this, McLennon,
et al.[17] informed that nurses were better in facilitating com-
munication strategies. Moreover, nurses viewed some lack
of respect from the side of physicians towards them, which
may be the source of conflicts. Lyndon, et al.[18] found simi-
lar disrespect between physicians and nurses in the United
States, and this contributed to decisions to resign or quit due
to negative feelings of defeatism and low self-esteem.

The present study has also demonstrated a significantly
higher agreement among nurses upon the “differences in
job status” as causes of conflict, with an almost double per-
centage. The finding reflects nurses’ feeling of prejudice of
hospital administration against them whenever physicians
are involved, and that they view themselves as the oppressed
party. This sort of inferiority feeling would certainly be a
major source of conflicts between physicians and nurses. In
agreement with this, Cummings, et al.[19] identified adminis-
tration and supervisor support in resolving conflict as a major
factor influencing job satisfaction among Canadian nurses.

Concerning the dimension of job authorities, it had the least
agreement among nurses and physicians of the current study,
although nurses’ agreement was significantly higher. This
might be due to the fact that more nurses viewed that there
is a conflict between the professional authorities of both
physicians and nurses, with conflicts concerning practicing
and emphasizing their authorities. Regarding to the pervi-
ous, Muller-Juge, et al.[20] in Switzerland stated that most
resident-nurse pairs tended to interact in a traditional way,
with residents taking the leadership and nurses executing
medical prescriptions. Accordingly, McAndrew, et al.[21]

emphasized the importance of improving nurse’s sense of
control over practice, teamwork, communication, and auton-
omy.

Related to the present study results, the workload dimension
as a possible cause of conflict was the only one that had
a significantly higher agreement among physicians. This

might be due to that more physicians may view that the nurse
has to cope with their bad temper in extreme workloads, but
less nurses see that physicians tolerate their low performance
in these situations. In line with this finding, Di Giulio, et
al.[22] identified workload as the most common problem
threatening good communication and collaboration between
physicians and nurses in Italy.

In total, the present study results showed that nurses and
physicians have significantly different views of the various
categories of factors that may cause conflict between them.
So, more nurses agreed upon the factors related to failed
communication, differences in job status, time pressure, and
job authorities. On the other hand, more physicians agreed
upon the factors related to workload. Meanwhile, no differ-
ences were revealed regarding personality differences and
the level of education. Overall, the total agreement upon the
factors that may cause conflict turned to be higher among
nurses compared with physicians. The findings indicate that
the nurses are more concerned about the factors related to
communication and authorities than with workload.

Therefore, the conflict resolution strategies used by the
nurses and physicians, the current study revealed that more
physicians used the compromising strategy compared with
nurses, and this was the only significant difference between
them. This might be explained by the fact that this resolution
strategy necessitates more ability of taking risk and making
decision, which nurses may feel they are not capable of do-
ing. Meanwhile, the accommodating and avoiding strategies
were the most used by both nurses and physicians. Although
these two strategies seem to be widely different from each
other, they may be used in such situations where the two
parties in conflict do not feel they are equivalent. In fact, the
person using the avoiding strategy does not pursue personal
concerns or the concerns of others by not addressing the con-
flict; while using the accommodating style neglects personal
concerns to satisfy the concerns of others as mentioned very
early by Kilmann and Thomas.[23]

A finding similar to this current study finding was shown by
Ogunyemi, et al.[24] in a study of conflict resolution strate-
gies used by physicians in academic medicine, residents,
and graduate medical education administrators in the United
States, where avoiding was the most commonly used strategy,
followed by compromising and accommodating. However,
in disagreement with the present study finding, Losa Igle-
sias, et al.[25] found that the compromising strategy was the
most commonly used among nurses in Spain. The discrepan-
cies might be attributed to differences in cultures and work
climate between the current study and this Spanish one.

The relation between conflict resolution strategies and agree-
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ment upon conflict causes showed significantly less use of
the competing strategy among the nurses and physicians who
agreed upon conflict causes. This means that those who have
a high perception of the possible causes of conflict are less
prone to use this strategy. This might be due to that view-
ing the multiple causes of conflict, which might not have
any foreseen solutions may deter from using this rather dif-
ficult win-lose resolution strategy. In agreement with this,
Sportsman and Hamilton[26] similarly reported low use of
this strategy among health care professionals,

Moreover, among the physicians in the present study who
agreed upon the conflict causes higher percentages were
using the compromising, avoiding, and collaborating strate-
gies. This might be related to the characteristics of these
strategies which are less demanding in their application com-
pared to the competing strategy. In congruence with this,
Whitworth[27] clarified that successful collaboration involves
being able to manage one’s emotions appropriately (self-
management) while using the awareness of the emotions of
other people (social awareness) involved in the conflict to
manage the conflict to a successful outcome (relationship
management). This requires a high level of emotional intelli-
gence, which may be lacking in the present study sample.

Meanwhile, none of the physicians in the emergency depart-
ment was using the competing strategy, while the collabo-
rating strategy was higher among the physicians was in the
emergency department. This is expected given the nature of
the work in emergency settings where team work is crucial
for success. In line with this, Hoot and Aronsky[28] in a
systematic review demonstrated that emergency departments
represent an international crisis due to the hectic workplace
environment that needs real collaboration among various
members of the health care team.

Regarding the factors influencing nurses and physicians’
agreement upon the causes of conflict between them, the
present study multivariate analysis identified that being a
nurse was a positive independent statistically significant pre-
dictor of a higher score of agreement upon conflict causes,
as compared with being a physician, and this increases the

score by almost 4 points (beta coefficient = 3.66). Other fac-
tors that independently and positively influence the score of
agreement upon conflict causes, as identified in the present
study are older age, female gender, and the more use of
compromising strategy. Conversely, a longer experience is
associated with a lower agreement score. However, in dis-
agreement with this, Hendel, et al.[29] showed no significant
influence of physicians or nurses’ characteristics on percep-
tion and resolution of conflicts. Hence, this may need further
research.

4. CONCLUSION
In conclusion, nurses are more consenting upon most of the
factors underlying the conflict between the two professions.
Only the factors pertaining to workload are higher among
physicians. The conflict resolution strategy most commonly
used by both categories is the accommodating strategy, while
more physicians use the compromising strategy. The nursing
profession is a positive predictor of more agreement upon
conflict causes, in addition to other factors as age, gender
and experience years.

Recommendation and future studies
The study recommends the following: (1) Health profession-
als must develop communication and interpersonal skills and
understanding of causes, approaches and strategies of conflict
management. (2) Effective managing conflicts in a unit/ward
requires using strategies such as confrontation, honest and
open communication, ensuring clarity of responsibility.
(3) Administrative should provide opportunities for discourse
to help staff in solving conflicts between physicians and
nurses, encourage more use of the collaboration strategy,
and try to identify and eliminate the most common factors
underlying the conflict between nurses and physicians. The
present study provided a view for further studies such as:
(1) Further clarification of causes of barriers to effective
communication is essential in order to plan appropriate inter-
ventions. (2) More research is needed to investigate whether
this cause of conflicts finding are associated with workload
or not. (3) Future research is needed to develop preventive
measures for the conflicts of health care professionals.
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