
ATTITUDES, SUBJECTIVE NORMS, AND PERCEIVED BEHAVIORAL
CONTROL: CRITICAL CARE NURSES’ INTENTIONS TO PROVIDE

CULTURALLY CONGRUENT CARE TO ARAB MUSLIMS

by

Stephen Richard Marrone

Dissertation Committee:

Professor Elaine L. Rigolosi, Sponsor 
Professor Young-Sun Lee

Approved by the Committee on the Degree of Doctor of Education

D ate HAY 1 6  2005

Submitted in partial fulfillment of the 
requirements for the Degree of Doctor of Education in 

Teachers College, Columbia University

2005

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



© Copyright Stephen Richard Marrone 2005 

All Rights Reserved

ii

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



ABSTRACT

ATTITUDES, SUBJECTIVE NORMS, AND PERCEIVED BEHAVIORAL
CONTROL: CRITICAL CARE NURSES’ INTENTIONS TO PROVIDE

CULTURALLY CONGRUENT CARE TO ARAB MUSLIMS

Stephen Richard Marrone

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

care nurses’ attitudes, subjective norms, perceived behavioral control, and intentions 

to provide culturally congruent care to Arab Muslims. A purposive convenience 

sample o f208 critical care nurses participated in this investigation. Data were 

collected using four Likert-scale instruments. Each subject received an attitude score, 

subjective norms score, perceived behavioral control score, and intention score.

The findings of this investigation revealed significant positive relationships 

among critical care nurses’ attitudes, subjective norms, and intentions to provide 

culturally congruent care to Arab Muslims and between perceived behavioral control 

and attitudes. Significant differences were noted between attitudes and subjective 

norms between those subjects who were unlikely to intend to provide culturally 

congruent care to Arab Muslims and those who were likely to intend to provide 

culturally congruent care.

The relationships among demographic variables and the main study variables 

supported that race, country of basic nursing education, country of highest level of 

education, and attendance at a transcultural nursing course had significant positive 

relationships with attitudes toward Arab Muslims; country of basic nursing education,
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job title, and attendance at a transcultural nursing course demonstrated significant 

positive relationships with attitudes toward providing culturally congruent care to 

Arab Muslims; attendance at a transcultural nursing course had a significant positive 

relationship with subjective norms toward providing culturally congruent care to Arab 

Muslims; highest level of education had a significant positive relationship with 

perceived behavioral control toward providing culturally congruent care to Arab 

Muslims; race, country of basic nursing education, country of highest level o f 

education, years of experience in critical care nursing, and certification in critical care 

nursing demonstrated a significant positive relationship with control over nursing 

practice, and certification in critical care nursing and attendance in a transcultural 

nursing course had significant positive relationships with intentions toward providing 

culturally congruent care to Arab Muslims.

The data obtained from this study supported the need for culture-specific 

debriefing sessions, underscored the importance of collaborative practice and 

interdisciplinary learning models, and established an evidence-based foundation for 

the design of culturally informed approaches to nursing education and service.
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Chapter I 

THE PROBLEM

The demographics of the United States have changed rapidly thereby creating 

enormous cultural diversity among health care consumers. Consequently, critical 

care nurses provide care to an increasingly diverse array of patients and families. 

Patients expect congruence among their health values, care needs, and health care 

services (Luna, 1989). Lack of congruence may lead to misunderstanding and 

conflict among patients, families, and caregivers, and can contribute to poor health 

care outcomes for patients, financial deficits for organizations, and decreased patient 

and staff satisfaction (Purnell & Paulanka, 2003). Dreher and MacNaughton (2002) 

claimed that cultural competency is equivalent to nursing competency. Hence, 

nursing, as a socially responsible discipline, must ensure cultural competency of its 

practitioners.

Arab Americans are one of the fastest growing populations in America.

People of Arab heritage constitute an ethnicity made up of immigrants from the 

Arabic-speaking countries of southwestern Asia and North Africa that began arriving 

in the United States during the 19th century. The majority of Arab Americans and 

their descendents reside in the following five metropolitan areas: Los Angeles, 

Detroit, New York and New Jersey, Chicago, and Washington D.C. The metropolitan 

area of New York City, the five counties of New York City, nearby Nassau and 

Suffolk counties, New York, and neighboring Bergen and Passaic counties in New
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Jersey, ranks third in the nation with respect to the population of Arab Americans (see

Figure 1).

United States

Ancestry:
Arab

Figure 1. Map of Arab Americans in the United States.

Note. Arab American Institute, 2004. [On-line], http://www.adc.org/arab map.gif

In the United States, the number of people who identified themselves as Arabs 

grew by more than 43% between 1990 and 2000 (United States Census, 2000). The 

Arab American Institute (2000) estimated that there are 3.5 million Arab-Americans. 

This statistic does not include the large number of Arab students studying in 

American universities, or who are tourists, or business travelers (Zogby, 2002).

Unlike other recognized minorities in the United States, Arabs are often hidden under
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the Caucasian label; therefore, the number of Americans claiming Arab ancestry is 

considered to be underreported (Arab American Institute, 2004). Nevertheless, as a 

result of the September 11, 2001, attacks on the World Trade Center and the 

Pentagon, Arabs are no longer invisible.

The vast majority of Arab Americans, 77%, are Christian. Only 23% of Arab 

Americans are Muslim (Zogby, 2000). Although not all Arabs are Muslims (see 

Figure 2), American attitudes toward Arabs typically collapse the distinctions among 

Arabs, Muslims, Islamists, and terrorists, regarding them as one and the same and 

equally suspicious. These categories are often fused in the minds of the American 

public, quite often in a manner that openly advocates the de facto criminalization of 

all Arabs (Middle East Report, 2004).

Figure 2. Map of Muslim World.

Note. The Muslim World, 2004. [On-line]. 

http://www.islaml01.com/dawah/muslim world map.html
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Whether American citizen or sojourner, Arabs become ill, sometimes 

critically ill, thereby entering our healthcare system and critical care units. 

Consequently, it is imperative to investigate the relationships among critical care 

nurses’ attitudes, subjective norms, perceived behavioral control, and intentions to 

provide culturally congruent care to Arab Muslim patients and families, and to design 

new nursing and healthcare strategies that include culturally informed approaches to 

critical care nursing education, practice, and research.

Increasing one’s awareness of cultural diversity improves the possibilities for 

healthcare practitioners to provide culturally competent care (Purnell & Paulanka, 

2003). Promoting cultural awareness among health care professionals is believed to 

improve their confidence and skills in providing holistic care for patients from 

different cultural backgrounds (Al-Shahri, 2002; Geissler, 1998; Meleis, 1999; 

Murphy & Clark, 1993). Therefore, the provision of culturally congruent care is 

contingent upon understanding nurses’ motivational influences for the provision of 

culturally congruent care, learning about the culture of patients, families, and 

communities, and developing care practices that are culturally congruent with the 

values of the people (Campinha-Bacote, 2003; Giger & Davidhizar, 2002; Luna,

1998; Zoucha, 2000).

Problem Statement

The challenges encountered by Western healthcare practitioners caring for 

Arab Muslim patients and families are well documented (Al-Osimy, 1994; Al-Shahri, 

2002; Al-Shanqiti, 1993; Mansour, 1995; Marrone, 1999a; Marrone, 1999b; Rooda,
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1993; Silva, 1994). Much of the literature explores these dilemmas within the context 

of expatriate staff caring for patients and families within the countries of the Middle 

East, particularly within the Kingdom of Saudi Arabia. Americans tend to have little 

knowledge of the world view of Islam and how it has an impact on the daily life ways 

of Muslim people (Luna, 1989). Communication problems that interfere with the 

delivery of care between critically ill patients and critical care nurses often arise 

because of cultural differences related to religious, social, political, and cultural 

backgrounds of the patients and care providers.

Nurses’ attitudes, subjective norms (normative beliefs of relevant others), and 

perceived behavioral control over nursing practice have been demonstrated to 

influence nurses’ intentions to perform a specified behavior (Dilorio, 1997; Dodgson, 

Henly, Duckett & Tarrant, 2003; Hanson, 1997; Laschinger & Goldenberg, 1993; 

Laschinger & Havens, 1996; Nash, Edwards & Nebauer, 1993; Renffoe, O’Sullivan 

& McGee, 1990; Wambach, 1997). Since therapeutic nurse-patient relationships are 

based upon the nurse’s ability to provide compassionate and respectful care that 

values the inherent dignity, worth, and uniqueness of every individual (American 

Nurses Association Code of Ethics for Nurses, 2004), it is essential for the critical 

care nurse to explore motivational factors that influence their intentions to provide 

culturally congruent care and to know the meanings that Arab Muslims have about 

care. Furthermore, as Campinha-Bacote (2003) contended, it is the genuine desire on 

the part of the healthcare professional to be culturally competent that “draws one into 

their personal journey towards cultural competence” (p. 17).
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To date, no studies have investigated the relationships among attitudes, 

subjective norms, perceived behavioral control, and critical care nurses’ intentions to 

provide culturally congruent care to diverse patient populations, and specifically, to 

Arab Muslims. Therefore this study was designed to investigate the relationships 

among attitudes, subjective norms, perceived behavioral control, and critical care 

nurses’ intentions to provide culturally congruent care to Arab Muslim patients and 

families.

Need for the Study

One of the prevailing myths among American nurses is that Western 

meanings of care exist, or should exist, worldwide, despite the vast differences in 

worldviews represented among the mosaic of cultures that inhabit the globe. In the 

nurse-patient relationship, these erroneous beliefs characteristically lead to cultural 

imposition. Cultural imposition is defined as “the tendency for health personnel to 

impose their beliefs, practices, and values upon another culture because they believe 

that their ideas are superior to those of another person or group” (Leininger, 1970, p. 

21). Cultural imposition is closely related to ethnocentrism, a hallmark characteristic 

of American culture, whereby one believes that one’s own ideas, beliefs, and 

practices are the best, superior, or preferred to other lifeways (Leininger, 1970; 

Sutherland, 2002;). As critical care nurses examine the motivational influences of 

attitudes, subjective norms, and perceived behavioral control on their intentions to 

provide culture care to Arab Muslims, they can become more knowledgeable, 

sensitive, and competent to learn about other cultures and improve their abilities to 

provide culturally congruent care.
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Leininger (1970) observed that health and illness states are influenced greatly

and often primarily determined by the cultural background of an individual.

Increasing understanding of the influence of attitudes, subjective norms, and 

perceived behavioral control on the development of caring nurse-patient relationships 

with Arab Muslims can provide important information that can be integrated into 

educational programs and administrative practices. Understanding the relative 

influence of attitudes, subjective norms, and perceived behavioral control on 

individual intention and decision-making will enable the nursing profession to 

develop and test interventions that will improve culturally sensitive nursing care 

behaviors. Patients should expect that there will be a fit among their health values, 

care needs, and available healthcare services (Leininger, 1995).

Intention to perform a behavior is considered to be one of the most powerful 

determinants of action (Ajzen & Fishbein, 1980). Identifying factors that influence 

critical care nurses' intentions to provide culturally congruent care to Arab Muslims 

will benefit nurses, patients, and families and will expand nursing knowledge. 

Identifying the motivators of behavior that apply to nurses' intention to provide care 

that is consistent with patients' and families' culture care needs offers a foundation for 

developing interventions for satisfying nurse-patient partnerships. The patient's 

worldview is the foundation for all nurse-patient interactions and interpretations 

(Galanti, 1991). Understanding the cultural context of the patient is essential to assess 

and respond appropriately to patients and their holistic health care needs (Campinha- 

Bacote, 2003; Giger & Davidhizar, 2002; Leininger & McFarland, 2002).
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Motivation theories, as applied to nurses’ intentions to perform a specific 

nursing care behavior, attempt to increase knowledge of the antecedents that must be 

present prior to the performance of the nursing behavior. The Theory of Planned 

Behavior (TBP) provides a framework for understanding the relationships among a 

person’s attitudes, intentions, and behaviors (Ajzen & Fishbein, 1980). According to 

the theory, individual behavior is explained by beliefs and it provides a way to 

interpret social behavior at the level of individual decision-making. The individual 

intention to perform a behavior is considered to be the immediate determinant of 

action.

Beliefs direct individual intentions to behave as a function of both personal 

and social determinants. Personal determinants reflect the individual’s attitude toward 

a specific behavior, or the relative value of outcomes to be achieved by performing 

the behavior. Social determinants refer to subjective norms, or to the perceived 

expectations of relevant others related to a specific behavior and individual 

motivation to comply with these expectations. In addition, personality and socio

cultural variables affect behavior through their influence on the attitudinal and 

normative components of the model (Fleury, 1992).

The Theory of Planned Behavior has been used in numerous nursing and 

healthcare studies to provide a framework for understanding the influence of 

attitudes, subjective norms, and perceived behavioral control on nurses’ intention to 

perform a specified behavior (Dilorio, 1997; Dodgson, Henly, Duckett, & Tarrant, 

2003; Hanson, 1997; Laschinger & Goldenberg, 1993; Meyer, 1998; Nash, Edwards, 

Nebauer, 1993; Renfroe, O’Sullivan, & McGee, 1990; Wambach, 1997; Yoo, 1996).
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An analysis of the application of the Theory of Planned Behavior within this study 

will assist in the expansion and refinement of this theory and further support the 

evolving utility of a borrowed theory to empirically describe, explain, and predict 

nursing phenomena (Villarruel, Bishop, Simpson, Jemmott, & Fawcett, 2001).

The journey toward cultural competence begins when the nurse values 

learning about other cultures and other ways of experiencing the world. This value of 

learning about other cultures tends to be more easily embraced when nurses work in 

countries other than their own. When living and working in another country it seems 

natural for nurses to learn about the country and culture of the people to whom they 

will provide care. Yet, in spite of America’s multicultural history, the provision of 

culturally congruent care remains a tremendous challenge. Therefore, the findings of 

this study will contribute to nursing knowledge thereby enabling the nursing 

profession to transform from a largely unicultural model of care to a cross-cultural 

comparative caring focus that embraces the world (Leininger, 1991).

Purposes of the Study

The relationships among critical care nurses’ attitudes, subjective norms, 

perceived behavioral control, and intentions to provide culturally congruent care to 

Arab Muslims were investigated in this study. The purposes of this study were to:

1. Investigate critical care nurses’ attitudes toward providing culturally 

congruent care to Arab Muslims as measured by the Cultural Attitude Scale 

(Bonaparte, 1979) and the Attitude Subscale of the Culture Care Intention
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Questionnaire that was developed by this investigator according to the 

guidelines stipulated by Ajzen and Fishbein, (1980);

2. Investigate critical care nurses’ subjective norms toward providing culturally 

congruent care to Arab Muslims as measured by the Subjective Norm Subscale 

of the Culture Care Intention Questionnaire that was developed by this 

investigator according to the guidelines stipulated by Azjen and Fishbein 

(1980);

3. Investigate critical care nurses’ perceived behavioral control toward providing 

culturally congruent care to Arab Muslims as measured by the Perceived 

Behavioral Control Subscale of the Culture Care Intention Questionnaire that 

was developed by this investigator according to the guidelines stipulated by 

Ajzen and Madden (1986), and the Control Over Nursing Practice Scale 

(Gerber, 1990; Gerber, Murdaugh, Verran, & Milton, 1990);

4. Investigate critical care nurses’ intentions to provide culturally congruent care 

to Arab Muslims as measured by the Intention Subscale of the Culture Care 

Intention Questionnaire that was developed by this investigator according to 

the guidelines stipulated by Ajzen and Madden (1986);

5. Investigate the relationships among critical care nurses’ attitudes, subjective 

norms, perceived behavioral control, and intentions to provide culturally 

congruent care to Arab Muslims as measured by the aforementioned 

instruments;
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6. Analyze and discuss the correlation of the following demographic variables 

collected using the Demographic Survey developed by this investigator 

(gender, age, race, religion, basic level of nursing education, highest level of 

nursing education, country of basic level nursing education, country of highest 

level of nursing education, unit, job title, number of years experience in 

nursing, number of years experience in critical care nursing, certification in 

critical care nursing, attendance in a course on transcultural nursing, and 

experience providing care to Arab Muslim patients and families), as they relate 

to critical care nurses’ attitudes, subjective norms, perceived behavioral 

control, and intentions to provide culturally congruent care to Arab Muslims; 

and,

7. Analyze and discuss the application of the Theory of Planned Behavior (Ajzen 

& Fishbein, 1980) as it relates to critical care nurses’ attitudes, subjective 

norms, perceived behavioral control, and intentions to provide culturally 

congruent care to Arab Muslims.

Definition o f Terms

The variables of interest in this study were derived from the Theory of 

Planned Behavior. The variables are critical care nurses’ attitudes, subjective norms, 

perceived behavioral control, and intentions to provide culturally congruent care to 

Arab Muslims. Each of the main variables will be addressed separately.
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Attitude

Attitude is defined as the degree to which the person has a favorable or 

unfavorable evaluation of the behavior in question (Ajzen & Fishbein, 1980). The 

Cultural Attitude Scale (Bonaparte, 1979) and the Attitude Subscale of the Culture 

Care Intention Questionnaire developed by this investigator were used to measure 

critical care nurses’ attitudes toward providing culturally congruent care to Arab 

Muslims.

Subjective Norm

Subjective norm is defined as the influence of social pressures from relevant 

others that are perceived by the individual to perform a certain behavior (Ajzen & 

Fishbein, 1980). The Subjective Norm Subscale of the Culture Care Intention 

Questionnaire developed by this investigator was used to measure critical care nurses’ 

subjective norms toward providing culturally congruent care to Arab Muslims.

Perceived Behavioral Control

Perceived behavioral control refers to the individual’s belief concerning how 

easy or how difficult it will be to perform a behavior (Ajzen & Fishbein, 1980). The 

Control Over Nursing Practice Scale (Gerber, 1990; Gerber, Murdaugh, Verran, & 

Milton, 1990) and the Perceived Behavioral Control Subscale of the Culture Care 

Intention Questionnaire developed by this investigator were used to measure critical 

care nurses' perceived behavioral control toward providing culturally congruent care 

to Arab Muslims.
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Intention

Intention is defined as how hard an individual is willing to try, and how much 

an effort they are planning to exert, in order to perform a specific behavior (Ajzen & 

Fishbein, 1980). The Intention Subscale of the Culture Care Intention Questionnaire 

developed by this investigator was used to measure critical care nurses’ intentions to 

provide culturally congruent care to Arab Muslims. The relationships among critical 

care nurses’ attitudes, subjective norms, perceived behavioral control, and intentions 

to provide culturally congruent care to Arab Muslims were collectively measured by 

the aforementioned instruments.

Culture

Culture “refers to the learned, shared, and transmitted knowledge of values, 

beliefs, norms, and lifeways of a particular group that guides an individual or group in 

their thinking, decisions, and actions in patterned ways” (Leininger, 1995, p. 60). 

Concepts of health, illness, and care are greatly influenced and often primarily 

determined by the cultural background of an individual (Campinha-Bacote, 2002; 

Giger & Davidhizar, 2002; Leininger, 1970).

Culturally Congruent Care

Culturally congruent care “refers to the use of sensitive, creative, and 

meaningful care practices to fit with the general values, beliefs, and lifeways of 

clients for beneficial and satisfying health care, or to help them with difficult life 

situations, disabilities, or death” (Leininger & McFarland, 2002, p. 12).
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Critical Care Nurse

For the purposes of this study, a critical care nurse is defined as a registered 

nurse with a minimum of two years experience in one of the following units within 

one urban, multi-site healthcare system where the data was collected: cardiac 

progressive care unit; cardiac surgical intensive care unit; coronary care unit; medical 

intensive care unit; neonatal intensive care unit; neurosurgical intensive care unit; 

pediatric cardiac surgical intensive care unit; pediatric intensive care unit; post 

anesthesia care unit; and surgical intensive care unit.

Critical Care Unit

A critical care unit is a geographic location where critical care nurses manage 

the care of patients experiencing actual or potential life-threatening health problems 

who require complex assessment, high-intensity therapies and interventions, and 

continuous nursing vigilance through the integration and utilization of evidence-based 

practice, state-of-the-art technology, and interdisciplinary collaboration (American 

Association of Critical Care Nurses, 2004).

Arab

An Arab is a person from, or who can trace their ancestry to, the Arabic- 

speaking world. As shown in Figure 3, the Arabic-speaking world includes Algeria, 

Bahrain, Djibouti, Egypt, Iraq, Jordan, Kuwait, Lebanon, Libya, Mauritania,

Morocco, Oman, Palestine, Qatar, Saudi Arabia, Somalia, Sudan, Syria, Tunisia, 

United Arab Emirates, Western Sahara, and Yemen (Zogby, 2000).
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Figure 3. Map of Arab World.

Note. Middle East News and World Report, 2004. [On-line]. 

http ://www. middleeastnews. com/mapofthearabworld. html

Muslim

A Muslim is defined as a believer of Islam, and the Prophet Mohammed, 

Peace Be Upon Him (Zogby, 2000).

Assumptions

In this study the following assumptions related to the variables of interest, 

namely, critical care nurses’ attitudes, subjective norms, perceived behavioral control, 

and intentions were made. Attitudes, subjective norms, and perceived behavioral 

control influence intention. Critical care nurses’ intentions to provide culturally 

congruent care can be measured. Relationships among critical care nurses’ attitudes, 

subjective norms, perceived behavioral control, and intentions to provide culturally 

congruent care to Arab Muslims can be measured. The subjects in this study were 

able to read, write, and understand English. And, all participants in this study were 

honest when providing demographic information and when answering questions on 

the instruments used for data collection.
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Limitations

The limitations of this study reflect factors derived from the study design and 

sampling methods. Results of this study can be generalized only to critical care nurses 

of similar demographics employed within the same urban multi-site healthcare system 

where the data were collected.

Significance of the Study

Understanding the relationships among critical care nurses’ attitudes, 

subjective norms, perceived behavioral control, and intentions to provide culturally 

congruent care to Arab Muslim patients and families will assist the discipline of 

nursing, other healthcare professionals, and healthcare organizations to design 

culturally sensitive approaches to practice, education, research, and policy 

development. The acquisition of new information related to motivational factors 

regarding culturally congruent care can illuminate potential enablers and barriers 

toward meeting the culture care needs of diverse patients and families. Moreover, 

this research will assist in underscoring nurses’ contributions in the delivery of care 

that is meaningful, satisfying, and beneficial for people of diverse cultural 

backgrounds.

When people of culturally diverse backgrounds come together in a healing 

environment, the likelihood for developing mutually agreeable and rewarding 

relationships is improved when each learns about the other’s culture and worldview 

(Purnell & Paulanka, 2003). People have a basic human right to have their cultural 

values, beliefs, and needs respected, understood, and appropriately used within the
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caring and curing processes, and so this necessitates that nurses are educated about 

culture care phenomena (Leininger, 2003). Culturally congruent nursing care 

requires thorough knowledge and direct experience with cultural groups (Campinha- 

Bacote, 2002; Luna, 1989). This study will provide evidence for the development of 

educational initiatives that influence nurses’ thinking, actions, and decisions related to 

care practices for culturally diverse patients. The findings will also serve to illuminate 

the requisite antecedents that fuel cultural desire for the provision of culturally 

congruent care provided by culturally competent caregivers.

Since cultural competency is indistinguishable from nursing competency and 

therefore an essential aspect of nursing practice (Dreher & MacNaughton, 2002), this 

study will offer insight into facilitating the design of educational programs and 

administrative practices that support the provision of culture care to diverse patients 

in general and to Arab Muslims in particular. Integrating the knowledge of critical 

care nurses’ likelihood to provide culture care to Arab Muslims will provide 

opportunities for establishing meaningful and satisfying nurse-patient partnerships 

that contribute to culturally-based critical care nursing decisions, actions, and 

outcomes.

The American Association of Critical Care Nurses Synergy Model for Patient 

Care (2004) stipulated that the needs or characteristics of patients and families 

influence and drive the characteristics or competencies of nurses; therefore, synergy 

results when the needs and characteristics of a patient are matched with the nurse’s 

competencies. The findings of this study will serve as an organizing framework for 

the development of critical care nursing competencies and associated performance

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



18

related to the provision of care to culturally diverse patients. Critical care nurses 

must be responsive to diversity by recognizing differences among patients’ culture 

care needs and incorporating them into the provision of care (Curley, 1998).

The data obtained from this study specific to critical care nurses’ attitudes 

toward Arab Muslims will assist nurse executives to determine if there is a need for 

culture-specific debriefing sessions among critical care nursing staff. The results from 

this study related to subjective norms will highlight the influence of normative beliefs 

of relevant others on critical care nurses’ attitudes and practice decisions and 

therefore underscore the need for collaborative practice and interdisciplinary learning 

models. The findings of this study specific to perceived behavioral control will 

establish a foundation for nursing administration processes that support an 

environment of care within which independent and interdependent culturally sensitive 

nursing care practices can occur. Health care organizations should ensure that all 

patients receive from all staff members, effective, understandable, and respectful care 

that is provided in a manner that is compatible with their cultural health beliefs, care 

practices, and preferred language (National Standards for Culturally and 

Linguistically Appropriate Services in Health Care, 2004).

Analyzing the application of the Theory of Planned Behavior in relation to 

critical care nurses’ behavioral beliefs, normative beliefs, control beliefs, and 

intentions to provide culturally congruent care to Arab Muslim patients and families 

will be a significant aspect of this study. As the framework for this study, the theory 

will offer structure for the examination of the concepts of attitudes, subjective norms, 

perceived behavioral control, behavioral intention, and actual behavior. The findings
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will assist in the expansion and refinement of the theory and farther support the 

evolving utility o f a borrowed theory to empirically describe and explain nursing 

phenomena (Villarruel, Bishop, Simpson, Jemmott, & Fawcett, 2001).

Summary

In Chapter I, an introduction to the subject to be investigated was presented. 

The need for and purposes of the study, definitions of main variables, assumptions, 

limitations, and significance of the study have been identified. Chapter II will contain 

a review of relevant literature related to the study. A concept analysis of culturally 

congruent care and a description of the theoretical framework for the study will also 

be included.
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Chapter II 

REVIEW OF THE LITERATURE

The review of the literature presents a concept analysis of culturally congruent 

care, and an overview of relevant transcultural nursing and motivational theories and 

models, the Theory of Planned Behavior (the theoretical framework for the study), 

and theoretical and empirical referents that explore the relationships among attitudes, 

subjective norms, perceived behavioral control, and intention as they relate to nursing 

and health care behaviors and decision making. Consensus and discrepancies among 

the findings are also discussed.

The literature of the past decade has supported the demands for culturally 

competent nursing practitioners in institutional care, namely, hospitals, long-term care 

facilities, and case management practices (Remus & Handler, 2001), and in home 

health care (de Savorgnani & Haring, 1999). Meleis (1996) stated that the urgency 

for nursing to achieve cultural competency among its members is related to 

“increasing diversity, increasing disclosure of identities, care delivery moving to 

home, and increasing inequity in access to health care” (p. 2). Campinha-Bacote 

(2003) argued that “changing demographics and economics of our growing 

multicultural world and the long-standing disparities in the health status of people 

from culturally diverse backgrounds have challenged healthcare professionals and 

organizations to consider cultural diversity as a priority” (p. 7). To fulfill this 

demand, care needs of culturally, ethnically, spiritually, and linguistically diverse 

patients and families (Reeves, 2001), and multicultural immersion experiences
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(Frisch, 1990; Heuer, Russel, & Kahlstorf, 1997; Lockhart & Restick, 1997; Ryan, 

Twibell, Brigham, & Bennett, 2000; Zorn, 1996) have been integrated into basic and 

advanced level nursing curricula.

In the practice setting, principles of transcultural nursing and intercultural 

communication have been woven into the nursing organizational infrastructure of 

health care organizations (Andrews, 1998; Frusti, Niesen, & Campion, 2003; Luna, 

1998; Marrone, 1999a, 1999b), the intended outcome of which is the provision of 

culturally congruent nursing care to diverse patients and families across the life span 

and in a variety of care settings. Yet, in spite of this identified need, no studies have 

been conducted to investigate the relationships among personal attitudes, subjective 

norms, perceived behavioral control, and critical care nurses’ intentions to provide 

culturally congruent care to diverse patient populations, and specifically, to Arab 

Muslims.

Concept Analysis of Culturally Congruent Care

The underpinnings of culturally congruent care are found in the specialty of 

transcultural nursing which, according to Leininger (1966,1999), is nursing care that 

is directed toward holistic, congruent (appropriate), and beneficial health care. 

Leininger (1970) observed that one of anthropology’s most important contributions to 

nursing was “the realization that health and illness states are strongly influenced and 

often primarily determined by the cultural background of an individual” (p. 59). The 

discipline of transcultural nursing has synthesized concepts borrowed from 

disciplines such as anthropology, sociology, and biology (Dougherty & Tripp- 

Reimer, 1985; Lipson & Bauwens, 1988; McKenna, 1984), which are applied in
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conjunction with nursing concepts such as caring and the nursing process, to nursing 

care issues involving patient’s health beliefs, behaviors, and practices, as well as to 

healthcare delivery systems (Andrews & Boyle, 1995).

From the anthropological perspective, health and illness are chiefly culturally 

defined, constituted, and maintained over time, and so local health care systems tend 

to fit with their values and practices (Leininger, 1967, 1988). From the nursing 

perspective, and by using these synthesized concepts, the nurse can improve the 

quality of care given by learning to focus on the ways in which illness and health are 

expressions of a particular culture and how culture influences patients’, families’, and 

communities’ expectations of nursing care.

The body of knowledge related to culturally congruent care has been 

hampered by a lack of consistency in terms used and in the definition of terms, a 

number of which are used interchangeably to describe the phenomenon of providing 

nursing care that fits with the patient’s values and beliefs (Brink, 1999). Terms such 

as culturally congruent care, (Leininger, 1988, 1991; Talabere, 1996), culturally 

competent care (Campinha-Bacote, 2002; Leininger, 1991, 1999; Meleis, 1999; 

Purnell & Paulanka, 2003;Talabere, 1996), culturally sensitive care (al-Shahri, 2002; 

Lawrence & Rozmus, 2001; Talabere, 1996), culturally appropriate care (Campinha- 

Bacote, 2002; Leininger, 1991; Purnell & Paulanka, 2003), and culturally specific 

care (Campinha-Bacote, 2002; Leininger, 1991; Meleis, 1999; Purnell & Paulanka, 

2003) can be found. Similarly a number of conceptual frameworks have been used to 

define the phenomenon, namely, transcultural nursing, transcultural healthcare, and 

cross-cultural nursing.
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The term transcultural, as defined in anthropology, refers to the beliefs in, and 

definitions of, concepts that are universal and that transcend cultural boundaries. In 

contrast, cross-cultural refers to information obtained from situations in 

anthropological research in which cultural groups are compared and contrasted with 

one another (Brink, 1999; Donnelly, 2000). In spite of the conceptual differences in 

the terms transcultural and cross-cultural, the critical attributes of the concept, 

antecedents, and consequences of the provision of culturally congruent care appear 

essentially to be the same.

The concept of culturally congruent care reflects triangulation among the 

concepts of culture, congruence, and care; therefore, a definition of each will be 

explored. Concept analysis, however, will consider culturally congruent care as a 

single entity, and will be organized according to the framework for evolutionary 

concept analysis described by Suh (2004).

Definitions

The first record of the term culture as used today is credited to Sir Edward 

Tylor (1871), a British anthropologist who wrote that culture is the complex whole 

which includes knowledge, belief, art, morals, law, custom, and any other capabilities 

and habits acquired by man as a member of society. Although studied and analyzed 

thoroughly, culture is a little-understood phenomenon (Andrews & Boyle, 1995). 

According to Merriam-Webster’s Collegiate Dictionary (2001), culture (noun) is 

defined as (a) “the integrated pattern of human knowledge, belief, and behavior that 

depends upon a man’s capacity for learning and transmitting knowledge to 

succeeding generations” (p. 282); (b) “the customary beliefs, social forms, and
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material traits of a racial, religious, or social group” (p. 282); and (c) “the set of 

shared attitudes, values, goals, and practices that characterizes a company or 

corporation” (p. 282). Purnell and Paulanka (2003) defined culture as “the totality of 

socially transmitted behavioral patterns, arts, beliefs, values, customs, lifeways, and 

all other products of human work and thought characteristics of a population or 

people that guide their worldview and decision making” (p. 2).

Andrews and Boyle (1995) explained that culture “is learned from birth 

through the process of language acquisition and socialization; is shared by all 

members of the same cultural group; is an adaptation to specific conditions related to 

environmental and technical factors and to availability to natural resources; and is a 

dynamic, ever-changing process” (p. 10). Leininger (1995) stated that culture “refers 

to the learned, shared, and transmitted knowledge of values, beliefs, norms, and 

lifeways of a particular group that guides an individual or group in their thinking, 

decisions, and actions in patterned ways” (p. 60).

According to Merriam-Webster’s Collegiate Dictionary (2001), congruence 

(noun) is defined as “the quality or state of agreeing, coinciding, or being congruent” 

(p. 243). Congruous (adjective), a synonym for the word congruence and the word 

appropriate is defined as “conforming to the circumstances or requirements of a 

situation” and “marked or enhanced by harmonious agreement among constituent 

elements” (Merriam-Webster. 2001, p. 243).

According to Merriam-Webster’s Collegiate Dictionary (2001), care (noun) is 

defined as “painstaking and watchful attention” (p. 172) and care (verb) is defined as 

“to feel interest or concern” (p. 172) and “to be concerned about or to the extent o f’
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(p. 172). Leininger (1988) contended that care is essential to human health and well

being and is the major feature that distinguishes nursing from other disciplines. 

Relating the concept of caring (gerund) to transcultural nursing practice, Leininger 

(1995) postulated that “caring refers to actions and activities directed toward 

assisting, supporting, or enabling another individual or group with evident or 

anticipated needs to ameliorate or improve a human condition or lifeways, or to face 

death” (p. 60).

Cultural competence (Campinha-Bacote, 2002) is defined as an ongoing 

process in which the healthcare provider continuously strives to achieve the ability to 

effectively work within the cultural context of the client (individual, family, 

community). This ongoing process involves the dynamic interplay among cultural 

awareness, cultural knowledge, cultural skill, cultural encounters, and cultural desire. 

According to Campinha-Bacote (2003), “if healthcare professionals want to create a 

future of rendering culturally responsive services, it will have to be driven by desire” 

(p. 17). Meleis (1999) described the essential elements of cultural competence to 

include clinical competence, cultural knowledge, interaction-based attitudes, 

transcultural nursing evidence-based practices, and human caring.

The term cultural competence, as used by Purnell and Paulanka (2003), 

reflected a non-linear, conscious process toward developing an awareness of one’s 

own existence, thoughts, and environment without letting it have undue influence on 

others; demonstrating knowledge and understanding to the patient’s culture; 

accepting and respecting cultural differences; and adapting care to be congruent with 

the patient’s culture. Leininger (2002) described a framework for culturally relevant
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nursing decisions and actions as culturally congruent care which “refers to the use of 

sensitive, creative, and meaningful care practices to fit with the general values, 

beliefs, and lifeways of clients for beneficial and satisfying health care, or to help 

them with difficult life situations, disabilities, or death” (Leininger & McFarland,

2002, p. 12).

Defining Attributes

The defining attributes of a concept are the constellation of characteristics that 

are most often associated with and provide insight into the concept under 

investigation (Walker & Avant, 1995). The defining attributes of cultural 

competency and the provision of culturally congruent care have been identified as the 

nurse’s ability, openness, and flexibility to work with and provide meaningful care to 

culturally diverse patients, resultant from the nurse having acquired the requisite 

awareness, knowledge, sensitivity, and skills (Suh, 2004).

The first attribute necessary for the provision of culturally congruent care is 

ability. Ability is described as the nurse’s aptitude and capacity to effectively 

provide meaningful, beneficial, and satisfying care to diverse patients and families. 

This skill set mandates that the nurse be able to successfully resolve care disparities 

resultant from cultural conflict within the nurse-patient interaction. The majority of 

the definitions of cultural competence and culturally congruent care in nursing and 

other health disciplines include the term ability (Campinha-Bacote, 1999, 2003; 

Campinha-Bacote & Padgett, 1995; Dana, Behn, & Gonwa, 1992; Krajewski-Jaime, 

Brown, Ziefert, & Kaufman, 1996).
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The second attribute necessary for the provision of culturally congruent care is 

openness (Cort & King, 1979; Germain, 1999; Kim, 2001; Lipson & Meleis, 1989; 

Lynam & Anderson, 1986; Rorie, Paine, & Barger, 1996; Ruben & Kealey, 1979; 

Talabere, 1996; Valencia & Yaniz, 1999; Wells, 2000; Zoucha, 2000).

Characteristics of openness have been reported to include an open mind on the part of 

health care practitioners (Fitz, 1997; Kim, 2001; Ruben & Kealey, 1979), acceptance 

and respect for the inherent worth of others (Giger & Davidhizar, 2002; Purnell & 

Paulanka, 2003; Randall-Davie, 1994), being non-judgmental (Herrick & Brown, 

1998), and having an objective attitude toward cultural diversity (Wells, 2000).

The third attribute necessary for the provision of culturally congruent care is 

flexibility. Flexibility is described as one’s capacity to adapt to different and 

changing situations (Boi, 2000; Herrick & Brown, 1998; Kim, 2001; Ruben &

Kealey, 1979). In relation to cultural competency, flexibility includes a culturally 

relativistic perspective (Talabere, 1996), intersubjectivity (Mendyka, 2000), and 

commitment to and appreciation of other cultures (Valencia & Yaniz, 1999).

Antecedents of Culturally Congruent Care

Antecedents are events that must be present before a concept can occur 

(Walker & Avant, 1995). Despite the lack of a standardized nomenclature for nursing 

care that fits with the cultural values and beliefs of patients and families, namely, 

culturally congruent care (Leininger, 1991), culturally competent care (Campinha- 

Bacote, 2002; Leininger, 1991, 1999; Meleis, 1999; Purnell, 2000; Purnell & 

Paulanka, 2003) culturally sensitive care (al-Shahri, 2002; Lawrence & Rozmus, 

2001; Zoucha, 2000), culturally appropriate care (Campinha-Bacote, 2002; Leininger,
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1991; Purnell, 2000; Purnell & Paulanka, 1998), and culturally specific care 

(Campinha-Bacote, 2002; Leininger, 1991; Meleis, 1999; Purnell, 2000; Purnell & 

Paulanka, 1998), the antecedents to the provision of culturally congruent care remain 

consistent, namely, cultural desire, cultural awareness, cultural knowledge, cultural 

skill, and cultural encounters. According to Suh (2004), the antecedents of culturally 

congruent care can be categorized according to cognitive, affective, behavioral, and 

environmental domains.

Cognitive Domain. The cognitive domain includes cultural awareness and 

cultural knowledge (Suh, 2004). Cultural awareness is acknowledgment of the need 

for the provision of culture care derived from a respect for and appreciation of 

cultural diversity (Campinha-Bacote, 2003; Purnell & Paulanka, 2003; Tevalon & 

Murray-Garcia, 1998). Cultural awareness has been described as a “self-examination 

and in-depth exploration of one’s own cultural background” (Campinha-Bacote,

2003, p. 18). It is the process of becoming appreciative and sensitive to culturally- 

based values, beliefs, and lifeways.

Actualizing cultural awareness requires self-exploration and reflection on 

one’s own cultural biases, preconceived notions, and prejudices toward people of 

other cultures (Al-Shahri, 2002; Bernal, 1998; Bucher, Klemm, & Adepoju, 1996; 

Campbell & Campbell, 1996; Campinha-Bacote, 2003, 1999; Geissler, 1998; Holland 

& Courtney, 1998; Leininger, 1995; Meleis, 1999; Murphy & Clark, 1993; 

Papadopoulos, Tilki, & Taylor, 1998; Purnell & Paulanka, 2003; Stevenson, Cheung, 

& Leung, 1992; Wells, 2000; Zoucha, 2000). Promoting cultural awareness among 

health care professionals is believed to improve their confidence and skills in
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providing holistic care for patients from different cultural backgrounds (Al-Shahri, 

2002; Geissler, 1998; Meleis, 1999; Murphy & Clark, 1993; Wittig, 2004).

The second antecedent within the cognitive domain is cultural knowledge. 

Culturally congruent nursing care requires in-depth knowledge and direct experience 

with cultural groups (Campinha-Bacote, 2003; Luna, 1989; Purnell & Paulanka,

2003). Cultural knowledge has been recognized as a vital precondition to cultural 

competency and for the delivery of culturally congruent nursing care (Bernal, 1998; 

Bucher, Blackstock, 2003; Klemm, & Adepoju, 1996; Campbell & Campbell, 1996; 

Campinha-Bacote, 2003; Leininger, 1970,1990, 1991,1995; Luna, 1989; Meleis, 

1999; Purnell & Paulanka, 2003; Thomas, Brandt, & O’Connor, 1999; Wells, 2000; 

Wittig, 2004). Cultural knowledge requires a sound education for understanding and 

appreciating the lifeways of people from other cultures.

To acquire cultural knowledge one must learn about the wordviews of 

culturally different patients and families (Bucher, Klemm, & Adepoju, 1996; 

Campinha-Bacote, 2003; Giger & Davidhizar, 2002; Luna, 1998; Zoucha, 2000), the 

languages of the culture (Al-Shahri, 2002; Bernal, 1998), and the essential elements 

of the culture, for example, art, customs, economics, educational system, history, 

laws, morals, politics, religion, and social structure (Gerrish & Papadopoulos, 1999; 

Leininger, 1970, 1990, 1991, 1995; Meleis, 1999; Purnell & Paulanka, 2003; Tyler, 

1871; Wells, 2000). Cultural immersion experiences have demonstrated significant 

contributions to the acquisition of cultural knowledge among nursing students 

(Frisch, 1990; Heuer, Russell, & Kahlstorf, 1997; Ryan, Twibell, R., Brigham, C., & 

Bennett, 2000; Schlickau, 1996; Wittig, 2004; Zorn 1996).
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According to Campinha-Bacote (2003), “one of the most influential factors 

for understanding an individual’s behavior is to understand their worldview” (p. 27). 

