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ABSTRACT 

Leaders in nursing education have been challenged to make curricula changes to prepare 

students to provide culturally competent nursing care.  The need to prepare culturally competent 

nurses has become even more critical because the United States nursing workforce is not as 

diverse as the population that it serves.  Various teaching strategies have been used to evaluate 

the effectiveness of increasing cultural competence in nursing education.  Service-learning has 

become an increasing more popular teaching strategy to increase students’ cultural competence.  

The review of the literature revealed educators who practice servant leadership have assisted 

students to become engaged citizens while also meeting the needs of the community.   

The purpose of this non-equivalent, multiple year, quasi-experimental study was to 

evaluate service-learning as an innovative teaching strategy to change pre-licensure 

baccalaureate nursing students’ perceived transcultural self-efficacy (TSE) in providing 

culturally competent nursing care to diverse populations.  The Transcultural Self-Efficacy Tool 

(TSET) (Jeffreys, 2006) was administered prior to and at the conclusion of the following 

interventions: service-learning (n = 42) and cultural interview with client from another culture (n 

= 69).  Descriptive statistics revealed the study participants were predominately under age 30 and 

White, spoke English as a first language, had previous healthcare experience as either a licensed 

practical nurse or other healthcare provider, and had taken a previous college-level diversity 

course.  Correlation and variety of univariate and multivariate analysis of variance statistical tests 

were conducted via IBM SPSS 19.0.  Results revealed (1) participants’ perceptions of TSE 

changed significantly in the affective, cognitive, and practical subscales and for weighted 

average of the composite of the three subscales after a cultural educational intervention; (2) high 

correlations existed between the cognitive and practical self-efficacy strength (SEST) post-test 



scores; (3) pre-test scores were significantly higher for participants who did not speak English as 

their first language and who were non-White; (4) the highest post-test scores in all three 

subscales and in the weighted composite and the greatest mean difference in two of three 

subscales were found in the service-learning group, reflecting positive patterns of TSE change 

for this intervention group; however, due to the relatively small size of the study sample, a 

significant difference in the amount of change in perceived TSE as a result of a service-learning 

intervention was not revealed at this time; (5) White participants had a significantly greater 

increase in SEST scores in the affective and practical subscales as a result of an intervention; and 

(6) the changes in the composite SEST scores were significantly greater for the White race group 

and the English as a first language group. 

These findings add to the existing body of knowledge on TSE and fill a gap in the 

literature concerning the influence of language and race on nursing students’ TSE.  

Recommendations for future research include conducting similar studies with a larger target 

population, including a qualitative research method, increasing the length of time between the 

cultural intervention and the measurement of the participants’ TSE, and adding a valid and 

reliable service-learning evaluation tool to determine if service-learning is an innovative strategy 

to change nursing students’ TSE.  Results of this study should inspire servant leaders in higher 

education and communities to work collaboratively to develop service-learning cultural 

immersions for nursing students to address health disparities, render culturally competent nursing 

care to diverse populations, demonstrate health education and promotion skills, and become 

engaged citizens in their communities. 
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Chapter I 

Introduction 

 Shifting fertility and migration rates, varying demographic patterns, growing numbers of 

multiracial and multiethnic populations, and technological advances have contributed to vast 

cultural changes in the United States (Jeffreys & Zoucha, 2001).  Awareness that the current 

health education models and health care delivery systems are not responsive to the shifting needs 

of populations has developed concurrently with the growth of global and national diversity 

(Andrews et al., 2011).  Consequently, nurse educators have been challenged in recent decades to 

make changes in curriculum, which assist nursing students (future nurses) to meet the ever-

changing needs of the populations they serve.  However, despite the integration of cultural 

competence in nursing curricula, “disparities among diverse groups’ health status and access to 

health care continue to exist” (American Association of Colleges of Nursing [AACN], 2008a, p. 

1).  

 Since disparities still exist, policy makers continue to strive to investigate various 

interventions that might have more positive outcomes for our diverse population.  The National 

Advisory Council on Nursing Education and Policy (NACNEP) advises and makes 

recommendations on policy issues related to improving nurse supply, education, and practice to 

the Secretary of the US Department of Health and Human Services and the US Congress and in 

their sixth report entitled, Meeting the Challenges of the New Millennium: Challenges Facing the 

Workforce in a Challenging Health Care Environment, [therefore] it recommended schools of 

nursing and colleges “apply evidence-based curricular models that prepare existing and future 

nurses to provide culturally competent care” (NACNEP, 2008, p. 34).  Subsequently, nurse 

educators began searching for evidence-based culturally related curricular models to incorporate 

them into their nursing programs.  Nurse educators’ ultimate goal should be to educate and 
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prepare nursing students to provide culturally competent care via evidence-based curricular 

models to diminish and eventually eradicate health disparities among cultural and ethnic groups.  

Meanwhile, the mounting number of multiethnic and multicultural populations in the United 

States continues to confront nurse educators who are trying to address this recommendation. 

 Increased diversity has not only taken place on the national level, it has also transpired in 

the Commonwealth of Pennsylvania, as well as in Berks County, and the largest city within that 

county, Reading (U.S. Census Bureau, 2011b; 2011a; 2011c).  Conversely, statistics show nurses 

are not as diverse as the population they serve (AACN, 2011; National League for Nursing 

[NLN], 2004; Sprately, Johnson, Sochalski, Fritz, & Spencer, 2000; US Department of Health 

and Human Services [USDHHS], 2004; USDHHS, 2010).  The National Sample Survey of 

Registered Nurses (NSSRN) has been conducted on actively licensed registered nurses (RNs) in 

the United States since 1977 to assess nurses’ demographics, education, and employment status; 

the NSSRN data assists domestic and international policymakers to formulate key decisions, 

which will ensure that sufficient nursing capacity is available to meet the United States’ health 

care needs (USDHHS, 2010).  Recently, the USDHHS (2010) reported a 4.3% increase in the 

minority RN population; however this minimal increase in the minority RNs does not match the 

more diverse population they serve because 83.2% of licensed RNs are White (non-Hispanic).  

Asian, Native Hawaiian and Pacific Islanders (non-Hispanic) are the largest RN minority group 

(5.8 %); followed by African American (non-Hispanic) with 5.4% RNs, and Hispanics/Latinos 

comprise only 3.6% of RNs.  Similarly, only 7% of nurse educators are members of ethnic 

minority groups (Kauffman, 2007).  Nonetheless, minority nurses acknowledge the importance 

of pursuing higher education beyond entry-level and the percentage of African American 

(52.5%), Hispanic (51.5%), and Asian (75.6%) nurses that complete degrees beyond the 
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associate degree level exceeds the percentage of nurses (48.4%) (USDHHS, 2011).  As a result, 

full-time minority nurse educators’ rank is fairly equitable to White Non-Hispanic nurse 

educators (NLN, 2011), even though there are far fewer of them to help address the health care 

needs of the growing number of ethnic and racial minority groups in the United States  

(See Table 1).  

 

Table 1  

Rank of Full-Time Nurse Educators by Race-Ethnicity, 2009 

 

Rank  

White Non-Hispanic Hispanic African-American Asian AI 

Chief Administrator   6%   4%   5%   3%   8% 

Professor 12% 14%   9% 10%   6% 

Associate Professor 15% 10% 12% 14%   6% 

Assistant Professor 26% 30% 27% 35% 15% 

Instructor 35% 38% 39% 32% 59% 

Other  6%   4%   6%   5%   6% 

Note.  AI = American Indian. 

 

The US Census Bureau (2011d) estimated the US population to be 72.4% White, 12.6% 

Black, 4.8% Asian, 0.9% American Indian and Alaska Native, 0.2% Native Hawaiian and other 

Pacific Islander, 2.9% persons of two or more races, 16.3% persons of Hispanic or Latino origin 

and 63.7% White persons (non-Hispanic).  Consequently, “minority patients are frequently 

treated and cared for by health professionals [nurses] from different cultural backgrounds in what  

is often referred to as culturally discordant relationships” (Marrone, Mutha, & Tang, 2010,  
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p. 365S).  Therefore, knowing that nurses and nurse educators are not as diverse as the 

populations they serve and client/nurse relationships are impacted by this cultural imbalance, it is 

imperative that nurses and nurse educators discover other ways to address the increasing 

diversity currently witnessed in the United States. 

Significance of the Problem 

Significance to Society  

 All human beings are entitled to receive culturally appropriate health care (ANA, 1991, 

2001; Cameron-Traub, 2002; International Council of Nurses [ICN], 1973; Leininger, 1991a, 

1991b; World Health Organization, 2006).  Recognizing this basic human right, the American 

Nurses Association (ANA, 1986) suggested nurse educators implement one of the following 

three curriculum changes: Integrate cultural diversity throughout the curriculum, teach cultural 

diversity in a particular unit, or offer a required or elective cultural diversity course.  Equally 

important, the ICN Code for Nurses (ICN, 1973), the ANA Code of Ethics, (ANA, 2001), and the 

National Standards for Culturally and Linguistically Appropriate Services in Health Care 

(Office of Minority Health, 2001) clearly describe the legal, moral, and ethical obligations nurses 

have to provide culturally competent care.  Furthermore, it has been determined that culturally 

insensitive nursing care can be harmful, thus, educational programs should provide nursing 

students with “the education and training necessary to provide culturally competent care” (Ford, 

2009, p. 94) to prevent harm to their clients.  

 A verbal picture of a how culturally insensitive care can be harmful to clients and their 

families can be found in The Spirit Catches You and You Fall Down (Fadiman, 1997).  If the 

health care providers who took care of Lia had known how to effectively combine Hmong 

cultural health practices with Western medical practices, different health outcomes may have 
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resulted for Lia, the Hmong child who entered the Western health care system in a less than 

advantageous manner.  But instead, a cultural impasse ensued which caused immense emotional 

harm to all members of Lia’s family and to the health care providers charged with her care.  Her 

health care providers’ lack of knowledge about the Hmong culture and Hmong cultural health 

care practices related to Lia’s diagnosis of epilepsy might have caused Lia’s life-threatening two-

hour episode of status epilepticus.  To prevent other cultural impasses such as the one Lia and 

her family endured, nurse educators have started to incorporate relevant literature into their 

courses.  Nurse educators ask students to read, reflect, and discuss the culturally insensitive care 

that was provided to Lia and her family.  Subsequently, nursing students determine more 

culturally sensitive actions for future Hmong clients (Adams & Nevel, 2010; Andersen, 2004; 

Clark, Zuk, & Baramee, 2000).  Fadiman’s book is considered an exemplar because it chronicles 

culturally insensitive health care provided to this Hmong family.  Unfortunately, there are other 

cultures and subcultures within the United States that encounter similar cultural impasses with 

the Western health care system; however, they have no evidence to support their cultural 

impasses. 

 Meanwhile culturally insensitive situations continue to occur even though the need to 

provide culturally competent care to increase the overall quality of health care, to reduce health 

disparities among racial and ethnic populations, and to focus on the vast differences of patients’ 

beliefs and values was supported by several large studies (Institute of Medicine [IOM], 2001; 

IOM, 2003; Smedley, Stith, & Nelson, 2003).  Equally important, Healthy People 2010 

identified the following two broad goals for individuals in the United States: Increase the quality 

of life and life expectancy for all people and eradicate health disparities among various 

populations (USDHHS, 2000).  Consequently, nursing continues to promote cultural competence 
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initiatives in order to eradicate health disparities. Recently, the national objectives were 

expanded via Healthy People 2020 to: 

Attain high quality, longer lives free of preventable disease, disability, and premature 

death.  Achieve health equity, eliminate disparities, and improve the health of all groups.  

Create social and physical environments that promote good health for all.  Promote 

quality of life, healthy development, and healthy behaviors across all stages (USDHHS, 

2011, para. 5). 

Furthermore, the IOM was asked by the Agency for Healthcare Research and Quality, which 

produces the National Healthcare Quality Report and the National Healthcare Disparities Report 

at the request of Congress, to help improve these reports so that our healthcare system could 

promote policy changes to achieve equity in quality improvement and the elimination of 

disparities (IOM, 2010).   

The members of the Expert Panel on Cultural Competence of the American Academy of 

Nursing define health disparity as “differences in the incidence, prevalence, mortality, and 

burden of diseases and other adverse health conditions that exist among specific population 

groups in the United States” (Giger et al., 2007, p. 101).  Furthermore, Giger et al. emphasize 

research will help decrease and ultimately eradicate health disparities and Fink (2009) infers 

eliminating health care disparities will lead to improved patient care and outcomes.  Hence, the 

significance of the problem to the nursing profession will be addressed in the following section. 

Significance to the Profession 

 All nurses should begin the lifelong learning process of learning how to provide 

culturally competent care in practice to patients, families, and communities (Camphina-Bacote, 

as cited in Andrews et al., 2010).  Transcultural nursing (TCN) assists nursing students and 
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nurses to begin this lifelong leaning process.  Hopefully, by gaining TCN knowledge and skills, 

nursing students and practicing nurses will begin to practice culturally competent care with the 

populations they serve.  According to Douglas and Pacquiao (2010), “the goal of TCN practice is 

to promote health and well-being of individuals and populations by reducing health and care 

disparities through culturally congruent and competent approaches at the multilevel contexts of 

care” (p. 5S).  Not only should nurses strive to become culturally competent, nurse educators and 

researchers should also determine if changes have occurred after planned educational 

interventions are offered (Jeffreys, 2010).  Research studies assist nurses and nurse educators to 

determine if changes have occurred after effective educational interventions have been planned 

and implemented. 

 During her years as a nursing student, Jeffreys (2006) noted that other nursing students 

who performed unsatisfactorily seemed to lack confidence, even when they had the knowledge 

and skills.  Jeffreys continued to make these observations as a nurse educator and eventually 

evaluated student achievement and retention in her doctoral research.  The results of her 

dissertation research study showed students lacked confidence about interviewing patients about 

their financial status, religious beliefs and practices, and ethnic foods (Jeffreys, 1993).  This led 

Jeffreys to continue to pursue more knowledge about motivation of students related to 

transcultural nursing (2006, 2010).  Her significant contributions to transcultural nursing are 

intermittently discussed throughout this dissertation. 

According to Leavitt (2010) socioeconomic status (i.e. income level, education, and 

occupation) is the most pertinent variable that impacts a persons’ cultural worldview.  

Consequently, sometimes socioeconomic level and other demographic variables, including race 

are researched to determine if they impact cultural competence.  To confirm the importance of 
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including race in research studies, Smey (2010) described the difference between White students’ 

identity descriptors and non-White students’ descriptors.  White students usually used their 

gender, age, stature, and hobbies as descriptors; whereas, non-White students used descriptors 

related to their race, ethnicity, or skin color.  Also, language and communication style are 

integral aspects of culture (Leavitt) and as a result non-English speaking persons have reported 

barriers to assessing health care in the United States (Smedley et al., 2003).  Consequently, 

researchers need to include socioeconomic status, race, and language as variables in culturally 

related research.  

In a study designed to investigate ways to improve cross-cultural care and antiracism 

within nursing education, Allen (1991) examined motivation to learn and persistence to finish 

college with 581 freshmen students; the results revealed “ a significant relationship between 

magnitude of motivation and minority students persistence” [to complete college, but not for 

non-minorities] (p. 481).  Allen hypothesized there might be an association between motivational 

theories and student retention of some minority students.  Similarly, this researcher, while 

teaching a transcultural nursing course, witnessed minority BSN students and BSN students 

whose first language was not English show a greater motivation to learn about other cultures 

than non-minority students and students whose first language was English.  Consequently, the 

researcher planned to investigate if self-efficacy also played a part in developing cultural 

competence. 

Coffman, Shellman, and Bernal (2004) completed a literature review, which examined 

fifteen research studies that used the Cultural Self-Efficacy Scale (Bernal & Froman, 1987), an 

instrument that was originally developed to measure community health nurses’ cultural self-

efficacy perceptions regarding their Black, Latino, and Southeast Asian clients.  Coffman et al. 
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determined that the participants from these multiple studies did not feel confident caring for 

clients from different cultures and they requested additional coursework and ongoing education 

to help them to provide culturally competent care.  

Equally important, Starr and Wallace (2009) completed a descriptive, exploratory study 

that evaluated 31 public health nurses’ cultural competence with the Cultural Competence 

Assessment questionnaire (Doorenbos, Schim, Benkert, & Borse, 2005).  Starr and Wallace 

found that the majority of the nurses self-reported a moderate level of cultural knowledge; 

however, even though the participants reported they had TCN knowledge, they acknowledged 

they did not consistently provide culturally competent care.  Moreover, the participants stated 

they needed to have appropriate educational interventions to help them to learn how to 

effectively transition their cultural knowledge into the practice setting.  

Similarly, Molanari and Monserud (2009) consulted with experts in the field, developed 

an online job satisfaction survey following a review of the literature, and then completed a pilot 

study, and then administered a survey to 104 rural nurses located in two states.  Some of the 

online survey questions addressed nurses’ confidence level for taking care of clients from other 

cultures.  Nurses who were exposed to clients from diverse cultures indicated having more 

confidence about providing culturally competent care to clients from other cultures.  In summary, 

these studies supported the need for ongoing culturally related educational programs that provide 

nurses with up-to-date TCN content and with evidence based strategies to help them transition 

their TCN knowledge to the practice setting, and increase the possibility of providing culturally 

competent nursing care consistently, thus improving client outcomes.  However, the focus of this 

study was on pre-licensure baccalaureate nursing (BSN) students. Therefore, the BSN population 

was discussed next. 
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  Nursing faculties as well as other health care providers acknowledge the need to utilize 

cultural competence as a strategy to eradicate health disparities in the United States (Betancourt, 

Green, Carillo, & Park, 2005).  Nurse educators made huge strides integrating cultural 

competence initiatives into BSN programs; however, diverse populations in the United States 

continue to experience health status and health care disparities (AACN, 2008a).  Furthermore, 

the AACN believes nurse educators should possess the desire, wisdom and skills to plan and 

implement educational experiences which include diverse environments whereby students can 

begin to appreciate other cultures, values and beliefs, thus increasing measurable outcomes for 

students and their clients (AACN, 2008a).  The Essentials of Baccalaureate Education for 

Professional Nursing Practice (AACN, 2008b) provides nurse educators and nursing education 

administrators with some direction to emphasize cultural competence in their curricula; Essential 

VII specifically relates to prevention strategies to improve the health of a population.  In addition, 

the AACN (2008b) states BSN programs should prepare graduates who can “assess health/illness 

beliefs, values and attitudes, and practices of individuals, families, groups, communities, and 

populations” (p. 24) and who can be advocates for vulnerable populations to help them eradicate 

health disparities.  

 Additionally, nurse educators should measure program outcomes to determine the 

effectiveness of their curricula (Jeffreys & Smodlaka, 1996).  A variety of constructs have been 

used to measure program outcomes with nursing curricula.  Self-efficacy, which grew out of 

Albert Bandura’s Social Cognitive Theory (Bandura, 1986), is defined as the confidence a 

person has to prepare for and execute actions to accomplish a specific goal (Bandura, 1997).  

Self-efficacy has been utilized to determine culturally-related outcomes in nursing education 

programs (Amerson, 2009; 2010; Bernal & Froman, 1987; Blackstock, 2003; Ferguson, 2007; 
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Harper, 2008; Jeffreys, Bertone, Douglas, