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ABSTRACT

MANAGERIAL CARING, MULTICULTURAL COMPETENCE,

AND ORGANIZATIONAL COMMITMENT 

IN A DEPARTMENT OF NURSING

Eileen Sullivan-Kaplan

The purpose of this descriptive study was to investigate the relationships among 

caring behaviors, multicultural competence of nursing managers, and the 

organizational commitment of those managers and their staff members. Additionally, 

a qualitative component was added in order to maximize the contributions of thestaff 

member participants to the study. The sample consisted of 13 nurse managers and 

160 staff members employed in an acute care institution in an urban area.

A commercially produced scan form, which consisted of instructions and unit 

staffing, in addition to the Caring Assessment Tool—Administrative Version, the 

Cross-Cultural Competence Inventory-Revised tool, the Organizational Commitment 

Questionnaire, a demographic section, and an open-ended question for the staff, was
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distributed. The completed forms were then optically scanned and collated by the 

Professional Testing Corporation. The results were then analyzed by the researcher.

A significant statistical finding of the study was: There is a significant 

correlation between staff-reported managerial caring and staff-reported multicultural 

competence.

In response to the open-ended question directed to the staff asking for 

recommendations to head nurses/nurse administrators, 92 out of the 160 staff 

responded. Eight categories and 37 themes emerged. The responses were categorized 

in descending order of frequency into: leadership, professionalism, communication, 

caring, fairness, respect, listening, and team work.

The findings from the study suggest implications for nursing administrative 

practice, nursing practice, nursing education, and management. Within these areas 

and especially through the addition of the concept of culture to some of the 

instruments used, there is much left to be learned.

This study should be used prudently because of the size of the sample. 

Recommendations are made to conduct multiple-center studies, to test validity and 

reliability of the CCCI-Revised for management use, and to refine the open-ended 

question.
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1

Chapter I 

THE PROBLEM

A nurse stands in the middle of the medication room, 
head lowered, hands clenched at her side, her face a 
portrait of anguish as tears stream down her face. The 
reason? She is "in charge" on a short-staffed evening 
shift. Several colleagues have called in sick. She is left 
with the responsibility for the care of all of the patients 
on her unit, a responsibility usually shared with one or 
two more colleagues. Frustration, anger, helplessness, 
and impotence are her feelings. The staffing decisions 
were made at a higher level of the hierarchy, and she has 
no control over her situation. She feels bound to care for 
her clients. After all, were she not there, then who
would care for them? She also knows that the care she
can give will be incomplete, and in her eyes, inadequate.
Equally important, she believes no one in the hospital 
hierarchy cares for her. No one asks her to participate in 
the decisions affecting her or her practice. No one 
values her input. She feels overpowered. (Brown, 1991, 
p. 123)

Recreate this scene now and cast a Philippine- or Jamaican-born and educated 

nurse as the character. Far removed from her home, friends and family, can you

imagine how much more stressed she may feel? Will she express those feelings in the

same way as her American colleague?

Regretfully, the aforementioned description of organizational uncaring, or one 

very similar, has been experienced by many nurses. This type of experience is not
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new. Some changes which have occurred may add to this feeling of organizational 

uncaring. One of the things that is changing in the repetition of this story is the size 

of the organization in which it is played out. The nurse in the above story might be 

an employee of a national multi-site health care corporation.

Another change is in the amount of job insecurity that the nurse in the story 

has today. Newspapers and journals are filled with stories of staff displacements to 

other shifts or units in the institution, or, worse yet, layoffs. Many of these staff 

members might be individuals who were courted and hired with recruitment or 

retention enticements. Many kept working through well-publicized nursing shortages, 

strikes by others or weather emergencies. In the past, they might have been told with 

words and deeds that the institution cared about them. In return, they might have 

stayed there or worked as they did partially because of loyalty. Now they are being 

displaced or terminated.

Put yourself in the place of any of the characters in the scene created. How 

would you feel? Sadly, this loss in job security, though incredible even a few years 

ago, has been experienced in hospitals across the country. In record numbers, 

hospitals are re-engineering and reducing their work-forces. According to Burda 

(1993), some 27% of hospitals responding to a recent survey reported that they were 

downsizing their staff. Among larger hospitals, that number is far higher; 51% of 

hospitals with 500 beds or more said that they were making staff cuts. These cuts are 

significant, with many hospitals planning reductions of as much as 25 % of their 

current staff. The pendulum has swung from a shortage of nurses to a perceived
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excess by some institutions. Hospitals are not the secure employers they once were. 

Layoffs, small raises, and reduced benefits have combined with chaotic environments 

to create an atmosphere of stress among all groups employed in health care.

Traditional unions are targeting health care organizations, as uncertainty and 

disgruntlement are on the rise (Wilson, 1992). As the result of unrelenting economic 

pressure on hospitals, 700-1,000 institutions were predicted to close (Goldsmith,

1989). The merger of institutions has caused the elimination of jobs through the 

elimination of duplicative departments.

The nursing profession is itself at the crossroads of change. The title director 

or vice-president of nursing has in many institutions been changed to director or vice- 

president of patient care services. This researcher wonders if a nurse will always 

occupy that position in the changing institution of the hospital. As hospitals have 

scaled back their staff of nurses, lower-paid technicians have been hired. Graduates 

of the class of 1994 had previously unknown difficulty in obtaining positions. 

Simultaneously, highly trained nurses are in demand to do some of the work that has 

traditionally been done by physicians. The New York Times recently reported that 

70% more nurses will be needed in New York by the year 2020 in order to meet the 

change of emphasis on more primary and preventive care in the community 

(Henneberger, 1994). These are but some on the list of significant changes in health 

care delivery in the United States in the last few years.

In light of these closure projections, hospitals have begun to develop survival 

planning. While certainly not the sole outcome to be achieved, organizational
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commitment should be regarded as a worthy pursuit by hospital administrations. 

Mowday, Steers, and Porter (1979) characterized organizational commitment as a 

strong belief in and acceptance of the organization’s goals and values, a willingness to 

exert considerable effort on behalf of the organization, and a strong desire to maintain 

membership in the organization. Nursing is usually the largest single department in a 

hospital. If the level of organizational commitment among this group is significant, 

would not the attainment of that organization’s success be supported?

Raelin (1986) has written extensively about the management of professionals. 

He believes that a natural conflict exists between management and professionals 

because of the differences in their educational background, socialization, values, 

vocational interests, work habits, and outlook. Sdchler (1992) agrees with Raelin by 

stating that a professional’s primary commitment is to the public versus the 

organization. Therefore, professionals tend to experience difficulty in integrating 

themselves into organizations. Given this knowledge about nurses as professionals, 

and the loss of job security among nurses and, perhaps, loyalty in the changing 

hospital, the achievement of organizational commitment will be difficult to achieve 

and maintain.

It is possible, the researcher believes, that the anchor for the staff throughout 

all these changes is the administrative nursing manager. Of note is a 1992 survey in 

which 83% of chief nurse executives ranked the nurse manager as most important in 

achieving organizational goals (Mark, 1994). It has been suggested by researchers 

such as Duffy (1990) that managers who are perceived as caring by their staff have an
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impact on positive outcomes in the patients the staff cares for. The researcher 

believes that the staff may transfer their feelings about their manager onto those they 

have for the hospital. In other words, if staff feel cared for by their manager, they 

will be more inclined to care about the success of the organization.

At the beginning of this work, the researcher raised concern about the possibly 

different needs of the staff nurse bom in another country. In fact, the specific needs 

of the foreign-born patient and staff member must be addressed. The demographics of 

American society are in the process of changing dramatically. The U.S. Bureau of 

the Census (1990) has estimated that by the year 2000, one in every three Americans 

will belong to a minority.

Given these demographic projections, it is important to note that while the 

United States is becoming more culturally diverse, the nursing profession has 

remained relatively homogeneous. According to McCloskey and Grace (1990), over 

90% of nurses in the United States are white and only 3% are men; most are from 

working-class or middle-class backgrounds and tend to begin their careers at a young 

age. However, some regions of the country, and some health care systems such as the 

New York City Health and Hospital Corporation (HHC), have more culturally diverse 

staff which is directly attributed to aggressive foreign recruitment programs of the last 

several years. According to Burner, Cunningham, and Hattar (1990), almost half of 

the nurses employed in the HHC are from other countries. Given the changing 

population in the United States, the nursing profession has become aware of the 

diverse needs of the cultural groups of patients. This awareness clearly has been
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heightened through the work of Leininger (1970, 1977, 1978, 1981, 1984). In fact, 

nurses have to become competent in the care of culturally diverse patients, not just 

aware of those differences.

Managers in the United States have a growing awareness of the need to 

develop skills in working with the diverse needs of culturally different employees. 

Loden and Rosener (1991) offer managers insight into meeting these changing needs. 

Nurse managers in areas with large immigrant populations would do well to review 

such work; as the population of the workforce changes, all nurse managers need to 

incorporate this knowledge into their practice.

This researcher has been a nursing administrator in a large acute care 

institution in the New York metropolitan area for several years and has seen many 

changes. Patient care and nursing administration have become more difficult and 

complex. Shortages and excesses of staff have become cyclical. Staff educated in 

other countries are employed in large numbers in this country; patients and staff are 

more culturally diverse. The need to focus on the economics of health care delivery 

developed along with the concern that such a focus would jeopardize the quality of 

care. Thus, the juggling act of cost/quality came into existence and is played out all 

the time.

With all of these changes realized in the life of the researcher, what did remain 

unchanged is the belief that the nurse manager plays a critical role in single 

organizations and in health care in general. Despite that acknowledged importance, 

some hospitals have reduced the number of these positions, increasing the workload
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and the anxiety levels of the remaining individuals. In such an uncertain environment, 

can these individuals feel committed to these same organizations? What relationship 

does this have to the level of commitment among their staff? What influence do 

multicultural competence and caring and other related variables have on this 

commitment? Through this study, the researcher hoped to find the answers to these 

and additional questions that were posed.

Problem Statement

What are the relationships among caring behaviors and multicultural 

competence of nurse managers and the organizational commitment of those managers 

and their staff members in an acute care institution?

Research Questions

In order to establish the relationships described in the problem statement, five 

research questions were investigated and analyzed.

The questions which were raised in this study were as follows:

1. What is the staff-reported level of caring behaviors of their nurse 

managers?

2. What is the staff-reported level of multicultural competence of their nurse 

managers?

3. What is the staff self-reported level of organizational commitment of staff 

members and their nurse managers?
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4. What are the relationships among the following four variables:

a. staff-reported levels of caring behaviors of their nurse managers;

b. staff-reported levels of multicultural competence of their nurse 

managers;

c. self-reported level of organizational commitment of staff members;

d. self-reported level of organizational commitment of nurse managers?

5. What are the relationships among position classification, level of education, 

country of birth, country(ies) in which education was received, length of time 

employed as a nurse, length o f time in this position on this unit, history of (or absence 

of) forced displacement within the organization, ability to the leave the organization, 

and the study variables of organizational commitment?

Hypotheses

The following hypotheses were tested using Duffy’s (1993) Caring Assessment 

Tool—Administrative Version (CAT-A); La Fromboise, Coleman, and Hernandez’ 

(1991) Cross-Cultural Inventory-Revised; and Mowday, Steers, and Porter’s (1979) 

Organizational Commitment Questionnaire:

1. There will be a statistically significant positive relationship between levels 

of caring in nurse managers and the organizational commitment of their staff 

members.

2. Levels of caring in nurse managers and multicultural competence,
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combined, account for more of the variance in organizational commitment of their 

staff than either one does separately.

Definition of Terms

The terms included in this study are defined as follows:

Caring

Conceptual Definition. Caring is a human science. It is a philosophy of moral 

commitment toward protecting human dignity and preserving humanity (Watson,

1985).

Operational Definition. Caring behavior level is the total mean score for each 

nurse manager respondent on the Caring Assessment Tool-Administrative Version 

(CAT-A) (Duffy, 1993).

Multicultural Competence

Conceptual Definition. Multicultural competence is a set of congruent 

behaviors, attitudes, and policies that enables a professional to work effectively in 

cross-cultural situations (Torres, 1993).

Operational Definition. Multicultural competence level is the total mean score 

for each nurse manager respondent on the Cross-Cultural Counseling Inventory- 

Revised (La Fromboise et al., 1991).

Organizational Commitment

Conceptual Definition. Organizational commitment is the relative strength of
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an individual's identification with and involvement in a particular organization. It can 

be characterized by at least these factors:

1. a strong belief in and acceptance of the organization’s goals 
and values;

2. a willingness to expend effort on behalf of the organization; 
and

3. a strong desire to maintain membership in the organization.
(Porter, Steers, Mowday, & Boubian, 1974, p. 604)

Operational Definition. Organizational commitment level is the score achieved

by respondents on the Organizational Commitment Questionnaire (Mowday et al.,

1979).

Nurse Manager

Nurse manager is the individual employed within the department of nursing 

who has 24-hour responsibility for the functioning of the patient care unit, its staff, 

and its budget.

Nursing Staff Members

Individuals who are employed within the department of nursing, are assigned 

to a patient care unit, and who report to a nurse manager.

Need and Significance of the Study

Just as Dickens (1996) described the French Revolution as "the best of times" 

and it was "the worst of times," one might similarly describe the health care 

revolution in the United States and the position of the nursing administrator.

Certainly, the profession of nursing and the specialty of nursing administration are at a
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crossroads. In order to survive as a profession and as a specialty, nurses and nursing 

administrators must change to meet the changing needs and demands of the health care 

consumers, third party payors, and professional and nonprofessional workers in the 

United States.

Caring is the essence of nursing (Leininger, 1988a). Therefore, it behooves 

members of the profession to add to research related to caring. Duffy studied caring 

as it relates to patient care. She found that caring levels in nurses are positively 

related to patient satisfaction. Research related to caring in nursing administration is 

limited.

Given the reductions in monies for health care, institutions will now have to 

look for ways to reduce costs. Therefore, the researcher believes that research related 

to non-monetary, yet genuine, methods of demonstrating organizational caring needs 

to be done.

The concept of culture and its importance has already been fully discussed. It 

is important to further knowledge of the impact of cultural diversity in the workplace. 

Loden and Rosener (1991) project significant future changes in the make-up of the 

American workforce.

The concept of multicultural competence has been widely studied in health care 

(Leininger, 1990), education (Barr, 1984), and counselling psychology (Sue & Sue,

1990). It is surprising, especially given the work of Hofstede (1980a, 1980b, 1983,

1991), that multicultural competence has not been applied in management. In 

characterizing a national culture, Hofstede (1991) cautions that not every person in
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that nation has all characteristics assigned to that culture. Because of cultural 

conditioning, he believes that we see the world in the way we have learned to see it.

It is difficult to step out of these imposed boundaries in our thinking and is possible 

only to a limited extent. Consequently, Hofstede believes that theories reflect the 

cultural environment in which they were written.

The outcomes of organizational commitment have been identified as low 

turnover, intent to remain, and group effectiveness (Steers, 1977; Mowday, Steers, & 

Porter, 1982). In nursing, organizational commitment was studied by Kirsch (1990). 

The antecedents of organizational commitment have been described as age and tenure, 

job characteristics, work experience, gender, and are inversely related to education 

(Steers, 1977; Mowday et al., 1982). This seems that more research is indicated in 

both the antecedents (as managerial caring may be one of them) and within nursing 

and health care institutions.

The structure of health care delivery, the roles of the nursing profession and of 

nursing administration are changing now. The need to respond with facts and 

knowledge is now.

Caring is the essence of nursing. In the current cost-conscious environment, 

does caring make a difference? One might further ask, does a caring nursing staff 

make a difference? Do caring nurse managers make a significant contribution toward 

the survival of the institution? Or, is it just dollars and cents? Why do you need 

nurses? Why do you need the manager of the unit to be a nurse? Why not replace 

them with systems or engineers? In a patient-focused, work re-designed environment,
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those individuals might be more effective and less-costly. The changing demographics 

of the world and the workplace call for increased research for nursing as a profession 

and nursing administration as a specialty to increase knowledge about caring for 

patients and working with staff who are from cultures different from our own.

Leininger (1970, 1977, 1978, 1981, 1984) wrote extensively about the 

interplay of culture and caring in health care delivery among care givers and care 

recipients. Using Watson’s theoretical framework of caring, Duffy (1990) developed 

and revised instruments that assessed caring. Her research among patients and staff 

nurses did not look at the concept of culture.

Lastly, in order for the institutions in which we work to survive, they will 

need committed staff. This research will add to the theory of management by 

examining potential ways of increasing organizational commitment in cost-efficient 

ways.

Assumptions

Considered true for this study, three assumptions were identified. First, it was 

assumed that the respondents were able to read and understand the instruments.

Second, it was also assumed that the respondents possess the knowledge to answer the 

instruments. It was finally assumed that all respondents would complete the 

instruments honestly.
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14

The limitations of the study were related to the population of respondents, that 

is, a non-probability quota sample. However, any study generalizations of the 

outcomes may be applicable to groups with similar characteristics.

Summary

The purpose of this study was to investigate the relationships among caring 

behaviors and multicultural competence of nurse managers and the organizational 

commitment of those managers and their staff members. In Chapter I, in addition to 

describing the problem, the need for the study was discussed and the purpose stated. 

Definitions of terms needed for this study were included. The assumptions, 

limitations, and significance of this study were discussed. In Chapter II, a conceptual 

framework for the study and a review of the literature related to the study variables 

will be presented.
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Chapter II 

REVIEW OF THE LITERATURE

This section considers several variables and theories that elucidate the current 

investigation. These are offered to describe the conceptual framework of the study. 

Following this is a discussion of other applicable literature and prior research findings 

related to caring behaviors, multicultural competence, and organizational commitment.

Conceptual Framework

The concepts which form the framework of this study are caring, culture, and 

commitment, and draw upon Watson’s Human Care Theory (1979), Leininger’s 

Cultural Care Theory (1984), and Hofstede’s Cultural Relativity Theory (1980). This 

study will examine the interrelationships among caring behaviors and multicultural 

competence of nurse managers and organizational commitment of nursing staff and 

their nurse managers. These interrelationships are diagrammed in Figure 1.
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Figure 1

Conceptual Framework

CONCEPTUAL FRAMEWORK
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Caring

The root of the word caring is care. According to the Oxford English 

Dictionary, the word was first used in 1230 and is defined as "to take thought for, 

provide for, look after." In the last several years, the list o f individuals (nurses and 

other professionals) who have developed theories and/or conducted research on caring 

has grown. The literature available is a massive amount and is not limited to nursing. 

For example, Watson (1979) defined caring as a moral imperative rather than a task- 

oriented behavior and includes such elusive aspects of health as the interpersonal 

relationship between the nurse and client. Leininger (1984) defined caring as actions 

directed toward assisting, supporting, or involving another individual (or group) with 

evident or anticipated needs to ameliorate or improve that individual’s human 

condition. In 1971, Mayeroff, a philosopher, in his book On Caring described caring 

as helping another grow and actualize himself. Roach (1991) described caring as the 

expression of our humanity. She categorized it as being under five concepts: 

compassion, competence, confidence, conscience, and commitment. Gaylin (1976) 

described caring as a motivation to protect the welfare of another person or to help 

that person grow and actualize himself. Caring has been defined by Griffen (1983) as 

the way that humans relate to the world and to each other. In 1987, Ray stated that 

nurses must not only be loyal to caring as a moral ideal in health care but also be 

responsible to society by involvement in the search to determine the means to preserve 

human caring in an increasingly economic health care delivery system.

According to Noddings (1984) and Leininger (1989a), each person has the
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natural inclination and desire to be cared for and to care. Leininger (1988b) 

postulated that the expression and practice of this caring ethic are defined within one’s 

cultural boundaries. It is important to understand that nurses (included in this 

definition) are described by Leininger (1988a) as a group of caregivers who have their 

own values, beliefs, opinions, and needs that define their cultural identity. 

Furthermore, she adds that as caregivers, nurses need to be care receivers and to have 

their care needs attended to as those needs are defined by their culture. Once their 

own care needs are fulfilled, according to Keen (1992), nurses’ energies are renewed 

and their caring for patients is maximized. Additional support for this belief is given 

by Roach (1984, 1987), Gaut (1983, 1986), Watson (1985a, 1985b), Donoghue 

(1993), and by Kerouac and Rouillier (1992) who demonstrated the positive outcomes 

achieved by caring behaviors directed towards nurse managers.

Many researchers (Benner, 1984; Brown, 1986; Wolf, 1986; Weiss, 1988; 

Benner & Wrubel, 1989; Duffy, 1990; Shiber & Larson, 1991; Valentine, 1991; 

Miller, Haber, & Byrne, 1992; Sherwood, 1993) described nurse-patient caring and 

its’ positive outcomes. Although it has been theorized and well-documented by 

Leininger (1970, 1977, 1978, 1981, 1984, 1988a, 1988b, 1993) that human care in all 

its facets is culturally determined, the impact of culture on care of patients has just 

begun to be studied.

Little research has been done in the area of caring within the role of the nurse 

administrator and nurse manager because of its potential impact on the staff nurse, and 

therefore the patient and the organization. It is believed by the researcher that the
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nurse manager represents the organization to the staff nurse. Support for this was 

found in the work of Kahn (1993). He described hierarchical superiors as individuals 

who, by their definition, represent their organizations to their subordinates. When 

superiors give or withhold care, he wrote, subordinates experience it as systemic as 

well as personal. Staff members feel cared for or not cared for by their organizations, 

just as clients of hospitals or social service agencies feel cared for or not cared for by 

those organizations as well as by caregivers. The importance of nurse managerial 

caring has been discussed by Valentine (1993), Wells (1993), Duffy (1993), and 

Lumby and Duffield (1993). Implementing shared governance is recommended by 

Wells (1993) as a method of incorporating caring into a nursing department.

Valentine (1993) urges nurse administrators to develop a nurse compensation system 

in order to reinforce caring behaviors among the staff.

Human Care Theory

Watson (1985, 1988) developed the human care theory. She formulated her 

theory from the work of Madeleine Leininger and relied heavily on the basic sciences 

and humanities. Wesley (1992) summarized the assumptions Watson identified as 

follows:

(a) Caring can be effectively demonstrated and practiced only interpersonally,
(b) Caring consists of carative factors that can fulfill human needs,
(c) Caring responses accept a person as is and look beyond to what that person 

may become, and
(d) A caring environment offers the development of potential while allowing a 

person to choose the best action at a given time. (p. I l l )
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Watson (1985) identified ten "carative factors" upon which her theory is built 

and which provide structure for her caring assumptions. These factors are the:

(a) Formation of a humanistic-altruistic value system,

(b) Instillation of faith and hope,

(c) Cultivation of sensitivity to self and others,

(d) Development of helping-trusting relationships,

(e) Expression of positive and negative feelings,

(f) Creation of a problem-solving caring process,

(g) Promotion of transpersonal teaching/learning,

(h) Creation of a supportive, protective and/or corrective mental, physical, 

sociocultural, and spiritual environment,

(i) Assistance with human needs, and

(j) Allowance for existential-phenomenological-spiritual forces.

Culture

According to the Oxford English Dictionary, the word culture was first used by

E.B. Tylor in 1879. It was defined as "the civilization, customs and artistic

achievements of a people, especially at a certain stage of development." Porter and

Samovar (1988) offered a very detailed description of culture:

Culture is the deposit of knowledge, experiences, beliefs, values, 
attitudes, meanings, hierarchies, religion, timing, roles, spatial 
relations, concepts of the universe, and material objects and possessions 
acquired by a large group of people in the course of generations 
through individual and group striving. Culture manifests itself in 
patterns of language and in forms of activity and behavior that act as
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models for both the common adaptive acts and the styles of 
communication that enable people to live in a society within a given 
geographic environment at a given state of technical development at a 
particular moment in time. Culture is persistent, enduring, and 
omnipresent; reinforcements received during the course of a lifetime.
(p. 19)

The researcher was struck by the analogy that Porter and Samovar (1988) made of 

culture with a computer. Just as computers are programmed to do what they do, our 

culture, they postulated, to a great extent programs us to do what we do and to be 

what we are. Herberg (1989) seems to believe the same because she wrote that 

culture "provides the blueprint or guide for determining one’s values, beliefs and 

practice" (p. 12).

The researcher gained some insight into reasons for instances of conflicts 

between managers and staff, staff members and patients, and between staff members 

after reviewing the work of Edward T. Hall. An understanding of culture would be 

incomplete without a review of the work of this American anthropologist. Hall (1959, 

1966, 1983, 1990) described five key concepts underlying culture as: time, context, 

space, information flow, and interface.

Time

It seems that there are two kinds of time systems in the world: monochronic 

and polychronic time. Doing one thing at a time is monochronic time. In North 

America, for instance, events are scheduled as separate items. Polychronic time can 

be described as the habit of doing many things at once. Unfortunately, these systems 

are incompatible. In the world of international business, it has been noted that
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citizens of the United States, Switzerland, Germany, and Scandinavia are dominated 

by monochronic time. People of Latin and Mediterranean cultures are dominated by 

polychronic time. For example, Americans become very distressed by the way in 

which the promptness of appointments are handled by people from polychronic time 

cultures.

Context

Words, as we know, sometimes have different meanings depending on the

context in which they are found. Used by Hall (1983), "contexting" may be a

function of the right and left hemispheres of the brain, each working differently, but

in support of each other. Contexting makes us decide how much the other person

might be expected to have on a certain subject. It is important for all cultures to

ascertain the correct level of one’s communication. People do not want to be talked

"down to" or to be confused by not giving them sufficient information. There

generally are regarded two types of communication: high context and low context.

High context communication is that in which most of the information is already in the

person, while very little is in the explicit, coded, transmitted part of the

communication. High context cultures include the Japanese, Arabic and

Mediterranean peoples. Low context cultures include those of the Americans,

Germans and Swiss, Scandinavians and Northern Europeans. In 1983, Hall gave the

following description of a problem of context between cultures:

Americans lacking extensive experience with the Japanese (particularly 
older Japanese who have not adapted to European communication 
patterns) frequently complain of indirection-they have difficulty
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knowing what the Japanese are "getting at." This is because the 
Japanese are part of a high context tradition and do not get to the point 
quickly, (pp. 58-59)

Space

Every living being, man or animal, has a visible physical boundary or a skin 

which separates it from its external environment. Additionally, this visible boundary 

is then surrounded by a series of invisible boundaries, beginning with one’s personal 

space and ending with territoriality. In northern Europe, people tend to feel more 

comfortable at a distance. Italians, Greeks and Spaniards tend to want a closer 

distance.

Information Flow

The rate of information flow is measured by how long it takes messages 

seeking outcomes to travel from one part of the organization to another and for that 

part of the organization to release the desired response. In the United States, 

Germany, and Switzerland, low context countries, information is not apt to flow 

freely. However, it spreads quickly in the high context cultures of France, Spain, and 

Japan.

Interface

An interface is regarded as the place at which two independent systems 

(cultures) or groups meet and act on or communicate with each other. The less the 

cultural differences in the concepts of time, context, and space, the easier the interface 

will be.
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Hofstede (1980), a Dutch management theorist, defined culture as the

collective mental programming of the people in an environment. He believes that

culture is not a characteristic of individuals; it encompasses a number of people who

were conditioned by the same educational and life experience. Within the culture of a

group, a tribe, a geographical region, a national minority, or a nation, he believes

culture refers to the collective mental programming that these people have in common;

the programming that is different from that of other groups, tribes, regions, minorities

or majorities, or nations.

One must be careful to differentiate a culture from a subculture.

According to Orque and Block (1985), a subculture is defined as:

a large group of people who, although members of a larger cultural 
group (or in transition from one cultural identification to another), have 
shared characteristics that are not common to all members of the larger 
cultural group and that enable them to be thought of as a distinguishable 
subgroup, (p. 416)

In order to differentiate one subcultural group from one another and from the

dominant culture, it is necessary to look at characteristics such as speech patterns,

dress, gestures, etiquette, forms of worship, foods, eating habits, and lifestyles

(Herberg, 1989). Macgregor (1960) and Clark (1984) categorized subcultures by

geographic region, religion, age, sex, social class, political party, ethnic identity,

occupational role, or isolation from the dominant society by choice, discrimination, or

locale. Herberg (1989) cautions us about generalizing that all members of any ethnic

group are culturally identical without acknowledging individual factors such as

education or geographic location.
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Leininger (1970, 1977, 1978, 1981, 1984) is regarded as the founder of 

transcultural nursing and the developer of the cultural care theory. Of note is the 

origin of her interest in the needs of patients from diverse cultural backgrounds.

While working in a child guidance home in the mid-1950s as a psychiatric nurse, she 

identified staff members’ lack of understanding of cultural factors influencing the 

behavior of children. Leininger observed that psychoanalytic theories and therapy 

strategies did not seem to help children with their cultural behavior and needs.

Having these concerns, Leininger started her doctoral studies in anthropology. The 

theory which she developed is derived from that discipline, but she conceptualized the 

theory in a unique way to be relevant to nursing. Transcultural nursing is described 

as a major area of nursing. It focuses upon a comparative study and analysis of 

different cultures and subcultures in the world with respect to their caring behavior, 

nursing care, and health-illness values, beliefs and patterns o f behavior with the goal 

of providing culture-specific and culture-universal nursing practices. The term 

cultural care refers to the values and beliefs that assist, support, or enable another 

person (or group) to maintain well-being, improve personal conditions, or face death 

or disability. Leininger (1989) identifies three modes of nursing actions and decisions 

which are:

(a) Cultural care preservation - those actions and decisions 
that help clients in a specific culture maintain or preserve 
health, recover from illness, or face death,
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(b) Cultural care accommodation - those actions and decisions that 
help clients in a specific culture adapt to or negotiate for a 
beneficial health status or face death, and

(c) Cultural care repatterning - those actions and decisions that help 
clients restructure or change their lifestyles for new or different 
patterns that are culturally meaningful, satisfying, or supportive 
of a healthful life. (p. 27)

Cultural Relativity Theory

According to Hofstede (1980, 1983), most countries inhabitants share a

national character that is more clearly apparent to foreigners than to the nationals

themselves; it represents the cultural mental programming that the nationals tend to

have in common. In a set of 40 independent nations, Hofstede found four main

criteria, or dimensions, along which these national cultures differed. These

dimensions are power distance, uncertainty avoidance, individualism-collectivism, and

masculinity-femininity. Those terms were defined by Hofstede (1991) as follows:

power distance - the extent to which a society accepts the fact that 
power in institutions and organizations is distributed unequally.
(p. 129)

uncertainty avoidance - the extent to which a society feels threatened by 
uncertain and ambiguous situations, and tries to avoid these situations 
by providing greater career stability, establishing more normal rules, 
not tolerating deviant ideas and behaviors, and believing in absolute 
truths and the attainment of expertise. Societies in which uncertainty 
avoidance is strong are also characterized by a higher level of anxiety 
and aggressiveness that creates, among other things, a strong inner urge 
in people to work hard. (p. 130)

individualism-collectivism - the dimension which encompasses 
individualism and its appropriate collectivism. Individualism implies a 
loosely knit social framework in which people are supposed to take care 
of themselves and of their immediate families only, while collectivism
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is characterized by a tight social framework in which people distinguish 
between in-groups and out-groups; they expect their in-group (relatives, 
clan, organizations) to look after them and in exchange for that they 
feel they owe absolute loyalty to it. (p. 132)

masculinity - the dimension which also encompasses its opposite pole, 
femininity, (p. 132)

femininity - expresses the extent to which the dominant values in 
society are "masculine"-that is, assertiveness, the acquisition of money 
and things, and not caring for others, the quality o f life, or people. 
These values were labelled "masculine" because within nearly all 
societies, men score higher in terms of the values positive sense than of 
their negative sense (in terms of assertiveness, for example, rather than 
its lack)—even though the society as a whole might veer toward the 
"feminine" pole. The more an entire society scores to the masculine 
side, the wider the gap between its "men’s" and "women’s" values.
(p. 133)

Commitment

According to the Oxford English Dictionary, the word commitment, defined as 

the giving of oneself over to a particular course of conduct, was first used in 1793. 

Van Hooft (1987) described commitment as "an existential stance that has significant 

duration, through which the subject defines him or herself and in the light of which 

makes particular choices" (p. 34). In the sociology literature, one finds the work of 

Becker (1960) who described commitment as "behavior which is consistent and 

persists over a period of time" (p. 33). Psychology literature provides us with another 

discipline’s definition of commitment. Kelly (in Sternberg, 1988) describes 

commitment as "the extent to which a person is likely to stick with something or 

someone and see it (or him or her) through to the finish" (p. 57). Another 

sociologist, Kanter (1972), defines this same concept as "the willingness of people to
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do what will help maintain the group because it provides what they need" (p. 66). 

Janis and Mann (1977) had the following thoughts about commitment:

(a) it is central to most psychological formulations of the 
decision-making process,

(b) it is essential in attitudinal and decisional dynamics,
(c) decisions are linked to actions to which someone is socially 

committed,
(d) it is not an all-or-nothing affair. The higher the degree of 

commitment, the greater the anticipated costs of reversal, and 
the greater the decision maker’s resistance to any challenging 
event or communication that is capable of making him momentarily 
regret the decision, (p. 18)

The researcher wondered what causes an individual to commit to something.

In 1977, Salancik wrote that four major factors lead to commitment. The visibility, 

explicitness, and irreversibility of our behaviors and personal volition for our 

behaviors are the factors that commit us to our acts.

Commitment to Nursing

Held in high regard for her expertise in ethics in nursing, Curtin (1990) wrote 

about commitment in nursing. According to Curtin, the belief that nursing is a moral 

art emphasizes nurses’ commitment to care for as well as to give care to other human 

beings. It is important to understand the content of this commitment because it 

constitutes the scope and depth of ethical concern in nursing and lays a foundation for 

an approach to any one ethical question. She further concluded that the commitment 

of the nursing profession is to improve the quality of living.

Cultural Commitment

Patients’ commitment to their own cultural beliefs, values, and practices have
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brought patients into conflict with health professionals from different cultures, because 

of some culturally committed patients’ reliance on folk medicine and noncompliance 

with treatment programs designed by health professionals (Spector, 1991a; Iturrino, 

1992; Malone, 1993). Patients who are culturally committed may have values and 

beliefs that differ from the mainstream white culture of health care professionals 

(Boyle & Andrews, 1989). Many of the same issues and potential for conflict may 

arise when employees come from a variety of cultural groups (Spangler, 1992). 

Lowenstein and Glanville (1995) believe that the concept of cultural commitment is 

important. Spector (1991b) measured cultural commitment and used the term 

"heritage consistent" to describe the predominant lifestyle and behavior of individuals 

that reflected major elements of their ethnic, cultural, and religious background, 

thereby demonstrating their cultural commitment. On the other hand, "heritage 

inconsistent" persons have a predominant lifestyle and behavior that reflect major 

elements of the mainstream American culture and have, therefore, a low level of 

cultural commitment.

Role of the Nursing Administrator

In the literature of ten years ago related to the role of the nursing 

administrator, one would certainly find very different ideas posited from those of the 

present. The changing role of the nursing administrator is certainly due to the 

changes in society, management, nursing, and health care delivery.

Of great interest to the researcher is the role of culture-broker which Jezewski 

(1993) developed for the nurse executive. If nurse executives view the health care
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system as a cultural system with its own values, beliefs, customs, behaviors, and 

language, then the culture of the health care system can be recognized as, perhaps, 

different from the culture of many of the staff under their supervision. These 

differences often need clarification or resolution by someone who can bridge, 

negotiate, and mediate between the systems.

Rushton (1992) believes that nurse administrators have a responsibility to 

create an environment where the burdens and suffering of caregivers can be 

appreciated, addressed, and supported. Nurse administrators are urged by Wells 

(1993) to recognize the natural conflicts that exist between a professional and the 

traditional hierarchical structure of the hospital. This directive supports the prior 

writing of Stichler (1992) who posited that a professional’s primary commitment is to 

the public rather than the organization. Bishop and Scudder (1991) caution all nurses, 

but most especially nurse administrators, not to be more concerned with bureaucratic 

goals and procedures than with fostering the well-being of patients; for them, those 

nurses who do cease being nurses and become bureaucrats.

Kerouac and Rouilllier (1992) assert that the foundations of a nursing 

administration theory should include concerns for nursing personnel, the promotion of 

nursing values, and the creation of a favorable climate for nursing practice. The 

components of Nyberg’s (1990) model of nursing administration practice include 

philosophy, organizational theory, nursing theory, economics, and caring. Brown 

(1991) cautions that the art of nursing, when practiced in the organizational context, is 

at risk of being lost because nurse executives are too busy managing the day-to-day 

crises of personal and organizational survival.
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According to Lumby and Duffield (1993), non-nurse administrators see 

themselves as caring by maintaining the organization economically and politically. On 

the other hand, nurse administrators, according to Ray (1989), view their role more 

humanistically as one that supports the nurse and patient directly, as well as the 

organization politically and economically. Additionally, according to Nyberg (1990), 

nurse managers must be able to support the provision of holistic patient care within a 

severely cost-constrained environment.

Role of the Nursing Manager

Similar to, though different from, that of the nurse administrator, the role of 

the nurse manager is critical and is also changing. According to Pedersen (1993), 

nurse managers, by virtue of their position, must merge the concerns of patients and 

nurses with those of the larger organization. They can have an enormous impact on 

patient, professional, and organizational outcomes because they serve as a link 

between nurses, patients, and high quality care.

In order for managers to be effective, Harris (1992) urged them to support 

their values with their behaviors, and to act with conviction that makes their core 

beliefs explicit to the people with whom they work. Nurses in management roles 

comprise the group who are most likely to be compromised in a competitive system 

motivated by financial return (Lumby & Duffield, 1993). They are, according to 

these authors, the group who carry the burden of concern for staff as well as patients.
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This study would be incomplete without a discussion of organizational caring, 

given the role it plays in understanding employees’ behavior. Benner and Wrubel 

(1989) state, "If nurses are to liberate caring practices, organizations will have to be 

redesigned to facilitate and sponsor caring practices" (p. 399). Dietrich (1992) 

expresses regret that little attention has been placed on understanding the concept of 

caring in nurse-nurse interactions in the work environments, the settings where the art 

of nursing is practiced. The provision of caring in the nursing environment is 

facilitadve of caring practice and potentially supportive of greater individual and 

professional satisfaction in the practice environment. Quality of care for the elderly 

has been linked to physical, psychosocial, and organizational features of the 

environment by Kayser-Jones (1991). In order to support a caring environment, 

Shiber and Larson (1991) recommended that a nurse colleague reference group be 

established. Kahn (1993), in a qualitative case study of social service agency, 

identified eight behavioral dimensions which must be present in the organization, 

through the actions of the leaders in order to enable care-seekers to feel cared for and 

about. The eight dimensions are: accessibility, inquiry, attention, validation, 

empathy, support, compassion, and consistency. Davis (1994), in another qualitative 

study conducted among nurses in an acute-care hospital, examined the phenomenon of 

organizational caring. The role of the nurse manager emerged again as an important 

factor in the perception of organizational caring. Within that study, caring in 

managers was described as openness and understanding, listening, awareness of unit 

activity, staff advocacy with administration, and encouragement of staff involvement
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in organizational activities. Uncaring in management, on the other hand, was 

described as a lack of communication of organizational activities, and lack of interest 

in getting to know staff. Finally, five categories of organizational caring emerged in 

the work of Davis (1994). They are: providing security; connecting and relating; 

enabling; empowering employees; and acknowledging achievements.

Organizational Culture

A very powerful influence within an organization is its culture. One of the

main researchers of organizational culture is Schein. In 1985, he defined

organizational culture as:

a pattern of basic assumptions—invented, discovered or developed by a 
given group as it learns to cope with its problems of external adaptation 
and internal integration-that has worked well enough to be considered 
valid and, therefore, to be taught to new members as the correct way to 
perceive, think and feel in relation to these problems, (p. 9)

This concept will not be measured in this study. The impact of organizational culture

on the other concepts being studied not known, the researcher decided to limit data

collection to one organization. However, because organizational culture is such a

powerful influence, it should be measured in future studies.

Multicultural Competence

Despite the need for research in multicultural competence in health care and 

management, the researcher was not able to find any applications in management and 

only one in health care. Pope-Davis, Eliason, and Ottavi (1994) studied multicultural 

competence levels among 120 undergraduate nursing students. Actual work
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experience with patients o f different cultural backgrounds appeared to be related to 

self-reported levels of multicultural competence.

Organizational Commitment

Although organizational commitment has been described since the 1970s, the 

researcher believes that the need to study it further as it applies to all employees of 

hospitals has grown over time. The American public has spoken: the cost of health 

care has to be dramatically reduced while the quality of care has to be maintained or 

improved. Hospitals and health-care providers who do not accomplish this will not 

survive. Smith and Piland (1989) believe that organizations cannot deliver high- 

quality, low-cost services without committed employees.

The original work and much of the research done regarding organizational 

commitment was done by Steers (1977) and Mowday, Steers, and Porter (1979,

1982). Their findings continue to be important to subsequent researchers. In 1990, 

Mathieu and Zajac found that leader-initiating structure and consideration behaviors 

both tended to correlate positively with commitment at moderate levels. Their studies 

suggested that the influence of leader behaviors is likely to be moderated by other 

factors, including subordinate characteristics such as type of locus-of-control and 

aspects of the work environment. Additionally, they listed the correlates of 

organizational commitment as motivation, job involvement, stress, occupational 

commitment, union commitment, and job satisfaction. Further, they described 

behavioral intentions such as perceived job alternatives and intention to search and 

intention to leave as well as actual behaviors such as job performance, attendance,
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lateness, and turnover as the consequences of organizational commitment. Earlier, 

Ferris and Aranya (1983) proposed that professional and organizational commitment 

may be quite compatible and even develop over time. They hypothesized that whether 

or not this occurs is contingent on the number and nature of developmental 

opportunities made available in one’s organization.

Although nurses and hospital employees were included in the early studies of 

organizational commitment, the work was done by management researchers and 

reported in management or organizational psychology journals. In the last few years, 

research by nurses about organizational commitment among nurses has appeared in 

nursing literature. For instance, McCloskey and McCain (1987) studied job 

satisfaction, organizational commitment, and professionalism in all nurses employed in 

a large hospital over their first year of work. They reported decreases in the 

aforementioned three variables in the newly employed groups, with the exception of 

Master’s prepared individuals. In a sample of 271 hospital nurses, it was revealed by 

Gray (1989) that organizational commitment among this sample of nurses has 

significant negative relationships with feminist gender ideology and the extent to 

which work interferes with family life, and a significant positive relationship with the 

presence of children. Wetzel, Berg, and Gallagher (1989) found that the type of 

(basic) nursing education is related to the level of organizational commitment 

expressed by nurses. Nunes with degrees, they reported, are less committed to the 

organization than are diploma program nurses. Their findings also revealed basic 

similarities between degree and diploma-program nurses on other measures of 

professional and work-related attitudes. In 1990, Kirsch reported a positive
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relationship between nurse satisfaction with hospital nursing staff development and the 

nurses' job satisfaction, commitment to the organization, and intent to remain 

employed in the organization. Irurita (1994) conducted a grounded theory study of 32 

nurses in top-level leadership positions in a wide array of organizations. These nurses 

identified that transforming leaders were set apart from those who were merely 

surviving or investing by the features of total commitment, determination, and a high 

level of persistence demonstrated to achieve goals pertaining to the organization or to 

the profession. In 1994, Wilson and Spence-Laschinger examined the relationship 

between 161 staff nurses’ perceived job empowerment and their commitment to the 

organization. Their results suggested that nurse administrators can empower their staff 

and improve organizational commitment by manipulating the structures in the work 

environment to allow greater access to the power and opportunity structures that are 

important to overall work effectiveness. McNeese-Smith (1995) concluded that how 

managers behave in leadership roles influences nurses and other employees to 

experience more job satisfaction and to increase productivity and long-term 

commitment to the employing organization.

As previously mentioned, the researcher was surprised that more attention has 

not been given to the influence of culture on management, the changes in cultural 

demographics in the United States and the work of Hofstede (1980, 1983, 1991). 

Hofstede (1983) wrote that national and regional differences between cultures may 

become one of the most crucial problems for management, in particular for the 

management of multinational, multicultural organizations, whether public or private.

He concluded that the convergence of management will never come. We can,
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however, according to Hofstede (1983), bring about an understanding of how the 

culture in which we grew up affects our thinking, making it different from that of 

people from other cultures and what this means for the transfer of management 

theories. Additionally, he theorized that this can also lead to a better ability to 

manage intercultural negotiations and multicultural organizations. Having reviewed 

cross-cultural research on organizational commitment, Randall (1993) noted that the 

assumption of total cultural homogeneity within a single nation is questionable. 

Additional factors such as linguistics, regions, ethnicity, religions, social classes, and 

organizational subcultures must be taken into consideration in any such research 

activity.

Organizational Aversion

The researcher believes that it is important to study the opposite of a variable, 

when known, in order to understand better that variable. In this case, organizational 

aversion appears to be the opposite of the variable, organizational commitment. Smith 

and Piland (1989) describe organizational aversion as an adverse reaction by personnel 

to growing organizational control over their lives and work that threatens the 

interrelationship of personnel and organizations. They list the following as causes of 

organizational aversion:

(a) exclusion of operating-level personnel’s participation in or 
contribution to strategy formulation and objective-setting 
processes,

(b) limited channels of communication from operating level to top 
management,

(c) upward flow of information without reciprocity from top 
management,
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(d) introduction of major organizational changes (e.g., staff 
reductions) without preparing staff,

(e) concentration of power and control in top management or 
corporate offices,

(f) uses of organizational methods to promote growth in service 
delivery, and

(g) revision of goals to emphasize efficiency, profitability, and 
market share at the expense of patients and personnel, (p. 3)

The outcome of organizational aversion is that employees become reluctant to 

commit to an organization or its goals. Organizational aversion among health care 

workers, according to Smith and Piland (1989), threatens productivity, efficiency, and 

quality of care. If employees do not support organizational objectives, they may 

undermine an organization’s efforts to address environmental constraints such as 

prospective payment, competition, or corporate takeover attempts. Accommodation 

between organization and employees is the most frequently cited remedy for 

organizational aversion (Scott, 1982; Simendinger & Pasmore, 1984; Fried, 1986). 

Wright and Wright (1984) suggest three strategies for achieving accommodation: 

anticipation, diagnosis, and treatment.
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Chapter III 

METHOD

This was a descriptive study, with a qualitative component, that investigated 

the relationships among caring behaviors, multicultural competence of nursing 

managers, and the organizational commitment of those managers and their staff.

Since there was no attempt to control or manipulate variables, there was no attempt to 

establish causality. Nurse managers and the licensed practical nurses, staff nurses, 

patient care coordinators, and clinical nursing coordinators who report to them were 

asked to complete a commercially produced, scanable form which is comprised of the 

study instruments and selected demographic information. The analysis of the data will 

reveal the relationships between and among the selected concepts, in addition to 

relationships of these concepts to selected demographic variables. Finally, staff 

responses to the open-ended question at the end of the form were analyzed for themes, 

using a qualitative method. This chapter will describe the methods that were 

employed in addition to the study population and sample, the instruments, description 

of a pilot study, informed consent forms and processes, data collection, and data 

analysis.
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Population and Sample

A nonprobability quota sample was obtained from the population of all units 

which comprise the Department of Nursing. In order for a unit to be included in the 

study, both the nurse manager and the staff had to agree to participate. Participants 

for the study were recruited from the individuals who hold the positions of licensed 

practical nurse, staff nurse, patient care coordinator, clinical nursing coordinator, and 

administrative nurse manager. The total number of units in the Department of 

Nursing is 35. The number of eligible nurse managers is 22-some individuals are 

responsible for more than one unit. The number of eligible nursing staff in these units 

is 1,002. Due to the financial limitations of the researcher, a total of 975 packets 

were distributed among the nurse managers.

The Director of Nursing was asked for written permission to administer the 

instruments to the staff and managers within the site. Subsequent to that, permission 

of the Institutional Review Board of the medical center was sought and obtained 

(Appendix A). The researcher then met with all the Administrative Nurse Managers 

employed within the Moses Division to seek their participation and their willingness to 

enlist the participation of their staffs. The nurse manager of the unit was asked to 

complete the Unit Participation Decision Form (Appendix B), which included consent 

for the unit participation. Additionally, the form asked for the number of budgeted 

eligible positions and the ethnic distribution of the staff as perceived by the manager.

In order to protect the confidentiality of unit participation, the manager was then 

instructed to return the decision form to the study coordinator, who number-coded the 

unit for the researcher and gave the unit number code to the staff. Because of the size
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of the population, the nurse managers in the study were asked to distribute a letter to 

their staffs requesting their participation. It was hoped that the nurse managers of 20 

units and that at least 10 to 15 staff of each unit would participate.

Instruments

The participants were asked to complete a commercially prepared scanable 

form which is comprised of the instruments selected, a demographic data 

questionnaire, and an open-ended question for the staff. Although the instrument 

contained the name of the institution, it is removed from this document. Additionally, 

the name of the institution was obliterated from all correspondence contained in this 

document to and from the institution, the staff, and the developers of the instruments. 

The instruments selected for the purposes of this study are the Caring Assessment 

Tool-Administrative Version (Duffy, 1993) (Appendix E); the Cross-Cultural 

Counseling Inventory—Revised (La Fromboise, Coleman, & Hernandez, 1991) 

(Appendix F); and the Organizational Commitment Questionnaire (Mowday, Steers, & 

Porter, 1979) (Appendix G).

Instructions and Unit Staffing

The first page of the form contained instructions about voluntary participation 

and collected unit demographic information. This is shown as Appendix D.

The Caring Assessment Tool—Administrative Version

The Caring Assessment Tool-Administrative Version (CAT-A) (Appendix E) 

is an instrument developed by Duffy (1993) which consists of 94 items scored in
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Likert format (low caring to high caring). This instrument is a revision of the Caring 

Assessment Tool (CAT) which was earlier developed by Duffy (1992). Similar to 

the original instrument, this amended version is theoretically based on the Carative 

Factors (Watson, 1985a). The first instrument was amended in order to reflect the staff 

nurses' perception of their managers. Items such as "enjoy taking care of me" were 

changed to "enjoy working with me." Although the words were amended, Duffy 

(1993) believed that the original idea behind the supporting item remained.

Additionally, the following question was placed at the end of the CAT-A: "If you 

were asked to advise head nurses/nurse administrators on what they needed to do 

differently, what would you advise?"

The breakdown of scores depicts a possible range of 94 to 470. In a 

conversation with the researcher, Duffy stated that no determinations of unacceptable 

to excellent levels of managerial caring have been developed to date. However, she 

did state that the scores could be assumed to reflect greater levels of caring as the 

scores increased.

Duffy (1990) reported that face, content, and concurrent validity had been 

supported for the CAT (the original instrument). The relationship between the total 

score of the CAT (theoretically generated) and the CARE-QH (developed by Larson,

1987 and empirically generated) was significantly positive (r = .7725, g < .000 <

.0005). The instrument has been demonstrated to have construct validity through the 

research conducted by Duffy (1993) related to job satisfaction using the CAT-A. 

Cronbach's alpha, used to measure internal consistency of the CAT-A, was 0.9849, 

indicating excellent reliability of the instrument.
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The Cross-Cultural Counseling Inventory—Revised

The Cross-Cultural Counseling Inventory—Revised (CCCI-R) (Appendix F), 

developed by La Fromboise, Coleman, and Hernandez (1991), consists of 20 items 

scored on Likert format, ranging from 1 (strongly disagree) to 6 (strongly agree). A 

six-point scale was used to enhance the inventory’s ability to discriminate between 

levels of counseling competence. The CCCI-R is a revision of the Cross-Cultural 

Counseling Inventory (CCCI). This instrument is a measure based on the American 

Psychological Association Division 17, Education and Training Committee’s 

tridimensional characteristics of cross-cultural counseling competence—beliefs/ 

attitudes, knowledge, and skills (Sue et al., 1982). Thus, the scale range of the 

CCCI-R is 20-120. In a telephone conversation, Dr. La Fromboise stated that no 

levels (indicating acceptable degrees of overall cross-cultural competence) or the 

tridimensional characteristics have been established to date. Therefore, the scores can 

only be used by inferring that as the score becomes closer to 120, the level of cross- 

cultural competence is higher.

Three studies investigated the instrument’s content validity, interrater 

reliability, and factor structure. The first study established substantial agreement 

among judges when classifying items according to the tridimensional characteristics. 

The overall level of agreement across raters and items was 80%, and a generalized 

kappa calculated to test the interrater reliability of the judges was .58, p <  .001. It is 

believed by the developers that these results indicate strong agreement among the 

judges, as well as strong agreement with the Division 17 competencies, given that 

each item was classified into 1 of 13 categories and the level of agreement expected
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by chance was only .089. This level of agreement demonstrates that the CCCI-R has 

acceptable content validity and is representative of the domain of Cross-Cultural 

Counseling Competence. In the second study, three expert raters reached an average 

of .78 interrater reliability after viewing cross-cultural counseling vignettes. The third 

study found a 3-factor orthogonal solution of cross-cultural counseling skills, 

sociopolitical awareness, and cultural awareness. The 20-item scale yielded an 

internal consistency (coefficient alpha) reliability of .95, with inter-item correlations 

ranging between .18 and .73. The developers believe that supervisors may find the 

CCCI-R helpful as an appraisal instrument to capture the reciprocal influence of 

culturally different participants in the helping process. Also, they postulate that 

researchers can use the CCCI-R as a tool to further determine the efficacy of various 

counseling styles, responses, or interventions with diverse ethnic/cultural populations.

The Organization Commitment Questionnaire

The Organizational Commitment Questionnaire (OCQ) (Appendix G) is an 

instrument which was developed by Mowday, Steers, and Porter (1979). The approach 

to instrument development that was taken by the researchers was to identify 15 items 

that appeared to top the three aspects of their definition of commitment. These 

aspects are: (a) a strong belief in and acceptance of the organization’s goals and 

values; (b) a willingness to exert considerable effort on behalf of the organization; 

and (c) a strong desire to maintain membership in the organization (Mowday et al.,

1979). The response format employed a 7-point Likert scale with the following 

anchors: strongly agree, moderately agree, slightly agree, neither agree nor disagree, 

slightly disagree, moderately disagree, strongly disagree. Results are added and the
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sum is divided by 15 items to arrive at a summary indicator of employee commitment. 

Some items are negatively phrased and reverse scored in an effort to reduce response 

bias. The researchers intended that the scale items, when taken together, would 

provide a fairly consistent indicator of employee commitment levels for most working 

populations.

A validation was devised which included the use of multiple and diverse 

samples in order to examine the psychometric properties of the instrument. It was 

believed that if a general measure of organizational commitment was to be obtained, it 

was necessary to collect validity and reliability data for several types of employees in 

various work environments. As reported by Mowday et al. in 1979, the OCQ was 

administered to 2,563 employees working in a wide variety of jobs in nine different 

work organizations. They were public employees, employees of a university, a 

hospital, banks and telephone companies, and additionally, scientists and engineers, 

auto company managers, psychiatric technicians, and retail management trainees.

Across the nine samples of employees, the mean level of commitment ranged 

from a low of 4.0 to a high of 6.1. Estimates of internal consistency were calculated 

by: coefficient a, item analysis, and factor analysis. Coefficient a was consistently 

very high, ranging from .82 to .93 with a median of .90 (Cronbach, 1951). Each of 

the 15 items had a positive correlation with the total score for the OCQ, with the 

range of average correlations being from .36 to .72, and a median correlation of .64. 

In general, it was noted that the negatively worked items correlated less highly with 

the total score than the positively worded items, although the difference was not great. 

From these results, one could conclude that the 15 items of the OCQ are relatively
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homogeneous with respect to the underlying construct they are thought to measure.

Factor analyses were performed on the six samples generally resulted in a 

single factor solution and supported the conclusion that the items were measuring a 

single common underlying construct.

Test-retest reliabilities were computed for two samples for which multiple data 

points were available. In a sample of psychiatric technicians, test-retest reliabilities 

were r =  .53, .63, and .75 over two, three-, and four-month periods, respectively.

For the retail management trainees, test-retest reliabilities were r = .72 over a two- 

month period and r =  .62 for three months.

Convergent validity of the instrument was suggested by five lines of evidence: 

(1) a median of .70 was established across six diverse samples, for convergent validity 

of the OCQ and the Sources of Organizational Attachment Questionnaire (Mowday, 

Steers, & Porter, 1974); (2) significant correlations were found between OCQ and 

intent to remain in each of five studies; (3) a moderate relationship was determined 

between the motivational force to perform and intrinsic motivation, with correlations 

ranging from .35 to .45. The measure of motivational force to perform is described 

by Crampon, Mowday, Smith, and Porter (1978). The measure of intrinsic 

motivation was taken from the Michigan Organizational Assessment Package (Nadler, 

1975); (4) in a study conducted by Dubin, Champoux, and Porter (1975), it was 

determined that employees with a work-oriented central life interest are more likely to 

be highly committed to the organization than employees expressing a nonwork 

interest. Moreover, it was found that nonwork-oriented employees were more likely 

than work-oriented employees to express low levels of organizational commitment;
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and (5) in the study of retail employees, it was possible to ascertain independent 

ratings of employee commitment by the employee’s supervisor. The OCQ correlated 

at r  =  .60 with independent commitment ratings.

If we are to explicate successfully the commitment construct and identify it as 

an important variable in the study of organizational behavior, it is necessary to 

demonstrate acceptable levels of discriminant validity when compared to other 

attitudes. Mowday, Steers, and Porter (1979) reported that the percentage of common 

variance shared by organizational commitment and the other measures of job 

involvement, career satisfaction, and job satisfaction did not exceed 50% and was 

generally less than 25% for most relationships. The significance of these correlations, 

however, are higher than might be desired to demonstrate conclusively discriminant 

validity, especially when it is considered that correlations were calculated among 

instruments of less than perfect reliability.

The theory underlying the commitment construct suggests that highly 

committed employees will be less likely to relinquish their jobs and may, in some 

situations, perform at higher levels than their less committed counterparts. The 

predictive power of the OCQ vis-k-vis subsequent voluntary turnover was examined in 

five studies. It was found that eight significant correlations between commitment and 

turnover existed. As reported by Steers and Rhodes (1978), significant relationships 

were found between organizational commitment and absenteeism in two of three 

samples. Salancik (1977) reported significant correlations between the OCQ and 

actual tenure. Mowday, Steers, and Porter (1979) indicated that in three studies, the 

relationship between organizational commitment and performance is in the predicted
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direction of increased levels, although the strength of the relationships tbund were 

modest.

Demographic Data Questionnaire

The purpose of this instrument (Appendix H) was to collect sociodemographic 

data on the study participants. The data sets selected facilitated the identification and 

description of intervening variables that contributed to the findings of the study.

Open-Ended Question

At the end of the questionnaire, staff members were given a blank page in 

which to respond to the question (Appendix I):

"If you were asked to advise Head Nurses/Nurse Administrators on 

what they need to do differently, what would you advise?"

The purpose of adding this question was to add to the richness of the study by 

allowing the staff to add their own comments.

Protection of Human Subjects

The first step in the process of soliciting participant units and staff was for the 

researcher to meet with all the nurse managers of the department. The researcher, 

given the position she occupies in the same department as the nurse managers, was 

sensitive to the potential effect this may have on the nurse managers’ beliefs regarding 

freedom to choose or refuse participation, confidentiality, and perceived risk of 

participation or refusal by themselves and/or their staff members. Therefore, the 

researcher was clear about the procedures that were developed to protect the
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anonymity of the participant units and staff. Staff and managers were informed that 

their participation was voluntary and would be inferred by virtue of that participation. 

In order to protect the anonymity of the units and nurse managers, an appropriate 

procedure was followed.

Pilot Study

Each of the instruments and the demographic data questionnaire were pilot- 

tested among staff members and nurse managers at another site of the medical center. 

A group of 26, which was representative of all levels, participated in the pilot. The 

purposes of the pilot were to identify any difficulty experienced by respondents in 

completing the instruments and to estimate the overall time necessary to participate. 

The group responded that they had no difficulty answering the questions. Therefore, 

there were no modifications made except for having the instruments formatted as one 

continuous document on a scanable form. The time necessaiy to complete the 

instruments was calculated as an average of 24 minutes. However, this did not 

include the time necessary for the staff to answer the open-ended question. This 

question was unfortunately not included in the pilot.

Data Collection

Once it had been determined which units would be participating, the researcher 

gave the needed questionnaire packets with coded unit numbers to the study 

coordinator. Each package included a cover letter/consent (Appendix C), and a 

scanable commercially produced form and a self-addressed postage-paid envelope.
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The study coordinator was asked to distribute these to the designated managers with 

instructions related to administration and return deadlines. Once collected, the packets 

were mailed by the participants to the Professional Testing Corporation for tabulation.

Because the first response was so small (136), another request was sent to the 

staff. This yielded only another 37 responses. At this point, units had started to 

close, staff was displaced, and some managers had been laid off. Therefore, the 

researcher did not feel that it was appropriate, humane, or valuable (from a research 

perspective) to do a third mailing and request.

Data. Analysis

The data were analyzed to answer the research questions raised within the 

purposes of the study and test the hypotheses using Spearman Rank Correlation and 

multiple linear regression analysis techniques from the Statistical Package of Social 

Sciences (SPSS-X, 1995). Additionally, the open-ended question placed at the end of 

the package was analyzed for themes using qualitative methods, as described by Polit 

and Hungler (1991).

This study uses continuous variables. Means and standard deviation 

calculations were established for each variable. Correlations were conducted in order 

to analyze the relationships among caring behaviors and multicultural competence of 

nurse managers, the organizational commitment of their staff, and selected other 

variables, including but not limited to demographic data. Despite having been 

proofread by the researcher and three other individuals, Questions 12, 13, and 14 in 

Section V needed to be eliminated because the wording was confusing. Additionally,
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the researcher decided to eliminate all but the first response to questions in Section V 

if more than one response was chosen. For analyzing the differences in these 

variables, the Wilcoxon 2-Sample Test (for choices limited to two) and the Kruskal- 

Wallis Test (for multiple choices) were utilized. A stepwise multiple regression was 

conducted in order to measure the variance of organizational commitment created by 

the combined contribution of the other two staff reported variables. Finally, the 

themes of the responses to the open-ended question were identified using qualitative 

data analysis techniques.

Summary

This chapter included the design of the study, population and study sample, 

instruments, and methods of data collection and analysis. The study was designed as 

a descriptive correlational one with a qualitative aspect in order to examine the 

relationships among caring behaviors, multicultural competence and organizational 

commitment of nurse managers and their staffs, and demographic variables. The next 

chapter will describe the results of the study.
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Chapter IV 

RESULTS

This research was designed to examine the interrelationships among caring 

behaviors and multicultural competence of nurse managers, the organizational 

commitment of the nurse managers and their staffs, and selected other variables. The 

concepts were measured through the use of the Caring Assessment Tool- 

Administrative Version (CAT-A) (Duffy, 1993), the Cross-Cultural Inventory- 

Revised (CCCI-R) (La Fromboise, Coleman, & Hernandez, 1991), the Organizational 

Commitment Questionnaire (Mowday, Steers, & Porter, 1979), and a variable section 

developed by the researcher. Additionally, an open-ended question was added at the 

end for the staff to complete.

This chapter contains the results of the statistical analysis that answered the five 

research questions, the two hypotheses identified by the researcher, and the qualitative 

analysis of the open-ended question. It begins with the participants’ response rates, 

analysis of demographic and other selected data, summary statistics of the scales of 

managerial caring and multicultural competence, and organizational commitment of 

the nurse managers and their staff and the correlations between and among them. The 

chapter ends with a summary of the results.
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As summarized in Table 1, although 100% (22) of the nurse managers agreed 

to have the 35 units of the department participate in the study, only 16 (46%) were 

finally represented by at least one nurse manager or staff member. The final sample 

was a total of 173 participants. Of that number, 13 were nurse managers (59% of the 

population) and 160 were staff members (16% of the population of 1,002).

It also needs to be pointed out that of the 160 staff members who finally 

participated, only 55 matched with their supervisors, 105 staff members respondents 

did not have a supervisor match, and 2 supervisor respondents did not have unit- 

matching respondents. Therefore, in some cases, the staff data were analyzed with 

both the numbers 55 and/or 160, where indicated in the results of the study.

Characteristics of the Study Sample

The frequency distribution of selected variables in the categories of 

professional background, demographi data, and organizational tenure of nurse manager 

respondents are listed in Table 2.

A review of the identified data gives a profile of the nurse manager respondent 

group as:

(a) Master’s degree-educated,

(b) having been nurses for more than 20 years,

(c) bom and educated in the United States,

(d) half of the group (38.5%) identified their ethnic group as Caucasian,

15.4% as African American, and 23% as Caribbean. There were no Filipino
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Total Analysis of Response
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Eligible Number of Respondents % of Responses

Units 35 16 46

Staff 1002 160 16

Managers 22 13 59
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respondents. From information requested by the researcher through the study 

coordinator, it was determined that among the nurse manager population, 59% of the 

group identified themselves as Caucasian, 18% as Caribbean, 14% as African 

American, and 9% as Filipinos,

(e) married and have children,

(f) employed by the institution for more than ten years,

(g) assigned to the current unit for four or more years,

(h) a nurse manager for four or more years,

(i) never laid off or displaced in the past or informed about their own future 

displacement,

O') remaining on the unit because they like this clinical activity, and

(k) remaining at this institution because they are satisfied with it as an 

institution.

Although these data are interesting to review and contrast with the staff 

population, and do represent 59% of the nurse manager population, it is hard to 

statistically conclude much about the population because of the small number of 

respondents in this group.
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Freauencv Distribution of Selected Variables of Manaeer Respondents CN = 13)

Variables n %

Professional background 

Current position
Administrative Nursing Manager 13 100

Basic nursing education
Licensed practical nurse 0 0
Diploma program - R.N. 4 30.8
Associate degree - nursing 1 7.7
Baccalaureate - nursing 5 38.5
Master's - nursing 1 7.7
No response 2 15.4

Highest degree
Licensed practical nurse 0 0
Diploma program - R.N. 0 0
Associate degree - nursing 1 7.7
Baccalaureate - nursing 1 7.7
Baccalaureate - other 0 0
Master’s - nursing 5 38.5
Master’s - other 3 23.0
Other 0 0
No response 3 23.0

Current school
No 10 76.9
Yes - towards diploma or associate’s 

in nursing
Yes - towards baccalaureate 1 7.7

in nursing 
Yes - towards master’s

in nursing 0 0
No response 2 15.4
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Table 2 (cont’d)

Variables n %

Years a nurse
Less than 1 0 0
I - 3  0 0
4 - 1 0  0 0
I I - 1 5  1 7.7
16 -20  2 15.4
More than 20 8 61.5
No response 2 15.4

Demographic Data

Country basic education
Jamaica 0 0
Philippine Islands 0 0
United Kingdom 1 7.7
United States 9 69.2
Other 0 0
No response 3 23.0

Country - highest education
Jamaica 1 7.7
Philippine Islands 0 0
United Kingdom 0 0
United States 10 76.9
Other 0 0
No response 2 15.4

Country of birth
Caribbean nation 2 15.4
India 0 0
Philippines 0 0
Puerto Rico 0 0
United Kingdom 0 0
United States 8 61.5
Other 0 0
No response 3 23.0
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Table 2 (cont’d)

Variables n %

Ethnic group
African American
Caribbean Ancestry
Caucasian
Filipino
Hispanic
Indian
Other
No response

2 0 - 3 0  
31 -40  
41 -50  
5 1 - 6 0  
60+
No response

Marital status
Single, never married 
Widowed 
Divorced 
Married 
No response

Children
Yes
No
No response

Organizational tenure

Years - at this medical center 
Less than 1
I -3  
4 -  10
II - 15 
16-20 
More than 20 
No response

2 15.4
3 23.0
5 38.5
0 0
0 0
0 0
0 0
3 23.0

0 0
2 15.4
4 30.8
4 30.8
0 0
3 23.0

1 7.7
2 15.4
1 7.7
6 46.1
3 23.0

6 46.1
4 30.8
3 23.0

0 0
0 0
2 15.4
1 7.7
5 38.5
3 23.0
2 15.4
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Table 2 (cont’d)

Variables n %

Years - current unit
Less than 1 1 7.7
1 - 3 0 0
4 -  10 5 38.5
11 - 15 1 7.7
16-20 3 23.0
More than 20 1 7.7
No response 2 15.4

Years a nurse manager
Less than 1 1 7.7
1 - 3 1 7.7
4 -  10 5 38.5
11-15 2 15.4
16 -20 2 15.4
More than 20 1 7.7
No response I 7.7

Laid-off
Yes, from another institution 1 7.7
Yes, from another division of this 0 0

medical center
Yes, from one at this division 0 0
No 10 76.9
No response 2 15.4

Future displacement
Yes 1 7.7
No 8 61.5
No response 4 30.8

Past displacement
Yes 1 7.7
No 9 69.2
No response 3 23.0
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Table 2 (cont’d)

Variables n %

Major reason - tenure - unit
No opportunities for transfer 2 15.4
Convenient shift 0 0
Like this clinical activity 5 38.5
Like unit personnel 0 0
Like nurse manager 0 0
Will leave as soon as possible 0 0
Comfortable 1 7.7
No response 6 38.5

Major reason - tenure - this medical center
No equivalent opportunities

in other institutions 0 0
Will leave as soon as possible.

Salary and benefits 1 7.7
Convenient 2 15.4
Satisfied with this medical center 4 30.8
Comfortable 1 7.7
No response 5 38.5
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The frequency distribution of the selected variables in the same categories 

given to the nurse managers was calculated for the staff and is listed in Table 3.

A review of this table gives a profile of the staff respondent group as:

(a) a staff nurse,

(b) educated at the Baccalaureate or higher level,

(c) having been nurses for more than 10 years,

(d) half (50.0%) were bom in the United States; the distribution of countries of 

birth and ethnic group was much more evident than that of the nurse manager group, 

making it a more culturally diverse group than that of the managers,

(e) under the age of 40,

(f) married with children,

(g) less tenured at the institution than the nurse managers,

(h) employed on the current unit for 4-10 years,

(i) never laid off by this institution,

(j) the vast majority had not been informed about a future displacement nor 

displaced in the past,

(k) like the nurse manager groups, remaining on the unit because they like the 

clinical activity there, and

(1) like the nurse manager group but in smaller numbers, citing the major 

reason for tenure at the institution as being satisfied with it.
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Table 3

Frequency Distribution of Selected Variables of Staff Respondents (N = 160)

Variables n %

Professional background

Current position
Licensed Practical Nurse 6 3.7
Registered Staff Nurse 111 69.4
Patient Care Coordinator 32 20.0
Clinical Nurse Coordinator 2 1.2
No response 9 5.6

Basic nursing education
Licensed practical nurse 6 3.7
Diploma program - R.N. 39 24.3
Associate degree - nursing 32 20.0
Baccalaureate - nursing 72 45.0
Master’s - nursing 2 1.2
No response 9 5.6

Highest degree
Licensed practice nurse 5 3.1
Diploma program - R.N. 19 11.8
Associate degree - nursing 22 13.7
Baccalaureate - nursing 66 41.2
Baccalaureate - other 17 10.6
Master’s - nursing 11 6.8
Master’s - other 8 5.0
Other 1 0.6
No response 11 6.8

Current school
No 120 75.0
Yes - towards diploma or associate’s

in nursing 2 1.2
Yes - towards baccalaureate 15 9.3
Yes - towards master’s in nursing 11 6.8
Yes - other 6 3.7
No response 6 3.7
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Table 3 (cont’d)

Variables n %

Years a nurse
Less than 1 0 0.0
I -3  5 3.1
4 -  10 38 23.7
II - 15 39 24.3
16 - 20 23 14.3
More than 20 50 31.2
No response 5 3.1

Demographic Data

Country - basic
Jamaica 6 3.7
Philippine Islands 27 16.8
United Kingdom 8 5.0
United States 98 61.2
Other 9 5.6
No response 12 7.5

Country - highest
Jamaica 6 3.7
Philippine Islands 26 16.2
United Kingdom 6 3.7
United States 104 65.0
Other 6 3.7
No response 12 7.5

Country of birth
Caribbean nation 20 12.5
India 5 3.1
Philippines 27 16.8
Puerto Rico 2 1.0
United Kingdom 3 1.8
United States 80 50.0
Other 13 8.0
No response 10 6.0
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Table 3 (cont’d)

Variables n

Ethnic group
African American 17 10.6
Caribbean Ancestry 18 11.2
Caucasian 54 33.7
Filipino 25 15.6
Hispanic 10 6.0
Indian 5 3.0
Other 17 10.6
No response 14 8.7

Age
20 - 30 16 10.0
31 -40  67 41.8
41 - 50 42 26.2
51 -60  22 13.7
60+ 4 2.5
No response 9 5.6

Marital status
Single, never married 39 24.3
Widowed 2 1.2
Divorced 13 8.1
Married 97 60.6
No response 9 5.6

Children
Yes 101 63.1
No 52 32.5
No response 7 4.3

Organizational tenure

Years - this medical center
Less than 1 2 1.2
1 - 3  15 9.3
4 -  10 67 41.8
11 - 15 29 18.1
16-20 18 11.2
More than 20 24 15.0
No response 5 3.0
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Table 3 (cont’d)

Variables n %

Years - current unit
Less than 1 5 3.0
1 - 3  33 20.6
4 - 10 81 50.6
11-15 19 11.8
16-20 7 4.3
More than 20 11 6.8
No response 4 2.5

Years - with nurse manager
Less than 1 10 6.0
I - 3 56 35.0
4 -  10 60 37.5
II - 15 9 5.6
16-20 3 1.8
No response 22 13.7

Laid-off
Yes, from another institution 1 0.6
Yes, from another division of this 2 1.2

medical center
Yes, from one at this division I 0.6
No 150 93.7
No response 6 3.7

Future displacement
Yes 22 13.7
No 133 83.1
No response 5 3.0

Past displacement
Yes 20 12.5
No 136 85.0
No response 4 2.5
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Table 3 (cont’d)

Variables n %

Major reason - tenure - unit
No opportunity for transfer 16 10.0
Convenient shift 14 8.7
Like this clinical activity 79 49.3
Like unit personnel 2 1.2
Like nurse manager 2 1.2
Will leave as soon as possible 5 3.1
Comfortable 24 15.0
No response 18 11.2

Major reason - tenure - this medical center 
No equivalent opportunities 

in other institutions 8 5.0
Will leave as soon as possible 

Salary and benefits 47 29.3
Convenient 11 6.8
Satisfied with this medical center 59 36.8
Compatible 19 11.8
No response 16 10.0
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In reviewing Table 4 and comparing representation of the staff respondents to 

the eligible staff, the following findings are important to note:

(a) the Patient Care Coordinator group was over-represented,

(b) six percent of the respondents did not identify their position,

(c) the Caribbean group of eligible staff appears to be under-represented,

(d) the Caucasian group of eligible staff appears to be over-represented,

(e) the "other'’ group of eligible staff appears to be over-represented, and

(f) eight percent of the respondents did not identify their ethnic group.

Research Questions and Hypotheses

Research Question 1 asked: "What is the staff-reported level of caring 

behaviors of their nurse managers?" The Caring Assessment Tool—Administrative 

Version (CAT-A) (Duffy, 1993) was used to gather this information and is recorded 

as SEC 2 on Table 5.

Research Question 2 asked: "What is the staff-reported level of multicultural 

competence of their nurse managers?" The Cross-Cultural Inventory-Revised (La 

Framboise et al., 1991) was used to gather this information and is recorded as SEC 3 

in Table 5.

Research Question 3 asked: "What is the staff self-reported level of 

organizational commitment of staff members, and their nurse managers?" The 

Organizational Commitment Questionnaire (Mowday et al., 1979) was used to gather 

this information and is recorded as SEC 4 and SEC 4M, respectively, in Table 5.
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Table 4

Comparison of Respondent Staff (N=160) to Eligible Staff (N =  1002) 

within Selected Variables

Variable Eligible 
Staff N

% of 
Eligible Staff

Respondent 
Staff N

% Representation 
in Response

Current position

Licensed
Practical Nurse 81 .08 6 .04

Registered
Staff Nurse 785 .78 111 .69

Patient Care
Coordinator 132 .13 32 .20

Clinical Nurse
Coordinator 4 .003 2 .01

No response 9 .06

Ethnic group

African American 140 .14 17 .11
Caribbean 256 .25 18 .11
Caucasian 280 .28 54 .34
Filipino 189 .19 25 .16
Hispanic 59 .06 10 .06
Indian 41 .04 5 .03
Other 36 .03 17 .11
No response 14 .08

Note. % of eligible staff is calculated on % of 1,002 staff members. 
% representation is calculated on % of 160 staff respondents.
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Relationship between Study Variables: Matched Staff and Nurse. Managers
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Variable N

Simple Statistics

Mean S. D. Mdn.

TOTSEC2 55 280.1 63.5 283.

TOTSEC3 55 78.7 21.0 81.0

TOTSEC4 55 5.0 0.9 5.0

TOTSEC4M 55 5.3 0.9 5.8
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The means, standard deviations and medians for matched staff and nurse 

managers are each listed in Table 5.

Research Question 4 asked: "What are the relationships among the following 

four variables: (a) staff-reported levels of caring behaviors of their nurse managers,

(b) staff-reported levels of multicultural competence of their nurse managers, (c) self- 

reported level of organizational commitment of staff members, (d) self-reported level 

of organizational commitment of nurse manager?" In order to answer this question, 

Spearman correlation coefficients and significance levels were computed and are listed 

in Table 6.

It is interesting to note that in the total unmatched staff group response results, 

as depicted in Table 7, the staff-reported mean levels of managerial caring and 

multicultural competence were higher than in the matched sample already discussed. 

The mean level of organizational commitment remained the same.

Research Question 5 asked: "What are the relationships among position 

classification, level of education, country of birth, country(ies) in which education 

was received, length of time employed as a nurse, length of time in this position 

on this unit, history (or absence of) forced displacement within the organization, 

ability to leave the organization and willingness to leave the organization and 

organizational commitment?" In order to answer this question, Wilcoxon scores 

(rank sums) and Kruskal-Wallis tests were performed in order to identify the 

variables among the staff which were associated at a significant level with 

organizational commitment. As indicated in Table 8, staff tenure on the unit is
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Spearman Correlation Coefficients/Probability
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Variable 3 4 4M

2. Staff-reported 0.84** 0.25 0.04
managerial caring 0.06 0.79

3. Staff-reported 0.19 .03
managerial multicultural 0.17 0.82
competence

4. Staff-reported 0.19
organizational commitment 0.17

4M. Manager self-reported
organizational commitment

**p <  .01
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Table 7

Summary Statistics for Levels of Managerial Caring. Multicultural 

Competence and Staff Organizational Commitment among Total Staff 

Respondents (N=160)

Variable N Mean S.D. Mdn.

Staff-Reported Levels 
Managerial Caring 160 301.0 63.2 303.5

Multicultural 
Competence of Nurse 
Managers 160 86.1 19.9 87.5

Staff Organizational 
Commitment 160 5.0 1.0 5.0
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Table 8

Correlations: Demographic Variables and Organisational Commitment 

of Staff

Variable X2 DF

Current position 7.11 3

Basic nursing education 7.58 4

Country - basic education 2.73 4

Highest degree 12.54 7

Country - highest education 3.34 4

Current school attendance 3.48 4

Years a nurse 7.62 4

Years - this medical center 7.05 5

Years - current unit 7.91 5

Years with nurse manager 2.85 5

Laid-off 1.06 2

Future displacement 0.99 1

Past displacement 1.99 1

Major reason - tenure unit 13.39* 6

Major reason - tenure this medical center 42.89** 4

Country of birth 11.84 6

Ethnic group 10.80 6

Age 6.34 4

Marital status 0.66 3

Children 0.00 1

%  <  .05
**p <  .01
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significant at the p < .05 level; tenure at this institution was significant at the 

p <  .01 level.

The rank order of reasons that staff wish to remain tenured on the unit is listed 

in Table 9. Note that the most frequently cited reason is that the staff "liked the 

personnel on the unit."

The rank order of reasons that staff wish to remain tenured in the organization 

is listed in Table 10. Note that the most frequently cited reason is that staff is 

"satisfied with being employed by this medical center."

One limitation of the study was that only certain variables with intrinsic 

ordering could be selected to assess the associations between these variables and the 

organizational commitment of the nurse manager respondents group. This was due to 

the small size of the group. However, where possible, Spearman correlation 

coefficients and levels of significance were computed and are listed in Table 11. As 

can be seen, a few variables were slightly negatively correlated with the managers’ 

organizational commitment, but had no significant levels of importance.

When the relationship between selected variables, the nurse manager group, 

and the organizational commitment of the staff was examined again, a few of the 

variables were noted to be slightly negatively correlated but had no statistical 

significance. This is shown in Table 12.
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Table 9

Rank Order of Staff Respondent Choices of Selected Demographic 

Variables - Tenure on Unit

Choice Mdn

I like the personnel on this unit. 80.0

I like the nurse manager. 79.5

I like this type of clinical activity. 77.5

There are no opportunities for transfer 
to another unit that I desire right now.

75.01

I don’t want to change right now 
(comfortable).

73

The shift is convenient. 64.5

As soon as I can, I will leave this 
institution.

57

Note. Responses to Section V, question 18:
"What is the major reason for your remaining employed on this 
particular unit?"
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Table 10

Rank Order of Staff Respondent Choices of Selected Demographic 

Variables - Tenure - This Medical Center

Choice Mdn Score

I am satisfied with being employed by 
this medical center.

85

Salary and benefits. 73

I don’t want to change right now (comfortable). 68

Convenient. 65

There are no equivalent opportunities in other 
institutions right now. As soon as I can, I will 
leave for another position.

56

Note. Responses to Section V, 19:
"What is the major reason for your remaining employed by 
this medical center?"
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Table 11

Spearman Correlation Coefficients/Significance. - jromparisotLof 

Nurse Managers’ Organizational Commitment to Selected Variables

Variable 3 5 8 9

Organizational 0.20 -0.10 -0.12 -0.20
Commitment 0.55 0.79 0.73 0.56
of Nurse Mangers 
(N=13)

Variable Labels

Variable 3 Basic nursing education program
Variable 5 Highest degree to date
Variable 8 Years a nurse
Variable 9 Years at the institution
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Table 11 (cont’d)

Variable 10 11 22

Organizational 0.28 0.35 -0.01
Commitment of 0.40 0.28 0.10
Nurse Managers 
(N=13)

Variable Labels

Variable 10 Years assigned to this unit
Variable 11 Years a nurse manager
Variable 22 Age of manager
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Table 12

Spearman Correlation Coefficients/Significance - Comparison between Selected 

Variables among Nurse Managers and Staff Organizational Commitment

Variable 8 9 10

Organizational -0.10 -0.05 0.27
Commitment of Staff 0.52 0.72 0.06
(N =55)

Variable Labels

Variable 8 Years a nurse
Variable 9 Years at institution
Variable 10 Years assigned to unit
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Table 12 (cont’d)

Variable 11 22

Organizational 0.01 0.16
Commitment of Staff 0.09 -0.28
(N=55)

Variable Labels

Variable 11 Years a nurse
Variable 22 Age
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The following hypotheses were tested using Duffy’s (1993) Caring Assessment 

Tool—Administrative Version (CAT-A), the La Fromboise, Coleman, and Hernandez 

(1991) Cross-Cultural Inventory-Revised, and the Mowday, Steers, and Porter (1979) 

Organizational Commitment Questionnaire.

Hypothesis X

Hypothesis 1 stated: There will be a statistically significant positive 

relationship between levels of caring in nurse managers and the organizational 

commitment of their staff members.

Spearman correlation coefficients and significance level were computed in 

order to respond to this. As noted in Table 13, the hypothesis is rejected because of 

the correlation (r = 0.25) and the significance level (p =  .06).

Hypothesis 2

Hypothesis 2 stated: Levels of caring in nurse managers and multicultural 

competence, combined, account for more of the variance in organizational 

commitment of their staff than either one does separately.

The results, noted in Table 14, cause the hypothesis to be rejected. After the 

first steps (managerial caring) were entered in a Stepwise Regression Analysis, there 

was little change in the variance accounted for (R2 = .016) after the entry of step 2 

(multicultural competence), and again little change in the variance (R2 = .007) after 

the entry of the combination of both steps.
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Table 13

Spearman Correlation Coefficients/Probability - Perceived Managerial Caring 

and Staff Organizational Commitment

Variable Correlation/Significance Organizational
Commitment of Staff

Staff-Reported 0.25
Managerial Caring 0.06
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Table 14

Summary of Stepwise Regression Analysis for Variables Predicting Organizational 

Commitment in Staff (N =  160)

Step Variable Entered Numbers In R Square 
Partial

Model R 
Square

F Probability > F

1 Managerial Caring 1 0.13 0.13 23.76 0.00

2 Multicultural Competence 2 0.01 0.15 2.90 0.09

3 Combo 2 - 3  3 0.00 0.15 4.00 0.24
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Analysis of Staff Responses to Open-Ended Question

The final part of the questionnaire, which was directed only to the staff 

members, was an open-ended question: "If you were asked to advise Head Nurses/ 

Nurse Administrators on what they need to do differently, what would you advise?"

Of note is the fact that out of the 160 staff respondents, 92 (5.75%) answered 

this question. A total of 331 separate recommendations were made.

Using content analysis as described by Polit and Hungler (1991), the responses 

were organized into themes and categories. They defined a theme as "a phrase, 

sentence, or paragraph embodying ideas or making an assertion about some topic" (p. 

510). A category is defined by Polit and Hungler (1991) as a method of classifying 

units of content (such as themes) (p. 511). They also recommend that a quantification 

of the materials of recorded occurrences in each category be employed.

As is outlined in Tables 15 and 16, eight categories and 37 themes were 

derived from the 331 responses. The process was completed by the researcher and 

two colleagues, who are also doctoral candidates. To the extent possible, the tables 

present a set of the final agreements reached among the three readers.

A complete list of the 331 responses will be given to head nurses/ 

administrators of the research site. Of the 37 themes, the top five in descending order 

were: communication, leadership, caring, fairness, and knowledge. Categories of 

recommendations from staff to management, in descending order of frequency, were:

1. leadership

2. professionalism
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Categories of Staff Recommendations to Head Nurses/Nurse Administrators
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Categories % of Responses

1. Leadership 25.4

2. Professionalism 20.2

3. Communication 16.0

4. Caring 13.3

5. Fairness 10.6

6. Respect 7.2

7. Listening 4.2

8. Team Work 3.0
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Table 16

Themes of Staff Recommendations to Head Nurses/Nurse Administrators

Categories % of Responses

1. Communication 14.8

2. Leadership 11.1

3. Caring 10.2

4. Fairness 7.8

5. Knowledge 7.2

6. Professionalism 6.0

7. Respect 5.4

8. Listening 3.9

9. Need Support 3.0

10. Team Work 2.7
11. Maintaining Standards 2.7

12. Equality 2.4
13. Role Conflict 2.4

14. Cultural Diversity 1.8
15. Honesty 1.8

16. Flexibility .015

17. Self-awareness .012
18. Lack of Caring .012
19. Acknowledgment .012
20. Consistency .012
21. Confidentiality .012
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Table 16 (cont’d)

Categories % of Responses

22. Coercion .009
23. Openness .009
24. Distrust .009
25. Integrity .009

26. Comfort/Security .006
27. Conflict Resolution .006
28. Positive Reinforcement .006
29. Collaboration .006
30. Involvement .006

31. Participation .003
32. Avoid Prejudice .003
33. Helpful .003
34. Poor Attitude .003
35. Humor .003
36. Ethical .003
37. Patient-focused .003

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



88

3. communication

4. caring

5. fairness

6. respect

7. listening

8. team work

Leadership

Recommendations in this category comprised 25.4% of the total. Some of 

them included:

1. "Obtain input into their decision-making instead of imposing their own 

ideas and expecting them to be implemented."

2. "Adhere to the same policies and procedures they expect the staff to ."

3. "Leadership is by coercion and threat and this is non-productive."

4. "Give constructive criticism instead of trying to put staff down."

5. "Nurse administrators have to get tough and demand top quality 

professional performance from their employees."

Professionalism

This category consisted of 20.2% of the staff recommendations. Some 

examples were:

1. "Bring back nursing and bring back the ’real nurses’ to nursing."

2. "As professionals, we should be treated as one."
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3. "Encourage staff to go to conferences and meetings in order to improve 

their nursing education skills."

4. "Be patient-focused."

Communication

Fifty-three or 16% of the recommendations were placed in this category. One 

reads the following:

1. "Check with staff before changing days off that they request to see how 

important these are."

2. "Have frequent staff/manager meetings." In fact, this recommendation 

came up frequently. It appears that they feel they cannot be "over

communicated" with.

Caring

The recommendations in this category accounted for 13.3% of the total. They 

include:

1. "Show appreciation for extra effort when necessary."

2. "Be more attentive to their staff’s needs such as days off for their 

educational improvement or for their family needs."

3. "Caring about staff is a thing of the past. We have forgotten how to be 

human."

Fairness

Categorized here were 10.6% of the recommendations. Some include:
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1. "Be more supportive of all staff (instead of only the ones she likes or is

friendly with)."

2. "Everyone has a voice and needs to be heard."

3. "Avoid being partial."

Respect

Twenty-four or 7.2% of the recommendations were categorized under respect. 

They include:

1. "Each staff member is important to the unit and should be respected."

2. "Show staff that you respect them as individuals."

3. "Show interest in the work of the staff."

Listening

Fourteen or 4.2% of the staff recommendations were categorized here. They 

include:

1. "Be a good listener."

2. "Listen to and respect their staff."

3. "Take more time to listen to what staff members are saying."

Team Work

Ten or 3% of the recommendations were made in this category:

1. "Encourage unit among staff members."

2. "Be willing to work with the staff."

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



91

3. "Encourage being friends and co-workers—be part of the team, not the 

problem."

The results were interesting to the readers and should be helpful to the 

management of the department in improving their relationships with the staff.

Summary

The response rates, characteristics of the study sample, and results of the 

statistical and qualitative questions, hypotheses, and open-ended question were 

described in this chapter. They included but are not limited to the following:

1. Of the 1,002 eligible staff members, 160 or 16% participated.

2. Of the 22 eligible managers, 13 or 59% participated.

3. Research questions 1 and 2 asked about the staff-reported levels of caring 

behaviors and multicultural competence of their nurse managers. The results were 

reported. No acceptable levels for either scale have been established.

4. Research question 3 asked about the staff self-reported level of 

organizational commitment of their staff members. The mean score (5.0) of the staff 

was somewhat lower than that of the nurse managers (5.3), but both were above the 

typical mean scores reported by Mowday, Steers, and Porter (1979).

5. Research question 4 asked about the relationships among staff-reported 

levels of caring behaviors and multicultural competence of their nurse managers, staff 

self-reported levels of organizational commitment, and nurse-manager self-reported 

levels of organizational commitment. Spearman correlation coefficients and
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significance levels were computed to answer this question. It was determined that 

staff-reported managerial caring is highly correlated with staff-reported multicultural 

competence (p <  .01, r =  .84).

6. Research question 5 asked about the relationships among selected variables 

and their organizational commitment. Wilcoxon scores and Kruskal-Wallis tests were 

performed in order to answer this question. It was determined that staff tenure on the 

unit was significant at the p <  .05 level and staff tenure in the organization was 

significant at the p <  .01 level. The rank order of reasons for both these variables 

was listed.

7. Hypothesis 1 stated that there would be a statistically significant positive 

relationship between levels of caring in nurse managers and the organizational 

commitment of their staff members. Spearman correlation coefficients and a 

significance level were computed in order to respond to this. This hypothesis was 

rejected because of the results (p =  .06, r =  .25).

8. Hypothesis 2 stated that levels of caring in nurse managers and their 

multicultural competence, combined, would account for more of the variance in 

organizational commitment of their staff than either one does separately. The results 

of the stepwise regression analysis which was performed caused this hypothesis to be 

rejected.

9. Qualitative analysis of the open-ended question for the staff revealed 

several categories and themes of recommendations for head nurses and nurse 

administrators.
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A discussion of the findings, limitations, and implications of the study, in 

addition to suggestions for future research, will be discussed in the next chapter.
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Chapter V 

DISCUSSION OF RESULTS

Using Watson’s Human Care Theory (1979), Leininger’s Cultural Care Theory 

(1984), and Hofstede’s Cultural Relativity Theory (1980), the theoretical framework 

for this study was formed. The purpose of this study was to examine the 

interrelationships among caring behaviors and multicultural competence of nurse 

managers and the organizational commitment of nursing staff and their nurse 

managers. The 160 staff individuals (16% of the eligible staff) that comprised the 

study’s sample completed a commercially produced questionnaire which included 

information about position held and unit staffing, the Caring Assessment Tool- 

Administrative Version (CAT-A) (Duffy, 1993), the Cross-Cultural Inventory- 

Revised (La Fromboise, Coleman, & Hernandez, 1991), the Organizational 

Commitment Questionnaire (Mowday, Steers, & Porter, 1979, demographic data, and 

an open-ended question related to advice to nurse managers and nurse administrators. 

The 16 nurse managers (59% of the managers) who comprised the rest of the study 

sample completed only three parts of the questionnaire: information about position 

held and unit staffing, the Organizational Commitment Questionnaire (Mowday et al.,
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1979), and the demographic data section. The investigator collected the data over a 

two-month period, from February through April 1996, in two separate mailings to 

increase the response rate. The respondents mailed their questionnaires to the 

Professional Testing Corporation for tabulation. The researcher examined the results 

using a variety of statistical procedures including descriptive, correlational, 

significance tests, and a stepwise regression analysis of variance.

This chapter contains a discussion of the statistical findings, implications, 

limitations, and suggestions for future research. The chapter ends with a summary.

Study Concepts

Managerial Caring

As discussed earlier, the possible range of scores using the Caring Assessment 

Tool—Administrative Version (CAT-A), as developed by Duffy (1993), is 94 to 470.

In the staff-manager matched sample, as described in Table 5, the mean staff-reported 

score of managerial caring was 280.1. In the total unmatched sample, staff-reported 

levels of managerial caring was 301. Both of these are lower than the results reported 

by Duffy (1993) as a mean of 339.84.

The researcher believes that, as reported earlier, the staff respondent group is 

more culturally diverse than the manager respondent group. One of the findings of 

this study was that staff-reported managerial caring is highly correlated with staff- 

reported multicultural competence (p < .01, r = .84). It did not appear that the 

ethnic background of the respondents in Duffy’s sample was ascertained. The lower
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scores in this study may be accounted for by differing expectations/demonstrations of 

managerial caring across ethnic groups.

It seems that it would be worthwhile to identify factors that contribute to 

managerial caring. Perhaps if nurse managers do not feel cared about, they will not 

be willing or able to be caring for staff. As managers are more and more threatened 

by lay-offs, less job security, and fewer benefits than those staff who work for them 

who are protected by union contacts, the level of caring among managers may be 

harder to maintain and/or improve.

Multicultural Competence

Because much has been written about the changes in the cultural make-up of 

our society and potential impact of these changes on the fields of health care, 

education, management, and counseling, it was very surprising to the researcher that 

there was no instrument available to assess the concept of multicultural competence in 

managers. Projections in the population’s cultural changes and the work of Hofstede 

(1980a, 1980b, 1983, 1991) seem to call for the development of such an instrument.

In the absence of such an instrument, the researcher received permission from 

the developers of the Cross-Cultural Counseling Inventory—Revised to alter it for use 

among a group of managers. As mentioned previously, the scale range of the CCCI- 

R is from 20-120. In a conversation with Dr. La Framboise, she stated that no 

acceptable levels of multicultural competence had been established. Additionally, she 

stated that it was just inferred that the higher the score, the more multiculturally 

competent the individual being assessed was.
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In the unit matched staff-nurse manager group, the mean score for the 

multicultural competence of the nurse managers was 78.7. In the unmatched staff- 

nurse manager group, the mean score for the multicultural competence of the nurse 

managers was 86.1.

The researcher postulates that these rather mediocre scores might be 

attributable to the fact that the nurse manager group is less culturally-diverse than the 

staff member group. In addition, during the nurse shortages of recent years, 

aggressive recruitment of nurses from other countries was done, but in this, and 

probably many other institutions, little, if any, education about the cultures of the new 

staff members was provided to the incumbent managers or staff members.

Organizational Commitment

The student respondents, as discussed earlier, achieved relatively high means 

scores of organizational commitment. The author can only ponder if this is because 

the non-respondents were less committed to the organization and were not inclined to 

participate for that reason, or were wary of the confidentiality of the results.

Especially during a time of impending unit closures, staff displacements and/or lay

offs, this may have been a very important factor in the decision of the less-committed 

group to respond and disclose such a fact.

Although no literature was found correlating the organizational commitment 

level of the manager with that of their staff, the researcher had postulated that there 

would be a relationship. In fact, in this study, there was none. As mentioned earlier, 

leader-initiating structure and consideration behaviors both tended to correlate
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positively with staff organizational commitment (Mathieu & Zajac, 1990).

In this study, cultural group did not appear to be related to organizational 

commitment. Among the other demographic variables and their relationship to the 

organizational commitment of the staff, only two variables were correlated and 

significant. It seemed that liking the personnel on the assigned unit and being satisfied 

with employment in the institution were the most significant demographic factors 

associated with staff organizational commitment.

The mean level of organizational commitment of the nurse managers was 

higher than that of the staff. It is important to note that few demographic variables 

among the nurse manager group could be studied because of the low number of 

respondents in that group.

Hypotheses

Hypothesis 1, as was noted, was rejected. The researcher was surprised by 

this, especially given the earlier work of Kahn (1993). It is postulated by the 

researcher that this occurred because:

(a) the sample, being somewhat small, may not have been representative of the 

population,

(b) there are intrinsic factors in "committed" employees that have a stronger 

influence than the role of the leader on organizational commitment, and

(c) the respondents may believe that especially now, as institutions become 

larger and are called "health care systems" instead of "hospitals," that the manager has
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little influence on institutional policies, despite their unit authority.

Hypothesis 2 was also rejected. The researcher postulates that the reasons for 

this are possibly the same as those which might have caused the rejection of 

Hypothesis 1.

Implications

Findings from this study suggest implications for nursing administrative 

practice, nursing practice, nursing education, and health care administration and 

management. Clearly, the concept which screams out to be further studied in all these 

areas is culture and its influence.

The theories used within the framework of the study, which were developed by 

Watson (1979), Leininger (1984), and Hofstede (1980), serve as a strong base for 

work in continued studies.

Nursing Administrative Practice

Applications of the works of Leininger and Duffy can be taken further. It 

would seem necessary to study ethnic groups' definition of managerial caring, just as 

we have begun to understand the strong influence of culture on aspects of health and 

illness. It is possible, the researcher believes, that some of the reasons for staff- 

managerial conflict have arisen because of differing expectations of cultural groups 

about the role and behavior of staff and managers. The instrument used, the CAT-A 

developed by Duffy (1993), was an excellent one and perhaps could be used as the 

basis of this work.
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Nursing Practice

At the same time, it would seem that one could infer from the results of this 

study that the CAT (1990), also developed by Duffy and an excellent instrument, 

could be used as the basis for measuring expectations of patients from different 

cultural groups as these expectations relate to caring levels of the nurses assigned to 

them.

Nursing Education

As caregivers, we are compelled to learn more about the belief systems 

regarding health and illness of various cultural groups. As we learn more about these 

beliefs and the various cultural expectations of managerial caring, this expanded 

knowledge needs to be imparted to nursing staff and nursing administrators.

Health Care Administration

As hospitals or health care systems employ large numbers of individuals from 

various ethnic and professional cultures, it would seem that an enormous amount of 

research could and should be done in order to understand better those groups. As 

interdisciplinary teams are formed more, it would seem that the success of those 

groups would be increased by understanding the cultural contribution of each member 

to the team.

Management

The work of Hofstede must be heeded, especially in the light of the occurring 

and impending changes in the diversity of the work force. Increased understanding of
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other cultures can only lead to greater success of an organization.

It seems that work on the development of a valid, reliable tool which measures 

the cross-cultural competence of managers similar to the CCCI-R, used by counselors, 

would be helpful to both managers and staff as these groups strive to achieve success 

in an increasingly diverse work force of the future.

Limitations

Prudence should be used in generalizing the findings of this study. First, it 

was limited by the size of a convenience sample of staff and managers in an acute care 

hospital located in an urban area. Participation was limited to staff in certain positions 

because of financial restrictions of the researcher. Therefore, not all levels of staff 

were involved in the study. The size of the final sample cannot go unnoticed.

Despite stringent efforts to preserve confidentiality, many individuals and/or units did 

not participate. Included in the concern about sample size is the fact that some groups 

of personnel were proportionately over- or under-represented by position occupied or 

ethnic group. Due to the small size of the nurse manager respondent group, one 

limitation of the study was that only certain demographic and other selected variables 

with intrinsic ordering could be selected for measurement. Therefore, the associations 

between the managers' demographic variables and organizational commitment were 

limited.

Other potential limitations were related to the questionnaire itself. First, the 

size and perceived length of participation might have contributed to lack of
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participation. Despite having been proofread by multiple readers, three of the 

questions (numbers 12, 13, and 14) in the variable section were confusing and needed 

to be eliminated. In the future, some of the other variable questions might be 

eliminated as non-contributory to the purpose of the study. Section VI, the open- 

ended question, was not respondent-coded. Some information could have been 

gleaned by having this information.

Finally, although it seemed to provide useful information, the Cross-Cultural 

Inventory—Revised was altered and reliability and validity were not established.

Suggestions for Future Research

As the result of the findings of the study and of the study’s limitations, the 

following suggestions for future research are made:

1. Improve the questionnaire: (a) review Section V and clarify questions 12, 

13, 14; (b) shorten the questionnaire, if possible and appropriate; and (c) respondent- 

code the open-ended question.

2. Conduct validity and reliability tests of the Cross-Cultural Competence 

Inventory—CCCI-R. This would support its use as a management tool.

3. Conduct multiple center studies.

4. Measure organizational culture as a component of the studies.

5. Conduct further studies of CAT-A including definitions of managerial 

caring among different cultural groups.
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6. Conduct studies of factors that contribute to higher levels of managerial

caring.

7. Expand participation in the study to all groups of staff represented in an 

organization.

8. Conduct longitudinal studies to identify changes in the relationships among 

the study variables over time.

9. Increase size of the sample in future studies by asking staff for 

recommendations for accomplishing them.

10. Revise the open-ended question with an end-point goal in mind for the 

recommendations. For example, one might be "to increase staff commitment to the 

organization."

Summary

This research was a descriptive, correlational study which examined the 

interrelationships among caring behaviors and multicultural competence of nurse 

managers, the organizational commitment of the nurse managers, and other selected 

variables. The sample was comprised of 13 nurse managers and 160 staff members 

who were employed in an acute care institution in an urban area.

The conceptual framework guiding the study was derived from the concepts of 

caring, culture, and commitment, drawing upon Watson’s Human Care Theory 

(1979), Leininger’s Cultural Care Theory (1984), and Hofstede’s Cultural Relativity 

Theory (1980).
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There was a significant relationship (p <  .01, r =  .84) between the study 

variables of staff-reported managerial caring and multicultural competence. Two 

selected demographic variables among the staff were associated with organizational 

commitment: tenure at the unit level (p <  .05) and tenure in the organization

(p <  .01).

Implications were identified for nursing administration, nursing practice, 

nursing education, health care administration, and management.

Suggestions for future research were made and included the improvement of 

the variable section of the questionnaire and conducting reliability and validity testing 

of the CCCI-R for management purposes. Additionally, it was recommended that 

further testing of the CAT-A—Administrative Version take place across cultural groups 

and that continued multi-center and longitudinal studies of these relationships be 

conducted.

Changes in health care delivery, both for those who receive care and those who 

administer that care, are occurring in a dramatic way as this is written. Rather than 

surrender to changes which are directed by those who are primarily motivated by 

financial improvements, let us, the caregivers, choose to be a rational part of the 

change process through continuing research activities such as this.

Finally, though new to health care professionals, the security of a job with a 

particular organization no longer exists. The researcher would recommend that rather 

than not committing to an organization and just to one’s career, it would be more 

beneficial for both to develop and be enhanced by employer and employee.
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Employees can now no longer rely on the organization to supply their needs. While 

employed, they should continue to maintain responsibility for remaining skilled in the 

marketplace. However, organizations should never leave their employees with the 

impression that they, the employees, are expendable. For after all is said, isn’t it the 

people of the organization who help assure its success or doom it to failure?
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INSTITUTIONAL REVIEW BOARD (IRS) (Scientific Merit Review)
M E M O R A N D U M
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TO: Dr. Eileen Sullivan-Kaplan 
FROM: K. Weisinger, Ph.D.

DATE: 11/29/95
RE: Committee Actionon protocol 1199511437

Z as taking the liberty of informing you of the action taken by the xrs at the aeeting of 11/17/95 in regard to the protocol referenced below.

U99511437 Managerial caring, Multicultural Coapeteaoe, andorganisational Cottsitaeat in a Departaent of Nursing

discussion: No substantive questions were raised by any member.

ACTION; APPROVED

If you have any general questions please feel free to call me at X4151
your response to any Issues raised by the Committee ehould be sent to the Office of Research and sponsored Programs.
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November 27,1995

PRINCIPAL INVESTIGATOR: Eileen Sullivan-Kaplan
DEPARTMENT: NURSING

PROTOCOL NO.: 1199SU437*
TITLE: Managerial Caring, Multicultural Competesce, asd Organizational Commitment in a Department of 

Nursing

DATE OF MEETING: 11/17/95

Medical Center's Institutional Review Board for the Protection of Human Subjects (IRB) in
Research took the following action with regard to the above referenced protocol:

Wsk/BenentAnalvalai
Approved the protocol oa the basis of its estimate of the tisk-bcneflt ratio.

Informed Consent Procedure
Approved the letter of participation as submitted.

The investigator may initiate the study subject to the FOLLOWING CONDITIONS: (if applicable)

(1) If you will be using facilities or subjects at NCB or BMHC, you are REQUIRED to have the approval 
of the Health and Hospitals Corporation before die research may be initiated in their facility. At NCB 
contact Steve Friedman, NCB Affiliating Administration (tie line 711, ext. 4831). For BMHC contact 
Pat Hopkins, AECOM, Committee on Clinical Investigations (4 ).

(2) If this protocol involves AECOM facilities or resources the study requires written approval by the 
AECOM CCL A copy of this letter and the approved protocol it being forwarded to the AECOM CCX 
for AD HOC review. RESEARCH MAY NOT COMMENCE AT THESE SITES UNTIL 
APPROVED BY THE AECOM CCL Please call Pat Hopkins at far follow up.

(3) If the study is sponsored by a company, that a Letter of Agreement has been executed by both tho 
Medical Center and the company. If the study involves the use of an investigational device, the principal 
investigator must obtain approvals Gram Legal Affairs, Risk Management and Mr. Robert Conaty. 
RESEARCH MAY NOT COMMENCE UNTIL APPROVALS ARE OBTAINED.

(4) If you propose the use of vertebrate animals under this protocol, it must be approved by the Institutional 
Animal Care and Use Committee (IACUC) before the animal portion of the work may be initiated.

(5) If you have received FULL APPROVAL oe the scientific merit of the protocol. "CONDITIONAL 
APPROVAL" IS NOT THE SAME AS "FULL APPROVAL."

Please let me know if you have any questions regarding the action taken or require additional documentation
of same.

* Please use this reference number in any correspondence regarding this protocol.
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UNIT PARTICIPATION DECISION

The following unit assigned to my responsibility - please lisr unit 121
(Please fill out a separate sheet for each unit that you manage.)

Will □  Will Not □

participate in the study conducted by Eileen Sullivan-Kaplan 

On this unit there is the following number of filled positions:

CNC ________  Staff Nurse _________

PCC _________  LPN

I believe that the ethnic group distribut 
approximate numbers in each category)

CNC

Ethnic Background Number

A. African-American _______

B. Caribbean ancestry _______

C. Caucasian ________

D. Filippino ________

E. Hispanic ________

F. Indian ________

G. Other

Staff Nurse

Ethnic Background Number

A. African-American ______

B. Caribbean ancestry ______

C. Caucasian ______

D. Filippino ______

E. Hispanic ______

F. Indian _______

G. Other

Signature
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ion of these categories is as follows: (please fill in

PCC

Ethnic Background Number

A. African-American ________

B. Caribbean ancestry ________

C. Caucasian ________

D. Filippino ________

E. Hispanic ________

F. Indian ________

G. Other

LPN

Ethnic Background Number

A. African-American _______

B. Caribbean ancestry _______

C. Caucasian _______

D. Filippino _______

E. Hispanic _______

F. Indian _______

G. Other



122

Appendix C 

CONSENT/COVER LETTER

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



CONSENT

Dear Colleague,

Many of you may know me as the Director of Nursing, Surgical Services. I am also a 
doctoral candidate in Nursing Administration at Teachers College, Columbia University.

At the present time, I am engaged in the process of writing my dissertation. Briefly 
stated, the areas I am studying are caring and cultural influence within an organization. I would 
be most grateful if you would take the time to complete the questions as written on the attached 
Scaa-tron form. In the pilot study, the average time necessary to complete the form is 24 
minutes. I have not asked for your name and your unit will be designated by an identification 
number that will be undiscoverable by me.

Your participation, which would be greatly appreciated, is entirely voluntary. You may 
refuse to answer any question if you feel it is necessary. I will assume that you give your 
consent by your completion of the form.

The overall results, once determined, will be shared with the Nursing Department staff.

If you have any questions about this study, please feel free to contact me at ■ ■ ■ ■ ( .

Thanking you in advance for your time and effort, I am,

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Very truly yours,

Eileen Sullivan-Kaplan

a p p r o v e d

Valid For O ne Year
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SECTION I

Instructions and Unit Staffing

1. Are you a nurse manager?
□  yes □  no

If you are not a nurse manager, skip the rest of this section and go on to Section II.

2. How many unit do you manage?
□  1 □  2 □  3

3. Please indicate in the boxes provided the unit identification numbers for the
units you manage and how many filled position are in each unit in the 
categories listed, then fill in the appripriate oval beneath each number you 
have written.

If you are a nurse manager skip Sections II and III and go on to Section IV>
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Staff Nurse Survey 

CAT-adm.c

Directions: All of the statements in this questionnaire refer to activities that occur 
among people on a nursing unit. There are five possible responses to each item. 
They are:

1 = Hardly ever or never
2 = Infrequently
3 = Occasionally
4 = Frequently
5 = Almost always or always

For each statement, please circle how often you think each activity is occurring in 
your situation.

Since I have been a nurse here, my nurse manager

1. Listens to me.
1 2 3 4 5

2. Accepts me as I am.
1 2 3 4 5

3. Treats me kindly.
1 2 3 4 5

4. Ignores me.
1 2 3 4 5

5. Answers my questions.
1 2 3 4 5

6. Includes me in his/her discussions.
1 2 3 4 5

7. Respects me.
1 2 3 4 5
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1 = Hardly ever or never
2 -  Infrequently
3 = Occasionally
4 = Frequently
5 = Almost always or always

Since I have been a nurse here, my nurse manager:

8. Is more interested in his/her own problems.
1 2 3 4 5

9. Pays attention to me
1 2 3 4 5

10. Enjoys working with me.
1 2 3 4 5

11. Uses my name when talking to me.
1 2 3 4 5

12. Is available to me.
1 2 3 4 5

13. Seems interested in me.
1 2 3 4 5

14. Has no time for me.
1 2 3 4 5

15. Helps me to believe in myself.
1 2 3 4 5

16. Keeps me informed.
1 2 3 4 5

17. Fails to keep his/her promises to me.
1 2 3 4 5

18. Encourages me to think for myself.
1 2 3 4 5

19. Supports me with my beliefs.
1 2 3 4 5
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1 = Hardly ever or never
2 = Infrequently
3 = Occasionally
4 = Frequently
5 = Almost always or always

Since I have been a nurse here, my nurse manager:

20. Encourages me to ask questions.
1 2 3 4 5

21. Helps me see the positive aspects of my situation.
1 2 3 4 5

22. Encourages me to continue working here.
1 2 3 4 5

23. Anticipates my needs.
1 2 3 4 5

24. Encourages me to talk about my concerns.
1 2 3 4 5

25. Openly shows concern for me.
1 2 3 4 5

26. Asks me about my family.
1 2 3 4 5

27. Never shows any emotion.
1 2 3 4 5

28. Asks me how I would do things.
1 2 3 4 5

29. Helps me deal with my negative feelings.
1 2 3 4 5

30. Shares personal information with me when appropriate. 
1 2 3 4 5

31. Expresses human emotions when he/she is with me.
1 2 3 4 5
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1 = Hardly ever or never
2 = Infrequently
3 = Occasionally
4 = Frequently
5 = Almost always or always

Since I have been a nurse here, my nurse manager:

32. Responds honestly to my questions.
1 2 3 4 5

33. initiates conversations with me.
1 2 3 4 5

34. Checks on me frequently.
1 2 3 4 5

35. Looks me in he eye when he/she talks to me.
1 2 3 4 5

36. Refuses to tell me aspects about my work when I ask. 
1 2 3 4 5

37. Pays attention to me when I am talking.
1 2 3 4 5

38. Acts as if he/she disapproves of me.
1 2 3 4 5

39. Encourages me to talk about whatever is on my mind. 
1 2 3 4 5

40. is patient with me even when I am difficult.
1 2 3 4 5

41. Is interested in information I have to offer.
1 2 3 4 5

42. Talks about me openly in front of other staff.
1 2 3 4 5

43. Accepts what I say, even if it is negative.
1 2 3 4 5
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1
2
3
4
5

Hardly ever or never 
Infrequently 
Occasionally 
Frequently
Almost always or always

Since I have been a nurse here, my nurse manager

44. Seems annoyed if I speak my true feelings.
1 2 3 4 5

45. Is aware of my feelings.
1 2 3 4 5

46. Does not want to talk to me.
1 2 3 4 5

47. Allows me to talk about my true feelings without any risk to my position. 
1 2 3 4 5

48. Questions me about my past experiences in nursing.
1 2 3 4 5

49. Helps me set career goals which I am able to accomplish.
1 2 3 4 5

50. Helps me find solutions regarding my problems 
1 2 3 4 5

51. Deals with my work problems in ways that are impractical for me.
1 2 3 4 5

52. Helps me with all my work problem/s, not just part of them.
1 2 3 4 5

53. Helps me deal with difficult situations.
1 2 3 4 5

54. Helps me understand my feelings.
1 2 3 4 5

55. Asks me how I think my work is going.
1 2 3 4 5
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2
3
4
5

Hardly ever or never 
Infrequently 
Occasionally 
Frequently
Almost always or always

Since I have been a nurse here, my nurse manager:

56. Help me explore alternative ways of dealing with my work problem/s.
1 2 3 4 5

57. Provides me with literature regarding my work and areas of interest.
1 2 3 4 5

58. Uses management terms that I don’t understand.
1 2 3 4 5

59. Knows what he/she is doing.
1 2 3 4 5

60. Teaches me about nursing and/or health care.
1 2 3 4 5

61. Discourages me from asking questions.
1 2 3 4 5

62. Checks with me to make sure I understand.
1 2 3 4 5

63. Makes me feel as comfortable as possible.
1 2 3 4 5

64. Tells me what to expect.
1 2 3 4 5

65. Knows when to go to a higher authority.
1 2 3 4 5

66. Respects my need for confidentiality.
1 2 3 4 5

67. Makes sure the charge nurse/assistant head nurse knows my strengths and 
weaknesses.
1 2 3 4 5
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1 = Hardly ever or never
2 = Infrequently
3 = Occasionally
4 = Frequently
5 = Almost always or always

Since I have been a nurse here, my nurse manager:

68. Knows what to do in an emergency.
1 2 3 4 5

69. Never asks what I need.
1 2 3 4 5

70. Protects me from situations where I could get harmed.
1 2 3 4 5

71. Knows a lot about my work habits.
1 2 3 4 5

72. Spends time with me.
1 2 3 4 5

73. Makes me feel secure regarding my position.
1 2 3 4 5

74. Allows my family to call the unit.
1 2 3 4 5

75. Limits or interferes with my routine practices.
1 2 3 4 5

76. Makes sure I get to meals or have time out for my own needs. 
1 2 3 4 5

77. Monitors my skill level.
1 2 3 4 5

78. Keeps me challenged.
1 2 3 4 5

79. Makes sure my paycheck is accurate.
1 2 3 4 5
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1 = Hardly ever or never
2 = Infrequently
3 = Occasionally
4 = Frequently
5 = Almost always or always

Since I have been a nurse here, my nurse manager:

80. Makes me wait a long time for an appointment when I need help.
1 2 3 4 5

81. Helps me feel less worried.
1 2 3 4 5

82. Allows me time off to be with my spouse and special family/friends. 
1 2 3 4 5

83. Discourages me from interacting with others.
1 2 3 4 5

84. Helps me achieve my career goals.
1 2 3 4 5

85. Respects my needs when scheduling shifts.
1 2 3 4 5

86. Doesn’t care whether I get a break 
1 2 3 4 5

87. Understands my unique situation.
1 2 3 4 5

88. Has no idea how this job is affecting my life.
1 2  3 4 5

89. Is concerned about how I view things.
1 2 3 4 5

90. Knows what is important to me.
1 2 3 4 5

91. Acknowledges my inner feelings.
1 2 3 4 5
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1 Hardly ever or never
2 Infrequently
3 = Occasionally
4 = Frequently
5 Almost always or always

Since I have been a nurse here, my nurse manager

92. Helps me cope with the stress of my work.
1 2 3 4 5

93. Shows respect for those things that have meaning for me.
1 2 3 4 5

94. Is out of touch with my daily world.
1 2 3 4 5

THIS IS THE END OF THE QUESTIONNAIRE. IF YOU WERE ASKED TO ADVISE 
HEAD NURSES/NURSE ADMINISTRATORS ON WHAT THEY NEED TO DO 
DIFFERENTLY, WHAT WOULD YOU ADVISE? YOU MAY WRITE ON THE BACK 
OF THIS PAGE.

Thank you very much for your participation.
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Cross Cultural Counseling Inventory-Revised

The purpose of this inventory is to measure your perceptions about the Cross 
Cultural Counseling Competence of your nurse manager. We are interested in your 
opinion so please make a judgement on the basis of what the statements in this 
inventory mean to you. In recording your response, please keep the following points 
in mind:

a. Please circle the appropriate rating under each statement.

b. Please circle only one response for each statement.

c. Be sure you check scale even though you may feel that you have
insufficient data on which to make a judgement - please do not omit any.

Rating Scale: 1 = strongly disagree 4 = slightly agree
2 = disagree 5 = agree
3 = slightly disagree 6 = strongly agree

1. Nurse manager is aware of his or her own
cultural heritage. 1 2 3 4 5 6

2. Nurse manager values and respects cultural
differences. 1 2 3 4 5 6

3. Nurse manager is aware of how own values
might affect me. 1 2 3 4 5 6

4. Nurse manager is comfortable with difference
between nurse manager and me. 1 2 3 4 5 6

5. Nurse manager is willing to suggest referral
when cultural differences are extensive. 1 2 3 4 5 6

6. Nurse manager understands the current socio
political system and its impact on me. 1 2 3 4 5 6

7. Nurse manager demonstrates knowledge about
my culture. 1 2 3 4 5 6

8. Nurse manager has a clear understanding of the
management process. 1 2 3 4 5 6
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Rating Scale: 1 -  strongly disagree 4 = slightly agree
2 = disagree 5 = agree
3 = slightly disagree 6 = strongly agree

9. Nurse manager is aware of institutional barriers
which might affect my circumstances. 1 2 3 4 5 6

10. Nurse manager elicits a variety of verbal and
non-verbal responses from me. 1 2 3 4 5 6

11. Nurse manager accurately sends and receives a
variety of verbal and non-verbal messages. 1 2 3 4 5 6

12. Nurse manager is able to suggest institutional
intervention skills that favor me. 1 2 3 4 5 6

13. Nurse manager sends messages that are appropriate
to the communication of this staff member. 1 2 3 4 5 6

14. Nurse manager attempts to perceive the presenting 
problem within the context of my cultural experience,
values, and/or lifestyle. 1 2 3 4 5 6

15. Nurse manager presents his or her own values to
me. 1 2 3 4 5 6

16. Nurse manager is at ease talking with me. 1 2 3 4 5 6

17. Nurse manager recognizes those limits determined 
by the cultural differences between nurse manager
and me. 1 2 3 4 5 6

18. Nurse manager appreciates my social status as an
ethnic minority if that is so. 1 2 3 4 5 6

19. Nurse manager is aware of the professional and
ethical responsibilities of a nurse manager. 1 2 3 4 5 6

20. Nurse manager acknowledges and is comfortable
with cultural differences. 1 2 3 4 5 6
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Organizational Commitment Questionnaire 
(OCQ)

Instructions

Listed below are a series of statements that represent possible feelings that 
individuals might have about which they work. With respect to your own feelings 
about the particular organization for which you are now working Medical
Center please indicate the degree of your agreement or disagreement with each 
statement by circling one of the seven alternatives below each statement. 
Responses to each item are measured on a 7-point scale with scale point anchors 
labeled:

1 = strongly disagree
2 = moderately disagree
3 = slightly disagree
4 = neither disagree nor agree
5 = slightly agree
6 = moderately agree
7 = strongly agree

1. I am willing to put in a great deal of effort beyond that normally 
expected in order to help this organization be successful.
1 2 3 4 5 6 7

2. I talk up this organization to my friends as a great organization to work 
for.
1 2 3 4 5 6 7

3. I feel very little loyalty to this organization.
1 2 3 4 5 6 7

4. I would accept almost any type of job assignment in order to keep
working for this organization.
1 2 3 4 5 6 7

5. I find that my values and the organizations’s values are very similar.
1 2 3 4 5 6 7

6. I am proud to tell others that I am part of this organization.
1 2 3 4 5 6 7
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1 3 strongly disagree
2 = moderately disagree
3 s slightly disagree
4 s neither disagree nor agree
5 5 slightly agree
6 s moderately agree
7 s strongly agree

7. I could just as well be working for a different organization as long as the 
type of work were similar.
1 2 3 4 5 6 7

8. This organization really inspires the very best in me in the way of job 
performance.
1 2 3 4 5 6 7

9. It would take very little change in my present circumstances to cause 
me to leave this organization.
1 2 3 4 5 6 7

10. I am extremely glad that I chose this organization to work for over 
others I was considering at the time I joining.
1 2 3 4 5 6 7

11. There’s not too much to be gained by sticking with this organization 
indefinitely.
1 2 3 4 5 6 7

12. Often, I find it difficult to agree with this organization’s policies on 
important matters relating to its employees.
1 2 3 4 5 6 7

13. I really care about the fate of this organization.
1 2 3 4 5 6 7

14. For me this is the best of all possible organizations for which to work.
1 2 3 4 5 6 7

15. Deciding to work for this organization was a definite mistake on my part.

1 2 3 4 5 6 7
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DEMOGRAPHIC DATA QUESTIONNAIRE

Directions: Select the response that most accurately describes you
and mark it on the attached Scantron sheet.

1. Unit Identification number

2. What position do you currently occupy on this unit?

a. licensed practical nurse
b. registered staff nurse
c. patient care coordinator
d. clinical nurse coordinator
e. administrative nursing manager

3. In what type of program did you receive your basic nursing education?

a. licensed practical nurse program
b. hospital diploma program - R.N.
c. associate degree in nursing program
d. baccalaureate nursing program
e. master’s program in nursing

4. In what country did you receive your basic nursing education?

a. Jamaica
b. Philippine Islands
c. United Kingdom
d. United States
e. other (please specify)

5. What is the highest degree you have received to date?

a. licensed practical nurse program
b. hospital diploma program - R.N.
c. associate degree in nursing program
d. baccalaureate in nursing
e. baccalaureate degree in a major, other than nursing
f. master’s degree in nursing
g. master’s degree in a major other than nursing
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6. In what country did you receive this education?

a. Jamaica
b. Philippine Islands
c. United Kingdom
d. United States
e. Other (please specify)

7. Are you currently attending school?

a. No
b. Yes, towards a diploma or associate’s degree in nursing
c. Yes, towards a baccalaureate degree in nursing
d. Yes, towards a master’s degree in nursing

8. How many years have you been a nurse?

a. less than a 1 year
b. 1 - 3  years
c. 4 - 1 0  years
d. 1 1 - 1 5  years
e. 1 6 - 2 0  years
f. more than 20 years

How many years have you been employed by the HMVN0MT Medical Center?

a. less than 1 year
b. 1 - 3  years
c. 4 - 1 0  years
d. 11-15 years
e. 1 6 - 2 0  years 

more than 20 yearsf.

10. How long have you been assigned to the unit you currently work on?

a. less than 1 year
b. 1 - 3  years
c. 4 - 1 0  years
d. 1 1 - 1 5  years
e. 1 6 - 2 0  years
f. more than 20 years
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11. If you are the nurse manager of the unit, how long have you been a nurse
manager?

a. less than 1 year
b. 1 - 3  years
c. 4 - 1 0  years
d. 1 1 -1 5  years
e. 1 6 -2 0  years
f. not a nurse manager

12. If you are the nurse manager of the unit, how long have you been the nurse 
manager of this unit?

a. less than 1 year
b. 1 - 3  years
c. 4 - 1 0  years
d. 1 1 -1 5  years
e. 1 6 -2 0  years
f. not a nurse manager

13. If you are on staff, on this unit, how long have you been employed by
m m m m ?

a. less than 1 year
b. 1 - 3  years
c. 4 - 1 0  years
d. 11 -1 5  years
e. 1 6 - 2 0  years
f. am a nurse manager

14. If you are on staff on this unit, how long have you been assigned to this unit?

a. less than 1 year
b. 1 - 3  years
c. 4 - 1 0  years
d. 1 1 - 1 5  years
e. 1 6 - 2 0  years
f. am a nurse manager
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15. If you are on staff on this unit, how long has your present nurse manager 
been your nurse manager?

a. less than 1 year
b. 1 - 3  years
c. 4 - 1 0  years
d. 1 1 - 1 5  years
e. 1 6 - 2 0  years
f. am a nurse manager

16. Have you ever been "laid-off from a position in nursing?

a. yes, from one at an institution other thanJlMRtiM*-
b. yes, from one at M M f N M t t W
c. no

17. Have you ever been "displaced" to another unit or to another shift on the 
same unit?

a. yes
b. no

18. What is the maior reason for your remaining employed on this particular unit?

a. There are no opportunities for transfer to another unit that I desire
right now

b. the shift is convenient
c. I like this type of clinical activity
d. I like the personnel on this unit
e. I like the nurse manager
f. as soon as I can I will leave this institution
g. I don’t want to change right now. (comfortable)

19. What is the maior reason for your remaining employed by IJM nM M ?

a. There are no equivalent opportunities in other institutions right
now. As soon as I can I will leave for another position.

b. salary and benefits
c. convenient __
d. I am satisfied with being employed by
e. I don’t want to change right now (comfortable)
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20. What is your country of birth?

a. Caribbean nation
b. India
c. Philippines
d. Puerto Rico
e. United Kingdom
f. United States
G. other

21. What ethnic group best describes you?

22.

a. Afro-American
b. Caribbean ancestry
c. Caucasian
d. Filippino
e. Hispanic
f. Indian
g- other

How old are you?

a. 2 0 - 3 0
b. 31 -40
c. 41 -50
d. 51 -60
e. 60 +

23. What is your marital status?

a. single, never married
b. widowed
c. divorced
d. married

24. Do you have children?

a. yes
b. no
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Open-ended Question - Staff

1. If you were asked to advise Head Nurses/Nurse Administrators on what they 
need to do differently, what would you advise?
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Appendix J

LETTERS TO REQUEST PERMISSION TO USE INSTRUMENTS
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Pleasantville, New York 

January 10, 1995

Dr. Joanne Duffy 
 

Burke, VA 

Dear Dr. Duffy,

As a doctoral candidate in Nursing at Teacher’s College, Columbia University, I have 
begun to write my dissertation. I am interested in studying the relationships among caring 
behaviors and multicultural competence of nurse managers and their organizational 
commitment and that of their staff members. In the last few years, I have read some N.L.N. 
publications which referenced the Caring Assessment Test - Administrative Version.

I would like to request permission from you to reproduce and use your instrument in 
the work I have previously described. At this point, I plan on collecting data at the

Medical Center, my employer. I will realize no financial gain as the result of 
using your instrument. If you do grant permission, may I ask you for a copy of the 
instrument, instructions for use and scoring guidelines?

Thank you for your kind consideration of my request. If you have any questions or 
concerns, please contact me at work 718-  or at home 914- .

I look forward to hearing from you.

Very truly yours,

Eileen A. Sullivan, M.S., R.N.
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Pleasantville, New York 

February 16, 1995

Dr. Teresa La Framboise 
Department of Education  
Stanford University 
Stanford, California 

Dear Dr. La Framboise,

As a doctoral candidate in Nursing at Teacher’s College, Columbia University, I have 
begun to write my dissertation. I am interested in studying the relationships among caring 
behaviors and multicultural competence of nurse managers and their organizational commitment 
and that of their staff members. In the last few years, I have read some publications which 
referenced the Cross Cultural Counseling Inventory Revised.

I would like to request permission from you to reproduce and use your instrument in the 
work I have previously described. At this point, I plan on collecting data at the M H U tffb 
Medical Center, my employer. I will realize no financial gain as the result of using your 
instrument. If you do grant permission, may I ask you for a copy of the instrument, instructions 
for use and scoring guidelines?

Thank you for your kind consideration of my request. If you have any questions or 
concerns, please contact me at work 718  or at home 914- .

I look forward to hearing from you and meeting you at the Roundtable at Columbia 
tomorrow.

Very truly yours,

Eileen A. Sullivan, M.S., R.N.
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Pleasantville, New York 

October 31, 1994

Dr. Richard T. Mowday 
School of Management 
University of Oregon 
Eugene, Oregon 

Dear Dr. Mowday,

As a doctoral candidate in Nursing at Teacher’s College, Columbia University, I have 
begun to write my dissertation. I am interested in studying the relationships among caring 
behaviors and multicultural competence of nurse managers and their organizational 
commitment and that of their staff members. In the last few years, I have read many 
publications which referenced the Organizational Commitment Questionnaire (O.C.Q.) which 
you developed.

I would like to request permission from you to reproduce and use your instrument in 
the work I have previously described. At this point, I plan on collecting data at the

Medical Center, my employer. I will realize no financial gain as the result of 
using your instrument. If you do grant permission, may I ask you for a copy of the 
instrument, instructions for use and scoring guidelines?

As proof of my doctoral candidacy status I have attached a copy of my certification
card.

Thank you for your kind consideration of my request. If you have any questions or 
concerns, please contact me.

I look forward to hearing from you.

Very truly yours,

Eileen A. Sullivan, M.S., R.N.
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