Likewise, Galanti (1991) stated that a person’s worldview is the foundation for all of 

his or her actions, interactions, and interpretations. Therefore, the provision of 

culturally congruent care is contingent upon learning about the culture of patients, 

families, and communities, and then developing care practices that are culturally 

congruent with the values of the people (Campinha-Bacote, 2003; Luna, 1998).

Affective Domain. The affective domain of culturally congruent care includes 

cultural sensitivity which, according to Suh (2004), is viewed as a person’s 

intentional and affective perception of and respect for cultural diversity. Cultural 

sensitivity is considered a critical element of cultural competency (Fielo & Degazon, 

1997; Meleis, 1999; Purnell & Paulanka, 2003; Trevalon & Murray-Garcia, 1998) 

that consists of respect for cultural differences (Blackstock, 2003; Peragallo, 1999; 

Ting-Toomey, 1999; Wittig, 2004; Yoos, Kitzman, Olds, & Overacker, 1995) and 

having an open, tolerant, and accepting attitude (Jones, Bond, & Cason, 1998; Taft, 

1957; Wittig, 2004).

Behavioral Domain. The behavioral domain consists of the requisite skill set 

(cultural skill) for the provision of culturally congruent care. Cultural skill “is the 

ability to collect relevant data regarding the client’s presenting problem as well as 

accurately perform a culturally-based physical assessment” (Campinha-Bacote, 2003, 

p. 35), using sound intercultural communication skills (Andrews & Boyle, 1995; 

Bucher, Klemm, & Adepoju, 1996; Campbell & Campbell, 1996; Campinha-Bacote, 

1999, 2003; Giger & Davidhizar, 2002; Holland & Courtney, 1998; Leininger, 1970,
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1990, 1991, 1995; Purnell & Paulanka, 2003; Spector, 2002; Thomas, Brandt, & 

O’Connor, 1999; Wittig, 2004). Cultural skill facilitates the provision of culturally 

congruent care by enabling health care practitioners to accurately assess the cultural 

beliefs, values, practices, and rituals of patients, families, and communities in order to 

design culturally appropriate interventions and evaluation strategies (Blackstock, 

2003; Leininger, 1978).

Environmental Domain. Unlike the aforesaid antecedents that are prerequisite 

for the provision of culturally congruent care, cultural encounter is any environmental 

situation within which the nurse engages in cross-cultural contact with a person or 

persons from another culture for the purposes of establishing a therapeutic nurse- 

patient relationship. In essence, it is the environmental context or milieu within which 

cultural competency can develop (Baldwin, 1999; Bucher, Klemm, & Adepoju, 1996; 

Campinha-Bacote, 1999; Frisch, 1990; Holland & Courtney, 1998; Luna, 1989; Zorn, 

2000). Cultural immersion experiences (Lockhart & Resick, 1997; Ryan, Twibell, 

Brigham, & Bennett, 2000) and international nursing exchange programs (Frisch, 

1990; Heuer, Russell, & Kahlstorf, 1997) are examples of educational program 

designs that facilitate the cultural encounter for the education of nurses in culturally 

diverse situations.

In addition to the aforementioned antecedents, Caminpha-Bacote (2003) 

postulated that “cultural desire” (p. 10) was the antecedent to the provision of 

culturally congruent care. Campinha-Bacote (2003) defined cultural desire as “the 

motivation of the healthcare professional to want to engage in the process of 

becoming culturally competent; not to have to” (p. 15). Yet, in spite of the
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hypothesized pivotal role that cultural desire plays in the process of becoming 

culturally competent, no studies have been conducted to investigate critical care 

nurses’ motivational factors to provide culturally congruent care to diverse patient 

populations, and specifically, to Arab Muslim patients and families. Consequently, 

there is no body of evidence that empirically underscores the requisite antecedents for 

critical care nurses’ motivation, desire, or intention to provide culturally congruent 

care in general, and specifically, to Arab Muslim patients and their families.

Consequences of Culturally Congruent Care

The capacity for nurses to provide culturally congruent care is contingent 

upon their mastery of cultural competence which, according to Campinha-Bacote 

(2003), is a journey, not an endpoint. Cultural competence has been described as a 

nurse’s ability, openness, and flexibility to work with and provide meaningful care to 

culturally diverse patients, resultant from the nurse having acquired the requisite 

awareness, knowledge, sensitivity, and skills (Suh, 2004). Consequently, several 

consequences of the provision of culturally congruent care have been reported in the 

literature. Suh (2004) classified these consequences into three categories: receiver- 

based variables, provider-based variables, and health outcome variables.

Receiver-Based Variables. Receiver-based variables include patients’ 

subjective experiences when they receive culturally congruent nursing care (Sue,

2004). Care provided by culturally competent practitioners has been observed to 

produce holistic care for ethnically diverse patients (Al-Shahri, 2002; Geissler, 1998; 

Meleis, 1999; Murphy & Clark, 1993; Phillips & Lobar, 1995; Purnell & Paulanka, 

2003), which, according to Boi (2000), is considered to be the most effective type of
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care. Several authors have concluded that cultural competence increases the patient’s 

quality of life Aday, Bumum, and Kamo (1994; Wells, Golding, Hough, Bumam, & 

Kamo, 1989). Furthermore, Rooda (1993) contended that cultural competence 

increases health care satisfaction, and a favorable perception of the health care 

provider (Al-Osimy, 1994; Al-Shahri, 2002; Al-Shanqiti, 1993; Saha, Komaromy, & 

Bindman, 1999) and better adherence to medical plans of care (Ahmann, 1994; St. 

Clair & McKenry, 1999).

Provider-Based Variables. Provider-based variables include the influences 

upon the health care provider that are derived from their experiences in providing 

culturally congruent care (Suh, 2004). Immersion experiences within a culture other 

than their own have demonstrated personal and professional growth in tolerance for 

divergent values, communication skills, and nursing practice among nursing students’ 

(Heuer, Russell, & Kahlstorf, 1997; Ryan, Twibell, R., Brigham, C., & Bennett,

2000; Schlickau, 1996), and social work practice among social work students 

(Krajewski-Jaime, Brown, Ziefert, & Kaufman, 1996). Additionally, Frisch (1990) 

observed that nursing students who participated in an international nursing program 

demonstrated significantly more growth in their cognitive development than those 

who did not, with effects of such experiences lasting for years (Zorn, 1996).

Parallel results have been reported for expatriate nurses working within the 

Kingdom of Saudi Arabia. Luna (1998) reported the challenges faced by and 

experiences of emigrant nurses working as members of a multicultural, 

interdisciplinary healthcare team providing care to patients who are primarily 

culturally, spiritually, and linguistically different from themselves, and observed
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nurses’ enhanced professional growth and tolerance for divergent values, improved 

intercultural communication skills, and satisfaction with nursing practice. Marrone, 

(1999a, 1999b) reported increased satisfaction with nursing care among clinical 

nurses and improved satisfaction with leadership skills and effectiveness among 

clinical nurse managers after completion of role-specific orientation and continuing 

education programs based on the principles of transcultural nursing and intercultural 

communication.

Health Outcome Variables. A number of health outcome variables related to 

culturally congruent care have been reported. Rooda (1993) studied nurses’ 

knowledge and attitudes toward culturally different patients and observed improved 

quality of nursing performance following the provision of culturally competent care. 

Suh (1998) observed nurse-client and therapist-client interactions during 

psychotherapy and counseling sessions and concluded that culturally informed 

approaches to therapy facilitated practitioner-patient rapport, intersubjectivity, and 

treatment effectiveness. Moreover, Remus and Handler (2001) reported improved 

cost effectiveness of hospitalized patients related to the provision of culturally and 

linguistically appropriate care. In general, the provision of culturally congruent care 

by culturally competent practitioners resulted in decreased health disparities among 

culturally, ethnically, and linguistically diverse groups of patients and families across 

the life span (Brookins, 1993; Jones, Bond, & Cason, 1998).

Consensus

Consensus in the literature revealed several critical elements that are inherent 

in the concept of culturally congruent care. First, cultural competence is a process,
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not an endpoint. Second, the journey toward cultural competence and the ability to 

provide culturally congruent care begins with an understanding of one’s own culture, 

values, beliefs, and attitudes, and a true desire within the nurse to become culturally 

competent. Third, one must recognize that culture is learned, shared among a 

group(s) of people, and passed down through the generations. Fourth, cultural 

competence requires that health care providers recognize that the provision of 

culturally congruent care is a dynamic, non-linear process.

The fifth element foretells that culturally congruent approaches to care respect 

that health and illness states are influenced and determined by culture. Sixth, 

healthcare providers must appreciate that the provision of culturally congruent care 

requires cultural knowledge, cultural awareness, cultural skill, and cultural desire 

enacted within the context of a cultural encounter. Lastly, the provision of culturally 

congruent care can be mutually satisfying, beneficial, and meaningful leading to 

favorable health outcomes if nurse-patient interaction is based on mutual respect for 

other’s cultural differences while seeking to identify cultural similarities.

Theories and Models of Transcultural Nursing

Interest in and attention to the culture care needs of culturally diverse patients 

and families was first described by Leininger (1985, 1988,1995) in the mid-1950s. 

Leininger explained cultural competence within the dimension of culturally congruent 

nursing care in her Theory of Culture Care Diversity and Universality (1985, 1988, 

1995, 2003). Subsequently, a number of transcultural nursing models have emerged 

that expanded on the tenets of Leininger’s original work. These models include the
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Process of Cultural Competence in the Delivery of Health Care Services (Campinha- 

Bacote, 1999,2003), the Purnell Model of Transcultural Health Care (Purnell & 

Paulanka, 1998,2003), the Model for Cultural Competence in Ethical Decision 

Making (Pacquiao, 2003), the HEALTH Traditions Model (Spector, 2002), the 

Transcultural Assessment Model (Giger & Davidhizer, 1988, 2002), the Model for 

the Delivery of Culturally Competent Community Care (Kim-Godwin, Clarke, & 

Barton, 2001), Warren’s Model of Cultural Competence in Psychiatric Nursing 

(Warren, 1999), Bloch’s Assessment Guide for Ethnic and Cultural Variations 

(Bloch, 1983), and Orque’s Ethnic Cultural System (Orque, 1983).

The Theory of Culture Care Diversity and Universality (Leininger, 1995), and 

the Process of Cultural Competency in the Delivery of Healthcare Services 

(Campinha-Bacote, 2003), have particular relevance to this study and will thereby be 

explored in detail. The former, because it provides the theoretical foundation for the 

provision of culturally congruent care, and the latter, because it suggests that desire 

provides the motivation to engage in the process of cultural competence. Mele (2003) 

demonstrated a relationship between desire and intention, which is one of the 

variables of interest in the study.

Theory of Culture Care Diversity and Universality

Leininger described a framework for culturally relevant nursing decisions and 

actions as culturally congruent care which “refers to the use of sensitive, creative, and 

meaningful care practices to fit with the general values, beliefs, and lifeways of 

clients for beneficial and satisfying health care, or to help them with difficult life 

situations, disabilities, or death” (Leininger & McFarland, 2002, p. 12). The concept
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of culturally congruent nursing care has traditionally been defined and analyzed using 

Leininger’s Theory of Culture Care Diversity and Universality (1991), which is 

graphically represented as The Sunrise Model (see Figure 4).
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Figure 4. The Sunrise Model: Theory of Culture Care Diversity and Universality. 

From “Transcultural Nursing: Concepts, Theories, Research, and Practice, ” (3rd 

ed.) by M. Leininger and M. McFarland, 2002, p. 80. Copyright 2002 by McGraw 

Hill. Reprinted with permission of the author (see Appendix A).

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



38

The Sunrise Model was designed to provide a visual image and cognitive map 

to aid in conceptualizing Leininger’s theory. The image of the rising sun was used as 

a symbol of hope for the discovery of new and distinctive culture care knowledge, as 

a means of envisioning the holistic perspective of the many influences on culture care 

with individuals, families, groups, institutions, and communities and different 

healthcare systems, and to enable practitioners and researchers to consider the 

multiple potential aspects influencing nursing care of culturally diverse patients 

(Leininger, 1991).

The Sunrise Model began with the worldview, social structure factors, and 

ethnohistory of the people or groups of clinical interest and the dynamic, bidirectional 

interplay with influencing factors such as technological, religious and philosophical, 

kinship and social, cultural values and lifeways, political and legal, economic, and 

educational within the framework of environmental influences and care expressions, 

patterns, and practices. Once the cultural assessment and physical examination have 

been completed, the nurse is ready to make clinical decisions and identify nursing 

actions leading to the provision of culturally congruent care. These assessments and 

nursing actions take into account the patient’s, family’s, or community’s generic or 

folk systems, nursing care requirements, and professional system within which the 

nurse/client interaction occurs (Leininger, 1991).

Leininger (1991) suggested three major modalities to guide nursing 

judgments, decisions, and actions for the purpose of providing culturally congruent 

care. The three modes are cultural care preservation or maintenance, cultural care 

accommodation or negotiation, and cultural care repatteming or restructuring. These
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modes are care-centered and based on the nurse’s use of the cultural care knowledge 

for patients and families.

Cultural care preservation or maintenance referred to “those assistive, 

supporting, facilitative, or enabling professional actions and decisions that help 

people of a particular culture to retain or preserve relevant care values so that they 

can maintain their well-being, recover from illness, or face handicaps or death” 

(Jackson, 1993; Leininger, 1991, p. 48). Modesty is one of the core values in Islamic 

teachings, and is strongly emphasized for both males and females. In public, people 

are instructed to lower their gaze when approaching members of the opposite sex. 

Islamic teachings forbid unnecessary touch (including shaking hands) between 

unrelated adults of opposite sexes.

Female patients, when cared for by male heath care professionals, are more 

likely to observe these Islamic teachings related to modesty and touch. Not 

uncommonly, a male proxy (a close relative) may remain with a female patient when 

she is being cared for and in many instances the male relative may answer questions 

on behalf of the female patient (Al-Shahri, 2002; Geissler, 1998; Kulwicki, Miller, & 

Schim, 2000; Lawrence & Rozmus, 2001; Luna, 1998; Luna, 1989; Meleis, 1999; 

Ting-Toomey, 1999). In these cases, the nurse could use the intervention mode of 

cultural care preservation by assessing the patient’s desire for female nurses, 

assigning only female nurses to care for female Arab Muslim patients, permitting the 

male family member to remain during care, and avoid making direct eye contact with 

the male family member (Donnelly, 2000; Lawrence & Rozmus, 2001; Luna, 1989; 

Meleis, 1999).
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Cultural care accommodation or negotiation referred to “those assistive, 

supporting, facilitative, or enabling professional actions and decisions that help 

people of a particular culture to adapt or to negotiate with others so that they can 

maintain their well-being, recover from illness, or face handicaps or death” (Jackson, 

1993; Leininger, 1991, p. 48). Like members of any religious group, the intensity of 

an individual’s faith practices and beliefs vary; however, many Arab Muslims, 

especially the elderly, place great importance on performing the obligatory prayer 

along with the ritual cleansing or ablutions that are required according to Islamic 

teachings (Al-Shahri, 2002; Geissler, 1998; Kulwicki, Miller, & Schim, 2000; 

Lawrence & Rozmus, 2001; Luna, 1998; Luna, 1989; McKennis, 1999; Meleis, 1999; 

Sheikh & Dhami, 2000). The nurse would assess the patient’s wishes regarding 

prayer, and if desired by the patient, the nurse could use the intervention mode of 

cultural care accommodation by providing a basin of water or, if possible, locating a 

quiet place for the patient to perform the ritual (Donnelly, 2000; Lawrence &

Rozmus, 2001; Luna, 1989; Meleis, 1999).

Culture care repatteming or restructuring referred to “those assistive, 

supporting, facilitative, or enabling professional actions or decisions that help a 

client(s) reorder, change, or greatly modify their lifeways for new, different, and 

beneficial health care pattern while respecting the client(s) cultural values and beliefs 

and still providing a beneficial or healthier lifeway than before the changes were co

established with the client(s)” (Leininger, 1991, p. 49). Traditional medicine 

practiced by healers in rural areas of the Middle East often use cautery, the burning of 

holes into the skin, to release the toxins and improve health. Cautery burns account
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for numerous deaths each year due to infection (Al-Shari, 2002). When caring for 

patients who have succumbed to wound infections related to the unsafe practice of 

cautery, the nurse could use the intervention mode of cultural care repatteming by 

providing patients and families with explicit explanations of the beneficial effects of 

modern health care practices and the actual, self-evident dangers of traditional 

methods (Al-Shahri, 2002; Geissler, 1998; Kulwicki, Miller, & Schim, 2000; 

Lawrence & Rozmus, 2001; Luna, 1998; Luna, 1989; McKennis, 1999; Meleis, 1999; 

Sheikh & Dhami, 2000).

Numerous studies using Leininger’s Culture Care Theory of Diversity and 

Universality have been reported in the literature. Examples of studies include 

Leininger’s groundbreaking exploration of child rearing practices and meanings of 

care among the Gadsup peoples of New Guinea (1995), cultural aspects of caring for 

Navajo Indians (Plawecki, Sanchez, & Plawecki, 1994), the cultural context of emic 

and etic care in the home (Pacquiao, Archeval, & Shelley, (1999), care and cultural 

context of Lebanese Muslim immigrants (Luna, 1994), an ethnohistory of a granny 

midwife (Barry & Boyle, 1996), prenatal care of African American women in urban 

and rural contexts (Morgan, 1996), the meaning of community and caring among 

African Americans (Plowden & Wenger, 2001), and experiences of Mexican 

Americans receiving professional nursing care (Zoucha, 1998). In each study, the 

meanings of care within each cultural group and relevant culturally-based nursing 

care actions and decisions were detailed.

The majority of research based on Leininger’s theory have been ethnographic 

studies conducted to describe the phenomenon of culturally congruent care for
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specific populations (individuals, families, communities), and qualitative 

ethnonursing studies designed to describe health care ideas, values, beliefs, and 

practices, and to contrast them with nursing knowledge and nursing care needs. This 

body of knowledge has established the need for and benefits derived from the 

provision of culturally congruent care. In spite of the plethora of transcultural nursing 

research, however, little attention has been given to motivational factors that may 

influence a nurse’s intention to provide culturally congruent care or to the antecedents 

of becoming a culturally competent practitioner.

The Process of Cultural Competence in the Delivery of Healthcare Services

The Process of Cultural Competence in the Delivery of Healthcare Services 

(Campinha-Bacote, 2003) is an “ongoing process in which the healthcare professional 

continuously strives to achieve the ability and availability to work effectively within 

the cultural context of the client” (p. 14). The journey toward cultural competence 

consists of five inter-related constructs, namely, cultural desire, cultural awareness, 

cultural knowledge, cultural skill, and cultural encounters. According to Campinha- 

Bacote (2003), “the key and pivotal construct of cultural competence is cultural 

desire” (p. 14). As said by Campinha-Bacote (2003), cultural desire is defined as the 

“motivation of the healthcare professional to want to engage in the process of 

becoming culturally competent; not the have to. This motivation is genuine and 

authentic, with no hidden agendas” (Campinha-Bacote, 2003, p. 15).

Campinha-Bacote’s Culturally Competent Model of Care (2003) served as a 

graphic illustration that “cultural competence is a process, not an event” (p. 14). 

According to Campinha-Bacote (2003), “the model depicts cultural competence as a
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volcano. The volcano symbolically represents that it is cultural desire that evokes the 

process of cultural competence (see Figure 5). When the volcano erupts, it brings 

forth the desire to enter into the process of becoming culturally competent by seeking 

cultural encounters, obtaining cultural knowledge, conducting culturally sensitive 

assessments, and being humble to the process of cultural awareness” (pp. 10 - 11), the 

outcome of which is the ability to provide culturally congruent care.

Figure 5. Volcano Model: The Process of Cultural Competence in the Delivery of
Healthcare Services.

From “The Process o f Cultural Competence in the Delivery o f Healthcare Services” 

by J. Campinha-Bacote, 2003, p. 13. Copyrighted 2002 by Transcultural C.A.R.E. 

Associates. Available [On-line]: www.transculturalcare.net. Reprinted with 

permission of the author (see Appendix B).

Wittig (2004) conducted a study of associate degree nursing students’ 

knowledge, skills, and attitudes regarding culturally congruent care of Native 

Americans using Campinha-Bacote’s Model of Cultural Competence (2003). The 

purpose of the study was to determine the knowledge, skills, and attitudes students
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believed necessary to provide culturally congruent health care to Native Americans. 

Twenty-eight participants completed a survey based on the constructs of Campinha- 

Bacote’s Model of Cultural Competence (2003), content analysis was used to analyze 

the results, and the constructs for understanding cultural competence (cultural desire, 

cultural awareness, cultural knowledge, cultural skill, cultural encounters) were used 

to describe the results.

Study findings supported the five constructs of culturally congruent care as 

viewed by Campinha-Bacote (2003). Two significant findings with implications for 

nursing education, practice, and research, however, emerged from the study. Students 

did not specifically comment on the need for obtaining a cultural assessment and did 

not make a distinction between performing an assessment and a cultural assessment, 

an important cultural skill, although it was reported that there was an awareness of the 

need for culture specific information in order to develop plans of care for patients. In 

addition, although students expressed a sincere desire to become culturally informed, 

so as to be able to provide culturally congruent care, antecedents of cultural desire or 

intention were not discussed.

Leininger (1991) and Campinha-Bacote (2003) acknowledged that the desire 

to become culturally competent is based on the premise that caring is a universal 

phenomenon. Purnell (2003), however, does not agree that caring is a universal 

phenomenon. Campinha-Bacote (2003) further contended that “the process of cultural 

competence is based on the humanistic value of caring for and loving one another; 

and that cultural desire involves personal sacrifice of one’s own prejudice and biases 

toward culturally different clients in order to develop cultural desire” (pp. 15-16).
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Trevalon and Murray-Garcia (1998), termed this genuine show of respect for diverse 

populations as cultural humility, which they feel is paramount to becoming culturally 

competent. Although these theological and humanistic views are important to 

consider, the antecedents of cultural desire or intention have not been empirically 

supported.

Despite the number of transcultural nursing studies reported, the literature is 

absent of scientific endeavors for understanding the factors that influence desire or 

intention on the part of the health care provider to meet the culture care needs of 

patients and families from cultures different from their own. To date, no studies have 

been conducted to investigate critical care nurses’ motivational factors to provide 

culturally congruent care to diverse patient populations, and specifically, to Arab 

Muslim patients and families. Consequently, there is no body of evidence that 

empirically underscores the requisite antecedents for critical care nurses’ motivation, 

desire, or intention to provide culturally congruent care in general, and specifically, to 

Arab Muslim patients and families.

Motivational Theories

Motivational theories, as applied to nurses’ intentions to perform a specific 

nursing care behavior, attempt to increase knowledge of the antecedents that must be 

present prior to the performance of the nursing behavior. Arab Muslims, the 

perpetrators of terrorist attacks on the World Trade Center in New York City and the 

Pentagon in Washington D.C., challenged critical care nurses to provide 

compassionate care for culturally diverse critically ill and injured victims and their
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families (Flowers, 2004), some of whom, ironically, were also Arab Muslims. These 

desperate conditions underscored the need for critical care nurses to reflect on their 

personal attitudes and the influence of the attitudes of relevant others toward caring 

for Arab Muslims, and to examine the perceived degree of control over their nursing 

practice related to meeting the care needs of culturally diverse patients. To provide 

culturally congruent care, critical care nurses must acknowledge and appreciate the 

differences that exist among patients’ cultural backgrounds and recognize the 

influence of culture on patient care needs (Erlen, 1998). Furthermore, the provision 

of care that is culturally relevant and sensitive is contingent upon examining one’s 

own cultural and professional experiences and motivation to provide culture care to 

diverse patients (Campinha-Bacote, 2002).

Primary motivational theories explain and predict individual decision-making, 

intention, and behavior. An array of motivational theories have been used to provide a 

framework for understanding the relationships among behavioral beliefs, normative 

beliefs, control beliefs, intention, and behavior in order to illuminate the antecedents 

of intention and actual behavior. Therefore, an overview of motivational theories 

related to the variables of interest in this study, namely, attitudes, subjective norms, 

perceived behavioral control, and intention will be offered. As the theoretical 

framework for the study, the Theory of Planned Behavior, an extension of the Theory 

of Reasoned Action (Ajzen 1991, 2002; Ajzen & Fishbein, 1980), will be explored.

Health Belief Model

The origins of the Health Belief Model can be traced to the level of aspiration 

theory (Lewin, Dembo, Festinger, & Sears, 1944; Maimen & Becker, 1974), that was
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developed to explain health-related behaviors and activities in terms of subjective 

behavioral beliefs (Fleury, 1992). Inherent in the Health Belief Model, a person must 

perceive that the benefits of the desired behavioral change(s) offsets the presence of 

real or perceived barriers to beginning and maintaining the desired behavior. Fleury

(1992) identified a number of conceptual concerns related to the model, specifically, 

inconsistency of findings when the model was used to explain and predict health 

behavior, a lack of valid and reliable measurement instruments, and a paucity of 

evidence regarding the influence of non-health related, interpersonal, environmental, 

and cultural reasons for making positive behavioral change.

Social Cognitive Theory. Health Promotion Model, and Self-Efficacy Theory

Social Cognitive Theory (Bandura, 1986) provided the theoretical foundations 

for the Health Promotion Model (Pender, 1987) and the Self- Efficacy Theory. The 

Health Promotion Model, an extension of the Health Belief Model, stipulated that the 

primary predictors of health-promoting behaviors are the cognitive and perceptual 

elements that underlie a person’s interest and participation in health behaviors, and 

the probability that the behaviors in question will enhance or maintain well-being 

(Fleury, 1992). Like the Health Belief Model, Social Cognitive Theory postulated 

that benefits of the behavioral change must offset real or perceived barriers for 

change to occur. Furthermore, self-efficacy, the confidence that one can successfully 

carry out the behaviors, is requisite to produce the desired behavioral outcomes 

(Bandura, 1977), and for behavioral change to be sustained over time (LoBuono, 

1999).
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Theory of Reasoned Action

The Theory of Reasoned Action (Ajzen & Fishbein, 1980), explained that the 

primary determinant of individual action and behavior is related to personal 

behavioral and normative beliefs about the behavior in question. The TRA considers 

behavior at the level o f individual decision-making and believes that intention to 

perform a behavior is the immediate determinant of action (Fleury, 1992). The 

Theory of Reasoned Action was developed to address actions and behaviors that were 

under an individual’s volitional control (Ajzen, 1988); however, usefulness of the 

theory to explain behaviors that were not under one’s control was limited.

Theory of Planned Behavior

The Theory of Planned Behavior (Ajzen, 1988; Ajzen & Timko, 1983) is an 

extension of the Theory of Reasoned Action and includes the concept of perceived 

behavioral control as an antecedent to behavioral intent. Perceived behavioral control 

refers to an individual’s belief concerning how easy or how difficult it will be to 

perform a behavior. Generally, the more favorable the attitude and subjective norms 

regarding a specific behavior, and the greater perceived behavioral control over 

behavioral outcomes, the stronger the individual’s intention to carry out the behavior 

in question (Fleury, 1992).

According to Ajzen and Fishbein (1977), variances in individual behavior are 

related to a specific situation and individual differences. Furthermore, Ajzen and 

Fishbein (1977) contended that for the concepts inherent in the Theory of Reasoned 

Action and Theory of Planned Behavior to accurately describe relationships among 

attitudes, subjective norms, perceived behavioral control, intention, and behavior,
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attitudinal and behavioral measures must be compatible in terms of the action desired, 

the target at which the action is directed, the context within which the action is 

performed, and the time frame for the action to take place (Fleury, 1992).

In the realm of motivational theory within organizations, Kanter’s Theory of 

Structural Power (Kanter, 1993) argued that work-related attitudes and behaviors are 

formed in response to an individual’s position within the work unit or organization, 

and in response to situations that arise in an organization, rather than individual 

personality predispositions and socialization experiences. According to Kanter

(1993), power is a structural determinant that affects organizational attitudes and 

behaviors and is influenced by the degree of formal and informal power and control 

an individual or group has within the organization.

Formal power develops from positions that afford an individual with 

flexibility and visibility and are considered integral to organizational processes. 

Conversely, informal power is determined by an individual’s internal and external 

networks and alliances. Empowered individuals are committed and able to 

accomplish organizational goals and empower those around them. Individuals with 

limited power are less committed and dependent on those around them (Laschinger & 

Havens, 1996), thereby lending support for the influence of perceived behavioral 

control (Ajzen, 1985; Ajzen & Timko, 1983) and control over nursing practice on 

behavioral intention (Gerber, 1990).

Motivation. Intention, and Desire

Desires and intentions, albeit different, are not typically differentiated in 

attitude and motivational theories and individual decision-making (Mele, 2003).
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Perugini and Bagozzi (2004) suggested that there are theoretical grounds for 

distinguishing between desires and intentions. Two studies were conducted by 

Perugini and Bagozzi (2004) to test these distinctions. Results confirmed that (a) 

desires, when compared to intentions, were less performable, were less connected to 

actions, and were enacted over longer periods of time; (b) the likelihood for actions 

that were both desired and intended was higher than for actions that are only desired; 

and (c) desires are important predictors of intentions.

There is an emerging body of knowledge that supports the premise that desires 

have a powerful influence on intentions and considerably mediate the effects of 

attitudes, subjective norms, and perceived behavioral control for acting on intentions 

(Bagozzi & Edwards, 1998; Bagozzi & Kimmel, 1995; Leone, Perugini, & Ercolani, 

1999; Perugini and Bagozzi, 2004). The studies demonstrated that desires are 

important elements of individual pre-volitional decision-making. This discovery is 

paramount to understanding the relationships among motivation, intention, and desire, 

and further confirm that desire is the antecedent to cultural competency (Campinha- 

Bacote, 2003).

Theory of Planned Behavior: Theoretical Framework for the Study

The Theory of Planned Behavior (TPB) provides a conceptual framework for 

understanding the determinants of human action (Ajzen, 2001). According to the 

TPB, individual behavior is explained as the aggregate of behavioral beliefs, 

normative beliefs, and control beliefs at the level of individual decision-making. 

Assumed within the theory is that human beings are rational and make systematic use
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of available information, consider the implications of their actions before they decide 

to take action, and rationally base their beliefs on evidence. Individual intention to 

perform a behavior is considered to be the immediate determinant of action (see 

Figure 6).
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B e h a v i o r a l

Control

Control
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Figure 6. Theory of Planned Behavior Diagram.

From “Theory o f Planned Behavior Diagram ” by I. Ajzen, 2002. [Online].

http://www. people. umass. edu/aizen/tpb. diag. html. Reprinted with permission of the

author (see Appendix C).

Beliefs direct individual intention to behave as a function of both personal, 

social, and control determinants. Behavioral beliefs represent the individual’s view of 

the likely consequences or other attributes about the behavior, and are considered to 

be personal determinants that reflect the individual’s attitude toward a specific 

behavior, or the relative value of the outcomes to be achieved by performing the
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behavior. Normative beliefs reflect the attitudes and values of relevant others and are 

the social determinants underlying an individual’s performance of a specific behavior 

and motivation to comply with normative expectations. Control beliefs signify 

recognition of factors that may either enhance or impede an individual’s performance 

of a behavior (Ajzen, 1985; Ajzen & Timko, 1983). Additionally, personality, social, 

and cultural variables affect behavior through their influence on the attitudinal and 

normative components of the model (Fleury, 1992).

In their respective aggregates, behavioral beliefs produce a favorable or 

unfavorable attitude toward the behavior in question, normative beliefs result in 

perceived social pressure or subjective norm to perform a behavior, and control 

beliefs lead to perceived behavioral control, the perceived ease or difficulty of 

performing the behavior. Collectively, attitude toward the specific behavior, 

subjective norms, and perception of behavioral control bring about the formation of 

behavioral intention (Ajzen, 2001). Therefore, the more favorable the attitude and 

subjective norm, and the greater the perceived control over behavioral outcomes, the 

stronger the individual’s intention to initiate the behavior in question (Ajzen, 2001; 

Fleury, 1992). However, individual behavior will vary with both the situation 

examined and with inter-individual differences (Ajzen & Fishbein, 1980).

Given an adequate degree of actual control, people are expected to enact their 

intentions when the opportunity and situation warrant. However, not all actions are 

under a person’s volitional control; therefore, provided an individual is realistic in 

determining the degree of difficulty in performing a behavior, perceived behavioral
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control can act as a proxy for actual control and contribute to the prediction of the 

behavior (Ajzen, 2001).

The Theory of Planned Behavior has been used in numerous studies to 

investigate the relationships among behavioral beliefs, normative beliefs, control 

beliefs, and intention to perform specified behaviors. Health-related studies have 

been conducted for behaviors, for example: adherence to medical regimen, alcohol 

abuse, attendance at religious classes, breastfeeding intention and duration, cigarette 

smoking, exercise, leisure activities, use of oral contraceptives, sexual intercourse and 

condom use, and weight loss. Studies related to nursing behaviors included topics 

such as: attendance at continuing education programs, care of patients with 

HIV/AIDS, documentation behavior, family-centered care, pain assessment, and 

nursing students’ intentions to seek clinical experiences.

In this investigation, the concepts of the Theory of Planned Behavior will be 

used to discover their relative capability to influence nurses’ beliefs and intentions to 

provide culturally congruent care to Arab Muslim patients and families. In particular, 

the constructs of attitudes, subjective norms, and perceived behavioral control will be 

correlated with critical care nurses’ intentions to provide culturally congruent care to 

Arab Muslims.

Empirical Referents of Attitudes. Subjective Norms. Perceived Behavioral Control 
and Intention

Empirical referents are defined as “classes or categories of actual phenomena 

that by their existence or presence demonstrate the occurrence of the concept itself 

(Walker & Avant, 1995, p. 46). Determination of empirical referents of attitudes,
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subjective norms, perceived behavioral control, and intention will be presented and 

will serve as a foundation for understanding the measurability of the concepts. The 

most frequently used instrument for assessing attitudes, subjective norms, perceived 

behavioral control, and intention is a self-report, and is typically constructed as a 

questionnaire, survey, or scale.

A number of instruments that measure nurses’ knowledge of and attitudes 

toward caring for patients of different cultural groups, and control over nursing 

practice, have been reported in the literature. The instruments include the Cultural 

Attitude Scale (CAS) (Bonaparte, 1979), the Cultural Fitness Survey (Rooda, 1993) 

and the Ethnic Attitude Scale (Jones, Cason, & Bond, 2004; Rooda, 1990), which are 

modifications of the CAS, the Cultural Self-Efficacy Scale (Jones, Cason, & Bond, 

2004; Joseph, 2001; Lowe-Nurse, 2001), the Transcultural Self-Efficacy Tool 

(Blackstock, 2003; Jeffreys & Smodlaka, 1999), and the individual and work-group 

versions of the Control Over Nursing Practice (CONP) Scale (Gerber, 1990; Gerber, 

Murdaugh, Verran, & Milton, 1990).

The Cultural Attitude Scale was developed by Bonaparte (1979) to measure 

nurses’ attitudes toward caring for culturally different patients. Since then, a number 

of researchers have customized the instrument to suit their respective research 

purposes. In doing so, the name of the instrument has also been modified and 

includes such titles as the Ethnic Attitude Scale (Rooda, 1991, the Cultural Fitness 

Survey (Rooda, 1993), and the Ethnic Attitude Assessment Survey (Joseph, 1993). 

Reliability data for the CAS, including the aforementioned customized versions, have 

reported alpha coefficients that ranged from .77 to .95 (Bonaparte 1979; Jaffe-Ruiz,
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1981; Rooda, 1991,1993). Jones, Cason, and Bond (2004), however, reported alpha 

coefficients for the Ethnic Attitude Scale that ranged from .42 to .72. According to 

LoBiondo-Wood and Haber (1990), a level of > .70 must be achieved for an 

instrument to be considerable reliable. For this reason, reliability of the Cultural 

Attitude Scale was established during the pilot study conducted as part of this 

investigation. The alpha coefficient obtained during the pilot study was .97.

The Control Over Nursing Practice (CONP) Scale developed by Gerber, 

Murdaugh, Verran, and Milton (1990) was designed to measure control over nursing 

practice which was conceptualized as the perceived freedom to evaluate and modify 

nursing practice, make independent and interdependent decisions related to patient 

care, exercise authority and assume accountability for the outcomes of those 

decisions, and influence the work environment at the unit level of the organization. 

Two versions of the instrument were created. The individual version was designed to 

measure an individual nurse’s perceived control over their nursing practice, and the 

work group (unit-level) version designed to measure the collective perceptions of 

control over nursing practice at the organizational level of the nursing unit. 

Cronbach’s alpha coefficients for the individual version were reported as > .85 with 

interclass correlation coefficients of the work group version > .60.

The Theory of Reasoned Action (TRA) and the Theory of Planned Behavior 

(TBP) have been used in a number of health-related and nursing studies in order to 

provide a framework for understanding the interrelationships among behavioral 

beliefs, normative beliefs, control beliefs, intention, and behavior. Studies executed 

to predict health-related and nursing behaviors have relevance to this investigation as
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they explore the interrelationships among the variables of interest. A number of titles 

for questionnaires developed based on the constructs of the TRA and TPB appeared 

in the literature. While most researchers describe the instrument simply as a 

Questionnaire based on the guidelines of Ajzen and Fishbein (1980), some 

investigators have identified the instruments as the AIDS Questionnaire (Dilorio, 

1997; Goldenberg & Laschinger, 1991,1993), Fishbein/Ajzen-Hanson Questionnaire 

(Hanson, 1997), the Intention to Use Oral Contraceptive Tool (al-Oballi Kridli,

1997), the Clinical Intention Questionnaire (Meyer, 1998), and the Culture Care 

Intention Questionnaire that was developed by this investigator for this study. 

Reliability data for the TPB Questionnaires have reported alpha coefficients > .80.

According to Carmines and Zeller (1979), construct validity is established 

when there is a “pattern of consistent findings involving different researchers using 

different theoretical structures across a number of different studies” (p. 24), and when 

consistent patterns are observed over time (Fishbein & Ajzen, 1981). Based on these 

criteria, construct validity of the TRA and TPB have been established as evidenced by 

the review of the literature that follows.

Literature and Research Review of Attitudes. Subjective Norms.
Perceived Behavioral Control, and Intention

The following review of relevant literature and research will address the main 

variables o f the study. Behavioral beliefs, normative beliefs, control beliefs, 

intention, and behavior will be discussed. Measurement of the constructs of attitudes, 

subjective norms, perceived behavioral control, and intention, within the context of
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the Theory of Planned Behavior, will be presented, and the influence of stereotyping 

and clinging to beliefs on attitudes toward Arabs and Muslims will be explored.

Taft (1957) identified concepts such as attitudes, frames of reference, social 

motivation, ego involvement, beliefs, reference groups, role expectations, and role 

behavior as key aspects of immigrants’ assimilation in the new culture which 

progressively move from cultural learning to congruence. In regard to personality 

attributes, such personality profiles as high tolerance for ambiguity (Cort & King, 

1979), internal locus of control (Ward & Kennedy, 1993), and personal flexibility and 

openness (Ruben & Kealey, 1979; Kim, 2001) have been consistently related to 

positive functioning with people from other cultures.

Ward (1996) suggested a “cultural fit” proposition which emphasizes the 

importance of a good match between personality types of the acculturator (the nurse) 

and culturally diverse patients. These works suggest a natural link between the tenets 

of the Theory of Planned Behavior (Ajzen, 1985; Ajzen & Timko, 1983), Leininger’s 

(1991) Culture Care Diversity and Universality Theory for Nursing, and the Process 

of Cultural Competence in the Delivery of Healthcare Services (Campinha-Bacote, 

2002), and further support the evolving utility of the Theory of Planned Behavior to 

empirically describe, explain, and predict nursing phenomena (Villarruel, Bishop, 

Simpson, Jemmott, & Fawcett, 2001).

Research of Attitudes. Subjective Norms. Perceived Behavioral Control, and Health- 
Related Behavioral Intentions

Central to the mission of nursing is a concern for helping individuals to 

understand, integrate, and maintain healthy lifestyle behaviors and practices that will
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either prevent or reduce their risks of disease and disability (Fleury, 1992). To fulfill 

this mission, it is essential for nursing to generate new knowledge and utilize 

evidence in their practice. As such, a plethora of research has been conducted to 

explore motivational factors that influence individuals’ decisions to adopt safe and 

healthy lifestyles, as evidenced by the review of the literature that follows.

Miller (1988) investigated adherence to prescribed medical regimens among 

patients who had recently experienced myocardial infarction. Findings supported that 

compliance to medical regimens was predicted by patients’ positive attitudes toward 

taking the medications (behavioral beliefs) and the perceived expectations of health 

care practitioners for them to take the medications (normative beliefs). Similarly, 

negative personal attitudes and negative normative beliefs of health care practitioners 

toward smoking cessation were associated with decreased intentions to stop smoking 

(Laschinger & Goldenberg, 1993).

In a subsequent study, Miller, Wicoff, and Hiatt (1992), tested the usefulness 

of the theory of reasoned action in explaining compliance among 56 newly diagnosed 

adult hypertensive patients. Using path analysis, the investigators found that attitudes 

and subjective norms played a significant role in predicting compliance with 

prescriptions for diet, smoking, activity, and stress, but not for adherence to 

medication regimens. As the researchers predicted, intentions to comply with 

prescriptive regimens were significantly related to actual behavior and the intentions 

were directly influenced by behavioral and normative beliefs. These findings are 

consistent with results from previous studies related to smoking cessation and 

adherence to medical regimens.
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Ajzen (1991) reviewed several studies related to leisure activities, alcohol 

abuse, weight loss, and exercise behaviors and reported that a considerable amount of 

variance in intention was explained by behavioral beliefs, normative beliefs, and 

control beliefs. Additionally, in each study, the influence of perceived behavioral 

control on intention supported significant prediction to actual behavior.

Hanson (1997) conducted a study to evaluate the adequacy of the Theory of 

Planned Behavior to predict cigarette smoking intention among African-American, 

Puerto Rican, and non-Hispanic White teenage females. The sample consisted of 430 

participants equally distributed among the three groups: 141 African-Americans, 146 

Puerto Ricans, and 143 non-Hispanic Whites. Path analysis revealed direct 

relationships among attitudes, subjective norms, perceived behavioral control, and 

smoking intention among African-Americans teenage females. For Puerto Rican and 

non-Hispanic White teenage females, however, the findings supported previous 

studies which established that attitudes and perceived behavioral control were the 

significant predictors of intention, whereas subjective norms were not found to be 

significant predictors of smoking intention and behavior for these two groups.

Wambach (1997) studied causal relationships among attitudes, subjective 

norms, perceived behavioral control, prenatal breastfeeding intentions, and 

postpartum breastfeeding outcomes among 135 childbearing women. Consistent with 

previous studies, prenatal breastfeeding attitudes and perceived behavioral control 

were found to be strong predictors of breast feeding intention and behavior; however, 

subjective norms failed to demonstrate significant influence on intention and 

observed actual behavior. The researcher also discovered that breast feeding
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intentions were weak predictors of duration of breast feeding, which supported the 

premise that behavior change must be supported to be sustained over time (Ajzen 

1980,1988; Ajzen & Fishbein, 1977).

Dodgson, Henly, Duckett, and Tarrant (2003) studied the cross-cultural 

application of the Theory of Planned Behavior for breastfeeding duration among 

new mothers in Hong Kong. Perceived behavioral control was found to be the only 

significant contributor to breastfeeding intention and duration.

The importance of perceived behavioral control in relation to intention to 

perform a specified behavior has been illustrated in a number of health and nursing 

studies. Godin, Valois, and Lepage (1993), investigated the pattern of influence of 

perceived behavioral control on exercising behavior and noted that adults’ behavioral 

beliefs and normative beliefs were significant in contributing to intent to participate in 

exercise behavior, whereas adults who noted fewer barriers and less difficulty 

(control beliefs) were more likely to express intent to perform physical activities. 

Likewise, in a study conducted by Jemmot, Jemmot, and Hacker (1992), it was found 

that African-American adolescents who expressed more positive control beliefs were 

more likely to express intentions to use condoms.

Clark (1997) explored factors that influence university students’ behavioral 

intentions toward enrolling in religious classes. The sample consisted of 167 students 

who completed a questionnaire based on the TPB. Results supported that attitudes 

and behavioral beliefs toward religious education were strong predictors of intention 

to enroll in religious classes while subjective norms and normative beliefs proved
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ineffective in predicting intention. The researcher also reported a significant positive 

correlation between intention and actual enrollment.

Al-Oballi Kridli (1997) endeavored to establish cross-cultural applicability of 

the Theory of Planned Behavior and conducted a study to establish the reliability and 

validity of an instrument measuring attitudes, subjective norms, perceived behavioral 

control, and Jordanian Muslim women’s behavioral intent to use oral contraceptives. 

The instrument was developed in English and translated into Arabic. Eighty married, 

sexually active women who were able to read and write Arabic completed all phases 

of the study. Negative attitudes toward oral contraception and perceived barriers to 

control over taking oral contraceptives among the subjects studied were found to be 

significant predictors of use of oral contraceptives. Conversely, positive behavioral 

beliefs and normative beliefs were not significant predictors of behavioral intent.

Mendez (2002) conducted an investigation of the relationships among 

perceived self-efficacy, self-esteem, and cancer screening intention and behavior with 

202 adult men and women who attended a community senior program. The concepts 

of perceived behavioral control and perceived self-efficacy are considered to be quite 

similar, and it has been reported that self-efficacy is a measure of perceived 

behavioral control (Ajzen, 2002). The findings demonstrated a positive relationship 

between positive control beliefs and actual cancer screening behavior and intention.

Villarruel, Jemmot, Jemmot, and Ronis (2004), conducted a study of 

predictors of sexual intercourse and intention to use condoms among Spanish- 

dominant Latino youths. The study examined the theoretical predictors of the Theory 

of Planned Behavior, specifically, attitude, subjective norm, behavioral beliefs,
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normative beliefs, and control beliefs, and intention to engage in sexual intercourse 

and to use condoms. The sample included 141 Spanish-speaking Latino adolescents, 

77 girls and 64 boys. The term Spanish-dominant youth was used for subjects who 

requested to answer the questionnaire in Spanish and to participate in Spanish- 

language intervention groups. Consistent with previous results, the findings of this 

study revealed significant effects of attitudes and normative beliefs as predictors of 

intention to engage in sexual intercourse behavior, whereas attitudes, subjective 

norms, behavioral beliefs, and control beliefs were found to be significant 

contributors to intentions to use condoms.

Research Related to Nurses’ Attitudes. Subjective Norms. Perceived Behavioral 
Control, and Intentions

To assist in meeting the care needs of diverse patients and their families, and 

to understand the origins and influence of beliefs among nurses toward caring for 

specific types of patients, a number of studies have been conducted. Bonaparte (1979) 

carried out a study of the relationships among ego defensiveness, open-closed 

mindedness, and nurses’ attitude toward culturally different patients. Three hundred 

actively employed female registered nurses representing four cultural groups (White 

Anglo-Saxon, Black, Jewish, and Hispanic) completed questionnaires related to their 

attitudes toward care needs of Black, Jewish, and Hispanic patients. Findings 

supported that lower ego defensiveness had a significant positive correlation with 

favorable attitudes toward caring for Hispanic patients related to cultural attitudes and 

beliefs. In addition, the more open-minded the nurse was, the more positive his or her 

attitudes toward caring for culturally diverse patients in general. Unlike findings of
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subsequent studies, overall there were no statistically significant differences in 

nurses’ attitudes for patients of their own or similar cultural groups when compared to 

attitudes toward patients who were culturally different from themselves.

Rooda (1991) conducted a study to examine the effects of exposure to 

culturally diverse patients on White nurses’ attitudes toward minority patients. Two 

hundred and sixty-five nurses participated in the study. Statistically significant 

differences were noted in biases expressed by White nurses who worked with 

predominantly Black patients as compared to White nurses who worked with few 

patients who were Black. These findings are consistent with the tenets of Social 

Contact Theory purported by Allport (1954), and supported the premise that exposure 

to a minority group and learning about their beliefs, values, and customs, minimizes 

biases and prejudice improves the possibility of providing culturally relevant care 

(Rooda, 1990).

A subsequent exploratory study by Rooda (1993) was conducted to examine 

the knowledge and attitudes of nurses toward culturally different patients. Three 

hundred and nineteen randomly selected Anglo-American nurses working in acute 

care urban settings completed the questionnaires. Significant differences were noted 

in the nurses’ knowledge about and their attitudes toward Black Americans, Asian 

Americans, and Hispanic Americans. Sequential order of most to least positive 

attitudes toward culturally diverse patients included Whites, Black-Americans, Asian 

Americans, and Hispanics. This finding is consistent with other studies (Joseph,

2001; Lowe-Nurse, 2001) that confirmed nurses’ increased knowledge, positive 

attitudes, and fewer biases for patients who were the same or similar to themselves, or
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toward patients to whom they had been exposed. The only demographic variable to 

correlate significantly to knowledge and biases was educational level; associate 

degree nurses were more knowledgeable and less biased toward Hispanics. One 

limitation of this study is that there is no mention of patient demographics that could 

have illuminated relationships among exposure, knowledge and attitude.

Joseph (2001) conducted a study of nurses’ attitudes and cultural self-efficacy 

levels related to caring for culturally diverse patients in army hospitals. The sample 

included 103 military and civilian nurses working in three army hospital within the 

same urban setting. Findings demonstrated that nurses had more positive attitudes 

toward caring for patients of their own cultural and ethnic groups, and that civilian 

nurses generally had more positive attitudes than military nurses toward caring for 

culturally diverse patients.

Similarly, Lowe-Nurse (2001) investigated nurses’ level of self-efficacy when 

caring for culturally diverse patients in Canada. Seventy-four nurses employed 

within the maternal-child health departments of two hospitals in the same, 

multicultural Canadian province completed a questionnaire designed to measure 

nurses’ confidence levels in caring for Black, South East Asian, and South West 

Asian patients. Findings were consistent with Bonaparte’s contention that people who 

have a weak sense of cultural self-efficacy will avoid and demonstrate a lack of 

commitment to caring for culturally diverse patients (Bonaparte, 1979). The results 

also supported the work of (Joseph, 2001), who demonstrated that nurses of a 

particular racial, cultural, or ethnic group were more confident in and more likely to 

provide culturally congruent care to patients of the same of similar groups.
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Jones, Cason, and Bond (2004) investigated the relationships among cultural 

attitudes, knowledge, and skills of a health workforce. The subjects included 409 

professional and non-professional staff serving women and children in an urban 

health system. Findings revealed that cultural knowledge and educational preparation 

of the health care worker influenced cultural skills. Furthermore, level of confidence 

in cultural skills were significantly associated with attitudes and knowledge of other 

cultures.

Moulton (2000) conducted an investigation regarding empowerment 

structures and control over nursing practice among home health nurses. One hundred 

and thirty-six nurses working in 13 home health agencies completed the individual 

version of the Gerber Control Over Nursing Practice Scale (Gerber, 1990). Study 

findings demonstrated that job-related empowerment influenced nurses’ perceived 

autonomy and control over general nursing practice, which was consistent with 

previous studies. Moulton (2000) noted, however, that nurses’ no longer perceived 

control over practice when empowerment structures were linked to specific nursing 

actions, in this case, coordination of pressure ulcer care in the home. Furthermore, 

informal sources of power, such as networking among relevant others, did 

demonstrate direct influence on nurses perceived control over practice. 

Simultaneously, however, nurses’ access to informal sources of power did not 

significantly influence their perception of control over general nursing practice, 

practice. The latter discovery is inconsistent with findings from previous research by 

Laschinger, Sabiston, and Kutscher (1997).
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Lancero (1994) performed a study to describe the extent of perceived control 

over nursing practice, job stress, and work satisfaction among 30 nurse case managers 

practicing in two dissimilar case management models, and to explain the impact of 

control over nursing practice and job stress on work satisfaction. Gerber’s Control 

Over Nursing Practice (CONP) Scale (Gerber, 1990), individual version, was one of 

the instruments used to collect data in the study. Work satisfaction was positively 

correlated to control over practice and negatively correlated with job stress. Data 

analyses confirmed that control over nursing practice had a more powerful impact on 

work satisfaction than did job stress; together, however, they explained 53% of the 

variance in work satisfaction.

Laschinger and Havens (1996) carried out a study of staff nurse work 

satisfaction and perceived control over nursing practice as conditions for work 

effectiveness. Participants included 127 randomly selected staff nurses who 

completed a packet of questionnaires, one of which was the individual version of the 

CONP Scale (Gerber, 1990). The highest correlation for control over nursing practice 

was associated with informal power, which suggested that nurses who developed 

strong networking alliances within the organization were afforded more autonomy 

and control. This finding was consistent with previous research.

Walls (1992) performed a study using both the individual and unit-level 

(group) versions of the CONP scale to measure control over nursing practice among 

hospital staff nurses. A convenience sample of 91 nurses from two urban hospitals 

completed the questionnaires. The interclass correlation coefficient for the CONP 

scales was reported to be .6567 (criterion > .60), acceptable according to Glick
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(1985), and an internal consistency reliability coefficient of .95. As predicted, the 

data derived from the unit-level CONP Scale, which provides an aggregate of 

individual nurse perceived control over nursing practice, demonstrated a positive 

impact on work satisfaction and underscored the influence of perceived behavioral 

control on work effectiveness.

Renfroe, O’Sullivan, and McGee (1990), conducted an exploratory study to 

assess the relationships of attitudes, subjective norms, and behavioral intent to the 

documentation behavior of nurses. To elicit results, 108 clinical nurses completed a 

questionnaire that was developed based on the constructs of the theory of reasoned 

action. Documentation behavior included essential elements of documentation 

required for hospitalized patients in the medical record during a given shift. Contrary 

to previous studies, data revealed that attitude toward documentation did not 

contribute significantly to nurses’ intentions to document optimally, while subjective 

norm was reported to have a significant effect on nurses’ behavioral intent to 

complete all required documentation. Therefore, it appears that normative beliefs of 

relevant others, rather than personal behavioral beliefs toward documentation, were 

the key drivers of nurses’ behavioral intent to document.

Jerdan (1993) conducted a study of the relationships of nurses’ attitudes and 

subjective norms to intentions to attend non-mandatory continuing education 

programs among registered nurses. Seventy-seven nurses employed in a tertiary care 

facility participated in the study. Similar to other studies, nurses’ attitudes toward 

attending non-mandatory continuing education programs were found to have a 

significant positive correlation to nurses’ intentions to attend non-mandatory
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education programs, whereas subjective norms were not determined to have 

significant correlation to intention.

Cross-cultural application of the Theory of Planned Behavior was 

accomplished by Nash, Edwards, and Nebauer (1993), who conducted a study to 

examine the effects of attitudes, subjective norms, and perceived behavioral control 

as determinants of nurses’ intentions to assess pain. One hundred clinical nurses 

working in a variety of health care settings in Australia completed a questionnaire 

based on the Theory of Planned Behavior. Coherent with the tenets of the theory, the 

findings supported that nurses’ attitudes, subjective norms, and perceived behavioral 

control influenced their intention to conduct a pain assessment, although perceived 

behavioral control was the only variable that independently contributed to intention. 

Additional support for the influence of perceived behavioral control was clarified by 

the analysis of data collected from those subjects who intended to conduct pain 

assessments and from those who did not, as perceived behavioral control was the only 

variable that accounted for the variance between the two groups.

Goldenberg and Laschinger (1991) and Laschinger and Goldenberg (1993), 

conducted two studies based on the theory of reasoned action related to intention to 

care for patients with HIV/AIDS. In the first study (Goldenberg & Lachinger, 1991), 

the attitudes and subjective norms of baccalaureate nursing students were examined 

in relation to providing care to patients with HIV/AIDS. In this study, data revealed 

students’ favorable attitudes toward caring for HIV-positive patients and moderately 

strong support from relevant others. The researchers concluded that attitudes and
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subjective norms were predictors of baccalaureate nursing students’ intentions to care 

of patients with HIV-AIDS.

In the second investigation that adds cross-cultural relevance to the Theory of 

Reasoned Action, Laschinger and Goldenberg (1993) carried out a descriptive 

correlational study to investigate Canadian nurses’ attitudes as predictors of intended 

care to HIV-positive patients. One hundred and forty-one Canadian nurses in a major 

teaching facility completed a questionnaire based on the Theory of Reasoned Action. 

Consistent with the theory and with the findings of Goldenberg and Laschinger 

(1991), nurses’ attitudes and subjective norms were found to be significant predictors 

of practicing nurses’ intentions to provide care for persons who are HIV positive.

In the international arena, Yoo, (1996) investigated the attitudes, subjective 

norms, and beliefs of Korean nursing students as predictors of intentions to care for 

HIV disease patients. A convenience sample of 186 senior nursing students from five 

universities participated in the study and completed the survey that was written in 

Korean. Results confirmed that Korean students held neutral beliefs, neither 

favorable nor unfavorable, with regard to their intention to care for HIV patients. 

Contrary to the results previously presented, data revealed that the Korean nursing 

students’ attitudes and salient behavioral beliefs were the most significant predictors 

of intention to care for HIV patients whereas subjective norms and salient normative 

beliefs demonstrated a weaker relationship to intention.

Using the Theory of Planned Behavior, Dilorio (1997) investigated the 

relative influence of personal attitudes, subjective norms, and perceived behavioral 

control on nurses’ intentions to provide care to patients with HIV/AIDS.
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Questionnaires measuring the concepts of attitudes, subjective norms, perceived 

behavioral control, and intention were completed by 368 nurses who were members 

of a neuroscience nursing organization. Hierarchical regression analysis techniques 

were used to determine if nurses’ intentions were predicted by their attitudes and 

subjective norms, and if the influence of perceived behavioral control further added to 

the prediction. In the initial phase of analysis, the relative influence of attitudes and 

subjective norms on nurses’ intentions to provide care to patients with HIV/AIDS 

were measured and demonstrated that attitudes were found to make a significant 

contribution toward nurses’ intentions, but that subjective norms did not. When 

perceived behavioral control was added to the equation, final analyses yielded only 

perceived behavioral control contributed considerably to the prediction of nurses’ 

intentions to care for patients with HIV/AIDS.

Crawford (1998) conducted a descriptive correlational study to explore critical 

care nurses’ beliefs and attitudes related to family-focused nursing care in the critical 

care setting. A random sample o f265 critical care nurses from three Canadian 

provinces completed the questionnaire based on the Theory of Planned Behavior.

The findings supported that the constructs of attitudes, subjective norms, and 

perceived behavioral control significantly influenced critical care nurses’ decisions to 

provide family-focused care.

Meyer (1998) was interested in studying nursing student’s intentions to seek 

clinical experiences. Ninety-two associate degree nursing students participated in the 

study. Findings suggested that attitudes and subjective norms contributed 

significantly to students’ intentions to seek clinical experiences. Contrary to the
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researcher’s expectations, and inconsistent with findings from previous studies, no 

evidence supported the existence of a positive correlation between perceived 

behavioral control and intention.

Stereotyping

One factor that contributes to the formation of behavioral and normative 

beliefs is the concept of stereotyping. Stereotyping is defined as “a standardized 

mental picture that is held in common by members of a group and that represents an 

oversimplified opinion, prejudiced attitude, or uncritical judgment” (Merriam- 

Webster. 2001, p. 1150). Theorists suggested that stereotyping of minority groups 

effects the public’s opinion of that group (Ghounem, 2004). Many stereotypes of 

Arabs and Muslims are reinforced by representation in popular culture (Zogby 

International, 2002).

Although not all Arabs are Muslim, in fact, only 12% of Muslims are Arabs, 

many Americans believe that all Arabs are Muslims. Therefore, general attitudes 

toward Muslims can influence, by proxy, attitudes towards Arabs. Shaheen (2004) 

conducted an historical study of Arab and Muslim stereotyping in American popular 

culture. Findings suggest a preponderance of negative images of Arabs and Muslims 

on television, in the cinema, in print, and in broadcast news media. “What is so 

disturbing about these television movies is that they effectively show all Arabs, 

Muslims, and Arab-Americans as being at war with the United States” (Shaheen, 

2004, p. 10). Propaganda and media theorists agree that as little as 30 minutes 

exposure can affect viewers’ attitudes (Ghounem, 2004).
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Zogby International (2002) conducted a poll on behalf of the American 

Muslim Council related to Americans’ attitudes toward Muslims post September 11, 

2001. A randomly selected cross-regional sample o f905 adults participated in the 

study. The survey revealed the following: (1) one in five Americans’ opinions toward 

Muslims was negatively impacted by events following the attacks on the World Trade 

Center and the Pentagon; (2) four in ten Americans supported that there should be 

restrictions on the number of Muslim immigrants into the United States; (3) one-third 

agreed that Muslims are not tolerant of others; (4) one in five stated that the Muslim 

population in the United States was growing too rapidly, and (5) forty-three percent 

of Americans believed that Muslims tended to be religious fanatics.

Two significant findings of the Zogby International (2002) study emerged that 

have particular relevance to this study. First, the composite profile of an American 

most likely to be favorable toward Muslims depict a Northeastern resident, Catholic, 

higher income and education, and male. Alternatively, the profile of an American 

most likely to have an unfavorable attitude toward Muslims is likely to be someone 

from the South or the West, Protestant, lower income and education (high school 

diploma or less), over 55 years of age, and female. As statistics on aging continue to 

support the graying of the nursing workforce, and as nursing is a predominantly 

female profession (Buerhaus, Staiger, & Auerbach, 2000), this last finding is of 

particular importance to nursing and to this study.

Shaheen (2004) articulated that the negative influences of stereotyping Arabs 

and Muslims “encourages divisiveness by accentuating our differences at the expense 

of those things that tie us together” (2004, p.l). According to Ghounem, (2004),
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education is the answer to the implicit and explicit stereotypical messages that the 

media instills into the minds of viewers. Therefore, when negative attitudes toward 

Arab Muslims are portrayed by the media or overheard during public and professional 

conversations, many Americans do not have the requisite knowledge to combat this 

misinformation. The significance of exploring factors that influence attitudes toward 

Arab Muslims has implications for nursing education and policy development as 

highlighted in the following section related to belief formation and debriefing.

Clinging to Beliefs

It is generally thought that people rationally base their beliefs on evidence 

(Ajzen, 1980), yet personal beliefs tend to persevere despite new evidence to the 

contrary. Belief perseverance is counterintuitive because it is typically assumed that 

beliefs are based on evidence (Shultz, Katz, & Lepper, 2001). The propensity for 

people to cling to beliefs in spite of counterevidence is well documented for opinions 

(Abelson, 1959), social stereotypes (Katz, 1960), scientific hypotheses (Kuhn, 1960), 

decisions (Janis, 1968), impressions of people (Jones & Goethals, 1971), 

commonplace ideas (Gilovich, 1991), and Americans’ attitudes toward Arab Muslims 

(Zogby, 2003).

Debriefing experiments have been instrumental in illuminating the 

underpinnings of unfounded belief perseverance. Debriefing is defined as a method of 

“interrogation in order to obtain useful information” (Merriam-Webster. 2001, p.

243). In scientific experiments, debriefing typically includes a process of formal, 

systematic questioning and includes informing subjects by verbal report (The Free 

Dictionary. 2004). In debriefing experiments conducted by Ross, Lepper, and
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Hubbard (1975), subjects were provided with false feedback related to performing a 

novel task. Randomly selected subjects were given feedback that led them to believe 

that they either performed the task with a much higher degree of skill or with a much 

lower degree of skill than did the average person. Subsequently, subjects were 

randomly assigned to three experimental debriefing conditions.

The three experimental debriefing conditions included outcome debriefing, 

process debriefing, and no debriefing (control group). Subjects in the outcome 

debriefing condition were informed that the feedback they received was untrue and 

had been fabricated by the researcher. Subjects in the process debriefing condition 

were told of the false feedback and additionally notified about the procedures of 

outcome debriefing, the possible underlying processes of belief perseverance, and the 

purpose of the debriefing experiments. Finally, subjects assigned to the no-debriefing 

control group were not debriefed after they received the erroneous feedback on their 

performance. Subsequently, to assess perseverance of their performance ability, 

subjects in all three groups were asked to rate their ability to perform the novel task.

Data supported an interaction between positive feedback (performing the skill 

better than average) and negative feedback (performing the skill worse than average). 

The greatest difference between receiving positive and negative feedback was 

reported for the no-debriefing condition. In this control condition, subjects who were 

given positive feedback sustained the belief that they would continue to perform the 

task better than those who are average or those who performed worse than average. 

Following outcome debriefing, a significant difference between positive and negative 

abilities remained, but at about half of the strength of the control condition. There
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were no observed differences between positive and negative feedback after process 

debriefing (Shultz, Katz, & Lepper, 2001).

Similar results have been reported for a variety of beliefs and debriefing 

techniques (Jennings, Lepper, & Ross, 1981; Lepper, Ross, & Lau, 1986). A possible 

explanation related to belief perseverance is that people typically justify events and 

personal beliefs, and these explanations sustain beliefs in the face of counterevidence 

(Ross, Lepper and Hubbard, 1975). These data have implications for nursing as 

debriefing experiments have demonstrated success in uncovering underlying attitudes 

and beliefs, describing the role of feedback in belief formation and perseverance, and 

identifying targeted interventions when beliefs are based on erroneous information.

Summary

The studies reported in the review of the literature supported the constructs of 

the theory of planned behavior by demonstrating that nurses’ attitudes toward the 

behavior in question, subjective norms of the nurse’s relevant others toward the 

behavior, and the perceived behavioral control over performing the behavior were 

correlated with nurses’ intention to perform the behavior. Furthermore, the negative 

effects of stereotyping on peoples’ attitudes toward Arabs and Muslims and the 

impact of debriefing sessions on erroneous belief perseverance were sustained.

Findings from studies based on the Theory of Reasoned Action provided 

evidence that the attitudinal dimension of intent was the main aspect to consider in 

predicting behavioral intention and actual behavior (Ajzen & Fishbein, 1980). 

However, when the Theory of Reasoned Action was expanded to include the concept 

of perceived behavioral control, thereby becoming the Theory of Planned Behavior,
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results were more erratic. The literature review however did not reveal any evidence 

that the Theory of Planned Behavior has been used as a theoretical framework for 

exploring nurses’ intentions to provide culturally congruent care. An analysis of the 

application of the Theory of Planned Behavior within this study will assist in the 

expansion and refinement of the theory and contribute to the evolving body of 

nursing knowledge related to the phenomena of culturally congruent care.

Chapter Summary

In Chapter II, a review of the literature and research relevant to the study was 

presented. The theoretical framework for the study related to the variables o f interest 

was identified. Chapter III will contain the methods of investigation for this study. 

The population, sample, and setting will be discussed, and a description of each 

instrument of measurement that will be used and associated data analysis techniques 

will be included.
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Chapter III 

METHODS

The preceding chapters introduced the subject to be investigated, the need for 

and purposes of the study, definitions of main variables, assumptions, limitations, 

significance of the study, review of relevant literature, and a description of the 

theoretical framework for the study. The purpose of this study was to investigate the 

relationships among critical care nurses’ attitudes, subjective norms, perceived 

behavioral control, and intentions to provide culturally congruent care to Arab 

Muslims. Findings are intended to provide a framework for understanding 

motivational factors related to the provision of culturally congruent care for Arab 

Muslims and for establishing beneficial nurse-patient relationships among culturally 

diverse patients.

This investigation used a descriptive correlational study design. The purpose 

of this descriptive correlational study was to investigate the interrelationships or 

associations between or among variables of interest that exist in a specific situation 

(Polit & Hungler, 1999). The study began by examining critical care nurses’ attitudes 

toward caring for Arab Muslims, the magnitude of the relationships among critical 

care nurses’ attitudes, subjective norms, perceived behavioral control, and intentions 

to provide culturally congruent care to Arab Muslims, and the individual nurse’s level 

of perceived control over nursing practice. Three self-report questionnaires and a 

demographic survey were used to collect these data. Data analysis included an 

investigation of the relationships among critical care nurses’ attitudes, subjective
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norms, perceived behavioral control, demographic data, and intentions to provide 

culturally congruent care to Arab Muslims. This study also included an analysis and 

discussion of the Theory of Planned Behavior as it relates to critical care nurses’ 

behavioral beliefs, normative beliefs, control beliefs, and intended behavior toward 

caring for Arab Muslim patients and families.

Chapter III describes the methods of investigation for this study. It 

incorporates a discussion of the population and sample, instruments, instrument 

development, pilot study results, data collection procedures, protection of human 

subjects, and psychometric techniques for data analysis.

Population and Sample

Arab Muslims, the perpetrators of terrorist attacks on the World Trade Center 

in New York City and the Pentagon in Washington D.C., challenged critical care 

nurses to provide compassionate care for culturally diverse critically ill and injured 

victims and their families (Flowers, 2004), some of whom, ironically, were also Arab 

Muslims. These desperate conditions underscored the need for critical care nurses to 

reflect on their attitudes and the influence of the attitudes of relevant others toward 

caring for Arab Muslims. To provide culturally congruent care, critical care nurses 

must acknowledge and appreciate the differences that exist among patients’ cultural 

backgrounds (Erlen, 1998), and examine their own cultural and professional 

experiences (Campinha-Bacote, 2002).

The population for this study included all registered nurses with a minimum of 

two years critical care nursing experience within one urban, multi-site health system.
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Approximately 370 critical care nurses are employed within the following critical 

care units of the health system described above: cardiac progressive care unit, cardiac 

surgical intensive care unit; coronary care unit; medical intensive care unit, neonatal 

intensive care unit; neurosurgical intensive care unit; pediatric cardiac surgical 

intensive care unit; pediatric intensive care unit; post anesthesia care unit; and 

surgical intensive care unit. A purposive sample of critical care nurses employed 

within the aforementioned multi-site health system was included in this investigation. 

The sample size for this study was 208 subjects. Exclusion criteria for the study 

included the following: (1) participation in the pilot study; (2) less than two years 

critical care nursing experience; and (3) refusal to participate in the study. A letter 

explaining the purpose of the study and consent to participate was provided to each 

potential subject. Subjects had the right to refuse participation.

Instruments

This investigation used four separate instruments to collect information. All 

of the subjects completed all four instruments. One of the instruments used a five- 

point Likert scale. Two of the instruments, one developed by this investigator, used 

seven-point Likert scales. One instrument, also developed by this investigator, was a 

survey designed to gather demographic data for each subject. Each instrument will be 

discussed separately.

Cultural Attitude Scale

The Cultural Attitude Scale (Bonaparte, 1979) is a 34-item scale with 

statements answered on a five-point Likert scale and response choices for each
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statement ranging from strongly disagree to strongly agree. Sixty percent of the items 

are negatively stated so as to decrease the potential for acquiring an acquiescent 

response set. The 34-item scale was given to each subject with the following 

instructions: On the following pages, please express on a five-point scale the extent of 

agreement between the feeling expressed regarding Arab Muslim patients and your 

own personal feelings. The five points are: Strongly Disagree, Disagree, Undecided, 

Agree, and Strongly Agree. Please place a check (V) in the box that best reflects your 

feelings (see Appendix D).

Scoring. To score the Cultural Attitude Scale (Bonaparte, 1979), an assigned 

value was given to each item. For example, a one was assigned for each response that 

reflected a poor or unfavorable attitude toward Arab Muslim patients and a five was 

assigned for each response that reflected a good or favorable attitude. The scoring for 

the negatively stated items was reversed so that the lower scores reflected a favorable 

attitude and the higher scores reflected an unfavorable attitude. Each subject was 

given a total score. Scores ranged from 34 indicating a poor or unfavorable attitude, 

to a score of 170, which indicated a good or favorable attitude. Individual 

participant’s scores were then compared.

Reliability and Validity. The Cultural Attitude Scale has been used in a 

number of studies and is typically modified to suit the research questions. Internal 

consistency for the Cultural Attitude Scale have been reported as high, having 

obtained Cronbach alpha coefficients ranging from .77 to .95 (Bonaparte 1979; Jaffe- 

Ruiz, 1981; Rooda, 1993). However, the Cultural Attitude Scale has not been used to 

measure nurses’ attitudes toward Arab Muslims; therefore, a pilot study was
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conducted to determine the internal consistency of the instrument. The Cronbach 

alpha coefficient achieved in the pilot study was .97, and the alpha coefficient yielded 

in the main study was .89.

Permission. Dr. Beverly H. Bonaparte, creator of the instrument, gave her 

permission to this investigator to use the Cultural Attitude Scale (Bonaparte, 1979) 

for the purpose of investigating the relationships among critical care nurses’ attitudes, 

subjective norms, perceived behavioral control, and intentions to provide culturally 

congruent care to Arab Muslims (see Appendix E).

Culture Care Intention Questionnaire

This investigator developed a Culture Care Intention Questionnaire for the 

study based on the constructs of the Theory of Planned Behavior. This self-report 

contained four sections that were referred to as subscales. The first section of the 

questionnaire was entitled the Attitude Subscale and included statements regarding 

critical care nurses’ behavioral beliefs related to providing care of Arab Muslims. The 

second section of the questionnaire was entitled Subjective Norm Subscale and 

included statements regarding critical care nurses’ normative beliefs related to 

providing care of Arab Muslims. The third section was entitled Perceived Behavioral 

Control Subscale and included statements regarding critical care nurses’ control 

beliefs related to providing care to Arab Muslims. And the fourth section was 

entitled Intention Subscale and included statements regarding critical care nurses’ 

intentions to provide culturally congruent care to Arab Muslims.

The Culture Care Intention Questionnaire included statements answered on a 

seven-point semantic differential scale. The Culture Care Intention Questionnaire

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



82

included a total of 90 items that were based on data collected during the pilot study as 

described in the subsequent section entitled Pilot Study. The Attitude Subscale 

included 30 items, the Subjective Norms Subscale included 31 items, the Perceived 

Behavioral Control Subscale included 19 items, and the Intention Subscale included 

10 items. Each subscale is independent and subjects received a separate attitude score, 

subjective norms score, perceived behavioral control score, and intention score. 

Response choices for each statement ranged from bad to good, disagree to agree, 

unlikely to likely, not at all to very much, and frequently to rarely, depending on the 

item and theoretical construct being measured.

The questionnaire was given to each subject with the following instructions: 

Please answer each of the following statements by placing an “X” in the space that 

best describes your opinion. Some of the statements may appear to be similar, but 

they do address somewhat different issues. Please read and answer each statement 

carefully.

Scoring. Each subscale of the Culture Care Intention Questionnaire was 

scored separately and then scores among the sections were compared. To score the 

items, an assigned value ranging from one to seven was given to each item and the 

score for each item was summed so that each subject received a total score for each 

subscale. For example, a one was assigned for each response that reflected the 

negative attitude and a seven was assigned for each response that reflected the 

positive attitude. Subjects received a total attitude score, subjective norms score, 

perceived behavioral control score, and intention score. The range of possible scores
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for each of the four subscales was as follows: Attitude (30 to 210), Subjective Norm 

(31 to 217)), Perceived Behavioral Control (19 to 133), and Intention (10 to 70).

Reliability and Validity. Reliability of the Culture Care Intention 

Questionnaire was determined during the pilot study and main study and yielded 

Cronbach’s alpha coefficients of .96 and .94 respectively. Reliability for each of the 

four subscales was also determined during the main study and pilot study and yielded 

the following respective Cronbach’s alpha coefficients: Attitude Subscale (.87 to .97), 

Subjective Norms Subscale (.94), Perceived Behavioral Control Subscale (.85 to .94), 

and Intention Subscale (.89 to .94). Principal components factor analyses on data 

derived from both the pilot study and main study were performed and yielded factor 

loadings that ranged from .78 to .99. A complete description of the processes by 

which internal consistency and validity for the Culture Care Intention Questionnaire 

were established are discussed in the subsequent section entitled Pilot Study.

Permission. The University of Massachusetts, Department of Psychology, 

Icek Aijen (Ajzen) website (http://www-unix.oit.umass.edu/~aizen/) provided the 

relevant information on the use and application of the Theory of Planned Behavior 

(TPB) and for the construction of a TPB questionnaire. Since the theory and the 

guidelines for questionnaire development are in the public domain, no special 

permission for use of the theory or for constructing the questionnaire was required. 

However, Dr. Ajzen has provided written permission to this investigator to use the 

TPB and to construct a TPB questionnaire for the purpose of investigating the 

relationships among attitudes, subjective norms, perceived behavioral control, and
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critical care nurses’ intentions to provide culturally congruent care to Arab Muslims 

(see Appendix C).

Control Over Nursing Practice Scale

The Control Over Nursing Practice Scale, individual version, (Gerber 1990), 

is a 21-item questionnaire. Statements are answered on a seven-point Likert scale and 

response choices for each statement range from disagree to agree. The 21-item scale 

was given to each subject with the following instructions: The following statements 

represent personal opinions about nursing practice. Please draw a circle around the 

one number that most closely and most honestly indicates how you feel about each 

statement. The lower numbers indicate degrees of disagreement; the higher numbers 

indicate degrees of agreement. The more strongly you feel about the statement, the 

further from the center you should draw your circle (see Appendix F).

Scoring. To score the individual version of the Control Over Nursing Practice 

Scale (Gerber, 1990), an assigned value was given to each item. For example, a one 

was assigned for each response that reflects the perception of no control and a seven 

was assigned for each response that reflects the perception of complete control. Each 

subject was given a total score. Scores ranged from 21 indicating no control, to a 

score of 147, indicating complete control. Individual participant’s scores were then 

compared.

Reliability and Validity. The individual version of the Control Over Nursing 

Practice Scale has been used in many studies and has consistently yielded Cronbach’s 

alpha coefficients of > .85 when used in a variety of clinical settings (Gerber, 1990; 

Gerber, Murdaugh, Verran, & Milton, 1990; Laschinger & Havens, 1996). The
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Cronbach’s alpha coefficient achieved in this study was .94. Construct validity has 

been determined and established repeatedly using factor analysis, predictive 

modeling, and discriminant analysis (Gerber, 1990; Gerber, Murdaugh, Verran, & 

Milton, 1990; Milton, Verran, Gerber, & Fleury, 1995; Verran, Gerber, & Milton, 

1995).

Permission. Dr. Rose M. Gerber, creator of the instrument, gave her 

permission to this investigator to use the Control Over Nursing Practice 

Questionnaire (Gerber, 1990) for the purpose of investigating the relationships among 

critical care nurses’ attitudes, subjective norms, perceived behavioral control, and 

intentions to provide culturally congruent care to Arab Muslims (see Appendix G).

Demosxaphic Survey

A demographic survey was constructed by this investigator to collect 17 

characteristics of the sample and to explore the relationships among identified nurse 

characteristics and intention to provide culturally congruent care to Arab Muslims. 

The demographic scale was completed by the subjects at the same time that they 

completed the other instruments that were used to collect information (see Appendix 

H). Secondary analyses were conducted to relate the following demographics to the 

study variables (attitudes, subjective norms, perceived behavioral control, intention): 

gender, age, race, religion, basic level o f nursing education, highest level of nursing 

education, country of basic level nursing education, country of highest level of 

education, current employment in a critical care unit, critical care unit, job title, 

number of years experience in nursing, number of years experience in critical care
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nursing, certification in critical care nursing, attendance in a course on transcultural 

nursing, and experience providing care to Arab Muslim patients and families.

Pilot Study

One of the instruments that was used in this study to investigate the 

relationships among critical care nurses’ attitudes, subjective norms, perceived 

behavioral control, and intentions was based on the constructs of the Theory of 

Planned Behavior (TBP) and, therefore, was developed by this investigator according 

to the guidelines stipulated by Ajzen and Fishbein (1980), Shifter and Ajzen (1985), 

and Ajzen and Madden (1986). The title of the instrument was the Culture Care 

Intention Questionnaire.

In preparation for construction of the Culture Care Intention Questionnaire, a 

focus group meeting with a representative sample of 10 critical care nurses from the 

New York City Chapter of the American Association of Critical Care Nurses (AACC- 

NYC) was conducted to identify critical care nurses’ salient behavioral, normative, 

and control beliefs related to the provision of culturally congruent care for Arab 

Muslims. This information was used to construct the Culture Care Intention 

Questionnaire. A pilot study of the instrument was conducted using 30 critical care 

nurses from AACN-NYC in order to determine validity and internal consistency.

Elicitation Ouestionniare Development

Construction of the Culture Care Intention Questionnaire began by developing 

an elicitation questionnaire designed to identify critical care nurses’ salient beliefs 

toward the provision of culturally congruent care to Arab Muslim patients and
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families (see Appendix I). Ajzen and Fishbein (1980) defined salient beliefs as a set 

of beliefs that are most central or significant in a specific population. These beliefs 

became known by conducting a focus group and asking a representative sample of the 

population studied to identify their beliefs associated with performing the behavior 

under investigation.

For the purposes of this study, the salient behavioral beliefs, normative 

beliefs, and control beliefs related to critical care nurses’ intentions to provide 

culturally congruent care to Arab Muslims were elicited. A sample of 10 critical care 

nurses with two or more years of critical care nursing experience were asked to attend 

a focus group meeting and to respond to questions suggested by Ajzen and Fishbein 

(1980) to elicit insight into critical care nurses’ attitudes, subjective norms, perceived 

behavioral control, and intentions.

The focus group elicitation questionnaire included three open-ended questions 

related to critical care nurses’ attitudes toward the provision of culturally congruent 

care for Arab Muslims, three questions related to the salient referents that the 

participants feel would most likely influence their attitudes or intentions to provide 

culturally congruent care to Arab Muslims, and three questions related to nurses’ 

perceptions of how easy or how difficult it will be to provide culturally congruent 

care to Arab Muslims. Examples of the questions that were asked included the 

following:

1. What do you believe are the advantages of providing culturally 

congruent care to Arab Muslims?;
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2. Are there any individuals of groups who would approve or encourage 

your providing culturally congruent care to Arab Muslims?; and,

3. What factors or circumstances would enable you to provide culturally 

congruent care to Arab Muslims?

Culture Care Intention Questionnaire Development

The Culture Care Intention Questionnaire was developed based on agreement 

among the critical care nurses who attended the focus group meeting. Consensus of 

the emerging themes related to critical care nurses’ behavioral, normative, and control 

beliefs related to their intentions to provide culturally congruent care to Arab 

Muslims were integrated into the Culture Care Intention Questionnaire according to 

the recommendations of Ajzen and Fishbein (1980), Ajzen and Shifter (1985), and 

Ajzen and Madden (1986). The Culture Care Intention Questionnaire was 

constructed in four parts. The first section of the questionnaire included statements 

related to behavioral beliefs and behavioral outcomes. The second section included 

statements related to normative beliefs and normative outcomes. The third section 

included statements related to control beliefs and control outcomes. And the fourth 

section included statements related to critical care nurses’ intentions to provide 

culturally congruent care to Arab Muslims.

In the process of developing an instrument based on the constructs of the 

Theory of Planned Behavior, the behavior of interest (critical care nurses’ intentions 

to provide culturally congruent care to Arab Muslims) was defined in terms of its 

target, action, context, and time -  TACT (Ajzen, 1988). According to Ajzen, (1988),
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defining TACT elements is somewhat arbitrary, but no matter how the TACT 

elements are defined, it is important to observe the principle of compatibility.

Compatibility requires that all constructs of the theory (attitudes, subjective 

norms, perceived behavioral control, and intention) are defined in terms of exactly the 

same elements and the same degree of specificity related to target, action, context, 

and time. Therefore, for the purposes of this study, the target was defined as critically 

ill Arab Muslim patients and families; action was defined as critical care nurses’ 

intentions to provide culturally congruent care to Arab Muslims; context was be 

defined as caring for Arab Muslims in the critical care setting; and time was defined 

as the next time the critical care nurse encounters an Arab Muslim patient and family. 

The following is an example of an item that was included in the questionnaire:

I intend to provide culturally congruent care to critically ill Arab Muslim
patients the next time I am assigned to care to them.

Unlikely Likely

extremely quite slightly neither slightly quite extremely

The pilot version of the Culture Care Intention Questionnaire was 

administered to a volunteer sample of 30 critical care nurses who were not included in 

the final study. Participants in the pilot study were critical care nurses with two or 

more years of critical care nursing experience who attended educational meetings of 

the New York City Chapter of the American Association of Critical Care Nurses 

during the month of January 2005. The purpose of completing the questionnaire was 

explained to the nurses who participated in the pilot study. It was made clear that 

each participant’s anonymity and confidentiality of their responses would be assured. 

Directions for completing the questionnaire were provided verbally and in writing.
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Completion of the pencil and paper questionnaire took approximately 30 minutes. 

Participants were apprised of the time required for completing the questionnaire prior 

to their participation. General readability and clarity of the questionnaire were 

discussed as part of the feedback elicited after the participants completed the 

instrument. No participant demographic data were collected during the pilot study.

A total of 90 items were included in the pilot version of the Culture Care 

Intention Questionnaire (see Appendix J). According to the template provided by 

Ajzen and Fishbein (1980), Ajzen and Shifter (1985), and Ajzen and Madden (1986), 

a seven-point semantic differential scale was used to score each item. Scores for each 

item ranged from one (bad, disagree, unlikely, not at all, frequently) to seven (good, 

agree, likely, very much, rarely). The response choices for each statement range from 

bad to good, disagree to agree, unlikely to likely, not at all to very much, and 

frequently to rarely. Internal consistency, a reliability coefficient, was determined by 

Cronbach’s alpha (a). Principal components factor analyses were performed to 

determine if items loaded onto the theoretical construct under investigation (Polit & 

Hungler, 1999). Principal components factor analyses on data derived from both the 

pilot study and main study yielded high factor loadings that ranged from .78 to .99, 

and supported that all items loaded onto their respective attribute, namely, attitudes, 

subjective norms, perceived behavioral control, and intention.

Face validity was determined after observation by, and discussions with, the 

pilot study participants. Clarity and readability of each item of the questionnaire were 

reviewed and recommendations for improvement were discussed and integrated into 

the final questionnaire. Content validity was established by a panel of experts in
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critical care nursing, transcultural nursing, and nurses experienced in providing 

culturally congruent care to Arab Muslims. The final version of the Culture Care 

Intention Questionnaire reflected agreement among the panel experts that items 

accurately represented the concepts and relationships under investigation (see 

Appendix K). In addition, the final version of the Culture Care Intention 

Questionnaire remained unchanged from the pilot version. Scoring guidelines for the 

pilot version and main study version of the Culture Care Intention Questionnaire are 

depicted in Appendix L.

Construct validity of the Culture Care Intention Questionnaire was supported. 

Construct validity is the degree to which inferences can justifiably be derived from 

the operationalization of the study to the theoretical constructs upon which the study 

was based. In essence, construct validity is the degree to which an instrument 

measures the constructs under investigation (American Psychological Association, 

1954; Polit & Hunger, 1999). Construct validity of the Culture Care Intention 

Questionnaire was supported using a variety of sources described henceforth.

Carmines and Zeller (1979) stated that construct validity is established when 

there is a “pattern of consistent findings involving different researchers using 

different theoretical structures across a number of different studies” (p. 24). The 

Theory of Planned Behavior recognizes the interrelationships among beliefs, 

attitudes, subjective norms, perceived behavioral control, and intentions. As such, 

these concepts have been used in numerous nursing and health-related studies across 

a variety of disciplines (Dilorio, 1997; Dodgson, Henly, Duckett & Tarrant, 2003; 

Fishbein & Stasson, 1990; Hanson, 1997; Laschinger & Goldenberg, 1993;
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Laschinger & Havens, 1996; Nash, Edwards & Nebauer, 1993; Pender & Pender, 

1985; Presholdt, Lane, & Matthews, 1987; Renfroe, O’Sullivan & McGee, 1990; 

Toneatto & Binik, 1985; Wambach, 1997; and Young & Kent, 1985). Findings from 

these studies that utilized questionnaires based on the Theory of Planned Behavior 

developed based on the guidelines of Ajzen and Fishbein (1980), Ajzen and Shifter 

(1985), and Ajzen and Madden (1986), consistently supported the constructs of the 

theory.

Fishbein and Ajzen (1981) contended that “construct validity of an operation 

can be tested only in the context of a nomological network, not by conducting a single 

experiment” (p. 341). Cronbach and Meehl (1955) first established the nomological 

network approach to construct validity and stated that in order to validate that an 

instrument accurately measures a construct, “a nominal network surrounding the 

construct must exist” (p. 291). According to Cronbach and Meehl (1955), a 

nomological network includes a theoretical framework for what is being measured, 

and empirical framework for how you are going to measure it (some of the laws in the 

network must be observable), and specification of the linkages among and between 

the two frameworks. Therefore, a lawful network exists only when there is a 

connection between conditions and laws, and when the definitiveness of the 

constructs increases over time.

Fishbein and Ajzen (1981) have determined that the constructs of the Theory 

of Reasoned Action and, subsequently, the Theory of Planned Behavior, not only 

meet the requisite criteria of the nomological network, but that repeated findings 

demonstrating the relationships among attitudes, subjective norms, perceived
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behavioral control, and intention derived from a multiplicity of study settings 

provided sufficient evidence in support of construct validity (Ajzen & Fishbein, 1980; 

Ajzen & Shifter (1985); and Ajzen & Madden (1986); Fishbein & Ajzen, 1981).

Data Collection Procedures

Critical care nurses were invited to attend a briefing session regarding the 

study. The briefing session included an explanation of the purposes of the study and a 

discussion of the procedures used to ensure anonymity and confidentiality of the 

subjects and their responses. Nurses who met the criteria and were willing to 

participate were given a packet with the instruments to be completed and directions 

for completion. The instruments within the first packet were randomly arranged and 

alternated thereafter in subsequent packets. The packet of instruments was given to 

each subject in random order. All questionnaires were returned to the principal 

investigator and placed in a sealed envelope. In addition to signed informed consent, 

the completed questionnaires served as further evidence of each subject’s informed 

consent and willingness to participate in the study.

Protection of Human Subjects

All potential participants in this investigation received verbal and written 

explanations related to the purposes of the study, data collection procedures, 

participant’s rights, and potential implications of the study findings for nursing 

practice, education, research, and policy development (see Appendix M). Prior to 

beginning the study, it was explained that inclusion in this study was voluntary and
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that non-participation or withdrawal from the study at any time would not incur 

penalty or loss of benefits. A signed informed consent was requested of each 

participant prior to the completion of the study instruments (see Appendix N). Before 

beginning this investigation, approval of the research procedures was acquired from 

the Institutional Review Boards (IRBs) for the Protection of Human Subjects at 

Teachers College, Columbia University (see Appendix O), and from the health care 

organization where the data were collected (see Appendix P).

Informed Consent

The informed consent procedure that was used in this study was approved in 

advance by the Institutional Review Boards of the university, and from the health care 

organization where the data were collected. Verbal and written informed consent was 

obtained from subjects who agreed to participate in the study in advance of their 

participation. Participants were informed that all data would be kept anonymous and 

confidential, as no identifying information was required on the data collection 

instruments. It was explained that data and written consents would be kept in a 

locked file in accordance with the guidelines and regulations of the university and the 

health care organization within which the study was performed.

There were no perceived personal or professional risks associated with 

participation in this study other than those similar to participation in other general 

surveys and information gathering pursuits. Potential benefits included increasing 

each nurse’s awareness of the influence of attitudes, subjective norms, and perceived 

behavioral control on their intended or actual behavior to provide culturally congruent 

care in general, and, to provide care that fits with the values, beliefs, and lifeways of
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Arab Muslim patients and families in particular. Each participant was informed of the 

time required for completion of the questionnaires and how the findings of this study 

would be used. Information regarding how to contact the principal investigator of 

this study, and Institutional Review Boards of Teachers College, Columbia University 

and the health care organization, were provided to each participant.

Data Analysis

Central to the purpose of this study was an investigation of the relationships 

among critical care nurses’ attitudes, subjective norms, perceived behavioral control, 

and intentions to provide culturally congruent care to Arab Muslims. Descriptive 

statistics were used to organize and summarize data and to describe the characteristics 

of the sample. All descriptive statistics and quantitative data derived from the self- 

report scales, questionnaire, and demographic survey were analyzed using the 

Statistical Package Social Sciences (SPSS) computer software program Version 13.0.

The variables of interest in this study included critical care nurses’ attitudes, 

subjective norms, perceived behavioral control, and intentions to provide culturally 

congruent care to Arab Muslims. The measures of central tendency for the attitude, 

subjective norm, perceived behavioral control, and intention scores were calculated. 

The frequencies and distribution of attitude scores, subjective norm scores, perceived 

behavioral control scores, and intention scores were depicted in relevant tables and 

figures. Principal components factor analyses were performed on the data measured 

by the Cultural Care Intention Questionnaire.
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The Pearson Product-Moment Correlation (Pearson’s r) was performed to 

determine the presence, magnitude, and significance of the correlations among the 

variables of interest. Pearson’s r was used to analyze the relationship between each 

pair of variables as follows:

1. Critical care nurses’ attitudes and intentions to provide culturally congruent 

care to Arab Muslims as measured by the Cultural Attitude Scale (Bonaparte, 

1979), the Attitude Subscale, and the Intention Subscale of the Culture Care 

Intention Questionnaire that was developed by this investigator according to 

the guidelines stipulated by Ajzen and Fishbein, (1980);

2. Critical care nurses’ subjective norms and intentions to provide culturally 

congruent care to Arab Muslims as measured by the Subjective Norm Subscale 

and Intention Subscale of the Culture Care Intention Questionnaire that was 

developed by this investigator according to the guidelines stipulated by Azjen 

and Fishbein (1980); and,

3. Critical care nurses’ perceived behavioral control and intentions to provide 

culturally congruent care to Arab Muslims as measured by the Perceived 

Behavioral Control Subscale and Intention Subscale of the Culture Care 

Intention Questionnaire that was developed by this investigator according to 

the guidelines stipulated by Ajzen and Madden (1986), and the Control Over 

Nursing Practice Scale (Gerber, 1990; Gerber, Murdaugh, Verran, & Milton, 

1990);

Two sample independent /-tests were conducted to investigate differences in 

attitudes, subjective norms, and perceived behavioral control between those subjects
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who were unlikely to intend to provide culturally congruent care to Arab Muslims 

and those who were likely to intend to provide culturally congruent care to Arab 

Muslims. Analysis of variance was used to establish if categorical data, such as 

participant demographics, had relationships or associations with the main variables of 

this study. When significant relationships between demographic variables and the 

main study variables were identified, post-hoc analyses were performed to fiirther 

investigate the source of statistical significance among the different levels of each of 

the demographic variables.

The correlation of the following demographic variables collected using the 

Demographic Survey developed by this investigator (gender, age, race, religion, basic 

level of nursing education, highest level of nursing education, country of basic level 

nursing education, country of highest level of nursing education, unit, job title, 

number of years experience in nursing, number of years experience in critical care 

nursing, certification in critical care nursing, attendance in a course on transcultural 

nursing, and experience providing care to Arab Muslim patients and families), as they 

related to critical care nurses’ attitudes, subjective norms, perceived behavioral 

control, and intentions to provide culturally congruent care to Arab Muslims were 

examined and reported. A discussion of the application and utility of the Theory of 

Planned Behavior as it relates to personal attitudes, subjective norms, perceived 

behavioral control, and critical care nurses’ intentions to provide culturally congruent 

care to Arab Muslims was included.
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Summary

In Chapter III, an introduction to the logic, strategy, and overall research 

design of the study was presented. The population and sample, description, source, 

selection, number, and inclusion criteria of the subjects in this study have been 

identified. Instrument development and a description of each instrument used in the 

study, number of items, tasks for subjects to perform, administration procedures, 

scoring and score interpretations, evidence of validity and reliability, data collection 

procedures, and protection of human subjects were presented. A brief overview of the 

data analysis procedures including statistical methods for examining the relationships 

among the study variables were also included. Chapter IV presents the findings of this 

investigation.
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Chapter IV 

FINDINGS OF THE STUDY

The findings of the study are presented in this chapter. This investigation used 

four separate instruments to collect the data presented herein. All of the participants 

completed all four instruments. Subject’s attitudes toward Arab Muslims, attitudes 

toward providing culturally congruent care to Arab Muslims, subjective norms

V
toward providing culturally congruent care to Arab Muslims, perceived behavioral 

control toward providing culturally congruent care to Arab Muslims, control over 

nursing practice, and intentions to provide culturally congruent care to Arab Muslims 

were measured and demographic information was gathered.

Frequency breakdowns for each of the demographic variables begins Chapter 

IV. The purpose of this study was to investigate the relationships among critical care 

nurses’ attitudes, subjective norms, perceived behavioral control, and intentions to 

provide culturally congruent care to Arab Muslims and will therefore provide the 

framework for the arrangement and presentation of other findings that were gathered 

in this descriptive correlational study. A summary of significant findings will bring 

this chapter to a close.

Demographic Data

The population for this study included all registered nurses with a minimum of 

two years critical care nursing experience within one urban, multi-site health system 

A total of 225 subjects attended briefing sessions conducted to discuss the purposes 

of the study and the procedures used to ensure anonymity and confidentiality. Of the
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225 nurses who attended the briefing sessions, 17 nurses did not participate in this 

investigation for the following reasons: (1)10 nurses did not meet the inclusion 

criteria; (2) five nurses were not interested in participating in the study; and (3) two 

nurses were too busy during the time period that data were being collected.

The final sample for this investigation consisted o f208 subjects who 

voluntarily agreed to participate in the study and met the inclusion criteria for the 

study. The data were collected during the months of January 2005 and February 

2005. All returned instruments used in this investigation were reviewed for 

completeness by this investigator; therefore, no instruments were discarded and all 

were included in data analysis. The demographic data collected from the 208 subjects 

included gender, age, race, religion, basic level of nursing education, highest level of 

education, country of basic level nursing education, country of highest level of 

nursing education (education), current practice as a critical care nurse, unit, job title, 

number of years experience in nursing, number of years experience in critical care 

nursing, certification in critical care nursing, certification in another nursing specialty 

(clinical practice), past experience providing care to Arab Muslims, and attendance in 

a course on transcultural nursing.

Gender. Age. Race, and Religion

The frequency distributions of subjects’ gender, age, race, and religion are 

depicted in Table 1. Of the 208 participants in this study, 12 were male (5.8%) and 

196 were female (94.2%). The age frequencies of study participants revealed that 27 

(13.0%) of the subjects were in the 25 to 34 years of age group, 67 (32.2%) were in 

the 35 to 44 years of age group, 82 (39.4%) were in the 45 to 54 years age group, 14
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Table 1

Frequencies o f Subjects ’ Gender, Age, Race, and Religion

Demographic Variables / N % Cumulative %

Gender

Male 12 5.8% 5.8%

Female 196 94.2% 100.0%

Total 208 100.0% 100.0%

Age

25 to 34 years 27 13.0% 13.0%

35 to 44 years 67 32.2% 45.2%

45 to 54 years 82 39.4% 84.6%

55 to 59 years 14 6.7% 91.3%

60 to 64 years 18 8.7% 100.0%

Total 208 100.0% 100.0%

Race

White (non-Hispanic) 42 20.2% 20.2%

Black/African-American 33 15.9% 36.1%

Hispanic (non-White) 9 4.3% 40.4%

Asian (Far Eastern) 104 50.0% 90.4%

Middle Eastern 2 1.0% 91.3%

South Pacific Islander 7 3.4% 94.7%

Other 11 5.3% 100.0%

Total 208 100.0% 100.0%
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Table 1 (continued)

Frequencies o f Subjects ’ Gender, Age, Race, and Religion

Demographic Variables / N % Cumulative %

Religion

Christian 168 80.7% 80.7%

Jewish 7 3.4% 84.1%

Buddhist 2 1.0% 85.1%

Hindu 2 1.0% 86.1%

Agnostic 1 0.5% 86.6%

Atheist 4 1.9% 88.5%

Other 24 11.5% 100.0%

Total 208 100.0% 100.0%

Note. N=  208.

(6.7%) were in the 55 to 59 years of age group, and 18 (8.7%) were in the 60 to 64 

years of age group. Consistent with national demographics for nursing (Buerhaus, 

Staiger, & Auerbach, 2000), the majority of subjects were female between the ages of 

45 and 54 years.

Following the United States Census Bureau categories for race, frequencies 

for study participants’ race revealed that 42 (20.2%) were White (non-Hispanic), 33 

(15.9%) were Black or African American, 9 (4.3%) were Hispanic (non-White), 104 

(50.0%) were Asian (Far Eastern), 2 (1.0%) were Middle Eastern, and 7 (3.4%) were 

South Pacific Islanders. The balance, 11 (5.3%), listed themselves in the “Other”
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category and specified the following: Asian (n = 5), Filipino (n = 5), and Caribbean 

(n = 1). The majority of the subjects in this study were Far Eastern.

The frequency distribution of religion illustrated that 168 (80.7%) were 

Christian, 7 (3.4%) were Jewish, 2 (1.0%) were Buddhist, 2 (1.0%) were Hindu, 1 

(0.5%) was Agnostic, and 4 (1.9%) were Atheist. The remainder, 24 (11.5%), listed 

themselves in the “Other” category and specified the following: Catholic (n = 17), 

Baptist ( n -  1), Presbyterian (n= 1), Seventh-Day Adventist (n = 4), and Non- 

Denominational (n = 1). The majority of the subjects in this study were Christian. 

There were no Muslim subjects represented within the sample.

Education

Data regarding subjects’ level of basic (pre-licensure) nursing education, 

highest level of education, country of basic nursing education, and country of highest 

level of education were collected. Table 2 depicts the frequencies of subjects’ basic 

nursing education, highest level of education, country of basic nursing education, and 

country of highest level of education. Of the 208 participants in this study, the 

Diploma in Nursing was identified as the basic level of nursing education by 24 

(11.5%) of the subjects, 17 (8.2%) identified the Associate Degree in Nursing, 161 

(77.4%) indicated the Bachelor’s Degree in Nursing, and 6 (2.9%) specified the 

Master’s Degree in Nursing. The basic level of education of the majority of the 

subjects in this study was the Bachelor’s Degree in Nursing.

The highest level of education for 12 (5.8%) of the subjects was the Diploma 

in Nursing, 10 (4.8%) the Associate Degree in Nursing, 144 (69.2%) the Bachelor’s
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Table 2

Frequencies o f Subjects ’ Education and Country o f Education

Demographic Variables / N % Cumulative %

Basic Nursing Education

Diploma 24 11.5% 11.5%

Associate Degree 17 8.2% 19.7%

Bachelor’s Degree 161 77.4% 97.1%

Master’s Degree 6 2.9% 100.0%

Total 208 100.0% 100.0%

Highest Level of Education

Diploma (Nursing) 12 5.8% 5.8%

Associate Degree (Nursing) 10 4.8% 10.6%

Bachelor’s Degree (Nursing) 144 69.2% 79.8%

Bachelor’s Degree (non-Nursing) 13 6.3% 86.1%

Master’s Degree (Nursing) 19 9.1% 95.2%

Master’s Degree (non-Nursing) 7 3.4% 98.6%

Doctorate (non-Nursing) 3 1.4% 100.0%

Total 208 100.0% 100.0%

Country of Basic Nursing Education

United States of America 93 44.7% 44.7%

Other 115 55.3% 100.0%

Total 208 100.0% 100.0%
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Table 2 (continued)

Frequencies o f Subjects ’ Education and Country o f Education

Demographic Variables f N % Cumulative %

Country of Highest Level of 

Education 

United States of America 114 54.6% 54.6%

Other 86 41.3% 41.3&

Not Applicable 8 3.8% 100.0%

Total 208 100.0% 100.0%

Note. N=  208.

Degree in Nursing, 13 (6.3%) the Bachelor’s Degree (non-Nursing), 19 (9.1%) the 

Master’s Degree in Nursing, 7 (3.4%) the Master’s Degree (non-Nursing), and 3 

(1.4%) the Doctorate (non-Nursing). The highest level of education of the majority 

of the subjects in this study was the Bachelor’s Degree in Nursing.

The frequency distribution of country of basic nursing education illustrated 

that 93 (44.7%) of the subjects received their basic nursing education in the United 

States of America (USA) and 115 (55.3%) received their basic nursing education in 

another country as follows: the Philippines (n = 86), India (n = 5), United Kingdom 

(n = 5), Jamaica {n = 4), Asia (n = 3), Korea (n = 3), Barbados (n = 2), Australia (n = 

1), China (n = 1), Dominica (« = 1), Europe (n = 1), Guyana (n = 1), Panama (« = 1), 

and Trinidad (n = 1). The frequencies of country of highest level of education of the 

subjects in this study showed that 114 (54.6%) received their highest level of 

education in the United States of America, 86 (41.3%) received their highest level of
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education in another country as follows: the Philippines (n -  72), Asia (n = 3), India 

{n = 3), United Kingdom (n = 2), China (n = 1), Europe (n= 1), Jamaica (n -  1), 

Korea (n = 1), Panama (n= 1), and Trinidad (n = 1), and 8 participants (3.8%) 

indicated not applicable. The majority of the study participants received their basic 

nursing education in a country other than the USA and received their highest level of 

education in the USA.

Clinical Practice

Table 3 illustrates the frequencies of critical care units where subjects’ were 

employed, Current job title, years of experience in nursing, years of experience in 

critical care nursing, certification in critical care nursing, and certification in another 

nursing specialty. All of the subjects in this investigation were currently employed in 

a critical care unit. Data related to the critical care unit where subjects were 

employed, job title, years of experience in nursing, years of experience in critical care 

nursing, certification in critical care nursing, and certification in another nursing 

specialty were collected.

The frequency distribution of critical care units where subjects were employed 

during this investigation denoted that of the 208 subjects, 14 (6.7%) were employed 

in the Cardiac Progressive Care Unit, 33 (15.9%) in the Cardiac Surgical Intensive 

Care Unit, 16 (7.7%) in the Coronary Care Unit, 8 (3.8%) in the Medical Intensive 

Care Unit, 22 (10.6%) in the Neonatal Intensive Care Unit, 21 (10.1%) in the 

Neurosurgical Intensive Care Unit, 9 (4.3%) in the Pediatric Cardiac Intensive Care
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Table 3

Frequencies o f Subjects ’ Clinical Practice

Demographic Variables / N % Cumulative %

Critical Care Unit

Cardiac Progressive Care Unit 14 6.7% 6.7%

Cardiac Surgical Intensive Care Unit 33 15.9% 22.6%

Coronary Care Unit 16 7.7% 30.3%

Medical Intensive Care Unit 8 3.8% 34.1%

Neonatal Intensive Care Unit 22 10.6% 44.7%

Neurosurgical Intensive Care Unit 21 10.1% 55.4%

Pediatric Cardiac Intensive Care Unit 9 4.3% 59.7%

Pediatric Intensive Care Unit 12 5.8% 65.5%

Post Anesthesia Care Unit 48 23.1% 88.6%

Surgical Intensive Care Unit 25 11.4% 100.0%

Total 208 100.0% 100.0%

Current Job Title

Clinical Nurse 193 92.8% 92.8%

Clinical Nurse Manager 4 1.9% 94.7%

Education Specialist 3 1.4% 96.1%

Nurse Clinician 5 2.4% 98.5%

Clinical Coordinator 2 1.0% 99.5%

Other (Not Specified) 1 0.5% 100.0%
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Table 3 (continued)

Frequencies o f Subjects ’ Clinical Practice

Demographic Variables / N % Cumulative %

Total 208 100.0% 100.0%

Years of Nursing Experience

2 to 5 years 18 8.7% 8.7%

6 to 9 years 12 5.8% 14.4%

10 to 15 years 42 20.2% 34.6%

16 to 20 years 42 20.2% 54.8%

21 to 25 years 50 24.0% 78.8%

more than 25 years 44 21.2% 100.0%

Total 208 100.0% 100.0%

Years of Critical Care Experience

2 to 5 years 41 19.7% 19.7%

6 to 9 years 24 11.5% 31.3%

10 to 15 years 56 26.9% 58.2%

16 to 20 years 43 20.7% 78.8%

21 to 25 years 23 11.1% 89.9%

more than 25 years 21 10.1% 100.0%

Total 208 100.0% 100.0%

Certification in Critical Care Nursing

Yes 66 31.7% 31.7%

No 142 68.3% 100.0%
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Table 3 (continued)

Frequencies o f Subjects ’ Clinical Practice

Demographic Variables / N % Cumulative %

Total

Certification in Another Specialty

208 100.0% 100.0%

Yes 54 26.0% 26.0%

No 154 74.0% 100.0%

Total 208 100.0% 100.0%

Unit, 12 (5.8%) in the Pediatric Intensive Care Unit, 48 (23.1%) in the Post 

Anesthesia Care Unit, and 25 (12.0%) in the Surgical Intensive Care Unit.

The current job title of the 208 participants indicated that 193 (92.8%) were 

employed as Clinical Nurses, 4 (1.9%) were Clinical Nurse Managers, 3 (1.4%) were 

Education Specialists, 5 (2.4%) were Nurse Clinicians, 2 (1.0%) were Clinical 

Coordinators, and 1 (0.5%) indicated the category “Other” but did not specify their 

job title. The majority of the study participants were Clinical Nurses.

Data regarding the number of years experience in Nursing were collected in 

this investigation. The frequencies of the number of years of nursing experience of 

study participants demonstrated that 18 (8.7%) of the participants had two to five 

years of nursing experience, 12 (5.8%) had six to nine years of nursing experience, 42 

(20.2%) had 10 to 15 years of nursing experience, 42 (20.2%) had 16 to 20 years of 

nursing experience, 50 (24.0%) had 21 to 25 years of nursing experience, and 44 

(21.2%) had more than 25 years of nursing experience.
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The data related to number of years of experience in critical care nursing 

indicated that 41(19.7%) of the subjects had two to five years of critical care nursing 

experience, 24 (11.5%) had six to nine years of critical care nursing experience, 56 

(26.9%) had 10 to 15 years critical care nursing experience, 43 (20.7%) had 16 to 20 

years of critical care nursing experience, 23 (11.1%) had 21 to 25 years of critical 

care nursing experience, and 21 (10.1%) had more than 25 years of critical care 

nursing experience. Inclusion criteria for this investigation required that subjects 

possess a minimum of two years critical care nursing experience.

The frequency distribution of certification in critical care nursing of subjects 

is illustrated that 66 (31.7%) were certified in critical care nursing and 142 (68.3%) 

were not certified in critical care nursing. In relation to certification in another 

nursing specialty, 54 (26.0%) of the participants were certified in another nursing 

specialty and 154 (74.0%) were not certified in another nursing specialty. Subjects 

indicated certifications in the following specialties: Perianesthesia Nursing (n = 15), 

Emergency Nursing (n = 1), Neuroscience Nursing (n= 1), Medical Surgical Nursing 

(n = 26), Pediatric Nursing (n = 3), Neonatal Nursing (n = 3), Oncology Nursing (n 

1). and Advanced Practice Nurse Practitioners (n = 4). The majority of subjects in this 

study were not certified in critical care nursing or in another nursing specialty.

Experience

Table 4 depicts the frequencies of subjects’ past experiences caring for Arab 

Muslims and past attendance in a transcultural nursing course or cultural diversity 

workshop. Of the 208 participants, 171 (82.2%) had past experiences caring for Arab 

Muslims while 11 (5.3%) did not. Furthermore, 72 (34.6%) of the subjects attended a
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Table 4

Frequencies o f Subjects ’ Past Experiences

Demographic Variables / N % Cumulative %

Caring for Arab Muslims

Yes 171 82.2% 82.2%

No 11 5.3% 87.5%

Don’t Know 26 12.5% 100.0%

Total 208 100.0% 100.0%

Attendance in a Transcultural Nursing

Course

Yes 72 34.6% 34.6%

No 136 65.4% 100.0%

Total 208 100.0% 100.0%

Note. N=  208.

transcultural nursing course or cultural diversity workshop and 136 (65.4%) did not. 

The majority of subjects in this investigation had prior experience providing care to 

Arab Muslims and had not attended a transcultural nursing course or cultural diversity 

workshop.

In summary, the majority of the subjects in this study were female, Asian (Far 

Eastern), clinical nurses between the ages of 45 and 54 years old, and Christian. The 

greater part of participants’ basic level of education was a Bachelor’s Degree in 

Nursing, had received their basic nursing education in a country other than the United 

Stated of America, were not certified in critical care nursing or another nursing
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specialty, had prior experience providing care to Arab Muslims, and had not attended 

a transcultural nursing course or cultural diversity workshop.

Measurement of Critical Care Nurses’ Attitudes Toward 
Providing Culturally Congruent Care to Arab Muslims

Critical care nurses’ attitudes toward providing culturally congruent care to 

Arab Muslims were measured by means of two instruments. The Cultural Attitude 

Scale (Bonaparte, 1979) was used to measure critical care nurses’ attitudes toward 

Arab Muslims and the Attitude Subscale of the Culture Care Intention Questionnaire 

developed by this investigator according to the guidelines stipulated by Ajzen and 

Fishbein (1980) was used to measure critical care nurses’ attitudes toward providing 

culturally congruent care to Arab Muslims. Each participant in this investigation 

completed both instruments and received scores for each. Data collected using each 

instrument were discussed separately and depicted in subsequent tables and figures.

Cultural Attitude Scale

Each subject responding to the items on the Cultural Attitude Scale 

(Bonaparte, 1979) was given a score. As described in the score interpretation 

guidelines reported by Bonaparte (1979), the possible scores ranged from a score of 

34, indicating an unfavorable attitude toward Arab Muslims, to a score of 170, 

indicating a favorable attitude toward Arab Muslims. Table 5 depicts the frequencies 

and measures of central tendency of attitudes toward Arab Muslims scores as 

measured by the Cultural Attitude Scale. A frequency breakdown of all scores 

obtained on the Cultural Attitude Scale is represented in Appendix Q.
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Table 5

Frequencies and Measures o f Central Tendency o f Attitudes Toward Arab Muslims 

Scores

Attitude Score / N % Cumulative %

75 to 84 5 2.5% 2.5%

85 to 94 9 4.4% 6.9%

95 to 104 42 20.1% 27.0%

105 to 114 56 26.9% 53.9%

115 to 124 58 27.8% 81.7%

125 to 134 34 16.3% 98.0%

135 to 146 2 2.0% 2.0%

Total 208 100.0% 100.0%

Measures of Central M  Mdn Mode SD Min. Max.

Tendency (Range)

Attitudes Toward Arab 112.78 114.00 102.00 12.40 75.00 146.00

Muslims Scores (71.00)

Note. N=  208. Possible score range was 34 to 170.

The lowest measured attitude toward Arab Muslims score was 75 and the 

highest score was 146. Of the 208 subjects in this study, the mean attitude toward 

Arab Muslims score was 112.78, the median and mode were 114.00 and 102.00 

respectively, with a standard deviation of 12.40 and range of 71.00 points. In general, 

critical care nurses’ attitudes toward caring for Arab Muslims scores for this sample
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were moderately high signifying as moderately favorable attitude toward Arab 

Muslims (see Figure 7).
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Scores

High Moderate Moderate High

Unfavorable Undecided Favorable

Figure 7. Cultural Attitude Scale Score Interpretation. N -  208.

Note. Based on score interpretation guidelines reported in Bonaparte, B.H. (1979). 

Ego defensiveness, open-mindedness, and nurses’ attitude toward culturally different 

patients. Nursing Research, 28, 166- 172.

Attitude Subscale of the Culture Care Intention Questionnaire

Each participant responding to the items on the Attitude Subscale of the 

Culture Care Intention Questionnaire developed by this investigator according to the 

guidelines stipulated by Ajzen and Fishbein (1980) was given a score. As described 

in the score interpretation guidelines reported by Ajzen and Fishbein (1980), the 

possible scores ranged from a score of 30, indicating an unfavorable attitude toward
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providing culturally congruent care to Arab Muslims, to a score of 210, indicating a 

favorable attitude toward providing culturally congruent care to Arab Muslims.

Table 6 depicts the frequencies and measures of central tendency of attitude 

scores toward providing culturally congruent care to Arab Muslims as measured by 

the Attitude Subscale of the Culture Care Intention Questionnaire. A frequency 

breakdown of all scores obtained on the Attitude Subscale of the Culture Care 

Intention Questionnaire is represented in Appendix R.

The lowest measured attitude toward providing culturally congruent care to 

Arab Muslims score was 118 and the highest score was 210. Of the 208 subjects in 

this study, the mean attitude toward providing culturally congruent care to Arab 

Muslims score was 172.76, the median and mode were 175.00 and 177.00 

respectively, with a standard deviation of 17.87 and a range o f92.00 points. The 

overall scores of the sample were moderately to extremely high indicating that critical 

care nurses had a very favorable attitude toward providing culturally congruent care 

to Arab Muslims (see Figure 8).
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Table 6

Frequencies and Measures o f Central Tendency o f Attitudes Toward Providing

Culturally Congruent Care to Arab Muslims Scores

Attitude Score / N % Cumulative %

118 to 130 3 1.5% 1.5%

131 to 140 9 4.3% 5.8%

141 to 150 11 5.3% 11.1%

151 to 160 27 13.0% 24.1%

161 to 170 37 17.8% 41.9%

171 to 180 49 23.6% 65.5%

181 to 190 39 18.7% 84.2%

191 to 200 23 11.1% 95.3%

201 to 210 10 4.7% 100.0%

Total 208 100.0% 100.0%

Measures of Central 

Tendency

M Mdn Mode SD Min Max. 

(Range)

Attitude Scores 172.76 175.50 177.00 17.87 118.00 210.00 
(92.00)

Note. N=  208. Possible score range was 30 to 210.
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Figure 8. Attitude Subscale Score Interpretation. N=  208.

Note. Based on score interpretation guidelines reported in Ajzen, I. & Fishbein, M. 

(1980). Understanding attitudes and predicting social behavior. Englewood Cliffs, 

NJ: Prentice Hall.

Measurement of Critical Care Nurses’ Subjective Norms Toward 
Providing Culturally Congruent Care to Arab Muslims

Critical care nurses’ subjective norms toward providing culturally 

congruent care to Arab Muslims was measured using the Subjective Norms Subscale 

of the Culture Care Intention Questionnaire developed by this investigator according 

to the guidelines stipulated by Ajzen and Fishbein (1980). Each subject answering the 

Subjective Norms Subscale of the Culture Care Intention Questionnaire received a 

score. As described in the score interpretation guidelines reported by Ajzen and 

Fishbein (1980), the possible scores ranged from a score of 31, indicating no 

influence of attitudes of relevant others on critical care nurses toward providing
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culturally congruent care to Arab Muslims, to a score of 217, indicating high degree 

of influence of attitudes of relevant others on critical care nurses toward providing 

culturally congruent care to Arab Muslims.

Table 7 depicts the frequencies and measures of central tendency of subjective 

norms scores toward providing culturally congruent care to Arab Muslims as 

measured by the Subjective Norms Subscale of the Culture Care Intention 

Questionnaire. A frequency breakdown of all scores obtained on the Subjective 

Norms Subscale of the Culture Care Intention Questionnaire is represented in 

Appendix S.

The lowest measured subjective norms toward providing culturally congruent 

care to Arab Muslims score was 58 and the highest score was 217. Of the 208 

subjects in this study, the mean subjective norms score was 161.73, the median and 

mode were 164.50 and 167.00 respectively, with a standard deviation of 30.84 and a 

159.00 points. In general, critical care nurses’ subjective norms toward providing 

culturally congruent care to Arab Muslims scores for this sample were high indicating 

that the attitudes of relevant others had a strong influence on critical care nurses’ 

attitudes toward providing culturally congruent care to Arab Muslims (see Figure 9).
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Table 7

Frequencies and Measures o f Central Tendency o f Subjective Norms Scores

Subjective Norms Scores / N % Cumulative %

58 to 90 2 1 .0 % 1 .0 %

91 to 110 7 3.3% 4.3%

l l l t o  1 2 0 5 2.4% 6.7%

121 to 130 23 1 1 .1% 17.8%

131 to 140 25 1 2 .0 % 29.9%

141 to 150 13 6 .0 % 35.9%

151 to 160 2 2 1 0 .8 % 46.7%

161 to 170 25 1 2 .1% 58.8%

171 to 180 18 8 .6 % 67.4%

181 to 190 26 12.5% 79.9%

191 to 200 2 2 1 0 .8 % 90.7%

201 to 217 2 0 9.3% 1 0 0 .0 %

Total 208 1 0 0 .0 % 1 0 0 .0 %

Measures of Central 

Tendency

M Mdn Mode SD Min. Max. 

(Range)

Subjective Norms Scores 161.73 164.50 167.00 30.84 58.00 217.00 
(159.00)

Note. N - 208. Possible score range was 31to 217.
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Figure 9. Subjective Norms Subscale Score Interpretation. N  = 208.

Note. Based on score interpretation guidelines reported in Ajzen, I. & Fishbein, M. 

(1980). Understanding attitudes and predicting social behavior. Englewood Cliffs, 

NJ: Prentice Hall.

Measurement of Critical Care Nurses’ Perceived Behavioral Control Toward 
Providing Culturally Congruent Care to Arab Muslims

Critical care nurses’ perceived behavioral control toward providing culturally 

congruent care to Arab Muslims were measured by means of two instruments. The 

Perceived Behavioral Control Subscale of the Culture Care Intention Questionnaire 

that was developed by this investigator according to the guidelines stipulated by 

Ajzen and Madden (1986) was used to measure critical care nurses’ attitudes toward 

providing culturally congruent care to Arab Muslims and the Control Over Nursing 

Practice Scale (Gerber, 1990) was used to measure critical care nurses’ perceived
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control over their nursing practice and decisions. Each subject in this investigation 

completed both instruments and received scores for each. Data collected using each 

instrument will be discussed separately and are depicted in subsequent tables and 

figures.

Perceived Behavioral Control Subscale of the Culture Care Intention Questionnaire

Each participant responding to the items on the Perceived Behavioral Control 

Subscale of the Culture Care Intention Questionnaire that was developed by this 

investigator was given a score. As described in the score interpretation guidelines 

reported by Ajzen and Madden (1986), the possible scores ranged from a score of 19, 

indicating low perceived behavioral control toward providing culturally congruent 

care to Arab Muslims, to a score of 133, indicating a high degree of perceived 

behavioral control toward providing culturally congruent care to Arab Muslims.

Table 8  depicts the frequencies and measures of central tendency of perceived 

behavioral control scores toward providing culturally congruent care to Arab Muslims 

as measured by the Perceived Behavioral Control Subscale of the Culture Care 

Intention Questionnaire. A frequency breakdown of all scores obtained on the 

Perceived Behavioral Control Subscale of the Culture Care Intention Questionnaire is 

represented in Appendix T.
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Table 8

Frequencies and Measures o f Central Tendency o f Perceived Behavioral Control

Scores

Perceived Behavioral Control 

Scores

/ N % Cumulative %

40 to 50 16 7.9% 7.9%

51 to 60 23 1 1 .1% 19.0%

61 to 70 40 19.1% 38.1%

71 to 80 62 29.7% 67.8%

81 to 90 34 16.2% 84.0%

91 to 100 16 7.7% 91.7%

1 0 1  to 1 1 0 1 2 5.8% 97.5%

l l l t o  133 5 2.5% 1 0 0 .0 %

Total 208 1 0 0 .0 % 1 0 0 .0 %

Measures of Central Tendency M  Mdn Mode SD Min. Max. 
(Range)

Perceived Behavioral Control 

Scores

75.10 75.00 76.00 16.72 40.00 133.00 

(93.00)

Note. N=  208. Possible score range was 19 to 133.

The lowest measured perceived behavioral control toward providing culturally 

congruent care to Arab Muslims score was 40 and the highest score was 133. Of the 

208 subjects in this study, the mean perceived behavioral control toward providing 

culturally congruent care to Arab Muslims score was 75.10, the median and mode
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were 75.00 and 76.00 respectively, with a standard deviation of 16.72 and a range of

93.00 points. The overall scores of the sample were slightly low indicating that 

critical care nurses did not have a strong perception of control toward providing 

culturally congruent care to Arab Muslims (see Figure 10).
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Figure 10. Perceived Behavioral Control Subscale Score Interpretation. N=  208.

Note. Based on score interpretation guidelines reported in Ajzen, I. & Madden, T. 

(1986). Prediction of goal-directed behavior: Attitudes, intentions, and perceived 

behavioral control. Journal o f Experimental Social Psychology, 22, 475-503.

Control Over Nursing Practice Scale

Each subject responding to the items on the Control Over Nursing Practice 

Scale (Gerber, 1990) was given a score. As described in the score interpretation 

guidelines reported by Gerber (1990), the possible scores ranged from a score of 21,
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indicating a low perception of control over nursing practice and decisions, to a score 

of 147, indicating a high perception of control over nursing practice and decisions.

Table 9 depicts the frequencies breakdown of control over nursing practice 

scores as measured by the Control Over Nursing Practice Scale. A frequency 

breakdown of all scores obtained on the Control Over Nursing Practice Scale is 

represented in Appendix U.

The lowest measured control over nursing practice score was 53 and the 

highest scores were 147. Of the 208 subjects in this study, the mean control over 

nursing practice score was 122.66, the median and mode were 125.50 and 147.00 

respectively, with a standard deviation of 18.78 and a range of 94.00 points. Overall, 

critical care nurses’ control over nursing practice scores for this sample were very 

high signifying a strong perception of control over nursing practice and decisions (see 

Figure 11).

Measurement of Critical Care Nurses’ Intentions Toward 
Providing Culturally Congruent Care to Arab Muslims

Critical care nurses’ intentions toward providing culturally congruent care to 

Arab Muslims was measured using the Intention Subscale of the Culture Care 

Intention Questionnaire that was developed by this investigator according to the 

guidelines stipulated by Ajzen and Madden (1986). Each subject answering the 

Intention Subscale of the Culture Care Intention Questionnaire received a score. As 

described in the score interpretation guidelines reported by Ajzen and Madden 

(1986), the possible scores ranged from a score of 1 0 , indicating no intention to
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Table 9

Frequencies and Measures o f Central Tendency o f Control Over Nursing Practice 

Scores

Control Over Nursing 

Practice Scores

/ N % Cumulative %

53 to 70 4 2 .0 % 2 .0 %

71 to 80 2 1 .0 % 3.0%

81 to 90 9 4.4% 7.4%

91 to 100 9 4.4% 1 1 .8 %

1 0 1  to 1 1 0 2 2 10.7% 22.5%

1 1 1  to 1 2 0 30 14.5% 37.0%

121 to 130 58 27.9% 64.9%

131 to 140 33 15.8% 80.7%

141 to 147 41 19.3% 1 0 0 .0 %

Total 208 1 0 0 .0 % 1 0 0 .0 %

Measures of Central 

Tendency

M  Mdn Mode SD Min. Max. 

(Range)

Control Over Nursing 

Practice Scores

122.66 125.50 147.00 18.78 53.00 147.00 

(94.00)

Note. N  — 208. Possible score range was 21 to 147.
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Figure 11. Control Over Nursing Practice Scale Score Interpretation. N=  208.

Note. Based on score interpretation guidelines reported in Gerber, R.M. (1990). 

Control over nursing practice scale: Development and testing. Unpublished paper, 

University of Arizona, Tucson, AZ.

provide culturally congruent care to Arab Muslims, to a score of 70, indicating strong 

intention to provide culturally congruent care to Arab Muslims.

Table 10 depicts the frequencies and measures of central tendency of intention 

scores toward providing culturally congruent care to Arab Muslims as measured by 

the Intention Subscale of the Culture Care Intention Questionnaire. A frequency 

breakdown of all scores obtained on the Intention Subscale of the Culture Care 

Intention Questionnaire is represented in Appendix V.
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Table 10

Frequencies and Measures o f Central Tendency o f Intention Scores

Intention Scores / N % Cumulative %

13 to 20 1 0.5% 0.5%

21 to 40 9 4.3% 4.8%

41 to 50 17 8 .2 % 13.0%

51 to 60 80 38.5% 51.5%

61 to 70 1 0 1 48.5% 1 0 0 .0 %

Total 208 1 0 0 .0 % 1 0 0 .0 %

Measures of Central Tendency M  Mdn Mode SD Min. Max. 
(Range)

Intention Scores 59.35 60.00 70.00 8.65 13.00 70.00 
(57.00)

Note. N=  208. Possible score range was 10 to 70.

The lowest measured intention toward providing culturally congruent care to 

Arab Muslims score was 13 and the highest scores were 70. Of the 208 subjects in 

this study, the mean intention score was 59.35, the median and mode were 60.00 and

70.00 respectively, with a standard deviation of 8.65 and a range of 57.00 points. In 

general, critical care nurses’ intentions toward providing culturally congruent care to 

Arab Muslims scores for this sample were high indicating that the it was extremely 

likely that critical care nurses’ intended to provide culturally congruent care to Arab 

Muslims (see Figure 12).
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Figure 12. Intention Score Interpretation. N=  208.

Note. Based on score interpretation guidelines reported in Ajzen, I. & Madden, T. 

(1986). Prediction of goal-directed behavior: Attitudes, intentions, and perceived 

behavioral control. Journal o f Experimental Social Psychology, 22, 475 -  503.

Analysis of the Relationships among Critical Care Nurses’ Attitudes.
Subjective Norms. Perceived Behavioral Control and Intentions to 

Provide Culturally Congruent Care to Arab Muslims

In this investigation, two instruments were used to measure critical care 

nurses’ attitudes toward providing culturally congruent care to Arab Muslims. The 

Pearson Product-Moment Correlation Coefficient (Fisher, 1970) was used to 

determine the presence, magnitude, and significance of the relationship between 

attitude scores obtained from the Cultural Attitude Scale (Bonaparte, 1979) and 

scores acquired on the Attitude Subscale of the Culture Care Intention Questionnaire
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developed by this investigator according to the guidelines stipulated by Ajzen and 

Fishbein (1980).

The data supported the presence of a significant relationship moving in the 

positive direction between attitude scores obtained on the Cultural Attitude Scale 

(Bonaparte, 1979) and scores acquired on the Attitude Subscale of the Culture Care 

Intention Questionnaire (r = .41, p  < .01), thus indicating a significant positive 

relationship between critical care nurses’ attitudes toward Arab Muslims and critical 

care nurses’ attitudes toward providing culturally congruent care to Arab Muslims.

In this investigation, two instruments were used to measure critical care 

nurses’ perceived behavioral control toward providing culturally congruent care to 

Arab Muslims. The Pearson Product-Moment Correlation Coefficient (Fisher, 1970) 

was used to determine the presence, magnitude, and significance of the relationship 

between perceived behavioral control scores obtained from the Perceived Behavioral 

Control Subscale of the Culture Care Intention Questionnaire developed by this 

investigator according to the guidelines stipulated by Ajzen and Madden (1986), and 

scores acquired on the Control Over Nursing Practice Scale (Gerber, 1990).

The data supported that there was no significant relationship between control 

scores obtained on the Perceived Behavioral Control Subscale of the Culture Care 

Intention Questionnaire and scores acquired on the Control Over Nursing Practice 

Scale (Gerber, 1990) (r = .09, p  < .01). The data suggested that although critical care 

nurses’ possessed a strong perception of control over nursing practice and decisions 

in general, they did not have a strong perception of control over nursing practice and 

decisions toward providing culturally congruent care to Arab Muslims.
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The Pearson Product-Moment Correlation Coefficient (Fisher, 1970) was used 

to independently evaluate the presence, magnitude, and significance of linear 

relationships among each of the main variables of this investigation, namely, critical 

care nurses’ attitudes, subjective norms, perceived behavioral control, and intentions 

to provide culturally congruent care to Arab Muslims. Data derived from the four 

Subscales of the Culture Care Intention Questionnaire were used in the analyses and 

are presented in subsequent tables.

To investigate the presence, magnitude, and significance of the relationship 

between critical care nurses’ attitudes and intentions to provide culturally congruent 

care to Arab Muslims, the Pearson Product-Moment Correlation Coefficient was used 

to assess for a linear relationship between each of the variables. The data illustrated a 

significant relationship moving in the positive direction between critical care nurses’ 

attitudes toward providing culturally congruent care to Arab Muslims and their 

intentions to provide culturally congruent care to Arab Muslims {r=.5\ ,p<  .01) as 

as measured by the Attitude Subscale of the Culture Care Intention Questionnaire 

(Ajzen & Fishbein, 1980).

The Pearson Product-Moment Correlation Coefficient (Fisher, 1970) was used 

to evaluate the presence, magnitude, and significance of the linear relationship 

between critical care nurses’ subjective norms and intentions to provide culturally 

congruent care to Arab Muslims. A significant relationship moving in the positive 

direction between critical care nurses’ subjective norms toward providing culturally 

congruent care to Arab Muslims and their intentions to provide culturally congruent 

care to Arab Muslims was demonstrated (r = .44, p  < .01).
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To investigate the presence, magnitude, and significance of the relationship 

between critical care nurses’ perceived behavioral control and intentions to provide 

culturally congruent care to Arab Muslims, the Pearson Product-Moment Correlation 

Coefficient (Fisher, 1970) was used to assess for a linear relationship between each of 

the variables. The data demonstrated no significant relationship between critical care 

nurses’ perceived behavioral control toward providing culturally congruent care to 

Arab Muslims and their intentions to provide culturally congruent care to Arab 

Muslims as measured by the Perceived Behavioral Control Subscale of the Culture 

Care Intention Questionnaire (r = .12, p  < .01) and the Control Over Nursing Practice 

Scale (Gerber, 1990) (r = .03, p  < .01).

Table 11 depicts a correlation matrix of the relationships among critical care 

nurses’ attitudes, subjective norms, perceived behavioral control, and intentions to 

provide culturally congruent care to Arab Muslims. The data revealed that critical 

care nurses’ attitudes toward providing culturally congruent care to Arab Muslims 

had significant relationships with subjective norms (r = .20,p  < .01) and (r = .51, 

p  < .01), perceived behavioral control (r = .22,p  < .01) and (r = .23, p  < .01), and 

intentions to provide culturally congruent care to Arab Muslims (r = .24, p  < .01) and 

(r = .51, p  < .01).
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Table 11

Correlation Matrix o f Study Variables________________________________________

__________________________ l .A. l .B.  2 3. A. 3.B. 4

1. Attitudes 

1. A. Cultural Attitude

Scale

l.B. Attitude Subscale

2. Subjective Norms

3. Control 

3. A. Perceived Behavioral

Control 

3. B. Control Over Nursing 

Practice

4. Intention 

Note. N= 208.

*p < .05 (two-tailed). **p < .01 (two-tailed).

Critical care nurses’ subjective norms toward providing culturally congruent 

care to Arab Muslims demonstrated a significant relationship moving in the positive 

direction with attitudes (r = .20, p  < .01) and (r = .51,/? < .01), and intentions (r -  .44, 

p  < .0 1 ) and no significant relationship with perceived behavioral control (r = .1 1 , 

p  < .01) and (r = .04,/? < .01). Similarly, critical care nurses’ perceived behavioral 

control toward providing culturally congruent care to Arab Muslims demonstrated a 

significant relationship moving in the positive direction with attitudes (r = .2 2 ,

1.00

.41** 1.00 

.20** .51** 1.00

.22** .23** .11 1.00

.10 .15* .04 .09 1.00

24** 51** 4 4 ** 1 2 .03 1.00
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p  < .01), (r = .23,p  < .01), and (r = .15, p  < .05) but no significant relationships with 

subjective norms and intentions. Likewise, critical care nurses’ intentions toward 

providing culturally congruent care to Arab Muslims demonstrated significant 

relationships moving in the positive direction with attitudes (r = .24, p  < .01) and 

{r= .51, p<  .01) and subjective norms (r = .44, p  < .01) and no significant 

relationship with perceived behavioral control.

In addition to the aforementioned analyses, two sample independent /-tests 

were conducted to investigate the differences in critical care nurses’ attitudes, 

subjective norms, and perceived behavioral control between those subjects who were 

unlikely to intend to provide culturally congruent care to Arab Muslims, as evidenced 

by low or neutral intention scores, and those who were likely to intend to provide 

culturally congruent care to Arab Muslims, as evidenced by high intention scores. As 

depicted in Table 12, significant differences were noted between subjects’ attitude 

scores as measured by the Attitude Subscale of the Culture Care Intention 

Questionnaire (Ajzen & Fishbein, 1980) (/ = -5.51,p  < .05) and subjective norms 

scores as measured by the Subjective Norms Subscale of the Culture Care Intention 

Questionnaire (Ajzen & Fishbein, 1980) (t = - 3 .8 8 ,<  .05).
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Table 12

Differences in Means Between Subjects with Low and High Intention Scores

Variables N M SD df t

Attitude

Cultural Attitude Scale

Low Intention 

High Intention

1 0

198

108.50

113.00

9.07

12.53
206 0.26

Attitude Subscale

Low Intention 

High Intention

1 0

198

153.60

173.73

18.26

17.34
206 -3.57*

Subjective Norms Subscale

Low Intention 

High Intention

1 0

198

125.80

163.84

30.45

30.24
206 -3.88*

Control

Perceived Behavioral

Control Subscale

Low Intention 

High Intention

1 0

198

75.40

75.08

5.64

17.10
19.10 0.15

Control Over Nursing Practice

Scale

Low Intention 

High Intention

1 0

198

131.10

122.24

11.93

18.98
206 0.14

Note. N=  208. *p <. 05 (two-tailed).
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Analysis of the Relationships among Critical Care Nurses’ Attitudes. Subjective 
Norms. Perceived Behavioral Control. Intentions, and Demographic Variables

Analysis of variance (ANOVA) was used to investigate the relationships 

among demographic variables and the main variables of the study, namely, critical 

care nurses’ attitudes, subjective norms, perceived behavioral control, and intentions 

to provide culturally congruent care to Arab Muslims. The relationships among 

demographic variables and critical care nurses’ attitudes as measured by the Cultural 

Attitude Scale (see Table 13), attitudes as measured by the Attitude Subscale of the 

Culture Care Intentions Questionnaire (see Table 14), subjective norms (see Table 

15), perceived behavioral control as measured by the Perceived Behavioral Control 

Subscale of the Culture Care Intention Questionnaire (see Table 16), perceived 

behavioral control as measured by the Control Over Nursing Practice Scale (see Table 

17), and intentions (see Table 18) are described separately.

The data presented in Table 13 represents an analysis of variance for 

demographic variables and critical care nurses’ attitudes toward Arab Muslims as 

measured by the Cultural Attitude Scale (Bonaparte, 1979). Race (F= .01, p  < .05), 

country of basic nursing education (F= .001, p  < .05), country of highest level of 

education (F= .001,/? < .05), and past attendance at a transcultural nursing course or 

cultural diversity workshop (F = .04,/? < .05) demonstrated significant relationships 

moving in the positive direction with critical care nurses’ attitudes toward Arab 

Muslims.
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Table 13

Analysis o f Variance for Demographic Variables and Attitudes Toward Arab Muslims

Demographic Variables d f F Sig.

Gender 1 1.84 .17

Age 4 .30 .87

Race 6 5.09 .0 1 *

Religion 6 .73 .62

Basic Nursing Education 3 .54 .65

Highest Level of Education 6 1.18 .31

Country of Basic Nursing Education 1 1 2 .1 1 .0 0 1 *

Country of Highest Level of Education 2 7.15 .0 0 1 *

Critical Care Nurse 1 .14 .70

Critical Care Unit 9 1 .1 2 .34

Job Title 5 1.54 .17

Years of Experience in Nursing 5 .54 .74

Years of Experience in Critical Care Nursing 5 .37 .8 6

Certification in Critical Care Nursing 1 1.38 .24

Certification in Another Nursing Specialty 1 .23 .62

Experience Providing Care to Arab Muslims 2 1.80 .16

Attendance at Transcultural Nursing Course 1 4.01 .04*

Note. N — 208. 

*p < .05.
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The data presented in Table 14 depicts an analysis of variance for 

demographic variables and critical care nurses’ attitudes toward providing culturally 

congruent care to Arab Muslims as measured by the Attitude Subscale of the Culture 

Care Intention Questionnaire (Ajzen & Fishbein, 1980). Country of Basic Nursing 

Education (F = .03, p  < .05), job title (F -  .03, p < .05), and past attendance at a 

transcultural nursing course or cultural diversity workshop (F= .01,/? < .05) 

demonstrated significant relationships moving in the positive direction with critical 

care nurses’ attitudes toward providing culturally congruent care to Arab Muslims.

Table 15 depicts analysis of variance for demographic variables and critical 

care nurses’ subjective norms toward providing culturally congruent care to Arab 

Muslims. The data supported that past attendance at a transcultural nursing course or 

cultural diversity workshop (F=  .004,/? < .05) was the only demographic variable 

that had a significant relationship moving in the positive direction with critical care 

nurses’ subjective norms toward providing culturally congruent care to Arab 

Muslims.

Table 16 presents analysis of variance for demographic variables and critical 

care nurses’ perceived behavioral control toward providing culturally congruent care 

to Arab Muslims as measured by the Perceived Behavioral Control Subscale of the 

Culture Care Intention Questionnaire (Ajzen & Madden, 1986). The data supported 

that highest level of education (F = .03, p  < .05) was the only demographic variable 

that had a significant relationship moving in the positive direction with critical care 

nurses’ perceived behavioral control toward providing culturally congruent care to 

Arab Muslims.
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Table 14

Analysis o f Variance for Demographic Variables and Attitudes Toward Caring for 

Arab Muslims

Demographic Variables d f F Sig.

Gender 1 .77 .38

Age 4 2.05 .09

Race 6 1.63 .14

Religion 6 .41 .8 6

Basic Nursing Education 3 .16 .91

Highest Level of Education 6 1.06 .38

Country of Basic Nursing Education 1 4.93 .03*

Country of Highest Level of Education 2 1.55 .2 1

Critical Care Nurse 1 .0 0 2 .96

Critical Care Unit 9 .89 .53

Job Title 5 2.65 .03*

Years of Experience in Nursing 5 1.46 . 2 0

Years of Experience in Critical Care Nursing 5 .34 .8 8

Certification in Critical Care Nursing 
(CCRN)

1 .70 .40

Certification in Another Nursing Specialty 1 .1 0 .74

Experience Providing Care to Arab Muslims 2 .27 .76

Attendance at Transcultural Nursing Course 1 6.38 .0 1 *

Note. N=  208. 

*p < .05.
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Table 15

Analysis o f  Variance for Demographic Variables and Subjective Norms

Demographic Variables d f F Sig.

Gender 1 .03 .84

Age 4 .56 .6 8

Race 6 .91 .48

Religion 6 1.19 .31

Basic Nursing Education 3 .80 .49

Highest Level of Education 6 .63 .70

Country of Basic Nursing Education 1 .65 .42

Country of Highest Level of Education 2 .84 .43

Critical Care Nurse 1 .44 .50

Critical Care Unit 9 1 .8 8 .06

Job Title 5 1.45 . 2 0

Years of Experience in Nursing 5 .39 .85

Years of Experience in Critical Care Nursing 5 .19 .96

Certification in Critical Care Nursing 1 .77 .38

Certification in Another Nursing Specialty 1 .18 .67

Experience Providing Care to Arab Muslims 2 .39 .67

Attendance at Transcultural Nursing Course 1 8.33 .004*

Note. AT =208. 

*p < .05.
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Table 16

Analysis o f Variance for Demographic Variables and Perceived Behavioral Control

Demographic Variables d f F Sig.

Gender 1 .1 2 .72

Age 4 .19 .94

Race 6 .79 .57

Religion 6 1.30 .40

Basic Nursing Education 3 .1 2 .94

Highest Level of Education 6 2.38 .03*

Country of Basic Nursing Education 4 .19 .94

Country of Highest Level of Education 2 .44 .64

Critical Care Nurse 1 .004 .94

Critical Care Unit 9 1 .2 0 .29

Job Title 5 1.78 .1 1

Years of Experience in Nursing 5 1.39 .23

Years of Experience in Critical Care Nursing 5 1.19 .31

Certification in Critical Care Nursing 1 .0 0 1 .96

Certification in Another Nursing Specialty 1 .0 0 1 .98

Experience Providing Care to Arab Muslims 2 .40 .6 6

Attendance at Transcultural Nursing Course 1 .09 .75

Note. N=  208. 

*p < .05.
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Table 17 depicts analysis of variance for demographic variables and critical 

care nurses’ control over nursing practice. Race (F= .01, p  < .05), country of basic 

nursing education (F= .04,/? < .05), country of highest level of education (F= .01, 

p  < .05), years of experience in critical care nursing (F= .04,/? < .05), and 

certification in critical care nursing (F = .02, p  < .05), demonstrated a significant 

relationship moving in the positive direction with critical care nurses’ perceived 

control over nursing practice toward providing culturally congruent care to Arab 

Muslims.

Table 18 depicts analysis of variance for demographic variables and critical 

care nurses’ intentions toward providing culturally congruent care to Arab Muslims. 

The data supports that certification in critical care nursing (F= .03,p  < .05), and past 

attendance in a transcultural nursing course or cultural diversity workshop (F = .004, 

p  < .05), had significant relationships moving in the positive direction with critical 

care nurses’ intentions toward providing culturally congruent care to Arab Muslims.

Summary

In Chapter IV, the findings of the study were presented. The final sample for 

this investigation consisted o f208 subjects who voluntarily agreed to participate in 

the study and met the inclusion criteria for the study. The frequency breakdowns for 

demographic data and the variables of interest in this investigation were depicted in 

relevant tables and figures.
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Table 17

Analysis o f  Variance for Demographic Variables and Control Over Nursing Practice

Demographic Variables d f F Sig.

Gender 1 .0 1 .92

Age 4 1.45 .2 1

Race 6 2.90 .0 1 *

Religion 6 1 .0 2 .41

Basic Nursing Education 3 1.56 .19

Highest Level o f Education 6 .24 .96

Country of Basic Nursing Education 1 4.08 .04*

Country of Highest Level of Education 2 5.26 .0 1 *

Critical Care Nurse 1 .16 .6 8

Critical Care Unit 9 1 .1 1 .35

Job Title 5 .58 .71

Years Experience in Nursing 5 1.80 .1 1

Years of Experience in Critical Care Nursing 5 2.13 .04*

Certification in Critical Care Nursing 1 5.09 .0 2 *

Certification in Another Nursing Specialty 1 .03 .8 6

Experience Providing Care to Arab Muslims 2 .09 .91

Attendance at Transcultural Nursing Course 1 .0 2 .8 8

Note. N  =208. 

*p < .05.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



143

Table 18

Analysis o f  Variance for Demographic Variables and Intention

Demographic Variables d f F Sig.

Gender 1 .004 .95

Age 4 1.32 .26

Race 6 .79 .58

Religion 6 .60 .72

Basic Nursing Education 3 .51 .67

Highest Level of Education 6 1.48 .18

Country of Basic Nursing Education 1 .6 8 .40

Country of Highest Level of Education 2 .93 .39

Critical Care Nurse 1 3.63 .06

Critical Care Unit 9 1.52 .14

Job Title 5 1.29 .26

Years of Experience in Nursing 5 1.61 .15

Years of Experience in Critical Care Nursing 5 .85 .51

Certification in Critical Care Nursing 1 4.96 .03*

Certification in Another Nursing Specialty 1 .28 .59

Experience Providing Care to Arab Muslims 2 .83 .43

Attendance at Transcultural Nursing Course 1 8.26 .004*

Note. N=  208. 

*p < .05.
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The subjects were registered nurses with a minimum of two years critical care 

nursing experience and currently working in a critical care unit within one urban, 

multi-site health system. The majority of the sample were female, Asian, clinical 

nurses between the ages of 45 and 54 years old, Christian, with a Bachelor’s Degree 

in Nursing, who received their basic nursing education in a country other than the 

United States of America, who were not certified in critical care nursing or another 

nursing specialty, had prior experience providing care to Arab Muslims, and had not 

attended a transcultural nursing course or cultural diversity workshop.

The measurement of critical care nurses’ attitudes toward Arab Muslims, 

attitudes, subjective norms, perceived behavioral control, and intentions toward 

providing culturally congruent care to Arab Muslims, and control over nursing 

practice were presented herein, followed by frequency breakdowns of each of the 

variables’ scores, and measures of central tendency. In general, critical care nurses’ 

attitudes toward Arab Muslims were moderately high and attitudes toward providing 

culturally congruent care to Arab Muslims were moderately to extremely high 

thereby indicating that critical care nurses had favorable attitudes toward providing 

culturally congruent care to Arab Muslims. In addition, a significant relationship 

moving in the positive direction between critical care nurses’ attitudes toward Arab 

Muslims and critical care nurses’ attitudes toward providing culturally congruent care 

to Arab Muslims was recognized.

Critical care nurses’ subjective norms providing culturally congruent care 

to Arab Muslims were also presented. Overall, critical care nurses’ subjective norms 

toward providing culturally congruent care to Arab Muslims were high indicating that
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the attitudes of relevant others had a strong influence on critical care nurses’ attitudes 

toward providing culturally congruent care to Arab Muslims.

Critical care nurses’ perceived behavioral control toward providing culturally 

congruent care to Arab Muslims were described herein and were noted to be slightly 

low, whereas perceptions of control over nursing practice, in general, were high. The 

data did not demonstrate a significant positive or negative relationship between 

perceived behavioral control and control over nursing practice thus illustrating that 

although critical care nurses indicated a strong perception of control over nursing 

practice and decisions in general, they did not have a strong perception of control 

over nursing practice and decisions toward providing culturally congruent care to 

Arab Muslims, in particular.

Critical care nurses’ intentions to provide culturally congruent care to Arab 

Muslims were presented in this chapter. On the whole, critical care nurses’ intentions 

toward providing culturally congruent care to Arab Muslims were high indicating that 

it was extremely likely that critical care nurses’ intended to provide culturally 

congruent care to Arab Muslims.

The relationships among critical care nurses’ attitudes, subjective norms, 

perceived behavioral control, and intentions to provide culturally congruent care to 

Arab Muslims were analyzed and reported. A favorable attitude toward Arab 

Muslims was shown to have a significant relationship moving in the positive direction 

on critical care nurses’ intentions to provide culturally congruent care to Arab 

Muslims. Moreover, a significant relationship moving in the positive direction 

between critical care nurses’ subjective norms toward providing culturally congruent
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care to Arab Muslims and their intentions to provide culturally congruent care to 

Arab Muslims was also demonstrated.

In contrast, no significant positive or negative relationship between critical care 

nurses’ perceived behavioral control toward providing culturally congruent care to 

Arab Muslims and their intentions to provide culturally congruent care to Arab 

Muslims were realized.

The findings supported that critical care nurses’ attitudes and subjective norms 

had a significant correlation moving in the positive direction with intentions to 

provide culturally congruent care to Arab Muslims, whereas perceived behavioral 

control did not. Furthermore, significant differences were noted between attitude 

scores as measured by the Attitude Subscale of the Culture Care Intention 

Questionnaire (Ajzen & Fishbein, 1980) and subjective norms scores as measured by 

the Subjective Norms Subscale of the Culture Care Intention Questionnaire between 

those subjects who were unlikely to intend to provide culturally congruent care to 

Arab Muslims and those who were likely to intend to provide culturally congruent 

care to Arab Muslims.

The relationships among demographic variables and critical care nurses 

attitudes, subjective norms, perceived behavioral control, and intentions were also 

reported. Analysis of variance revealed that (a) race, country of basic nursing 

education, country of highest level of education, and past attendance at a transcultural 

nursing course or cultural diversity workshop had significant relationships moving in 

the positive direction with critical care nurses’ attitudes toward Arab Muslims, (b) 

country of basic nursing education, job title, and past attendance at a transcultural

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



147

nursing course or cultural diversity workshop demonstrated significant relationships 

moving in the positive direction with critical care nurses’ attitudes toward providing 

culturally congruent care to Arab Muslims, (c) past attendance at a transcultural 

nursing course or cultural diversity workshop had a significant relationship moving in 

the positive direction with critical care nurses’ subjective norms toward providing 

culturally congruent care to Arab Muslims, (d) highest level of education had a 

significant relationship moving in the positive direction with critical care nurses’ 

perceived behavioral control toward providing culturally congruent care to Arab 

Muslims, (e) race, country of basic nursing education, country of highest level of 

education, years of experience in critical care nursing, and certification in critical care 

nursing demonstrated a significant relationship moving in the positive direction with 

critical care nurses’ control over nursing practice, and (f) certification in critical care 

nursing and past attendance in a transcultural nursing course or cultural diversity 

workshop had significant relationships moving in the positive direction with critical 

care nurses’ intentions toward providing culturally congruent care to Arab Muslims.

Chapter V contains a discussion of the findings of this study. The implications 

of the study findings to nursing education, practice, research, and policy, limitations 

of the study, and suggestions for future research will be presented. The chapter will 

conclude with a summary and discussion of the study findings in relation to the 

Theory of Planned Behavior.
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Chapter V 

DISCUSSION OF RESULTS

Analyses of the findings of this investigation were depicted in Chapter IV. In 

Chapter V, a discussion of the significance of said findings in relation to the purposes 

of this investigation are presented, and a discourse of the study findings in relation to 

the Theory of Planned Behavior (Ajzen & Fishbein, 1980), the theoretical framework 

for the study, is included. The implications of the study findings, limitations of the 

study, and suggestions for future research are discussed herein. A summary will bring 

this chapter to a close.

Discussion of Findings

Exploring motivational influences on nurses’ intentions to perform a specific 

nursing care behavior is an attempt to increase knowledge of the antecedents to the 

performance of the nursing behavior. As revealed in the review of the literature, 

numerous studies have demonstrated the relationships among nurses’ attitudes, 

subjective norms, perceived behavioral control, and intentions to perform a specified 

behavior. Therefore, the purposes of this study were to investigate the relationships 

among critical care nurses’ attitudes, subjective norms, perceived behavioral control, 

and intentions to provide culturally congruent care to Arab Muslims.

The purposes of this study will guide the organization of the discussion of the 

findings into the following sections: (1) critical care nurses’ attitudes and intentions;

(2) critical care nurses’ subjective norms and intentions; (3) critical care nurses’ 

perceived behavioral control and intentions; (4) relationships among critical care
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nurses’ attitudes, subjective norms, perceived behavioral control, and intentions to 

provide culturally congruent care to Arab Muslims; and (5) relationships among 

demographic variables and critical care nurses’ attitudes, subjective norms, perceived 

behavioral control, and intentions. Each section will include an analysis of the 

findings, a critique of the findings in relation to the related literature, and a discussion 

of the meaning of the findings.

Critical Care Nurses’ Attitudes and Intentions

Attitude is the degree to which the person has a favorable or unfavorable 

evaluation of the behavior in question (Ajzen & Fishbein, 1980). Understanding the 

relationship between critical care nurses’ attitudes and intentions to provide culturally 

congruent care to Arab Muslims was central to this investigation.

In this investigation, two instruments were used to measure critical care 

nurses’ attitudes toward Arab Muslims. A significant relationship moving in the 

positive direction was demonstrated between critical care nurses’ attitudes toward 

Arab Muslims as measured by the Cultural Attitude Scale (Bonaparte, 1979) and 

attitudes toward providing culturally congruent care to Arab Muslims as measured by 

the Attitude Subscale of the Culture Care Intention Questionnaire (Ajzen & Fishbein, 

1980). In addition, this investigation recognized a significant correlation moving in 

the positive direction between critical care nurses’ attitudes toward Arab Muslims and 

intentions to provide culturally congruent care to Arab Muslims.

The meaning inherent in the aforementioned findings illuminates the close 

association between critical care nurses’ attitudes toward Arab Muslims and their 

intention to provide care that fits with the values and beliefs of Arab Muslim patients
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and families. In essence, critical care nurses’ attitudes toward Arab Muslims 

influenced whether or not they intended to provide culturally congruent care. The 

more favorable the nurse’s attitude toward Arab Muslims, the stronger the intention 

to meet the culture care needs of Arab Muslims.

The significant relationship moving in the positive direction between attitudes 

and intentions supported by this study are consistent with findings of previous 

research endeavors on issues such as adult cigarette smoking intention (Hanson, 

1997), mothers’ prenatal breast feeding intention (Wambach, 1997), intentions of 

nursing students’ (Laschinger & Goldenberg, 1991; Goldenberg & Laschinger, 1993) 

and nurses’ intentions (Yoo, 1996) to care for HIV/AIDS patients, adults’ exercising 

behavior (Godin, Valois, & Lepage, 1993), students’ behavioral intentions toward 

enrolling in religious classes (Clark, 1997), intention to use oral contraceptives 

among teenagers (Al-Oballi Kridli, 1997), predictors of condom use among teenagers 

(Villarruel, Jemmot, Jemmot, & Ronis, 2004), nurses’ attitudes toward attending non

mandatory continuing education programs (Jerdan, 1993), critical care nurses’ 

decisions to provide family-focused care (Crawford, 1998), and nursing students’ 

intentions to seek clinical experiences (Meyer, 1998). The findings of said studies 

have highlighted the commanding influence of personal determinants on an 

individual’s attitude toward a specific behavior and the relative value of outcomes to 

be achieved by performing the behavior.

The collective results from this investigation, combined with findings of 

previous studies, supported a powerful relationship moving in the positive direction 

between attitudes and intentions thereby underscoring that critical care nurses’

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



151

attitudes toward caring for Arab Muslims are related to their intentions to provide 

culturally congruent care to Arab Muslim patients and families. These data can assist 

nurse executives in developing professional practice models that integrate the 

principles of culturally congruent care into the overall infrastructure of nursing care 

delivery systems and to develop culture-specific learning opportunities and debriefing 

sessions among critical care nursing staff to ensure that the culture care needs of 

diverse patients and families are met.

Critical Care Nurses’ Subjective Norms and Intentions

The relationship between critical care nurses’ subjective norms and intentions 

to provide culturally congruent care to Arab Muslims was another purpose of this 

investigation. Subjective norms are the influence of social pressures from relevant 

others that are perceived by the individual to perform a certain behavior (Ajzen & 

Fishbein, 1980). Therefore, understanding the relationship between critical care 

nurses’ subjective norms and intentions to provide culturally congruent care to Arab 

Muslims was vital to this investigation.

Using the Pearson Product-Moment Correlation Coefficient to analyze the 

relationships among critical care nurses’ subjective norms and intentions, this study 

identified a significant correlation moving in the positive direction between critical 

care nurses’ subjective norms and intentions to provide culturally congruent care to 

Arab Muslims. Subjects who reported a more favorable normative beliefs toward 

providing culturally congruent care to Arab Muslims demonstrated a stronger 

intention to meet the culture care needs of Arab Muslim patients and families.
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The review of the nursing and health care literature yielded inconsistent 

findings related to the relationship between subjective norms and intentions. Studies 

related to adult cigarette smoking intention (Hanson, 1997), adults’ exercise intention 

and behavior (Godin, Valois, & Lepage, 1993), predictors of condom use among 

teenagers (Villarruel, Jemmot, Jemmot, & Ronis, 2004), intentions of nursing 

students’ to care for HIV/AIDS patients (Laschinger & Goldenberg, 1991;

Goldenberg & Laschinger, 1993), critical care nurses’ decisions to provide family- 

focused care (Crawford, 1998), and nurses’ behavioral intent to document (Renffoe, 

O’Sullivan, & McGee, 1990) identified a significant positive relationship between 

subjective norms and intentions.

In contrast, studies conducted to investigate mothers’ prenatal breast feeding 

intention (Wambach, 1997), nurses’ intentions to care for HIV patients (Yoo, 1996), 

university students’ intentions toward enrolling in religious classes (Clark, 1997), 

womens’ intentions to use oral contraceptives (Al-Oballi Kridli, 1997), and nurses’ 

attitudes toward attending non-mandatory continuing education programs (Jerdan, 

1993) reported that subjective norms were not found to be significant predictors of 

intention.

When reviewing the results of this investigation regarding the relationships 

between critical care nurses’ subjective norms and intentions to provide culturally 

congruent care to Arab Muslims, it should be noted that no consistent positive or 

negative relationship between subjective norms and intentions has been established in 

the literature. Nevertheless, the results from this study related to critical care nurses’
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subjective norms toward Arab Muslims are consistent with the findings of a number 

of previous studies.

The meanings inherent in these findings underscore the influence of normative 

beliefs of relevant others on critical care nurses’ intentions to providing culturally 

congruent care to Arab Muslims. The more favorable the critical care nurse’s 

normative beliefs toward providing culturally congruent care to Arab Muslims, the 

stronger the intention to provide culturally congruent care to Arab Muslims. These 

data can assist nurse executives with the requisite evidence to design collaborative 

practice and interdisciplinary learning models in the interests of meeting the culture 

care needs of diverse patients and families.

Critical Care Nurses’ Perceived Behavioral Control and Intentions

The relationship between critical care nurses’ perceived behavioral control 

and intentions to provide culturally congruent care to Arab Muslims was a further 

purpose of this study. Perceived behavioral control refers to the individual’s belief 

concerning how easy or how difficult it will be to perform a behavior (Ajzen & 

Fishbein, 1980). The importance of perceived behavioral control in relation to 

intention to perform a specified behavior has been illustrated in a number of cross- 

cultural health and nursing studies.

In this investigation, two instruments were used to measure critical care 

nurses’ perceived behavioral control toward providing culturally congruent care to 

Arab Muslims. Correlational statistics did not support a significant positive or 

negative relationship between critical care nurses’ perceived behavioral control 

toward providing culturally congruent care to Arab Muslims as measured by the
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Perceived Behavioral Control Subscale of the Culture Care Intention Questionnaire 

(Ajzen & Madden, 1986) and control over nursing practice in general as measured by 

the Control Over Nursing Practice Scale (Gerber, 1990).

In addition, using the Pearson Product-Moment Correlation Coefficient to 

analyze the relationship between critical care nurses’ perceived behavioral control 

and intentions, this investigation did not identify a significant positive or negative 

correlation between critical care nurses’ perceived behavioral control and intentions 

to provide culturally congruent care to Arab Muslims or control over nursing practice 

and intentions. The findings of this investigation are not in agreement with results 

reported in the majority of previous studies that demonstrated a positive correlation 

between perceived behavioral control, intentions, and nursing actions (Al-Oballi 

Kridli, 1997; Crawford, 1998; Dilorio, 1997; Dodgson, Henly, Duckett, & Tarrant, 

2003; Godin, Valois, & Lepage, 1993; Hanson, 1997; Jemmot, Jemmot, & Hacker, 

1992; Lancero, 1994; Laschinger & Havens, 1996; Laschinger, Sabiston, & Kutscher, 

1997; Mendez, 2002; Nash, Edwards, & Nebauer, 1993; Villarruel, Jemmot, Jemmot, 

& Ronis, 2004; Walls, 1992).

The findings of this investigation, however, are consistent with results 

demonstrated in two previous studies. Meyer (1998) studied nursing student’s 

intentions to seek clinical experiences and found no evidence of a positive correlation 

between perceived behavioral control and intention. Likewise, Moulton (2000), 

examined empowerment structures and control over nursing practice among home 

health nurses and reported that although perceived control over nursing practice had a 

strong influence on nursing actions and decisions in general, a weaker relationship
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between perceived control over practice and nursing actions was realized when 

empowerment structures were linked to specific nursing actions. Furthermore, 

Moulton (2000) noted that nurses’ informal power did not significantly influence 

nurses’ perceptions of control regarding specific nursing actions and decisions.

Although the majority of subjects who participated in this investigation 

reported that the provision of culturally congruent care was completely their decision, 

the frequency breakdown of responses to perceived behavioral control revealed that a 

large number of subjects felt that they lacked the necessary knowledge, experience, 

resources, and administrative support to provide culturally congruent care to Arab 

Muslims. Additionally, many subjects viewed the provision of culturally congruent 

care as an additional aspect of care, rather than inherent in critical care nursing 

practice overall, thus requiring more nursing care time and resources.

The aforementioned findings are consistent with a study conducted by Wittig 

(2004) who determined that nursing students did not make a distinction between 

performing an assessment and a cultural assessment and, although perceived as 

important, performing a cultural assessment was viewed as an additional assessment 

rather than part of nursing assessment. Parallels can also be drawn between the 

findings of this investigation and earlier studies that supported cultural knowledge 

and skill as requisites for cultural competency (Campinha-Bacote, 2002; Jones,

Cason, & Bond, 2004; Leininger & McFarland, 2002) and the positive correlation 

between cultural self-efficacy and the provision of culturally congruent care to 

diverse patients and families (Bonaparte, 1979; Jones, Cason, & Bond, 2004; Joseph, 

2001; Lowe-Nurse, 2001; Rooda, 1991,1993).
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In this investigation, critical care nurses’ perceptions of control over nursing 

practice, in general, were high, whereas perceived behavioral control toward 

providing culturally congruent care to Arab Muslims, in particular, were slightly low. 

The data did not demonstrate a significant positive or negative relationship between 

perceived behavioral control and control over nursing practice, thereby illustrating 

that even though critical care nurses’ indicated a strong perception of control over 

nursing practice and decisions in general, they did not have a strong perception of 

control over nursing practice and decisions toward providing culturally congruent 

care to Arab Muslims.

Participants made a distinction between the provision of critical care nursing 

and the provision of culturally congruent care, viewing them both as important, yet 

nonetheless, separate. The participants scored low in perceived behavioral control 

items that measured the relationships among education, experience, available 

resources, administrative support, and intention to provide culturally congruent care 

to Arab Muslims. Despite the lack of robust perceived behavioral control in general, 

the vast majority of critical care nurses’ who participated in this investigation (96%) 

indicated strong intentions to provide culturally congruent care to Arab Muslims.

The meaning inherent in these findings suggested that critical care nurses’ 

intentions to provide culturally congruent care resulted from something deep within 

the core of the individual nurse despite the lack of requisite education, experience, 

available resources, and administrative support for the provision of culturally 

congruent care to Arab Muslims. Supporting critical care nurses’ abilities to provide 

culturally congruent care will require more than education and experience related to
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the culture care needs of diverse patients and families. It will require a redesign of 

the learning and practice environments within which nurses are taught and provide 

care.

The findings of this study specific to critical care nurses’ perceived behavioral 

control and intentions to provide culturally congruent care to Arab Muslims can assist 

nurse executives in establishing a foundation for nursing administrative, educational, 

and practice processes that support an environment of care within which independent 

and interdependent culturally sensitive nursing care decisions and actions can occur.

A redesign of nursing and health care systems and the environment in which nurses 

provide care will provide the requisite infrastructure for nurses to operationalize the 

caring that is at the heart of nursing. This reengineering of systems and processes 

underscores the importance of the provision of culturally congruent care provided by 

culturally competent practitioners and ensures that nursing is positioned strategically 

within the broad health care agenda for a global community of patients.

Relationships Among Critical Care Nurses’ Attitudes. Subjective Norms. Perceived 
Behavioral Control, and Intentions to Provide Culturally Congruent Care to Arab 
Muslims

The relationships among critical care nurses’ attitudes, subjective norms, 

perceived behavioral control, and intentions to provide culturally congruent care to 

Arab Muslims was an additional purpose of this investigation. According to the 

Theory of Planned Behavior, individual behavior is explained as the aggregate of 

behavioral beliefs, normative beliefs, and control beliefs at the level of individual 

decision-making. Furthermore, individual intention to perform a behavior is 

considered to be the immediate determinant of action (Ajzen Sc Fishbein, 1980).
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Therefore, understanding the relationships among critical care nurses’ attitudes, 

subjective norms, perceived behavioral control, and intentions to provide culturally 

congruent care to Arab Muslims was imperative to this investigation.

Using the Pearson Product-Moment Correlation Coefficient to analyze the 

relationships among the variables, this study revealed that critical care nurses’ 

attitudes toward providing culturally congruent care to Arab Muslims had significant 

relationships moving in the positive direction with subjective norms, perceived 

behavioral control, control over nursing practice, and intentions. In addition, critical 

care nurses’ subjective norms toward providing culturally congruent care to Arab 

Muslims demonstrated significant relationships moving in the positive direction with 

attitudes and intentions and no significant positive or negative relationship with 

perceived behavioral control.

Similarly, critical care nurses’ perceived behavioral control toward providing 

culturally congruent care to Arab Muslims demonstrated a significant relationship 

moving in the positive direction with attitudes and no significant positive or negative 

relationships with subjective norms and intentions. Likewise, critical care nurses’ 

intentions toward providing culturally congruent care to Arab Muslims demonstrated 

significant relationships moving in the positive direction with attitudes and subjective 

norms and no significant positive or negative relationships with perceived behavioral 

control or control over nursing practice.

A favorable attitude toward Arab Muslims was shown to have a significant 

correlation moving in the positive direction with critical care nurses’ intentions to 

provide culturally congruent care to Arab Muslims and control over nursing practice
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in general. Subjects with favorable attitudes were more likely to intend to provide 

culturally congruent care than those with unfavorable attitudes.

Moreover, a significant correlation moving in the positive direction between 

critical care nurses’ subjective norms toward and intentions to provide culturally 

congruent care to Arab Muslims was also demonstrated. Participants who reported 

favorable normative beliefs were more likely to intend to provide culturally congruent 

care to Arab Muslims than those with unfavorable normative beliefs. In contrast to 

the above findings, no significant positive or negative relationship between critical 

care nurses’ perceived behavioral control toward providing culturally congruent care 

to Arab Muslims and their intentions to provide culturally congruent care to Arab 

Muslims were realized. Furthermore, using two sample independent /-tests, 

significant differences were noted in subjects’ attitudes and subjective norms between 

those subjects who were unlikely to intend to provide culturally congruent care to 

Arab Muslims and those who were likely to intend to provide culturally congruent 

care to Arab Muslims.

The review of the literature demonstrated a multiplicity of relationships 

among attitudes, subjective norms, perceived behavioral control, and intentions and 

provided evidence that the presence, magnitude, and significance of the relationships 

among the variables were contingent upon the specific behavior in question. The 

findings of this investigation supported that critical care nurses’ attitudes and 

subjective norms had a significant correlation moving in the positive direction with 

intentions to provide culturally congruent care to Arab Muslims, whereas perceived 

behavioral control did not. The findings related to attitudes, subjective norms, and
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intentions are consistent with results of previous studies (Bonaparte, 1979; Jones, 

Cason, & Bond, 2004; Joseph, 2001; Lowe-Nurse, 2001; Rooda, 1991,1993).

The findings specific to perceived behavioral control and intentions 

articulated well with the construct of control beliefs as described in the Theory of 

Planned Behavior. Control beliefs connote recognition of factors that may either 

enhance or impede an individual’s performance of a behavior (Ajzen, 1985; Ajzen & 

Timko, 1983). As previously described, subjects in this investigation reported a 

dearth of requisite knowledge, experience, resources, and support to provide 

culturally congruent care to Arab Muslims. This lack of requisite antecedents of 

cultural competency were perceived by the subjects as barriers to intention to provide 

culturally congruent care to Arab Muslims, as evidenced by no significant positive or 

negative relationship between critical care nurses’ perceived behavioral control and 

intentions to provide culturally congruent care to Arab Muslims.

Relationships Among Demographic Variables and Critical Care Nurses’ Attitudes. 
Subjective Norms. Perceived Behavioral Control, and Intentions

A further purpose of this investigation was to analyze and discuss the 

relationships among demographic variables and critical care nurses’ attitudes, 

subjective norms, perceived behavioral control, and intentions to provide culturally 

congruent care to Arab Muslims. Analysis of variance (ANOVA) for the relationships 

among demographic variables and critical care nurses attitudes, subjective norms, 

perceived behavioral control, and intentions to provide culturally congruent care to 

Arab Muslims revealed several major findings. Furthermore, when significant 

relationships among demographic variables and main study variables were identified,
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this investigator further scrutinized the source of statistical significance among the 

different levels of each demographic variable using post-hoc analysis. These data are 

discussed herein.

The findings related to the aforementioned variables were as follows: (1) 

race, country of basic nursing education, country of highest level of education, and 

past attendance at a transcultural nursing course or cultural diversity workshop had 

significant relationships moving in the positive direction with critical care nurses’ 

attitudes toward Arab Muslims; (2) country of basic nursing education, job title, and 

past attendance at a transcultural nursing course or cultural diversity workshop 

demonstrated significant relationships moving in the positive direction with critical 

care nurses’ attitudes toward providing culturally congruent care to Arab Muslims;

(3) past attendance at a transcultural nursing course or cultural diversity workshop 

had a significant relationship moving in the positive direction with critical care 

nurses’ subjective norms toward providing culturally congruent care to Arab 

Muslims; (4) highest level of education had a significant relationship moving in the 

positive direction with critical care nurses’ perceived behavioral control toward 

providing culturally congruent care to Arab Muslims; (5) race, country of basic 

nursing education, country of highest level of education, years of experience in 

critical care nursing, and certification in critical care nursing demonstrated a 

significant relationship moving in the positive direction with critical care nurses’ 

control over nursing practice, and (6) certification in critical care nursing and past 

attendance in a transcultural nursing course or cultural diversity workshop had
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significant relationships moving in the positive direction with critical care nurses’ 

intentions toward providing culturally congruent care to Arab Muslims.

There is a paucity of evidence linking demographic information to nurses’ 

attitudes, subjective norms, perceived behavioral control, and intentions to provide 

culturally congruent care to diverse patients and families in general, or to Arab 

Muslims in particular. Nevertheless, several parallels to previous findings in the 

literature exist.

In this investigation, race had a significant relationship moving in the positive 

direction with critical care nurses’ attitudes toward Arab Muslims and control over 

nursing practice. Subjects who were African American or Hispanic had more 

favorable attitudes toward Arab Muslims whereas Asian and Middle Eastern subjects 

reported stronger perceptions of control over nursing practice. These findings lend 

support to the construct of normative beliefs within cultural and racial groups.

Additionally, country of basic nursing education demonstrated a significant 

relationship moving in the positive direction with attitudes toward Arab Muslims, 

attitudes toward providing care to Arab Muslims, and control over nursing practice. 

Subjects who received their basic nursing education in the United States had more 

favorable attitudes toward Arab Muslims and toward the provision of culturally 

congruent care to Arab Muslims, and stronger perceptions of control over nursing 

practice. Participants who received their highest level of education in the United 

States had more favorable attitudes toward Arab Muslims and stronger perceptions of 

control over nursing practice. Highest level of education had a significant relationship 

moving in the positive direction with perceived behavioral control toward providing
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culturally congruent care to Arab Muslims. Subjects who had a graduate level 

education reported stronger perceptions of perceived behavioral control toward 

providing culturally congruent care to Arab Muslims.

Past attendance in a transcultural nursing course or cultural diversity 

workshop had a significant relationship moving in the positive direction with critical 

care nurses’ attitudes toward Arab Muslims and attitudes toward providing culturally 

congruent care to Arab Muslims, subjective norms toward providing culturally 

congruent care to Arab Muslims, and intentions to provide culturally congruent care 

to Arab Muslims. Furthermore, certification in critical care nursing had a significant 

relationship moving in the positive direction with critical care nurses’ perceptions of 

control over nursing practice and intentions to provide culturally congruent care to 

Arab Muslims. Moreover, job title demonstrated a significant relationship moving in 

the positive direction with critical care nurses attitudes toward caring for Arab 

Muslims. Subjects who were employed in advanced practice roles requiring graduate 

level education, namely, Nurse Clinician, Clinical Coordinator, and Education 

Specialist, demonstrated more favorable attitudes toward providing culturally 

congruent care to Arab Muslims.

The relevance of the findings related to the influence of race, country and 

level of education, job title, past attendance at a transcultural nursing course or 

cultural diversity workshop, and certification in critical care nursing is consistent with 

the belief that self-reflection, education, formal knowledge of issues related to 

cultural diversity, and prior experience caring for diverse patients and families have a 

positive influence on attitudes and perceived control and are requisite to cultural
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competency (Bonaparte, 1979; Campinha-Bacote, 2002; Dreher & MacNaughton, 

2002; Frisch, 1990; Heuer, Russel, & Kahlstorf, 1997; Jones, Cason, & Bond, 2004; 

Joseph, 2001; Leininger & McFarland, 2002; Lockhart & Restick, 1997; Lowe-Nurse, 

2001; Meleis, 1999; Rooda, 1991, 1993; Ryan, Twibell, Brigham, & Bennett, 2000; 

Zorn, 1996). Furthermore, the relationships among race, attitudes and intentions, and 

between past attendance at a transcultural nursing conference or cultural diversity 

workshop and subjective norms toward providing culturally congruent care to Arab 

Muslims underscored the relationship between attitudes of relevant others on critical 

care nurses’ normative beliefs related to the care of Arab Muslims. The more 

favorable the critical care nurses’ normative beliefs, the stronger their intentions to 

provide culturally congruent care to Arab Muslims. The meaning inherent in the 

aforementioned findings supported the premise that cultural desire, cultural 

awareness, cultural knowledge, cultural skill, and cultural encounter are requisite 

antecedents of cultural competency (Campinha-Bacote, 2003).

Another noteworthy similarity between the findings of this investigation and 

those of previous studies (Lancero, 1994; Laschinger & Havens, 1996; Moulton, 

2000), is the significant relationship moving in the positive direction between the 

number of years experience in nursing and control over nursing practice. In this 

study, years of experience in critical care nursing demonstrated a significant 

relationship moving in the positive direction with critical care nurses’ control over 

nursing practice. In the studies conducted by Lancero (1994), Laschinger and Havens 

(1996), and Moulton (2000), the number of years experience in nursing had a 

significant relationship moving in the positive direction on nurses’ perceptions of
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control over nursing practice. In essence, the greater the number of years experience 

in nursing translated into the perception of greater control over nursing practice and 

decisions.

Application of Findings to the Theory of Planned Behavior

The final purpose of this investigation was to analyze and discuss the results 

of the study in relation to the Theory of Planned Behavior, the theoretical framework 

for this investigation. The variables of interest in this study were derived from the 

Theory of Planned Behavior, namely, critical care nurses’ attitudes, subjective norms, 

perceived behavioral control, and intentions to provide culturally congruent care to 

Arab Muslims.

Given that therapeutic nurse-patient relationships are based upon the nurse’s 

ability to provide compassionate and respectful care that values the inherent dignity, 

worth, and uniqueness of every individual (American Nurses Association Code of 

Ethics for Nurses, 2004), it was essential to explore critical care nurses’ motivational 

factors that influenced their intentions to provide culturally congruent care to Arab 

Muslims. Therefore, in this investigation, the constructs of the Theory of Planned 

Behavior were used to discover the relationships among critical care nurses’ 

behavioral, normative, and control beliefs and intentions to provide culturally 

congruent care to Arab Muslim patients and families.

According to the Theory of Planned Behavior, individual intention is 

explained as the collective of behavioral beliefs, normative beliefs, and control beliefs 

at the level of individual decision-making. In the absence of direct observation of
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performance of a specific behavior, individual intention to perform a behavior is 

considered to be the immediate determinant of action (Ajzen & Fishbein, 1980).

Behavioral beliefs represent the individual’s view of the likely consequences 

or other attributes about the behavior, and are considered to be personal determinants 

that reflect the individual’s attitude toward a specific behavior, or the relative value of 

the outcomes to be achieved by performing the behavior. Normative beliefs reflect 

the attitudes and values of relevant others and are the social determinants underlying 

an individual’s performance of a specific behavior and motivation to comply with 

normative expectations. Control beliefs signify recognition of factors that may either 

enhance or impede an individual’s performance of a behavior (Ajzen, 1985; Ajzen & 

Timko, 1983).

In their respective aggregates, behavioral beliefs produce a favorable or 

unfavorable attitude toward the behavior in question, normative beliefs result in 

perceived social pressure or subjective norm to perform a behavior, and control 

beliefs lead to perceived behavioral control, the perceived ease or difficulty of 

performing the behavior. Collectively, attitude toward the specific behavior, 

subjective norms, and perception of behavioral control bring about the formation of 

behavioral intention (Ajzen, 2001). Therefore, the more favorable the attitude and 

subjective norm, and the greater the perceived control over behavioral outcomes, the 

stronger the individual’s intention to initiate the behavior in question (Ajzen, 2001; 

Fleury, 1992). In addition, given an adequate degree of actual control, people are 

expected to enact their intentions when the opportunity and situation warrant. 

However, not all actions are under a person’s volitional control; therefore, provided

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



167

an individual is realistic in determining the degree of difficulty in performing a 

behavior, perceived behavioral control can act as a proxy for actual control and 

contribute to the prediction of the behavior (Ajzen, 2001).

To discuss the application of the findings of this investigation to the Theory of 

Planned Behavior, the relationships among critical care nurses’ attitudes, subjective 

norms, perceived behavioral control, and intentions to provide culturally congruent 

care to Arab Muslims were investigated. The correlation matrix among the study 

variables revealed that (a) critical care nurses’ attitudes toward providing culturally 

congruent care to Arab Muslims had significant relationships moving in the positive 

direction with subjective norms, perceived behavioral control, and intentions;

(b) critical care nurses’ subjective norms toward providing culturally congruent care 

to Arab Muslims demonstrated significant relationships moving in the positive 

direction with attitudes and intentions and no significant positive or negative 

relationship with perceived behavioral control; (c) critical care nurses’ perceived 

behavioral control toward providing culturally congruent care to Arab Muslims 

demonstrated a significant relationship moving in the positive direction with attitudes 

but no significant relationships with subjective norms and intentions; and (d) critical 

care nurses’ intentions toward providing culturally congruent care to Arab Muslims 

demonstrated significant relationships moving in the positive direction with attitudes 

and subjective norms and no significant positive or negative relationship with 

perceived behavioral control.

The findings of this investigation specific to the relationship between 

perceived behavioral control and intention articulate well with the construct of control
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beliefs as described in the Theory of Planned Behavior. Control beliefs presage 

recognition of factors that may either enhance or impede an individual’s performance 

of a behavior (Ajzen, 1985; Ajzen & Timko, 1983). As measured by the Perceived 

Behavioral Control Subscale of the Culture Care Intention Questionnaire (Ajzen & 

Madden, 1986), subjects in this investigation indicated a lack of requisite knowledge, 

experience, resources, and support to provide culturally congruent care, as evidenced 

by no significant positive or negative relationship between critical care nurses’ 

perceived behavioral control and intentions to provide culturally congruent care to 

Arab Muslims and control over nursing and practice and intentions.

Despite the aforementioned finding however, overall intention to provide 

culturally congruent care to Arab Muslim scores were high indicating that critical 

care nurses’ intended to meet the culture care needs of Arab Muslims. This latter 

finding underscored that adequate resources, namely, knowledge, experience, 

resources, and administrative support, were requisite to perceived behavioral control 

to provide culturally congruent care to Arab Muslims.

In summary, consistent with the constructs of the Theory of Planned 

Behavior, a favorable attitude toward Arab Muslims was shown to have a significant 

relationship moving in the positive direction to critical care nurses’ intentions to 

provide culturally congruent care. Moreover, a significant relationship moving in the 

positive direction between critical care nurses’ subjective norms and intentions to 

provide culturally congruent care to Arab Muslims was also demonstrated. However, 

no significant positive or negative relationship between critical care nurses’ perceived
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behavioral control toward providing culturally congruent care to Arab Muslims and 

their intentions to provide culturally congruent care to Arab Muslims were realized.

The collective results of this investigation lend validity of the 

interrelationships among attitudes, subjective norms, perceived behavioral control, 

and intention as described in the Theory of Planned Behavior and support the 

evolving utility of a borrowed theory to describe nursing phenomena (Villarruel, 

Bishop, Simpson, Jemmott, & Fawcett, 2001).

Implications

As an ethical imperative, globalization mandates that nursing ensures cultural 

competency of its practitioners in meeting the culture care needs of diverse 

populations. The discipline of nursing must respond by transforming the present 

unicultural model of care to a multicultural caring focus of diverse people (Leininger, 

1991). This transformation process requires many changes in nursing education and 

nursing service. Changes based on evolving demographics among the communities 

for whom we provide care and evidence derived from transcultural nursing research 

that provide the requisite knowledge that will enable nurses to meet the culture care 

needs of patients, families, and communities and to perform as integral members of 

multicultural, interdisciplinary health care teams. The implications of the study 

findings specific to this investigation will be reported in the subsequent section. This 

segment of the chapter will conclude with a discussion of implications for nursing 

education and nursing service.
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Implications Derived from the Findings of this Investigation

Data derived from this investigation are intended to serve as a catalyst for the 

design of new and integrated nursing and health care strategies that include culturally 

informed approaches to critical care nursing education, practice, research, and policy 

development. As critical care nurses examine the motivational influences of attitudes, 

subjective norms, and perceived behavioral control on their intentions to provide 

culture care to Arab Muslims, they can become more knowledgeable, sensitive, and 

competent to learn about other cultures, improve their abilities to provide culturally 

congruent care, and meet the culture care needs of diverse patients, families, and 

communities.

Attitudes. The data obtained from this study specific to critical care nurses’ 

attitudes toward providing culturally congruent care to Arab Muslims suggested that 

nurses with favorable attitudes toward Arab Muslims were more likely to intend to 

provide culturally congruent care than those with unfavorable attitudes. Furthermore, 

the data demonstrated significant differences between attitude scores of subjects who 

had high intention scores and those who did not.

Debriefing experiments have demonstrated success in uncovering underlying 

attitudes and belief perseverance and identifying targeted interventions when beliefs 

are based on erroneous information (Jennings, Lepper, & Ross, 1981; Lepper, Ross,

& Lau, 1986; Shaheen, 2004). The findings of this investigation related to attitudes 

toward caring for Arab Muslims together with the experiences related to belief 

perseverance reported by Jennings, Lepper, and Ross (1981), Lepper, Ross, and Lau 

(1986), and Shaheen (2004) provided the foundation for nurse executives to conduct
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culture-specific debriefing sessions among critical care nursing staff and 

interdisciplinary healthcare teams in order to examine the antecedents of unfavorable 

attitudes and the relationship between unfavorable attitudes toward Arab Muslims and 

nursing practice decisions and actions.

Subjective Norms. The results from this study related to critical care nurses’ 

subjective norms toward providing culturally congruent care to Arab Muslims 

highlighted the influence of normative beliefs of relevant others on critical care 

nurses’ intentions to meet the culture care needs of Arab Muslim patients and 

families. The data demonstrated that critical care nurses were more likely to intend to 

provide culturally congruent care to Arab Muslims as a result of favorable attitudes of 

relevant others. Moreover, the data demonstrated significant differences between 

subjective norms scores of subjects who had high intention scores and those who did 

not.

The proclivity for people to cling to beliefs in spite of counterevidence, and 

the influence of attitudes of relevant others on individual decision making is well 

documented in the literature (Shultz, Katz, & Lepper, 2001). The findings of this 

investigation related to subjective norms underscored the impact of normative beliefs 

on critical care nurses’ intentions to provide culturally congruent care to Arab 

Muslims. Therefore the relationships between subjective norms and intention 

described in this investigation provided a catalyst for nurse executives to design 

collaborative practice and interdisciplinary team learning models related to issues of 

cultural diversity so that the culture care needs of diverse patients and families and be 

met consistently by members of a culturally compete health care team.
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Perceived Behavioral Control. The findings of this study specific to perceived 

behavioral control demonstrated that nurses’ control beliefs had a significant 

relationship moving in the positive direction with attitudes toward providing 

culturally congruent care to Arab Muslims. This discovery highlighted the influence 

of control beliefs on critical care nurses’ attitudes toward providing care that fits with 

the Arab Muslims’ values, beliefs, and meanings of care.

Using two instruments to measure control beliefs, subjects in this 

investigation made the distinction between control over nursing practice in general, as 

measured by the Control Over Nursing Practice Scale (Gerber, 1990), and perceived 

behavioral control toward providing culturally congruent care to Arab Muslims, in 

particular, as measured by the Perceived Behavioral Control Subscale of the Culture 

Care Intention Questionnaire (Ajzen & Madden, 1986). Generally, subjects’ 

perceptions of control over nursing practice were higher than perceived behavioral 

control toward providing culturally congruent care to Arab Muslims. Consequently, 

the data related to perceived behavioral control confirmed that critical care nurses’ 

perceived providing culturally congruent care to Arab Muslims as requiring more 

time and resources, and distinguished culturally congruent care as separate from 

critical care practice.

The findings related to perceived behavioral control established a springboard 

for nurse executives to design administration processes that provide the requisite 

learning, human, financial, material, and temporal resources that support an 

environment of care within which independent and interdependent culturally sensitive 

nursing care practices can occur. Hence, as contended by Dreher and MacNaughton
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(2002), to meet the culture care need of patients and families, it is of the essence that 

cultural competency be indistinguishable from nursing competency.

Nursing Education

The findings of this study have implications for nursing education. To avoid 

cultural imposition, defined as the “the tendency for health personnel to impose their 

beliefs, practices, and values upon another culture because they believe that their 

ideas are superior to those of another person or group” (Leininger, 1970, p. 21), 

nursing practitioners must examine the motivational influences of providing 

culturally congruent care to Arab Muslims so as to become more knowledgeable, 

sensitive, and competent to learn about other cultures and improve their abilities to 

provide culturally congruent care.

In today’s multicultural environment of care, nurses must practice in different 

and meaningful ways in order to meet the culture care needs of diverse patients and 

families, in general, and for Arab Muslims, in particular. This diversity necessitates 

curricular changes that focus on the requisite knowledge of the influence of culture on 

an individual’s perception and experience of health and illness and exposure to 

culturally, ethnically, spiritually, and linguistically diverse patients, families, and 

communities. The worldview of nursing and the definition of community must 

expand, embracing the world at large, no longer one’s immediate environment and 

practice setting.

Transcultural nursing principles must be integrated into basic (pre-licensure) 

and advanced nursing curricula, competency statements, learning outcomes, and 

performance criteria for students of nursing and other health care disciplines. Faculty
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must also prepare nurse scholars who are competent in transcultural and cross- 

cultural research generation and utilization. Boards of nursing and nursing specialty 

organizations must integrate principles of transcultural nursing and cultural 

competency into licensing examinations for entry into practice, renewal of licensure 

and registration, and for certification and recertification in nursing specialties. If 

indeed cultural competency is the same as nursing competency (Dreher & 

MacNaughton, 2002), cultural competency must be at the core of the art and science 

of nursing.

Nursing Service

The findings of this investigation have implications for the delivery of nursing 

services. It is generally believed that endorsing cultural awareness improves the 

nurse’s confidence and abilities in providing holistic care for patients from diverse 

cultures (Al-Shahri, 2002; Geissler, 1998; Meleis, 1999; Murphy & Clark, 1993). 

Therefore, the provision of care that fits with the values and beliefs of culturally 

diverse patients and families is contingent upon understanding nurses’ motivational 

influences for the provision of culturally congruent care.

The Arab American Institute (2000) estimated that there are 3.5 million Arab- 

Americans. Arab Americans are one of the fastest growing populations in America. In 

the United States, the number of people who identified themselves as Arabs grew by 

more than 43% between 1990 and 2000 (United States Census, 2000). Escalating 

critical care nurses’ awareness of motivational factors that influence their decisions to 

meet the culture care needs of Arab Muslims improves the promise for nursing
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practitioners to provide culturally competent care to this vulnerable population 

(Ghounem, 2004; Purnell & Paulanka, 2003).

Standards of critical care nursing practice specify that the needs or 

characteristics of patients and families influence and drive the characteristics or 

competencies of nurses; therefore, synergy results when the needs and characteristics 

of a patient are matched with the nurse’s competencies (American Association of 

Critical Care Nurses Synergy Model for Patient Care, 2004). The findings of this 

study will serve as an organizing framework for the development of critical care 

nursing competencies and associated performance criteria related to the provision of 

care to culturally diverse patients, in general, and to Arab Muslims, in particular.

The nursing organization within the health care arena must ensure that all 

patients receive effective and respectful care that is provided in a manner that is 

compatible with their cultural health beliefs, care practices, and preferred language 

(National Standards for Culturally and Linguistically Appropriate Services in Health 

Care, 2004). Lack of congruence may lead to misunderstanding and conflict among 

patients, families, and caregivers, and can contribute to poor health care outcomes for 

patients, financial deficits for organizations, and decreased patient and staff 

satisfaction (Purnell & Paulanka, 2003). As Dreher and MacNaughton (2002) 

contended, cultural competency is the same as nursing competency. Data derived 

from this investigation provided evidence to support that culturally informed 

approaches must be at the core of the nursing infrastructure for education and 

practice.
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Health care organizations must incorporate cultural competency and the 

provision of culturally congruent care into the vision and mission statements, policies 

and standard operating procedures, goals, and performance outcomes, all of which 

reflect an awareness of the diversity of the external community served by the 

organization and the internal ethnically and culturally diverse health care team. 

Interdisciplinary, cultural competency education must be incorporated into orientation 

programs, on-going learning activities to maintain cultural competency, 

documentation systems, patient rounds, grand rounds, seminars, and the use of expert 

consultants to increase awareness of the care requirements of culturally diverse 

people and the dynamics of culturally diverse health care teams. The consequences 

of which will be nursing practitioners who are competent to provide culturally 

congruent care to diverse patients, families, and communities and who are able to 

expand the scientific body of knowledge related to transcultural nursing.

Limitations

A number of limitations should be considered when interpreting the findings 

of this investigation. The first limitation of this study was the setting where the self- 

reported data were collected. The urban, multi-site healthcare facility used in this 

investigation is located in New York City, the site of the September 11,2001, 

terrorist attacks on the World Trade Center that were perpetrated by Arab Muslims, 

and the repeated terrorist threats that continue to exist. There is a chance that nurses 

working in a city where terrorist attacks occurred may have a different perception or 

experience of Arab Muslims than those who do not. There is no way to know if
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location influenced nurses’ attitudes, subjective norms, perceived behavioral control, 

and intentions to provide culturally congruent care to Arab Muslims, as no 

comparisons between nurses who lived in New York City and those who lived 

elsewhere were included in this study.

An additional limitation of this investigation was related to the sampling 

methods and data collection procedures. The sample was not randomly selected, 

therefore, the findings of this investigation can only be generalized to the critical care 

nurse subjects who were studied. Mutually convenient dates and times were 

scheduled for each of the 10 critical care units used in this investigation. Because of 

patient care needs, not all nurses who were interested in participating in this study 

were able to do so. Data collected from subjects who were not able to complete all of 

the questionnaires were not included in this investigation. Another potential limitation 

may have been times of the day used to complete the questionnaires.

A further limitation of this investigation was related to the generalizability of 

the results. This study used a purposive, convenience sampling method. Therefore, 

the sample did not have an equal distribution among the demographic variables. The 

majority of the subjects were female, Christian, between the ages of 45 and 54 years, 

who received their basic nursing education in a country other than the United States, 

had a Bachelor’s Degree in Nursing, and who were not certified in critical care 

nursing. This study does not provide sufficient information regarding attitudes, 

subjective norms, perceived behavioral control, and intentions among critical care 

nurses who are male, non-Christian, younger or older than 45 to 54 years of age,
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educated in the United States, prepared at a variety of educational levels, or certified 

in critical care nursing.

Suggestions for Future Research

The findings of this investigation have contributed to the scientific body of 

transcultural nursing knowledge related to the relationships among critical care 

nurses’ attitudes, subjective norms, perceived behavioral control, and intentions to 

provide culturally congruent care to Arab Muslims. However, recommendations for 

future research are offered so that the antecedents of providing culturally congruent 

care to diverse patients and families, in general, and to Arab Muslims, in particular, 

can be more fully explored, and to expand the generalizability of the study findings 

resultant of the purposive, convenience sampling method used in this investigation.

The majority o f the critical care nurse subjects in this investigation were 

female between the ages of 45 and 54 years. Although these data are consistent with 

national demographics for age in the profession of nursing (Buerhaus, Staiger, & 

Auerbach, 2000), one suggestion for future research would be to include an equal 

amount of male and female participants and equal amounts of subjects from different 

age ranges so as to examine differences in gender and age on the variables of interest. 

In this study, the majority of the subjects were Asian (Far Eastern) who received their 

basic nursing education at the baccalaureate level in a country other than the United 

States. Studying a more ethnically and educationally diverse sample may provide the 

opportunity to discover additional interrelationships among critical care nurses’
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attitudes, subjective norms, perceived behavioral control, and intentions to provide 

culturally congruent care to Arab Muslims.

Even though Muslims were not excluded from this study, none of the subjects 

in this investigation were Muslim. Although not all Arabs are Muslim, in fact, only 

12% of Muslims are Arabs, many believe that all Arabs are actually Muslims. 

Therefore, general attitudes toward Muslims can influence, by proxy, attitudes toward 

Arabs (Shaheen, 2004). Consequently, including Muslim participants in future 

research may provide another perspective on the relationships among critical care 

nurses’ attitudes, subjective norms, perceived behavioral control, and intentions to 

provide culturally congruent care to Arab Muslims.

In this investigation, no significant positive or negative correlation between 

critical care nurses’ perceived control over nursing practice and perceived behavioral 

control toward providing culturally congruent care to Arab Muslims was 

demonstrated, thereby illustrating that although critical care nurses’ indicated a strong 

perception of control over nursing practice and decisions in general, they did not have 

a strong perception of control over nursing practice and decisions toward providing 

culturally congruent care to Arab Muslims. An additional recommendation for future 

research includes an exploration of factors that influence the relationship between 

critical care nurses’ general perceived control over nursing practice and perceived 

behavioral control toward providing culturally congruent care to patients, families, 

and communities.

To expand the scientific body of knowledge related to the antecedents of 

culturally congruent care, another recommendation would be to use the Cultural Care
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Intention Questionnaire that was developed by this investigator to investigate the 

relationships among nurses’ attitudes, subjective norms, perceived behavioral control, 

and intentions to provide culturally congruent care among the various nursing 

specialties, other culturally, ethnically, spiritually, and linguistically diverse patients 

and families, and for additional vulnerable populations. Furthermore, as described in 

the Theory of Planned Behavior (Ajzen & Fishbein, 1980), in spite of favorable 

attitudes and subjective norms, robust perceived control over behavioral outcomes, 

and strong intentions to initiate the behavior in question, individual action and 

behavior will vary with the situation (Ajzen, 2001; Fleury, 1992).

Another suggestion for future research is to examine the relationship between 

critical care nurses’ intentions to provide culturally congruent care to Arab Muslims 

and actual behavior, as manifested by the provision of care that meets the culture care 

needs of Arab Muslim patients and families. In addition, investigating the relationship 

between intentions to provide culturally congruent care to Arab Muslims and actual 

performance of the behaviors associated with the provision of culturally congruent 

care to Arab Muslims may illuminate disparities between intention and actual 

behavior and may well underscore the potential influence of subjects’ social 

desirability responding on the attitude instruments used in this investigation.

The setting where the data were collected and the subjects who participated in 

this investigation were located in one health care organization in New York City, a 

site of the September 11, 2001 terrorist,attacks. Although the attitudes and subjective 

norms scores of the majority of the subjects who participated in this study were 

favorable toward providing culturally congruent care to Arab Muslims, and intention
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scores were generally high, indicating that critical care nurses were extremely likely 

to provide culturally congruent care to Arab Muslims, one final suggestion would be 

to conduct a cross-cultural, comparative investigation of the relationships among 

critical care nurses’ attitudes, subjective norms, perceived behavioral control, and 

intentions to provide culturally congruent care to Arab Muslims with subjects from 

across the United States and from other countries with large Arab Muslim 

populations.

Summary

The purposes of this study was to investigate the relationships among critical 

care nurses’ attitudes, subjective norms, perceived behavioral control, and intentions 

to provide culturally congruent care to Arab Muslims. By illuminating the 

antecedents to critical care nurses’ intentions to provide culturally congruent care to 

Arab Muslims, the findings of this investigation contributed to the scientific body of 

knowledge in the disciplines of nursing, social psychology, and education.

According to Leininger (2003), people have a basic human right to have their 

cultural values, beliefs, and needs respected, understood, and appropriately used 

within the caring and curing processes. In addition, health, illness, and meanings of 

care are primarily influenced and determined by the culture of patients, families, and 

communities. Consequently, nurses can improve the quality of care given by learning 

to focus on the ways in which health and illness are expressions of a particular culture 

and how culture influences patients’, families’, and communities’ expectations of 

nursing care.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



To these aims, this investigation maintained a focus on understanding critical 

care nurses’ motivational influences for the provision of culturally congruent care, 

thereby serving as a foundation for developing nursing care delivery models and 

associated practices expectations that are culturally congruent with the values of 

Arab Muslim patients, families, and communities. The evidence presented herein 

supported the requisite dialogue that can enable nurses to successfully resolve care 

disparities resultant from cultural conflicts within the nurse-patient interaction.

The provision of culturally congruent care requires a thorough understanding 

of the factors that influence nurses’ decisions to provide care the fits with the values, 

beliefs, and meanings of care of diverse patients and families. This descriptive 

correlational study demonstrated significant relationships among critical care nurses’ 

attitudes, subjective norms, and intentions to provide culturally congruent care to 

Arab Muslims. In contrast, evidence did not support a significant relationship 

between critical care nurses’ perceived behavioral control and intentions to provide 

culturally congruent care to Arab Muslims. Nevertheless, this latter finding remains 

consistent with the Theory of Planned Behavior given that, although critical care 

nurses’ perceived factors such as lack of knowledge, experience, resources, and 

administrative support to provide culturally congruent care to Arab Muslims as 

barriers to providing culturally congruent care, they intended to provide culturally 

congruent care to Arab Muslims, as influenced by their attitudes and subjective 

norms. Therefore, the findings of this investigation articulated well with the 

constructs of the Theory of Planned Behavior.
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The findings of this investigation provided evidence for the development of 

nursing care delivery models, educational initiatives, and practice expectations that 

can guide and influence nurses’ thinking, actions, and decisions related to care 

practices for culturally diverse patients. The results of this study also served to 

illuminate the requisite antecedents that fuel cultural desire for the provision of 

holistic, culturally congruent care provided by culturally competent practitioners 

(Campinha-Bacote, 2003; Giger & Davidhizar, 2002; Leininger & McFarland, 2002).
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Endnote

“Adding wings to caterpillars does not create butterflies — it creates 
awkward and dysfunctional caterpillars. Butterflies are created through

transformation ... ”

— Stephanie Marshall —

To transform critical care nursing education and practice models and the 

health care delivery system, it is essential for critical care nurses to explore 

motivational factors that influence their intentions to provide culturally congruent 

care and to know the meanings that Arab Muslims have about care. Acknowledging 

the limitations of this investigation, this study provided a catalyst for future scientific 

inquiry related to nurses’ motivational influences specific to the provision of 

culturally congruent care to Arab Muslims.

Given the dynamic nature of the interrelationships among human behavior, 

thinking, actions, and decisions, and the current vulnerability of Arab Muslims to 

experience disparities in care within the health care arena, limitless research 

opportunities exist for scientific exploration on this fascinating, complex, and 

sensitive field of investigation. It is only through scientific inquiry that we can dare 

to hope and dare to dream of a world within which each human potentiality will find 

its just and rightful place. A world depicted by a tapestry of cultures, ethnicities, 

languages, and religions creating a mosaic of caring, and a healthcare system that 

embraces diversity and eliminates health disparities. Amen!
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Professor of Nursing and Anthropology 

Founder and Director of Transcultural Nursing 
Wayne State University, College of Nursing, 146 Cohn Bldg.

5557 Cass Avenue, Detroit, MI 48202 
.Office: (313) 577-4392; Fax: (313) 577-4571

June 29, 2004
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Madeleine Leininger, PhD, LHD, DS, CTN, RN, FAAN, FRCNA
Founder and Leader of Transcultural Nursing / I

 
 

Dear Dr. Leininger:

I hope this message finds you well. I am a€nding this letter to 
ask your permission to use the Sunrise -Model depicting the Theory 
of Culture Care Diversity and Universality in my doctoral 
dissertation.
I am a nursing doctoral student in the Nurse Executive program at 
Teachers College, Columbia University in New York City. My 
dissertation will be an investigation of the relationships among 
personal attitudes, subjective norms, and perceived behavioral 
control on critical care nurses' intentions to provide culturally 
congruent care to Arab Muslim patients and families. The 
variables of interest are derived from the Theory of Planned 
.Behavior and will be linked to transcultural nursing practice, 
education, research, and policy development via the Leininger 
Theory of Culture Care Diversity and Universality as depicted by 
the Sunrise.jjfeSSe’P ’and the Campinha-Bacote Process of Cultural'V, A  
Competence in the Delivery of Healthcare Services. /wtUj

Thank you in advance for considering my request and contributing 
to the success of my research.

Sincerely,

Stephen R. Marrone, MS, RN, BC, CCRN, CNOR 
Doctoral Student, Nurse Executive Program 
Teachers College, Columbia University 
Department of Organization and Leadership 
Institute for Research and Service in_ Nursing Edj 
New York, New York 
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Date: July 6 , 2004

To: Stephen Marron
From: Dr. Campinha-B

President, Transe

RE: Letter of Permis

This letter grants permissi
volcanic model, as documented on my website at 
www.transculturalcare.net. in his doctoral dissertation at Teachers 
College, Columbia University in NYC.

Stephen Marrone agrees to the restriction that my model can only be 
used for the above purpose and cannot be used as an attachment, in 
postal mailings/surveys, e-mails, as any type of online format 
(modules, educational Blackboards for distance/online courses) or as 
any other use and/or distribution that has not been articulated in this 
letter of permission. Permission to use my model in future projects 
(i.e., CD-ROMs, Internet/websites, grants, publications, workshops/ 
seminars, graduate work, presentations, surveys, as handouts or 
audiovisual materials, and/or as a course evaluation) must be sought 
in writing to me by Stephen Marrone.

As part of this permission agreement, it is expected that Stephen 
Marrone will use the following citation when using and/or citing my 
tool:

Copyrighted by Campinha-Bacote (2002)
Printed with Permission from 

Transcultural C.AJR.E. Associates

Thank you Stephen Marrone for being sensitive and aware of the 
legal copyright status of this model. I wish you the best in your 
doctoral studies.

(513) 469-1664

11108 Huntwicke Place 
Cincinnati, Ohio 45241
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msnr* 
Printed: Sunday, May 22, 2005 12:45 AM

From : Icek Aizen 
S e n t : Wednesday, September 1, 2004 1:36 PM
To : 'Stephen marrone' 
Subject: RE: Theory of Planned Behavior Diagram

No, the TPB is in the public domain. You are free to use it in your 
research.

 Original Message----
From: S t e p h e n  marrone ]
Sent: Tuesday, August 31, 2004 18:24 
To: 
Subject: RE: Theory of Planned Behavior Diagram

Thanks, once again. Do I need permission to construct a TPB questionnaire?

Please let me know.
Stephen Marrone

>From: icek Aizen 
>To: 'Stephen marrone' 
>Subject: RE: Theory of Planned Behavior Diagram 
>Date: Wed, 30 Jun 2004 03:24:16 -0400
>
>Hi,
>You can use my diagram, so long as you preserve the copyright notice. 
Alternatively, you could draw your own diagram. You don't need my 
>permission to do that.
>Sincerely,
>Icek Aizen 
>
 > Original Message----
>From: Stephen marrone ]
>  

>Subject: Theory of Planned Behavior Diagram
>
>Dear Dr. Ajzen: I hope this message finds you well. I am a nursing
>doctoral student in the Nurse Executive program at Teachers College, 
>Columbia University in New York City. I will be using the Theory of Planned 
>Behavior (TPB) as the theorectical framework for my study that will 
investigate the effects of attitudes, subjective norms, and perceived 
>control on nurses' intentions to provide culturally congruent care to Arab 
>Muslims. Therefore, I am requesting your permission to include the diagram 
>of the Theory of Planned Behavior (copyright 2002) that appears on the TBP 
>website in my dissertation.
>
>Thank you in advance for your permission.
>
>Stephen R. Marrone, MS, RN, BC, CCRN, CNOR Doctoral Student, Nurse 
>Executive
>Program Teachers College, Columbia University Department of Organization 
>and
^Leadership Instute for Research and Service in Nursing Education New York,
>New York s
>
>________________________________________________________________
>MSN Movies - Trailers, showtimes, DVD's, and the latest news from 
>Hollywood!
>
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fflSfk - Hotmail®
Printed: Sunday, May 22, 2005 12:42 AM

From : Beverly Bonaparte <
S e n t : Thursday, July 8, 2004 12:34 AM

 'Stephen marrone' <
Subject: RE: Cultural Attitude Survey

Dear Stephen:
Sorry I did not get your earlier email. I've been having computer 
trouble but now all is well. Please do not use the AOL email address.

Regarding the Cultural Attitude Survey - you have my permission to use 
the CAS. The reliability/validity etc info is in the dissertation copy 
- see university microfilms and the Nursing Research article. I will 
look for any additional information so please check in with me in 3-4 
days and I will share what I have.
Best wishes!

 

 
 

 Original Message----
From: Stephen marrone 
Sent: Wednesday, July 07, 2004 1:48 PM
To: 
Subject: FW: Cultural Attitude Survey 
Importance: High

Hello Dr. Bonaparte. I am sending this message as a follow up to a 
previous
message that was sent on June 28 seeking your permission to use your 
Cultural Attitude Survey in my doctoral dissertation. I would greatly 
appreciate if you would consider my request as outlined below and 
anxiously
await your response. I am in the proces of completing my dissertation 
proposal and am at a critical point whereby I must be specific about the

instruments that I plan to use.

Thank you for your time and consideration of my request. I look forward 
to
hearing from you soon.

Stephen Marrone

>From: "Stephen marrone" 
>To: 
>Subject: Cultural Attitude Survey 
>Date: Mon, 28 Jun 2004 16:05:40 +0000

>1 am writing to request permission to use your Cultural Attitude Survey

Apart of my doctoral dissertation. I am a nursing doctoral student at 
ATeachers College, Columbia University and my dissertation will be an 
Ainvestigation of factors that influence critical care nurses' 
intentions to
Aprovide culturally congruent care to Arab Muslim patients and families.
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>Dear Dr. Bonaparte: I hope this message finds you well.
>

as
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>would also like permission to add another category to your instrument 
>related to Arab Muslims - the final version to include the following:
>whites, african americans, asian americans, hispanic, arabs.
>
>1 hope that you will give your permission and share any pscyhometric 
data
>regarding reliability, validity, etc. that I might need to include in 
my
>study.
>
>1 thank you in advance your for support.
>
>Stephen R. Marrone, MS, RN, BC, CCRN, CNOR
>Doctoral Student, Nurse Executive Program
>Teachers College, Columbia University
>Department of Organization and Leadership
>Institute for Research and Service in Nursing Education
>New York, New York

>

Is your PC infected? Get a FREE online computer virus scan  
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The University of 227

College of Nursing A r iz o n a , Tucson, Arizona 85721 
(520) 626-6154 
FAX (520) 626-2211H e a l t h  S c ie n c e s  C en te r

June 16,2004

Mr. Stephen R. Marrone 
 

Dear Stephen:

Thank you for your interest in using the Control Over Nursing Practice Scale (CONPS) in your doctoral research at Teachers 
College, Columbia University in New York. You have our permission to use the instrument. I understand that you will probably 
measure the concept of control over practice with the individual R.N. as the unit of analysis, the original intent of the scale. 
However, I will include a little information on the group level form of the instrument. Dr. Joyce Verran, Professor, 
(i u) has more experience with data analysis at the group level. Since the instrument has not yet been 
published, I will include some abstracts and additional information related to the CONPS. For our records, please send me the 
completed Request Form (or a copy) as soon as possible. I must also ask that you not share this instrument with others or 
publish it in its entirety since we are in the process of writing a manuscript for publication.

Conceptual Basis for the CONPS: Control over nursing practice is conceptualized as the perceived freedom to evaluate and 
modify nursing practice, make independent and interdependent decisions related to patient care, exercise authority and take on 
accountability for the outcomes of those decisions as well as to influence the work environment at the unit level of the 
organization. “Control”, as a noun, refers to the power to direct, manage or regulate; that is, to be in charge. “Freedom to” 
implies unrestricted authority to act.

CONP vs. Autonomy: Autonomy is a related but somewhat different concept that implies self-governing or functioning 
independently. Occasionally the two terms, autonomy and control, are combined to form another concept labeled professional 
autonomy (McKay, 1983; Prescott & Dennis, 1985; Schutzenhofer, 1987) that focuses on independence in the role of the 
professional practitioner. Conceptually, control over nursing practice and professional autonomy differ primarily in whether 
emphasis is placed on the authoritative management (control) of the practice itself or on role independence (autonomy). Spitzer- 
Lehman (1994) suggested that the concept of empowerment of teams of nurses, rather than autonomy per se, is what enhances 
accountability and productivity in the delivery of nursing care. Control over nursing practice, then, might be viewed as an 
outcome of the empowerment of nurses.

Background Information on Scale Development: Maintaining a balance between position power and expert power is a critical 
issue for professionals employed in bureaucratic organizations. Control of nursing practice, or expert power, has been proposed 
as one way to increase job satisfaction (Hinshaw, Smeltzer & Atwood, JONA, 1987). The CONPS was created to overcome 
some of the instrumentation issues in the Hinshaw & Atwood study of anticipated turnover. Different characteristics of 
professional and technical nursing practice have been described within the National Commission on Nursing implementation 
Project (NCNIP, 1987). The commission stated, “professional nurses will be skilled in nursing practice as caregivers, case 
managers, and problem sol vers... [they] will analyze health care data and diagnose problems for clients in all types of care 
settings' (p.4). They went on to describe various aspects of professional nursing practice. Many of the items in the CONPS 
were based on the 1987 NCNIP statement for the purpose of measuring professional nursing practice. The first extensive use of 
the CONPS occurred within the 5-year, federally funded Differentiated Group Professional Practice (DGPP) in Nursing project 
conducted by Verran, Gerber, Milton & Murdaugh (NINR/NIH #U01 NR02153,1988-1994). The CONPS continues to perform 
well when used with RNs employed in a variety of clinical settings.

My colleagues and I wish you success with your research and trust you will send me a brief summary of the results of your study, 
particularly as related to the use of the CONPS. If I can be of additional assistance, please let me know. I can be reached at 

 or via e-mail at  Best wishes for continued recovery from your surgery.

Associate Professor Emerita
) 

Tucson, AZ 
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ATTITUDES, SUBJECTIVE NORMS, AND PERCEIVED BEHAVIORAL
CONTROL: CRITICAL CARE NURSES’ INTENTIONS TO PROVIDE

CULTURALLY CONGRUENT CARE TO ARAB MUSLIMS

DEMOGRAPHIC SURVEY

Please place a check (V) next to the word or words that best describe your answer to 
each of the following statements or questions. DO NOT leave any statements or 
questions blank. Thank you very much!

1. Gender: Male Female

2. Age:

20 to 24 years 
25 to 34 years 
35 to 44 years 
45 to 54 years 
55 to 59 years 
60 to 64 years 
65 to 74 years

3. Race:

White (non-Hispanic)
Black or African American 
Hispanic (non-White)
Native American or Alaska Native 
Asian (Far Eastern)
Middle Eastern 
South Pacific Islander 
Other (Please specify)

4. Religion:

Christian
Jewish
Muslim
Buddhist
Hindu
Agnostic
Atheist
Other (Please specify)
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ATTITUDES, SUBJECTIVE NORMS, AND PERCEIVED BEHAVIORAL
CONTROL: CRITICAL CARE NURSES’ INTENTIONS TO PROVIDE

CULTURALLY CONGRUENT CARE TO ARAB MUSLIMS

DEMOGRAPHIC SURVEY

5. Basic Nursing Education (Pre-licensure):

Diploma (Nursing) _______
Associate Degree (Nursing) _______
Bachelor’s Degree (Nursing) _______
Master’s Degree (Nursing) _______
Doctorate (Nursing) _______

6 . Highest Level of Education:

Diploma (Nursing) _______
Associate Degree (Nursing) _______
Bachelor’s Degree (Nursing) _______
Bachelor’s Degree (non-Nursing) _______
Master’s Degree (Nursing) _______
Master’s Degree (non-Nursing) _______
Doctorate (Nursing) _______
Doctorate (non-Nursing) _______

7. Country in which you completed your basic nursing education:

United States of America _______
Other (Please specify)___________________

8 . Country in which you completed your highest level of nursing education:

United States of America _______
Other (Please specify) _______
Not Applicable _______

9. Are you currently working in a critical care unit?

Yes No
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ATTITUDES, SUBJECTIVE NORMS, AND PERCEIVED BEHAVIORAL
CONTROL: CRITICAL CARE NURSES’ INTENTIONS TO PROVIDE

CULTURALLY CONGRUENT CARE TO ARAB MUSLIMS

DEMOGRAPHIC SURVEY

10. Please specify the critical care unit where you are currently employed:

Cardiac Progressive Care Unit _______
Cardiac Surgical ICU _______
Coronary Care Unit _______
Medical ICU _______
Neonatal ICU _______
Neurosurgical ICU _______
Pediatric Cardiac ICU _______
Pediatric ICU _______
Post Anesthesia Care Unit _______
Surgical ICU___________________ _______

11. Please specify your current job title:

Clinical Nurse _______
Clinical Nurse Manager _______
Education Specialist _______
Nurse Clinician _______
Clinical Coordinator _______
Other (Please specify) _______

12. Number of years experience in nursing:

less than 2  years _______
2 to 5 years _______
6  to 9 years _______
10 to 15 years__________________ _______
16 to 2 0  years__________________ _______
21 to 25 years _______
more than 25 years _______
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ATTITUDES, SUBJECTIVE NORMS, AND PERCEIVED BEHAVIORAL
CONTROL: CRITICAL CARE NURSES’ INTENTIONS TO PROVIDE

CULTURALLY CONGRUENT CARE TO ARAB MUSLIMS

DEMOGRAPHIC SURVEY

13. Number of years experience in critical care nursing:

less than 2 years _______
2 to 5 years _______
6 to 9 years _______
10 to 15 years__________________ _______
16 to 20 years__________________ _______
21 to 25 years _______
more than 25 years _______

14. Are you certified in critical care nursing (CCRN)?

Yes No

15. Are you certified in another nursing specialty?

Yes _______ No _______
(Specify below)

Perianesthesia nursing (CPAN) _______
Emergency nursing ( CEN) _______
Neuroscience nursing (CNRN) _______
Perioperative nursing (CNOR) _______
Other (Please specify) _______

16. Have you ever provided care to Arab Muslim patients and families?

Yes No Don’t Know

17. Have you ever attended a transcultural nursing course or cultural diversity 
workshop?

Yes No
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CULTURE CARE INTENTION QUESTIONNAIRE

Focus Group 
Elicitation Questionnaire

Culturally congruent care means providing care that fits with an individual’s 

or family’s cultural values and beliefs in order to provide meaningful, beneficial, and 

satisfying care that leads to health and well-being. Cultural diversity of patients and 

families challenge critical care nurses to provide compassionate care for culturally 

diverse critically ill and injured victims and their families. Recent tragic events 

involving Arab Muslims underscore the need for critical care nurses to reflect on their 

attitudes and the influence of the attitudes of relevant others toward caring for Arab 

Muslims. To provide culturally congruent care, critical care nurses must acknowledge 

and appreciate the differences that exist among patients’ cultural backgrounds and 

examine one’s own cultural and professional experiences.

The purpose of my study is to investigate the relationships among critical care 

nurses’ attitudes, subjective norms, perceived behavioral control, and intentions to 

provide culturally congruent care to Arab Muslims. As part of my doctoral study, 

your answers to the following questions will help me to develop a questionnaire to 

use in my research. Your answers will be completely confidential, so please do not 

put your name or any other identifying information on the questionnaire.

Thank you for your assistance.
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CULTURE CARE INTENTION QUESTIONNAIRE 

Pilot Study 

Elicitation Questionnaire

Attitudes

1. What do you believe are the advantages of providing culturally congruent care 
to Arab Muslim patients and families?

2. What do you believe are the disadvantages of providing culturally congruent 
care to Arab Muslim patients and families?

3. Is there anything else that you associate with your providing culturally 
congruent care to Arab Muslim patients and families?

Subjective Norms

4. Are there any individuals or groups of people who would approve of or 
encourage your providing culturally congruent care to Arab Muslims?

5. Are there any individuals or groups of people who would disapprove of or 
discourage your providing culturally congruent care to Arab Muslims?

6 . Are there any individuals or groups of people who come to mind when you 
think about providing culturally congruent care to Arab Muslims?

Perceived Behavioral Control

7. What factors or circumstances would enable you to provide culturally 
congruent care to Arab Muslims?

8 . What factors or circumstances would make it difficult or impossible for you to 
provide culturally congruent care to Arab Muslims?

9. Are there any other issues that come to mind when you think about the 
difficulty of providing culturally congruent care to Arab Muslims?

Thank you for participating in the study.
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CULTURE CARE INTENTION QUESTIONNAIRE
(Pilot Study)

Directions: Please answer each of the following statements by placing an “X” in the 
space that best describes your opinion. Some of the statements may appear to be 
similar, but they do address somewhat different issues. The response choices for each 
statement range from bad to good, disagree to agree, unlikely to likely, not at all to 
very much, and frequently to rarely. Please read and answer each statement carefully.

For example: The weather in New York is cold in January.

If you think that it is quite likely that the weather in New York in January is cold you 
would place and “X” as follows:

Unlikely: _____  _____  _____  _____  _____  X _____  :Likely
extremely quite slightly neither slightly quite extremely

If you think that it is likely that the weather in New York in January is neither hot nor 
cold you would place and “X” as follows:

Unlikely:       X _____  _____  _____  :Likely
extremely quite slightly neither slightly quite extremely

If you think that it is extremely unlikely that the weather in New York in January is 
cold, you would place and “X” as follows:

Unlikely: X ____  ____  ____  ____  ____  _____  :Likely
extremely quite slightly neither slightly quite extremely

When making your ratings, please remember the following:

a. Be sure to answer all items; do not omit any
b. Never place more than one “X” on a single scale
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CULTURE CARE INTENTION QUESTIONNAIRE
(Pilot Study)

1. Providing culturally congruent care is

Bad:               :Good
extremely quite slightly neither slightly quite extremely

2. Providing culturally congruent care to Arab Muslims is

Bad:               :Good
extremely quite slightly neither slightly quite extremely

3. For me, to provide culturally congruent care is

Bad:               :Good
extremely quite slightly neither slightly quite extremely

4. For me, to provide culturally congruent care to Arab Muslims is

Bad:               :Good
extremely quite slightly neither slightly quite extremely

5. For me, to have an opportunity to interact with patients/families of different 
cultures is

Bad:               :Good
extremely quite slightly neither slightly quite extremely

6 . Providing culturally congruent care to Arab Muslims helps to establish trust 
between myself and my patient/family.

Disagree:               .’Agree
extremely quite slightly neither slightly quite extremely

7. Trust is important in the nurse-patient/family relationship.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

8 . Lack of trust in the nurse-patient/family relationship can lead to conflict and 
misunderstanding.

Disagree:                Agree
extremely quite slightly neither slightly quite extremely
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CULTURE CARE INTENTION QUESTIONNAIRE
(Pilot Study)

9. Being open minded is

Bad:               :Good
extremely quite slightly neither slightly quite extremely

10. Providing culturally congruent care requires that the nurse and patient/family 
are open minded.

Disagree: _____  _____  _____  _____  _____  _____  _____  : Agree
extremely quite slightly neither slightly quite extremely

11. Compassion is important in the nurse-patient/family relationship.

Disagree:               .’Agree
extremely quite slightly neither slightly quite extremely

12. My being a compassionate nurse is

Bad:               :Good
extremely quite slightly neither slightly quite extremely

13. My providing compassionate care to Arab Muslims is important to me

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

14. Providing culturally congruent care offers my patients/families an opportunity 
to participate in their plan of care.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

15. Providing culturally congruent care to Arab Muslims improves my nursing 
knowledge, skills, and effectiveness.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

16. My providing culturally congruent care to Arab Muslims improves patient 
outcomes.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



240

CULTURE CARE INTENTION QUESTIONNAIRE
(Pilot Study)

17. My providing culturally congruent care to Arab Muslims improves
patient/family satisfaction.

Disagree: _____  _____  _____  _____  _____  _____  _____  :Agree
extremely quite slightly neither slightly quite extremely

18. Providing culturally congruent care to Arab Muslims improves my
satisfaction with nursing care delivery.

Disagree: _____  _____  _____  _____  _____  _____  _____  Agree
extremely quite slightly neither slightly quite extremely

19. Providing culturally congruent care to Arab Muslims enables me to adapt my 
plan of care to meet the individual needs of patients/families.

Disagree: _____  _____  _____  _____  _____  _____  _____  Agree
extremely quite slightly neither slightly quite extremely

20. Providing culturally congruent care requires more of my nursing care time.

Disagree: _____  _____  _____  _____  _____  _____  _____  Agree
extremely quite slightly neither slightly quite extremely

21. Providing culturally congruent care would be difficult for me if I had
experienced a personal loss as a result of terrorism.

Disagree: _____  _____  _____  _____  _____  _____  _____  Agree
extremely quite slightly neither slightly quite extremely

22. Providing culturally congruent care to Arab Muslims may be seen as 
favoritism by other patients/families.

Disagree: _____  _____  _____  _____  _____  _____  _____  Agree
extremely quite slightly neither slightly quite extremely

23. For me, to gain a better understanding of the culture care needs of Arab 
Muslims is

Bad: _____  _____  _____  _____  _____  _____  _____  :Good
extremely quite slightly neither slightly quite extremely
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CULTURE CARE INTENTION QUESTIONNAIRE
(Pilot Study)

24. For me, to provide nursing care that respects the dignity, worth, and
uniqueness of each patient is

Bad:               :Good
extremely quite slightly neither slightly quite extremely

25. Providing culturally congruent care to Arab Muslims is consistent with my 
philosophy of nursing.

Disagree:               :Agree
extremely quite slightly neither slightly quite extremely

26. My decision to provide culturally congruent care depends on the culture of the 
patient.

Disagree: _____  _____  _____  _____  _____  _____  _____  : Agree
extremely quite slightly neither slightly quite extremely

27. For me, to have an opportunity to provide care that fits with the values and
beliefs of Arab Muslims is

Bad:               :Good
extremely quite slightly neither slightly quite extremely

28. For me, providing culturally congruent care to Arab Muslims is stressful and
unpleasant.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

29. For me, providing culturally congruent care to Arab Muslims is necessary to
create a therapeutic healing and caring environment.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

30. For me, providing culturally congruent care to Arab Muslims is frustrating
because I cannot always accommodate their needs.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely
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CULTURE CARE INTENTION QUESTIONNAIRE
(Pilot Study)

31. It is expected that I provide culturally congruent care to all patients/families.

Disagree: _____  _____  _____  _____  _____  _____  _____  : Agree
extremely quite slightly neither slightly quite extremely

32. Most people who are important to me think that I should provide culturally 
congruent care to all patients/families.

Unlikely:               :Likely
extremely quite slightly neither slightly quite extremely

33. It is expected that I provide culturally congruent care to Arab Muslims.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

34. Most people who are important to me think that I should provide culturally 
congruent care to Arab Muslims.

Unlikely:               :Likely
extremely quite slightly neither slightly quite extremely

35. My family thinks that I should provide culturally congruent care to Arab 
Muslims.

Unlikely:               :Likely
extremely quite slightly neither slightly quite extremely

36. My close friends think that I should provide culturally congruent care to Arab 
Muslims.

Unlikely:               :Likely
extremely quite slightly neither slightly quite extremely

37. The clinical nurses working in my unit think that I should provide culturally 
congruent care to Arab Muslims.

Unlikely:               :Likely
extremely quite slightly neither slightly quite extremely
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CULTURE CARE INTENTION QUESTIONNAIRE
(Pilot Study)

38. My manager/supervisor thinks that I should provide culturally congruent 
care to Arab Muslims.

Unlikely:               :Likely
extremely quite slightly neither slightly quite extremely

39. My nursing administration thinks that I should provide culturally congruent 
care to Arab Muslims.

Unlikely:               :Likely
extremely quite slightly neither slightly quite extremely

40. My nursing faculty/nurse educator thinks that I should provide culturally 
congruent care to Arab Muslims.

Unlikely:               :Likely
extremely quite slightly neither slightly quite extremely

41. My physician colleagues with whom I work on a regular basis think that I 
should provide culturally congruent care to Arab Muslims.

Unlikely:                :Likely
extremely quite slightly neither slightly quite extremely

42. The clergy with whom I work on a regular basis think that I should provide 
culturally congruent care to Arab Muslims.

Unlikely:               :Likely
extremely quite slightly neither slightly quite extremely

43. My hospital administration thinks that I should provide culturally congruent 
care to Arab Muslims.

Unlikely:               :Likely
extremely quite slightly neither slightly quite extremely

44. My professional nursing organization thinks that I should provide culturally 
congruent care to Arab Muslims.

Unlikely:               :Likely
extremely quite slightly neither slightly quite extremely
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CULTURE CARE INTENTION QUESTIONNAIRE
(Pilot Study)

45. My patients think that I should provide culturally congruent care to Arab 
Muslims.

Unlikely:               :Likely
extremely quite slightly neither slightly quite extremely

46. My patient’s family thinks that I should provide culturally congruent care to 
Arab Muslims.

Unlikely:               :Likely
extremely quite slightly neither slightly quite extremely

47. The media thinks that I should provide culturally congruent care to Arab 
Muslims.

Unlikely:               :Likely
extremely quite slightly neither slightly quite extremely

48. Generally speaking, how much do you care what people who are important to
you think you should do?

Not At ______________________________________             :Very
All: Much

extremely quite slightly neither slightly quite extremely

49. Generally speaking, how much do you care what your family thinks you
should do?

Not At ______________________________________              :Very
All: Much

extremely quite slightly neither slightly quite extremely

50. Generally speaking, how much do you care what your close friends think you
should do?

Not At ______________________________________              :Yery
All: Much

extremely quite slightly neither slightly quite extremely

51. Generally speaking, how much do you care what other clinical nitrses
working on your unit think you should do?

Not At ______________________________________              :Very
All: Much

extremely quite slightly neither slightly quite extremely
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CULTURE CARE INTENTION QUESTIONNAIRE
(Pilot Study)

52. Generally speaking, how much do you care what your manager/supervisor 
thinks you should do?

Not At ____              :Very
All: Much

extremely quite slightly neither slightly quite extremely

53. Generally speaking, how much do you care what your nursing 
administration thinks you should do?

Not At ____              Aery
All: Much

extremely quite slightly neither slightly quite extremely

54. Generally speaking, how much do you care what your nursing faculty/nurse 
educator thinks that I should provide culturally congruent care to Arab 
Muslims.

Not At ____              Aery
All: Much

extremely quite slightly neither slightly quite extremely

55. Generally speaking, how much do you care what your hospital 
administration thinks you should do?

Not At ____              Aery
All: Much

extremely quite slightly neither slightly quite extremely

56. Generally speaking, how much do you care what your physician colleagues 
with whom you work on a regular basis think you should do?

Not At ____              Aery
All: Much

extremely quite slightly neither slightly quite extremely

57. Generally speaking, how much do you care what the clergy think you should 
do?

Not At ____              Aery
All: Much

extremely quite slightly neither slightly quite extremely
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CULTURE CARE INTENTION QUESTIONNAIRE
(Pilot Study)

58. Generally speaking, how much do you care what your professional nursing 
organization thinks you should do?

Not At _______________________________              :Very
All: Much

extremely quite slightly neither slightly quite extremely

59. Generally speaking, how much do you care what your patients think you 
should do?

Not At _______________________________              :Very
All: Much

extremely quite slightly neither slightly quite extremely

60. Generally speaking, how much do you care what patient’s family members 
think you should do?

Not At _______________________________              :Very
All: Much

extremely quite slightly neither slightly quite extremely

61. Generally speaking, how much do you care what the media thinks you should 
do?

Not At _______________________________              :Very
All: Much

extremely quite slightly neither slightly quite extremely

62. How often do unanticipated patient care events place demands on your time?

Frequently:               :Rarely
extremely quite slightly neither slightly quite extremely

63. How often do the needs of patient’s families place demands on your time?

Frequently:               :Rarely
extremely quite slightly neither slightly quite extremely

64. How often do time constraints interfere with your ability to provide culturally 
congruent care to Arab Muslims?

Frequently:               :Rarely
extremely quite slightly neither slightly quite extremely
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CULTURE CARE INTENTION QUESTIONNAIRE
(Pilot Study)

65. How often does staffing interfere with your ability to provide culturally 
congruent care to Arab Muslims?

Frequently:               :Rarely
extremely quite slightly neither slightly quite extremely

6 6 . How often does your level of knowledge of the culture care needs of Arab 
Muslims interfere with your ability to provide culturally congruent care to 
Arab Muslims?

Frequently:               :Rarely
extremely quite slightly neither slightly quite extremely

67. How often does your level of experience in caring for Arab Muslims interfere 
with your ability to provide culturally congruent care to Arab Muslims?

Frequently:               :Rarely
extremely quite slightly neither slightly quite extremely

6 8 . How often does the availability of educational resources for caring for Arab 
Muslims interfere with your ability to provide culturally congruent care to 
Arab Muslims?

Frequently:               :Rarely
extremely quite slightly neither slightly quite extremely

69. How often does administrative support interfere with your ability to provide 
culturally congruent care to Arab Muslims?

Frequently:               :Rarely
extremely quite slightly neither slightly quite extremely

70. Providing culturally congruent care to Arab Muslims is completely my 
decision.

Disagree:               :Agree
extremely quite slightly neither slightly quite extremely

71. I am confident that if I wanted to I could provide culturally congruent care to 
Arab Muslims.

Disagree:               :Agree
extremely quite slightly neither slightly quite extremely
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CULTURE CARE INTENTION QUESTIONNAIRE
(Pilot Study)

72. If I encountered unanticipated patient care events that placed demands on my 
time, it would make it more difficult for me to provide culturally congruent 
care to Arab Muslims.

Disagree: _____  _____  _____  _____  _____  _____  _____  : Agree
extremely quite slightly neither slightly quite extremely

73. If I am busy caring for the needs of patient’s families, it would make it more 
difficult for me to provide culturally congruent care to Arab Muslims.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

74. If I have time constraints, it would make it more difficult for me to provide 
culturally congruent care to Arab Muslims.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

75. If there is not enough nursing staff working on my shift, it would make it 
more difficult for me to provide culturally congruent care to Arab Muslims.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

76. If I do not have adequate knowledge of the culture care needs of Arab 
Muslims, it would make it more difficult for me to provide culturally 
congruent care to Arab Muslims.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

77. If I do not have experience caring for Arab Muslims, it would make it more 
difficult for me to provide culturally congruent care to Arab Muslims.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

78. If I do not have educational resources for caring for Arab Muslims, it would 
make it more difficult for me to provide culturally congruent care to Arab 
Muslims.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



249

CULTURE CARE INTENTION QUESTIONNAIRE
(Pilot Study)

79. If I do not have administrative support for caring for Arab Muslims, it would 
make it more difficult for me to provide culturally congruent care to Arab 
Muslims.

Disagree: ____  ____  ____  ____  ____  ____  ____  : Agree
extremely quite slightly neither slightly quite extremely

80. For me, providing culturally congruent care to Arab Muslim patients/families 
means that I must meet all of their needs.

Disagree: ____  ____  ____  ____  ____  ____  ____  : Agree
extremely quite slightly neither slightly quite extremely

81. I intend to provide culturally congruent care to all critically ill patients and 
families.

Unlikely: ____  ____  ____  ____  ____  ____  ____  :Likely
extremely quite slightly neither slightly quite extremely

82. I intend to provide culturally congruent care to some critically ill patients and
families.

Unlikely: ____  ____  ____  ____  ____  ____  ____  :Likely
extremely quite slightly neither slightly quite extremely

83. I intend to provide culturally congruent care to critically ill Arab Muslim
patients and families.

Unlikely: ____  ____  ____  ____  ____  ____  ____  :Likely
extremely quite slightly neither slightly quite extremely

84. I intend to provide culturally congruent care to critically ill Arab Muslim
patients the next time I am assigned to care to them.

Unlikely: ____  ____  ____  ____  ____  ____  ____  :Likely
extremely quite slightly neither slightly quite extremely

85. I will try to provide culturally congruent care to all critically ill patients.

Unlikely:___ ____  ____  ____  ____  ____  ____  ____  .'Likely
extremely quite slightly neither slightly quite extremely
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8 6 . I will try to provide culturally congruent care to critically ill Arab Muslim 
patients the next time I am assigned to care to them.

Unlikely:               :Likely
extremely quite slightly neither slightly quite extremely

87. I will make every effort to provide culturally congruent care to Arab Muslims 
the next time I am assigned to care to them. .

Disagree: _____  _____  _____  _____  _____  _____  _____  : Agree
extremely quite slightly neither slightly quite extremely

8 8 . I generally provide culturally congruent care to critically ill patients whenever 
I am assigned to care for them.

Disagree: _____  _____  _____  _____  _____  _____  _____  : Agree
extremely quite slightly neither slightly quite extremely

89. I generally provide culturally congruent care to Arab Muslims whenever I am 
assigned to care for them.

Disagree: _____  _____  _____  _____  _____  _____  _____  : Agree
extremely quite slightly neither slightly quite extremely

90. I plan to provide culturally congruent care to Arab Muslims whenever I am 
assigned to care for them.

Disagree: _____  _____  _____  _____  _____  _____  _____  : Agree
extremely quite slightly neither slightly quite extremely
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CULTURE CARE INTENTION QUESTIONNAIRE
(Main Study)

Directions: Please answer each of the following statements by placing an “X” in the 
space that best describes your opinion. Some of the statements may appear to be 
similar, but they do address somewhat different issues. The response choices for each 
statement range from bad to good, disagree to agree, unlikely to likely, not at all to 
very much, and frequently to rarely. Please read and answer each statement carefully.

For example: The weather in New York is cold in January.

If you think that it is quite likely that the weather in New York in January is cold you 
would place and “X” as follows:

Unlikely: _____  _____  _____  _____  _____  X _____  :Likely
extremely quite slightly neither slightly quite extremely

If you think that it is likely that the weather in New York in January is neither hot nor 
cold you would place and “X” as follows:

Unlikely:       X _____  _____  _____  :Likely
extremely quite slightly neither slightly quite extremely

If you think that it is extremely unlikely that the weather in New York in January is 
cold, you would place and “X” as follows:

Unlikely: X _____  _____  _____  _____  _____  ____ :Likely
extremely quite slightly neither slightly quite extremely

When making your ratings, please remember the following:

c. Be sure to answer all items; do not omit any
d. Never place more than one “X” on a single scale
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1. Providing culturally congruent care is

Bad:               :Good
extremely quite slightly neither slightly quite extremely

2. Providing culturally congruent care to Arab M uslims is

Bad:               :Good
extremely quite slightly neither slightly quite extremely

3. For me, to provide culturally congruent care is

Bad:               :Good
extremely quite slightly neither slightly quite extremely

4. For me, to provide culturally congruent care to Arab M uslim s is

Bad:               :Good
extremely quite slightly neither slightly quite extremely

5. For me, to have an opportunity to interact with patients/families o f  different 
cultures is

Bad:           _ _ _    :Good
extremely quite slightly neither slightly quite extremely

6. Providing culturally congruent care to Arab M uslims helps to establish trust 
between m yself and my patient/family.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

7. Trust is important in the nurse-patient/family relationship.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

8. Lack o f  trust in the nurse-patient/family relationship can lead to conflict and 
misunderstanding.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely
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9. Being open minded is

Bad:               .Good
extremely quite slightly neither slightly quite extremely

10. Providing culturally congruent care requires that the nurse and patient/family 
are open minded.

Disagree: _____  _____  _____  _____  _____  _____  _____  : Agree
extremely quite slightly neither slightly quite extremely

11. Compassion is important in the nurse-patient/family relationship.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

12. My being a compassionate nurse is

Bad:               :Good
extremely quite slightly neither slightly quite extremely

13. My providing compassionate care to Arab Muslims is important to me.

Disagree:           _ _ _ _    Agree
extremely quite slightly neither slightly quite extremely

14. Providing culturally congruent care offers my patients/families an opportunity 
to participate in their plan of care.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

15. Providing culturally congruent care to Arab Muslims improves my nursing 
knowledge, skills, and effectiveness.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

16. My providing culturally congruent care to Arab Muslims improves patient 
outcomes.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely
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17. My providing culturally congruent care to Arab Muslims improves 
patient/family satisfaction.

Disagree: _____  _____  _____  _____  _____  _____  _____  Agree
extremely quite slightly neither slightly quite extremely

18. Providing culturally congruent care to Arab Muslims improves my
satisfaction with nursing care delivery.

Disagree: _____  _____  _____  _____  _____  _____  _____  Agree
extremely quite slightly neither slightly quite extremely

19. Providing culturally congruent care to Arab Muslims enables me to adapt my 
plan of care to meet the individual needs of patients/families.

Disagree: _____  _____  _____  _____  _____  _____  _____  Agree
extremely quite slightly neither slightly quite extremely

20. Providing culturally congruent care requires more of my nursing care time.

Disagree: _____  _____  _____  _____  _____  _____  _____  Agree
extremely quite slightly neither slightly quite extremely

21. Providing culturally congruent care would be difficult for me if I had
experienced a personal loss as a result of terrorism.

Disagree: _____  _____  _____  _____  _____  _____  _____  Agree
extremely quite slightly neither slightly quite extremely

22. Providing culturally congruent care to Arab Muslims may be seen as
favoritism by other patients/families.

Disagree: _____  _____  _____  _____  _____  _____  _____  Agree
extremely quite slightly neither slightly quite extremely

23. For me, to gain a better understanding of the culture care needs of Arab 
Muslims is

Bad: _____  _____  _____  _____  _____  _____  _____  :Good
extremely quite slightly neither slightly quite extremely
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24. For me, to provide nursing care that respects the dignity, worth, and
uniqueness of each patient is

Bad:____ _____  _____  _____  _____  _____  _____  _____  :Good
extremely quite slightly neither slightly quite extremely

25. Providing culturally congruent care to Arab Muslims is consistent with my 
philosophy of nursing.

Disagree: _____  _____  _____  _____  _____  _____  _____  Agree
extremely quite slightly neither slightly quite extremely

26. My decision to provide culturally congruent care depends on the culture of the 
patient.

Disagree: _____  _____  _____  _____  _____ _ _ _  _ Agree
extremely quite slightly neither slightly quite extremely

27. For me, to have an opportunity to provide care that fits with the values and
beliefs of Arab Muslims is

Bad:____ _____  _____  _____  _____  _____  _____  _____  :Good
extremely quite slightly neither slightly quite extremely

28. For me, providing culturally congruent care to Arab Muslims is stressful and
unpleasant.

Disagree: _____  _____  _____  _____  _____  _____  _____  Agree
extremely quite slightly neither slightly quite extremely

29. For me, providing culturally congruent care to Arab Muslims is necessary to
create a therapeutic healing and caring environment.

Disagree: _____  _____  _____  _____  _____  _____  _____  Agree
extremely quite slightly neither slightly quite extremely

30. For me, providing culturally congruent care to Arab Muslims is frustrating
because I cannot always accommodate their needs.

Disagree: _____  _____  _____  _____  _____  _____  _____  Agree
extremely quite slightly neither slightly quite extremely
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31. It is expected that I provide culturally congruent care to all patients/families.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

32. Most people who are important to me think that I should provide culturally 
congruent care to all patients/families.

Unlikely:               :Likely
extremely quite slightly neither slightly quite extremely

33. It is expected that I provide culturally congruent care to Arab Muslims.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

34. Most people who are important to me think that I should provide culturally 
congruent care to Arab Muslims.

Unlikely:               :Likely
extremely quite slightly neither slightly quite extremely

35. My family thinks that I should provide culturally congruent care to Arab 
Muslims.

Unlikely:               :Likely
extremely quite slightly neither slightly quite extremely

36. My close friends think that I should provide culturally congruent care to Arab 
Muslims.

Unlikely:               :Likely
extremely quite slightly neither slightly quite extremely

37. The clinical nurses working in my unit think that I should provide culturally 
congruent care to Arab Muslims.

Unlikely:               :Likely
extremely quite slightly neither slightly quite extremely
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38. My manager/supervisor thinks that I should provide culturally congruent 
care to Arab Muslims.

Unlikely:               Likely
extremely quite slightly neither slightly quite extremely

39. My nursing administration thinks that I should provide culturally congruent 
care to Arab Muslims.

Unlikely:               Likely
extremely quite slightly neither slightly quite extremely

40. My nursing faculty/nurse educator thinks that I should provide culturally 
congruent care to Arab Muslims.

Unlikely:               Likely
extremely quite slightly neither slightly quite extremely

41. My physician colleagues with whom I work on a regular basis think that I 
should provide culturally congruent care to Arab Muslims.

Unlikely:               Likely
extremely quite slightly neither slightly quite extremely

42. The clergy with whom I work on a regular basis think that I should provide 
culturally congruent care to Arab Muslims.

Unlikely:               Likely
extremely quite slightly neither slightly quite extremely

43. My hospital administration thinks that I should provide culturally congruent 
care to Arab Muslims.

Unlikely:               Likely
extremely quite slightly neither slightly quite extremely

44. My professional nursing organization thinks that I should provide culturally 
congruent care to Arab Muslims.

Unlikely:               Likely
extremely quite slightly neither slightly quite extremely
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45. My patients think that I should provide culturally congruent care to Arab 
Muslims.

Unlikely:               Likely
extremely quite slightly neither slightly quite extremely

46. My patient’s family thinks that I should provide culturally congruent care to 
Arab Muslims.

Unlikely:               Likely
extremely quite slightly neither slightly quite extremely

47. The media thinks that I should provide culturally congruent care to Arab 
Muslims.

Unlikely:               Likely
extremely quite slightly neither slightly quite extremely

48. Generally speaking, how much do you care what people who are important to 
you think you should do?

Not At _______________________________              Aery
All: Much

extremely quite slightly neither slightly quite extremely

49. Generally speaking, how much do you care what your family thinks you 
should do?

Not At _______________________________              Aery
All: Much

extremely quite slightly neither slightly quite extremely

50. Generally speaking, how much do you care what your close friends think you 
should do?

Not At _______________________________              Aery
All: Much

extremely quite slightly neither slightly quite extremely

51. Generally speaking, how much do you care what other clinical nurses 
working on your unit think you should do?

Not At _______________________________              Aery
All: Much

extremely quite slightly neither slightly quite extremely
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52. Generally speaking, how much do you care what your manager/supervisor 
thinks you should do?

Not At              _ _ _  :Very
All: Much

extremely quite slightly neither slightly quite extremely

53. Generally speaking, how much do you care what your nursing 
administration thinks you should do?

Not At     _ _ _          :Very
All: Much

extremely quite slightly neither slightly quite extremely

54. Generally speaking, how much do you care what your nursing faculty/nurse 
educator thinks you should do?

Not At _____              :Very
All: Much

extremely quite slightly neither slightly quite extremely

55. Generally speaking, how much do you care what your hospital 
administration thinks you should do?

Not At _____              :Very
All: Much

extremely quite slightly neither slightly quite extremely

56. Generally speaking, how much do you care what your physician colleagues 
with whom you work on a regular basis think you should do?

Not At _____              :Very
All: Much

extremely quite slightly neither slightly quite extremely

57. Generally speaking, how much do you care what the clergy think you should 
do?

Not At _____              :Very
All: Much

extremely quite slightly neither slightly quite extremely
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58. Generally speaking, how much do you care what your professional nursing 
organization thinks you should do?

Not At ______________________________________              :Very
All: Much

extremely quite slightly neither slightly quite extremely

59. Generally speaking, how much do you care what your patients think you 
should do?

Not At ______________________________________             :Very
All: Much

extremely quite slightly neither slightly quite extremely

60. Generally speaking, how much do you care what patient’s family think you 
should do?

Not At ______________________________________              :Very
All: Much

extremely quite slightly neither slightly quite extremely

61. Generally speaking, how much do you care what the media thinks you should 
do?

Not At ______________________________________             :Very
All: Much

extremely quite slightly neither slightly quite extremely

62. How often do unanticipated patient care events place demands on your time?

Frequently:               :Rarely
extremely quite slightly neither slightly quite extremely

63. How often do the needs of the patient’s family place demands on your time?

Frequently:               :Rarely
extremely quite slightly neither slightly quite extremely

64. How often do time constraints interfere with your ability to provide culturally 
congruent care to Arab Muslims?

Frequently:               :Rarely
extremely quite slightly neither slightly quite extremely
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65. How often does staffing interfere with your ability to provide culturally 
congruent care to Arab Muslims?

Frequently:               :Rarely
extremely quite slightly neither slightly quite extremely

6 6 . How often does your level of knowledge of the culture care needs of Arab 
Muslims interfere with your ability to provide culturally congruent care to 
Arab Muslims?

Frequently:               :Rarely
extremely quite slightly neither slightly quite extremely

67. How often does your level of experience in caring for Arab Muslims interfere 
with your ability to provide culturally congruent care to Arab Muslims?

Frequently:               :Rarely
extremely quite slightly neither slightly quite extremely

68. How often does the availability of educational resources for caring for Arab 
Muslims interfere with your ability to provide culturally congruent care to 
Arab Muslims?

Frequently:               .Rarely
extremely quite slightly neither slightly quite extremely

69. How often does administrative support interfere with your ability to provide 
culturally congruent care to Arab Muslims?

Frequently:           _ _ _    :Rarely
extremely quite slightly neither slightly quite extremely

70. Providing culturally congruent care to Arab Muslims is completely my 
decision.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

71. I am confident that if I wanted to I could provide culturally congruent care to 
Arab Muslims.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely
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72. If I encountered unanticipated patient care events that placed demands on my 
time, it would make it more difficult for me to provide culturally congruent 
care to Arab Muslims.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

73. If I am busy caring for the needs of the patient’s family, it would make it more 
difficult for me to provide culturally congruent care to Arab Muslims.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

74. If I have time constraints, it would make it more difficult for me to provide 
culturally congruent care to Arab Muslims.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

75. If there is not enough nursing staff working on my shift, it would make it 
more difficult for me to provide culturally congruent care to Arab Muslims.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

76. If I do not have adequate knowledge of the culture care needs of Arab
Muslims, it would make it more difficult for me to provide culturally 
congruent care to Arab Muslims.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

77. If I do not have experience caring for Arab Muslims, it would make it more
difficult for me to provide culturally congruent care to Arab Muslims.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

78. If I do not have educational resources for caring for Arab Muslims, it would
make it more difficult for me to provide culturally congruent care to Arab 
Muslims.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely
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79. If I do not have administrative support for caring for Arab Muslims, it would 
make it more difficult for me to provide culturally congruent care to Arab 
Muslims.

Disagree: _____  _____  _____  _____  _____  _____  _____  : Agree
extremely quite slightly neither slightly quite extremely

80. For me, providing culturally congruent care to Arab Muslim patients/families 
means that I must meet all of their needs.

Disagree: _____  _____  _____  _____  _____  _____  _____  : Agree
extremely quite slightly neither slightly quite extremely

81. I intend to provide culturally congruent care to all critically ill patients and 
families.

Unlikely:               :Likely
extremely quite slightly neither slightly quite extremely

82. I intend to provide culturally congruent care to some critically ill patients and
families.

Unlikely:               :Likely
extremely quite slightly neither slightly quite extremely

83. I intend to provide culturally congruent care to critically ill Arab Muslim
patients and families.

Unlikely:               :Likely
extremely quite slightly neither slightly quite extremely

84. I intend to provide culturally congruent care to critically ill Arab Muslim
patients the next time I am assigned to care to them.

Unlikely:               :Likely
extremely quite slightly neither slightly quite extremely

85. I w ill try to provide culturally congruent care to all critically ill patients.

Unlikely:               :Likely
extremely quite slightly neither slightly quite extremely
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8 6 . I will try to provide culturally congruent care to critically ill Arab Muslim 
patients the next time I am assigned to care to them.

Unlikely:               Likely
extremely quite slightly neither slightly quite extremely

87. I will make every effort to provide culturally congruent care to Arab Muslims 
the next time I am assigned to care to them. .

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

8 8 . I generally provide culturally congruent care to critically ill patients whenever 
I am assigned to care for them.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

89. I generally provide culturally congruent care to Arab Muslims whenever I am 
assigned to care for them.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely

90. I plan to provide culturally congruent care to Arab Muslims whenever I am 
assigned to care for them.

Disagree:               Agree
extremely quite slightly neither slightly quite extremely
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CULTURE CARE INTENTION QUESTIONNAIRE
(Scoring Guidelines)

1.

Bad:

Providing culturally congruent care is

1 2
quite

3 4
slightly neither

5
slightlyextremely

Providing culturally congruent care to Arab Muslims is

6
quite

Bad:

3.

Bad:

4.

Bad:

1 2
quite

3
slightly

4
neither

5
slightlyextremely

For me, to provide culturally congruent care is

1  2 3 4 5
extremely quite slightly neither slightly

6
quite

6
quite

extremely

extremely

extremely

For me, to provide culturally congruent care to Arab Muslims is

1  2 3 4 5
extremely quite slightly neither slightly quite extremely

:Good

:Good

:Good

:Good

For me, to have an opportunity to interact with patients/families of different 
cultures is

Bad: 1  2 3 4 5 6
extremely quite slightly neither slightly quite

7 :Good 
extremely

Providing culturally congruent care to Arab Muslims helps to establish trust 
between myself and my patient/family.

Disagree: I 2
extremely quite

3 4 5 6
slightly neither slightly quite

7 :Agree 
extremely

Trust is important in the nurse-patient/family relationship.

Disagree: i  2
extremely quite

3 4 5 6 7 Agree
slightly neither slightly quite extremely

8 . Lack of trust in the nurse-patient/family relationship can lead to conflict and 
misunderstanding.

Disagree: !  2
extremely quite

3 4 5
slightly neither slightly

6 7 Agree
quite extremely
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9. Being open minded is

Bad: 1 2 3 4 5 6 7 :Good
extremely quite slightly neither slightly quite extremely

10. Providing culturally congruent care requires that the nurse and patient/family 
are open minded.

Disagree: \ 2 3 4 5 6 7 Agree
extremely quite slightly neither slightly quite extremely

11. Compassion is important in the nurse-patient/family relationship.

Disagree: i  2 3 4 5 6 7 Agree
extremely quite slightly neither slightly quite extremely

12. My being a compassionate nurse is

Bad: 1  2 3 4 5 6 7 :Good
extremely quite slightly neither slightly quite extremely

13. My providing compassionate care to Arab Muslims is important to me.

Disagree: I  2 3 4 5 6 7 Agree
extremely quite slightly neither slightly quite extremely

14. Providing culturally congruent care offers my patients/families an opportunity 
to participate in their plan of care.

Disagree: I  2 3 4 5 6 7 Agree
extremely quite slightly neither slightly quite extremely

15. Providing culturally congruent care to Arab Muslims improves my nursing 
knowledge, skills, and effectiveness.

Disagree: I  2 3 4 5 6 7 Agree
extremely quite slightly neither slightly quite extremely

16. My providing culturally congruent care to Arab Muslims improves patient 
outcomes.

Disagree: 1  2 3 4 5 6 7 Agree
extremely quite slightly neither slightly quite extremely
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17. My providing culturally congruent care to Arab Muslims improves
patient/family satisfaction.

Disagree: I 2 3 4 5 6 7 Agree
extremely quite slightly neither slightly quite extremely

18. Providing culturally congruent care to Arab Muslims improves my
satisfaction with nursing care delivery.

Disagree: I  2 3 4 5 6 7 Agree
extremely quite slightly neither slightly quite extremely

19. Providing culturally congruent care to Arab Muslims enables me to adapt my 
plan of care to meet the individual needs of patients/families.

Disagree: 1  2 3 4 5 6 7 Agree
extremely quite slightly neither slightly quite extremely

20. Providing culturally congruent care requires more of my nursing care time.

Disagree: 7 6 5 4 3 2 !  Agree
extremely quite slightly neither slightly quite extremely

21. Providing culturally congruent care would be difficult for me if I had
experienced a personal loss as a result of terrorism.

Disagree: 7 6 5 4 3 2 !  Agree
extremely quite slightly neither slightly quite extremely

22. Providing culturally congruent care to Arab Muslims may be seen as 
favoritism by other patients/families.

Disagree: 7 6 5 4 3 2 1  Agree
extremely quite slightly neither slightly quite extremely

23. For me, to gain a better understanding of the culture care needs of Arab 
Muslims is

Bad: I 2 3 4 5 6 7 :Good
extremely quite slightly neither slightly quite extremely
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24. For me, to provide nursing care that respects the dignity, worth, and
uniqueness of each patient is

Bad: I  2 3 4 5 6 7 :Good
extremely quite slightly neither slightly quite extremely

25. Providing culturally congruent care to Arab Muslims is consistent with my 
philosophy of nursing.

Disagree: !  2 3 4 5 6 7 :Agree
extremely quite slightly neither slightly quite extremely

26. My decision to provide culturally congruent care depends on the culture of the 
patient.

Disagree: 7 6 5 4 3 2 i  Agree
extremely quite slightly neither slightly quite extremely

27. For me, to have an opportunity to provide care that fits with the values and
beliefs of Arab Muslims is

Bad: I 2 3 4 5 6 7 :Good
extremely quite slightly neither slightly quite extremely

28. For me, providing culturally congruent care to Arab Muslims is stressful and
unpleasant.

Disagree: 7 6 5 4 3 2 I  Agree
extremely quite slightly neither slightly quite extremely

29. For me, providing culturally congruent care to Arab Muslims is necessary to
create a therapeutic healing and caring environment.

Disagree: i  2 3 4 5 6 7 Agree
extremely quite slightly neither slightly quite extremely

30. For me, providing culturally congruent care to Arab Muslims is frustrating
because I cannot always accommodate their needs.

Disagree: 7 6 5 4 3 2 !  Agree
extremely quite slightly neither slightly quite extremely
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31. It is expected that I provide culturally congruent care to all patients/families.

Disagree: 1  2 3 4 5 6 7 Agree
extremely quite slightly neither slightly quite extremely

32. Most people who are important to me think that I should provide culturally 
congruent care to all patients/families.

Unlikely: i  2 3 4 5 6 7 :Likely
extremely quite slightly neither slightly quite extremely

33. It is expected that I provide culturally congruent care to Arab Muslims.

Disagree: I 2 3 4 5 6 7 Agree
extremely quite slightly neither slightly quite extremely

34. Most people who are important to me think that I should provide culturally 
congruent care to Arab Muslims.

Unlikely: 1  2 3 4 5 6 7 :Likely
extremely quite slightly neither slightly quite extremely

35. My family thinks that I should provide culturally congruent care to Arab 
Muslims.

Unlikely: 1 2 3 4 5 6 7 :Likely
extremely quite slightly neither slightly quite extremely

36. My close friends think that I should provide culturally congruent care to Arab 
Muslims.

Unlikely: I 2 3 4 5 6 7 :Likely
extremely quite slightly neither slightly quite extremely

37. The clinical nurses working in my unit think that I should provide culturally 
congruent care to Arab Muslims.

Unlikely: I 2 3 4 5 6 7 :Likely
extremely quite slightly neither slightly quite extremely
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CULTURE CARE INTENTION QUESTIONNAIRE
(Scoring Guidelines)

38. My manager/supervisor thinks that I should provide culturally congruent 
care to Arab Muslims.

Unlikely: i  2 3 4 5 6 7 :Likely
extremely quite slightly neither slightly quite extremely

39. My nursing administration thinks that I should provide culturally congruent 
care to Arab Muslims.

Unlikely: I 2 3 4 5 6 7 :Likely
extremely quite slightly neither slightly quite extremely

40. My nursing faculty/nurse educator thinks that I should provide culturally 
congruent care to Arab Muslims.

Unlikely: 1 2 3 4 5 6 7 :Likely
extremely quite slightly neither slightly quite extremely

41. My physician colleagues with whom I work on a regular basis think that I 
should provide culturally congruent care to Arab Muslims.

Unlikely: I 2 3 4 5 6 7 :Likely
extremely quite slightly neither slightly quite extremely

42. The clergy with whom I work on a regular basis think that I should provide 
culturally congruent care to Arab Muslims.

Unlikely: I 2 3 4 5 6 7 :Likely
extremely quite slightly neither slightly quite extremely

43. My hospital administration thinks that I should provide culturally congruent 
care to Arab Muslims.

Unlikely: i  2 3 4 5 6 7 :Likely
extremely quite slightly neither slightly quite extremely

44. My professional nursing organization thinks that I should provide culturally 
congruent care to Arab Muslims.

Unlikely: I 2 3 4 5 6 7 :Likely
extremely quite slightly neither slightly quite extremely
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CULTURE CARE INTENTION QUESTIONNAIRE
(Scoring Guidelines)

45. My patients think that I should provide culturally congruent care to Arab 
Muslims.

Unlikely: 1  2 3 4 5 6 7 :Likely
extremely quite slightly neither slightly quite extremely

46. My patient’s family thinks that I should provide culturally congruent care to 
Arab Muslims.

Unlikely: I  2 3 4 5 6 7 :Likely
extremely quite slightly neither slightly quite extremely

47. The media thinks that I should provide culturally congruent care to Arab 
Muslims.

Unlikely: i  2 3 4 5 6 7 :Likely
extremely quite slightly neither slightly quite extremely

48. Generally speaking, how much do you care what people who are important to
you think you should do?

Not At I  2 3 4 5 6  7 :Very
All: Much

extremely quite slightly neither slightly quite extremely

49. Generally speaking, how much do you care what your family thinks you
should do?

Not At 1  2 3 4 5 6 7 :Very
All: Much

extremely quite slightly neither slightly quite extremely

50. Generally speaking, how much do you care what your close friends think you
should do?

Not A t l  2 3 4 5 6  7 :Very
All: Much

extremely quite slightly neither slightly quite extremely

51. Generally speaking, how much do you care what other clinical nurses
working on your unit think you should do?

Not A t l  2 3 4 5 6  7 :Very
All: Much

extremely quite slightly neither slightly quite extremely
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CULTURE CARE INTENTION QUESTIONNAIRE
(Scoring Guidelines)

52. Generally speaking, how much do you care what your manager/supervisor 
thinks you should do?

Not At I  2 3 4 5 6 7 Aery
All: Much

extremely quite slightly neither slightly quite extremely

53. Generally speaking, how much do you care what your nursing 
administration thinks you should do?

Not At I  2 3 4 5 6  7 rVery
All: Much

extremely quite slightly neither slightly quite extremely

54. Generally speaking, how much do you care what your nursing faculty/nurse 
educator thinks you should do?

Not At 1  2 3 4 5 6 7 Aery
All: Much

extremely quite slightly neither slightly quite extremely

55. Generally speaking, how much do you care what your hospital 
administration thinks you should do?

Not At I  2 3 4 5 6 7 Aery
All: Much

extremely quite slightly neither slightly quite extremely

56. Generally speaking, how much do you care what your physician colleagues 
with whom you work on a regular basis think you should do?

Not At I  2 3 4 5 6 7 Aery
All: Much

extremely quite slightly neither slightly quite extremely

57. Generally speaking, how much do you care what the clergy think you should 
do?

Not At 1 2 3 4 5 6 7 Aery
All: Much

extremely quite slightly neither slightly quite extremely
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CULTURE CARE INTENTION QUESTIONNAIRE
(Scoring Guidelines)

58. Generally speaking, how much do you care what your professional nursing 
organization thinks you should do?

Not At I  2 3 4 5 6  7 rVery
All: Much

extremely quite slightly neither slightly quite extremely

59. Generally speaking, how much do you care what your patients think you 
should do?

Not A t l  2 3 4 5 6  7 Aery
All: Much

extremely quite slightly neither slightly quite extremely

60. Generally speaking, how much do you care what patient’s family think you 
should do?

Not At I  2 3 4 5 6 7 Aery
All: Much

extremely quite slightly neither slightly quite extremely

61. Generally speaking, how much do you care what the media thinks you should 
do?

Not At 1 2 3 4 5 6 7 Aery
All: Much

extremely quite slightly neither slightly quite extremely

62. How often do unanticipated patient care events place demands on your time?

Frequently: I  2 3 4 5 6 7 :Rarely
extremely quite slightly neither slightly quite extremely

63. How often do the needs of the patient’s family place demands on your time?

Frequently: 1  2 3 4 5 6 7 :Rarely
extremely quite slightly neither slightly quite extremely

64. How often do time constraints interfere with your ability to provide culturally 
congruent care to Arab Muslims?

Frequently: !  2 3 4 5 6 7 :Rarely
extremely quite slightly neither slightly quite extremely
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CULTURE CARE INTENTION QUESTIONNAIRE
(Scoring Guidelines)

65. How often does staffing interfere with your ability to provide culturally 
congruent care to Arab Muslims?

Frequently: !  2 3 4 5 6 7 :Rarely
extremely quite slightly neither slightly quite extremely

6 6 . How often does your level of knowledge of the culture care needs of Arab 
Muslims interfere with your ability to provide culturally congruent care to 
Arab Muslims?

Frequently: I  2 3 4 5 6 7 :Rarely
extremely quite slightly neither slightly quite extremely

67. How often does your level of experience in caring for Arab Muslims interfere 
with your ability to provide culturally congruent care to Arab Muslims?

Frequently: 1  2 3 4 5 6 7 :Rarely
extremely quite slightly neither slightly quite extremely

6 8 . How often does the availability o f educational resources for caring for Arab 
Muslims interfere with your ability to provide culturally congruent care to 
Arab Muslims?

Frequently: !  2 3 4 5 6 7 :Rarely
extremely quite slightly neither slightly quite extremely

69. How often does administrative support interfere with your ability to provide 
culturally congruent care to Arab Muslims?

Frequently: 1  2 3 4 5 6 7 :Rarely
extremely quite slightly neither slightly quite extremely

70. Providing culturally congruent care to Arab Muslims is completely my 
decision.

Disagree: 1  2 3 4 5 6 7 Agree
extremely quite slightly neither slightly quite extremely

71. I am confident that if I wanted to I could provide culturally congruent care to 
Arab Muslims.

Disagree: i  2 3 4 5 6 7 Agree
extremely quite slightly neither slightly quite extremely

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



277

CULTURE CARE INTENTION QUESTIONNAIRE
(Scoring Guidelines)

72. If I encountered unanticipated patient care events that placed demands on my 
time, it would make it more difficult for me to provide culturally congruent 
care to Arab Muslims.

Disagree: 7 6 5 4 3 2 !  : Agree
extremely quite slightly neither slightly quite extremely

73. If I am busy caring for the needs of the patient’s family, it would make it more 
difficult for me to provide culturally congruent care to Arab Muslims.

Disagree: 7 6 5 4 3 2 !  Agree
extremely quite slightly neither slightly quite extremely

74. If I have time constraints, it would make it more difficult for me to provide 
culturally congruent care to Arab Muslims.

Disagree: 7 6 5 4 3 2 1 Agree
extremely quite slightly neither slightly quite extremely

75. If there is not enough nursing staff working on my shift, it would make it 
more difficult for me to provide culturally congruent care to Arab Muslims.

Disagree: 7 6 5 4 3 2 i  Agree
extremely quite slightly neither slightly quite extremely

76. If I do not have adequate knowledge of the culture care needs of Arab 
Muslims, it would make it more difficult for me to provide culturally 
congruent care to Arab Muslims.

Disagree: 7 6 5 4 3 2 I  Agree
extremely quite slightly neither slightly quite extremely

77. If I do not have experience caring for Arab Muslims, it would make it more 
difficult for me to provide culturally congruent care to Arab Muslims.

Disagree: 7 6 5 4 3 2 i  Agree
extremely quite slightly neither slightly quite extremely

78. If I do not have educational resources for caring for Arab Muslims, it would 
make it more difficult for me to provide culturally congruent care to Arab 
Muslims.

Disagree: 7 6 5 4 3 2 I Agree
extremely quite slightly neither slightly quite extremely
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CULTURE CARE INTENTION QUESTIONNAIRE
(Scoring Guidelines)

79. If I do not have administrative support for caring for Arab Muslims, it would 
make it more difficult for me to provide culturally congruent care to Arab 
Muslims.

Disagree: 7 6 5 4 3 2 i  Agree
extremely quite slightly neither slightly quite extremely

80. For me, providing culturally congruent care to Arab Muslim patients/families 
means that I must meet all of their needs.

Disagree: 7 6 5 4 3 2 I  : Agree
extremely quite slightly neither slightly quite extremely

81. I intend to provide culturally congruent care to all critically ill patients and 
families.

Unlikely: I 2 3 4 5 6 7 :Likely
extremely quite slightly neither slightly quite extremely

82. I intend to provide culturally congruent care to some critically ill patients and
families.

Unlikely: 7 6 5 4 3 2 J_ :Likely
extremely quite slightly neither slightly quite extremely

83. I intend to provide culturally congruent care to critically ill Arab Muslim
patients and families.

Unlikely: I  2 3 4 5 6 7 :Likely
extremely quite slightly neither slightly quite extremely

84. I intend to provide culturally congruent care to critically ill Arab Muslim
patients the next time I am assigned to care to them.

Unlikely: I 2 3 4 5 6 7 :Likely
extremely quite slightly neither slightly quite extremely

85. I will try to provide culturally congruent care to all critically ill patients.

Unlikely: 1  2 3 4 5 6 7 .-Likely
extremely quite slightly neither slightly quite extremely
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CULTURE CARE INTENTION QUESTIONNAIRE
(Scoring Guidelines)

8 6 . I will try to provide culturally congruent care to critically ill Arab Muslim 
patients the next time I am assigned to care to them.

Unlikely: i  2 3 4 5 6 7 Likely
extremely quite slightly neither slightly quite extremely

87. I will make every effort to provide culturally congruent care to Arab Muslims 
the next time I am assigned to care to them. .

Disagree: I  2 3 4 5 6 7 Agree
extremely quite slightly neither slightly quite extremely

8 8 . I generally provide culturally congruent care to critically ill patients whenever 
I am assigned to care for them.

Disagree: I 2 3 4 5 6 7 Agree
extremely quite slightly neither slightly quite extremely

89. I generally provide culturally congruent care to Arab Muslims whenever I am 
assigned to care for them.

Disagree: 1  2 3 4 5 6 7 Agree
extremely quite slightly neither slightly quite extremely

90. I plan to provide culturally congruent care to Arab Muslims whenever I am 
assigned to care for them.

Disagree: !  2 3 4 5 6 7 Agree
extremely quite slightly neither slightly quite extremely
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TEACHERS COLLEGE C O L U M B I A  u n i v e r s i t y

RESEARCH DESCRIPTION

DESCRIPTION OF THE RESEARCH: You are invited to participate in a 
research study that will investigate the relationships among critical care 
nurses’ attitudes, subjective norms, perceived behavioral control, and 
intentions to provide culturally congruent care to Arab Muslims. You will be 
asked to complete four questionnaires that ask about your attitudes toward 
Arab Muslim patients, the attitudes of people who might influence your 
decision to provide culturally congruent care to Arab Muslims, your feelings of 
control over your nursing practice and decisions, and demographic 
information such as your gender and years of critical care nursing experience. 
The research will be conducted by Stephen R. Marrone, Principal 
Investigator, during a mutually agreed upon time on your clinical unit.

RISKS AND BENEFITS: There are no known risks to participation in this 
study other than those similar to participation in other general surveys and 
information gathering pursuits. Although there are no perceived personal or 
professional risks associated with participation in this study, participants may 
become emotionally upset by reporting sensitive information or by answering 
questions that require them to reflect on an emotionally upsetting experience. 
Potential benefits include increasing each nurse’s awareness of the influence 
of attitudes, subjective norms, and perceived behavioral control on their 
intended or actual behavior to provide culturally congruent care - care that fits 
with the values, beliefs, and customs of Arab Muslim patients and families.

DATA STORAGE TO PROTECT CONFIDENTIALITY: Data will be kept 
anonymous and confidential, as no identifying information will be required on 
the data collection instruments. All data and written consents will be kept in a 
locked file in the office of the principal investigator.
TIME INVOLVEMENT: Your participation in this study will take approximately 
60 minutes.

HOW WILL RESULTS BE USED: The results of the study will be used to 
assist the discipline of nursing to design culture-specific debriefing sessions, 
collaborative practice and interdisciplinary learning models, and processes 
that support an environment of care within which independent and 
interdependent culturally sensitive nursing care practices can occur. It is 
expected that the results of the research will be presented at national and 
international nursing conferences and meetings, published in peer-reviewed 
nursing journals, integrated in to nursing practice models, and used for 
educational purposes.
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TEACHERS COLLEGE C O L U M B I A  u n i v e r s i t y

PARTICIPANT'S RIGHTS 

Principal Investigator: Stephen R. Marrone

Research Title: Attitudes. Subjective Norms, and Perceived Behavioral 
Control: Critical Care Nurses’ Intentions to Provide Culturally Congruent Care 
to Arab Muslims

• I have read and discussed the Research Description with the 
researcher. I have had the opportunity to ask questions about the 
purposes and procedures regarding this study.

• My participation in research is voluntary. I may refuse to participate or 
withdraw from participation at any time without jeopardy to future 
medical care, employment, student status or other entitlements.

• The researcher may withdraw me from the research at his/her 
professional discretion.

• If, during the course of the study, significant new information that has 
been developed becomes available which may relate to my willingness 
to continue to participate, the investigator will provide this information 
to me.

• Any information derived from the research project that personally 
identifies me will not be voluntarily released or disclosed without my 
separate consent, except as specifically required by law.

• If at any time I have any questions regarding the research or my 
participation, I can contact the investigator, who will answer my 
questions. The investigator's phone number is .

• If at any time I have comments, or concerns regarding the conduct of 
the research or questions about my rights as a research subject, I 
should contact the Teachers College, Columbia University Institutional 
Review Board /IRB. The phone number for the IRB is (212) . 
Or, I can write to the IRB at Teachers College, Columbia University, 

• I should receive a copy of the Research Description and this 
Participant's Rights document.

• If video and/or audio taping is part of this research, I ( )  consent to be 
audio/video taped. I (✓ ) do NOT consent to being video/audio taped. 
The written, video and/or audio taped materials will be viewed only by 
the principal investigator and members of the research team.
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• Written, video and/or audio taped materials ( )  may be viewed in an 
educational setting outside the research

{</) may NOT be viewed in an educational setting outside the 
research.

• My signature means that I agree to participate in this study.

Participant's signature:______
Date: / /

Name:____________________

If necessary:

Guardian's Signature/consent: 
Date: /  /

Name:

Investigator's Verification of Explanation

I certify that I have carefully explained the purpose and nature of this research
to _____________________________________ (participant’s name) in age-
appropriate language. He/She has had the opportunity to discuss it with me in 
detail. I have answered all his/her questions and he/she provided the 
affirmative agreement (i.e. assent) to participate in this research.

Investigator’s Signature:_____________________________________________

Date:________________________
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C O L U M B I A  U N I V E R S I T Y

Office of the Associate Dean 
Box ISI

Institutional Review Board

December 2, 2004

Stephen Marrone 
 

Brooklyn, NY 1

Dear Stephen:

Thank you for submitting your study entitled, “Attitudes, Subjective Norms, and 
Perceived Behavioral Control: Critical Care Nurses' Intentions to Provide Culturally 
Congruent Care to Arab Muslims” study; the IRB has determined that your study is 
exempt from review.

Please keep in mind that the IRB Committee must be contacted if there are any 
changes to your research protocol. The number assigned to your protocol is 05-059. 
Do not hesitate to contact the IRB Committee at (212)  if you have any 
questions.

Best wishes for your research work.

Sincerely,

Associate Dean 
Chair, IRB

cc: File, OSP
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MOUNT SINAI 
SCHOOL OF 
ME D I C I N E

TO: Stephen Marrone 
Nursing 
BOX# //VV

FROM: Grants and Contracts Office 
BOX # 1075

DATE: November 12,2004

SUBJECT: GCO# 04-1133 (00001) NSG(EX)

SPONSOR: MOUNT SINAI SCHOOL OF MEDICINE

Please be advised that your project submission entitled "CC Nurses Provide Culturally 
Congruent Care Arab Muslims", has been recorded with the Grants and Contracts 
Office (GCO) and has been reviewed and approved on 11/12/2004 for the period 
ending 11/14/2005. It has been determined that your protocol is exempt from 
Institutional Review Board (IRB) review. The following exempt category must be 
recorded as part of your extramural application (if applicable):

Please keep the GCO informed of the ongoing status of this protocol, including the 
Agency's funding decision, when applicable. We are available to answer any questions 
and ask that you reference the subject GCO # in all communications.

For future reference, this research protocol will be reevaluated each year regarding 
human subject involvement.1 Please follow the GCO instructions and those of your 
sponsoring agency when preparing your progress report

cc: Department-ArdiniFHSfeFatoT 
Fund Accounting

1 Federal and Institutional Regulations regarding human subject and/or animal activities in research are 
available on our Website wwvv.mssm.edu. under “for faculty”, then “Grants and Contracts”

Exempt Category # i

C:\ DOCI JMF.NTS AMD FFTTJMnS\ MOtSFKVI \  MY DOCI iMFMTFX MY nOO IMFMTQV FYFMPT TVY~
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Frequencies Cultural Attitude Scale Scores

Attitude Score /  N % Valid %

75 1 0.5% 0.5%

81 1 0.5% 0.5%

83 2 1.0% 1.0%

84 1 0.5% 0.5%

85 2 1.0% 1.0%

88 2 1.0% 1.0%

90 2 1.0% 1.0%

91 3 1.4% 1.4%

95 1 0.5% 0.5%

96 1 0.5% 0.5%

97 1 0.5% 0.5%

98 2 1.0% 1.0%

99 3 1.4% 1.4%

101 4 1.9% 1.9%

102 19 9.1% 9.1%

103 3 1.4% 1.4%

104 8 3.8% 3.8%

105 7 3.4% 3.4%

106 4 1.9% 1.9%

107 7 3.4% 3.4%

108 5 2.4% 2.4%
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Frequencies o f Cultural Attitude Scale Scores (continued)

Attitude Score f  N % Valid %

109 7 3.4% 3.4%

110 5 2.4% 2.4%

111 4 1.9% 1.9%

112 4 1.9% 1.9%

113 3 1.4% 1.4%

114 10 4.8% 4.8%

115 5 2.4% 2.4%

116 4 1.9% 1.9%

117 5 2.4% 2.4%

118 7 3.4% 3.4%

119 6 2.9% 2.9%

120 10 4.8% 4.8%

121 5 2.4% 2.4%

122 8 3.8% 3.8%

123 5 2.4% 2.4%

124 3 1.4% 1.4%

125 4 1.9% 1.9%

126 7 3.4% 3.4%

127 5 2.4% 2.4%

128 4 1.9% 1.9%

129 3 1.4% 1.4%
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Frequencies Cultural Attitude Scale Scores (continued)

Attitude Score / N % Valid %

130 2 1.0% 1.0%

131 4 1.9% 1.9%

132 1 0.5% 0.5%

133 2 1.0% 1.0%

134 2 1.0% 1.0%

137 1 0.5% 0.5%

141 2 1.0% 1.0%

146 1 0.5% 0.5%

Total 208 100.0% 100.0%
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Frequencies o f Attitude Subscale Scores

Attitude Score / N % Valid %

118 1 0.5% 0.5%

123 1 0.5% 0.5%

129 1 0.5% 0.5%

131 2 1.0% 1.0%

134 2 1.0% 1.0%

136 3 1.4% 1.4%

140 2 1.0% 1.0%

142 1 0.5% 0.5%

143 1 0.5% 0.5%

145 2 1.0% 1.0%

147 3 1.4% 1.4%

148 1 0.5% 0.5%

149 2 1.0% 1.0%

150 1 0.5% 0.5%

151 2 1.0% 1.0%

152 2 1.0% 1.0%

153 2 1.0% 1.0%

154 1 0.5% 0.5%

155 3 1.4% 1.4%

156 2 1.0% 1.0%

157 6 2.9% 2.9%
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Frequencies o f Attitude Subscale Scores (continued)

Attitude Score /  N % Valid %

158 2 1.0% 1.0%

159 4 1.9% 1.9%

160 3 1.4% 1.4%

161 3 1.4% 1.4%

162 2 1.0% 1.0%

163 5 2.4% 2.4%

164 3 1.4% 1.4%

165 5 2.4% 2.4%

166 1 0.5% 0.5%

167 3 1.4% 1.4%

168 6 2.9% 2.9%

169 6 2.9% 2.9%

170 3 1.4% 1.4%

171 5 2.4% 2.4%

172 2 1.0% 1.0%

173 1 0.5% 0.5%

174 7 3.4% 3.4%

175 2 1.0% 1.0%

176 5 2.4% 2.4%

177 9 4.3% 4.3%

178 6 2.9% 2.9%
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Frequencies o f Attitude Subscale Scores (continued)

Attitude Scores / N % Valid %

179 7 3.4% 3.4%

180 5 2.4% 2.4%

181 5 2.4% 2.4%

182 6 2.9% 2.9%

183 2 1.0% 1.0%

184 3 1.4% 1.4%

185 5 2.4% 2.4%

186 4 1.9% 1.0%

187 4 1.9% 1.9%

188 3 1.4% 1.4%

189 4 1.9% 1.9%

190 3 1.4% 1.4%

191 2 1.0% 1.0%

192 5 2.4% 2.4%

193 4 1.9% 1.9%

195 3 1.4% 1.4%

196 1 0.5% 0.5%

197 4 1.9% 1.9%

198 3 1.4% 1.4%

199 1 0.5% 0.5%

202 2 1.0% 1.0%
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Frequencies o f Attitude Subscale Scores (continued)

Attitude Score / N % Valid %

203 3 1.4% 1.4%

205 2 1.0% 1.0%

207 1 0.5% 0.5%

208 1 0.5% 0.5%

210 1 0.5% 0.5%

Total 208 100.0% 100.0%
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Frequencies o f Subjective Norms Subscale Scores

Subjective Norms Scores / N % Valid %

58 1 0.5% 0.5%

82 1 0.5% 0.5%

99 2 1.0% 1.0%

101 1 0.5% 0.5%

103 1 0.5% 0.5%

107 1 0.5% 0.5%

109 1 0.5% 0.5%

110 1 0.5% 0.5%

115 2 1.0% 1.0%

117 3 1.4% 1.4%

121 2 1.0% 1.0%

122 2 1.0% 1.0%

123 2 1.0% 1.0%

124 5 2.4% 2.4%

125 2 1.0% 1.0%

126 1 0.5% 0.5%

127 2 1.0% 1.0%

128 2 1.0% 1.0%

129 2 1.0% 1.0%

130 3 1.4% 1.4%

131 4 1.9% 1.9%
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Frequencies o f Subjective Norms Subscale Scores (continued)

Subjective Norms Scores / N % Valid %

132 3 1.4% 1.4%

133 2 1.0% 1.0%

134 6 2.9% 2.9%

136 2 1.0% 1.0%

137 2 1.0% 1.0%

138 2 1.0% 1.0%

139 3 1.4% 1.4%

140 1 0.5% 0.5%

141 4 1.9% 1.9%

142 1 0.5% 0.5%

144 1 0.5% 0.5%

146 2 1.0% 1.0%

147 1 0.5% 0.5%

149 2 1.0% 1.0%

151 2 1.0% 1.0%

152 1 0.5% 0.5%

153 5 2.4% 2.4%

154 3 1.4% 1.4%

155 2 1.0% 1.0%

156 1 0.5% 0.5%

157 3 1.4% 1.4%
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Frequencies o f Subjective Norms Subscale Scores (continued)

Subjective Norms Scores / N % Valid %

158 1 0.5% 0.5%

159 2 1.0% 1.0%

160 2 1.0% 1.0%

161 3 1.4% 1.4%

163 2 1.0% 1.0%

164 2 1.0% 1.0%

165 1 0.5% 0.5%

166 1 0.5% 0.5%

167 8 3.8% 3.8%

168 3 1.4% 1.4%

169 2 1.0% 1.0%

170 3 1.4% 1.4%

171 1 0.5% 0.5%

172 2 1.0% 1.0%

174 2 1.0% 1.0%

176 2 1.0% 1.0%

177 4 1.9% 1.9%

178 4 1.9% 1.9%

179 1 0.5% 0.5%

180 2 1.0% 1.0%

181 5 2.4% 2.4%
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Frequencies o f Subjective Norms Subscale Scores (continued)

Subjective Norms Scores / N % Valid %

182 2 1.0% 1.0%

184 3 1.4% 1.4%

186 4 1.9% 1.9%

187 5 2.4% 2.4%

188 2 1.0% 1.0%

189 4 1.9% 1.9%

190 1 0.5% 0.5%

191 4 1.9% 1.9%

192 3 1.4% 1.4%

193 3 1.4% 1.4%

194 2 1.0% 1.0%

195 4 1.9% 1.9%

196 1 0.5% 0.5%

197 1 0.5% 0.5%

198 1 0.5% 0.5%

200 3 1.4% 1.4%

202 2 1.0% 1.0%

204 2 1.0% 1.0%

205 2 1.0% 1.0%

207 2 1.0% 1.0%

208 1 0.5% 0.5%
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Frequencies o f Subjective Norms Subscale Scores (continued)

Subjective Norms Scores / N % Valid %

209 1 .5% .5%

212 1 .5% .5%

215 1 .5% .5%

216 1 .5% .5%

217 7 3.4% 3.4%

Total 208 100.0% 100.0%
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Frequencies of Perceived Behavioral Control Subscale Scores
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Frequencies o f Perceived Behavioral Control Subscale Scores

Perceived Behavioral Control Scores / N % Valid %

40 1 0.5% 0.5%

43 1 0.5% 0.5%

44 1 0.5% 0.5%

45 5 2.4% 2.4%

46 1 0.5% 0.5%

47 1 0.5% 0.5%

48 2 1.0% 1.0%

49 2 1.0% 1.0%

50 2 1.0% 1.0%

52 3 1.4% 1.4%

53 6 2.9% 2.9%

54 1 0.5% 0.5%

55 2 10% 1.0%

56 4 1.9% 1.9%

57 3 1.4% 1.4%

58 2 1,0% 1.0%

59 2 1.0% 1.0%

61 3 1.4% 1.4%

62 4 1.9% 1.9%

63 1 0.5% 0.5%

64 3 1.4% 1.4%
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Frequencies o f Perceived Behavioral Control Subscale Scores (continued)

Perceived Behavioral Control Scores / V % Valid %

65 1 05% 0.5%

66 7 3.4% 3.4%

67 4 1.9% 1.9%

68 3 1.4% 1.4%

69 6 2.9% 2.9%

70 8 3.8% 3.8%

71 3 1.4% 1.4%

72 10 4.8% 4.8%

73 5 2.4% 2.4%

74 6 2.9% 2.9%

75 6 2.9% 2.9%

76 11 5.3% 5.3%

77 3 1.4% 1.4%

78 5 2.4% 2.4%

79 7 3.4% 3.4%

80 6 2.9% 2.9%

81 6 2.9% 2.9%

82 4 1.9% 1.9%

83 3 . 1.4% 1.4%

84 2 1.0% 1.0%

86 2 1.0% 1.0%
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Frequencies o f Perceived Behavioral Control Subscale Scores (continued)

Perceived Behavioral Control Scores / N % Valid %

87 6 2.9% 2.9%

88 4 1.9% 1.9%

89 4 1.9% 1.9%

90 3 1.4% 1.4%

91 2 1.0% 1.0%

92 3 1.4% 1.4%

93 2 1.0% 1.0%

94 2 1.0% 1.0%

95 3 1.4% 1.4%

96 1 0.5% 0.5%

97 3 1.4% 1.4%

102 2 1.0% 1.0%

104 3 1.4% 1.4%

105 1 0.5% 0.5%

106 1 0.5% 0.5%

107 3 1.4% 1.4%

108 1 0.5% 0.5%

109 1 0.5% 0.5%

114 1 0.5% 0.5%

117 1 0.5% 0.5%

118 1 0.5% 0.5%
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Frequencies o f Perceived Behavioral Control Subscale Scores (continued)

Perceived Behavioral Control Scores / N % Valid %

120 1 0.5% 0.5%

133 1 0.5% 0.5%

Total 208 100.0% 100.0%
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Frequencies of Control Over Nursing Practice Scores

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Frequencies o f Control Over Nursing Practice Scores

310

Control Over Nursing Practice Scores /  N ______ %________ Valid %

53 1 0.5% 0.5%

57 1 0.5% 0.5%

61 1 0.5% 0.5%

63 1 0.5% 0.5%

74 1 0.5% 0.5%

77 1 0.5% 0.5%

82 1 0.5% 0.5%

84 1 0.5% 0.5%

86 2 1.0% 1.0%

87 1 0.5% 0.5%

88 3 1.4% 1.4%

90 1 0.5% 0.5%

91 1 0.5% 0.5%

92 1 0.5% 0.5%

93 1 0.5% 0.5%

95 1 0.5% 0.5%

96 2 1.0% 1.0%

99 2 1.0% 1.0%

100 1 0.5% 0.5%

101 2 1.0% 1.0%

103 1 0.5% 0.5%
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Frequencies o f Control Over Nursing Practice Scores (continued)

Control Over Nursing Practice f N % Valid %

104 2 1.0% 1.0%

105 5 2.4% 2.4%

106 1 0.5% 0.5%

107 3 1.4% 1.4%

108 2 1.0% 1.0%

109 4 1.9% 1.9%

110 2 1.0% 1.0%

111 1 0.5% 0.5%

112 2 1.0% 1.0%

113 5 2.4% 2.4%

114 2 1.0% 1.0%

115 1 0.5% 0.5%

116 5 2.4% 2.4%

117 4 1.9% 1.9%

118 1 0.5% 0.5%

119 4 1.9% 1.9%

120 5 2.4% 2.4%

121 6 2.9% 2.9%

122 6 2.9% 2.9%

123 5 2.4% 2.4%

124 3 1.4% 1.4%
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Frequencies o f Control Over Nursing Practice Scores (continued)

Control Over Nursing Practice Scores / N % Valid %

125 8 3.8% 3.8%

126 9 4.3% 4.3%

127 7 3.4% 3.4%

128 6 2.9% 2.9%

129 2 1.0% 1.0%

130 6 2.9% 2.9%

131 3 1.4% 1.4%

132 1 0.5% .5%

133 5 2.4% 2.4%

134 4 1.9% 1.9%

135 2 1.0% 1.0%

136 3 1.4% 1.4%

137 3 1.4% 1.4%

138 6 2.9% 2.9%

139 2 1.0% 1.0%

140 4 1.9% 1.9%

141 5 2.4% 2.4%

142 7 3.4% 3.4%

143 6 2.9% 2.9%

144 4 1.9% 1.9%

145 5 2.4% 2.4%
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Frequencies o f Control Over Nursing Practice Scores (continued)

Control Over Nursing Practice Scores / N % Valid %

146 3 1.4% 1.4%

147 11 5.3% 5.3%

Total 208
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APPENDIX V 

Frequencies of Intention Subscale Scores
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Frequencies o f Intention Subscale Scores

Intention Scores / N % Valid %

13 1 0.5% 0.5%

33 1 0.5% 0.5%

38 1 0.5% 0.5%

40 7 3.4% 3.4%

42 2 1.0% 1.0%

43 1 0.5% 0.5%

44 1 0.5% 0.5%

45 2 1.0% 1.0%

46 3 1.4% 1.4%

47 2 1.0% 1.0%

48 4 1.9% 1.9%

50 2 1.0% 1.0%

51 2 1.0% 1.0%

52 6 2.9% 2.9%

53 5 2.4% 2.4%

54 4 1.9% 1.9%

55 5 2.4% 2.4%

56 17 8.2% 8.2%

57 7 3.4% 3.4%

58 9 4.3% 4.3%

59 5 2.4% 2.4%
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Frequencies o f Intention Subscale Scores (continued)

Intention Scores / N % Valid %

60 20 9.6% 9.6%

61 11 5.3% 5.3%

62 10 4.8% 4.8%

63 4 1.9% 1.9%

64 20 9.6% 9.6%

65 4 1.9% 1.9%

66 5 2.4% 2.4%

67 7 3.4% 3.4%

68 6 2.9% 2.9%

69 12 5.8% 5.8%

70 22 10.6% 10.6%

Total 208 100.0% 100.0%
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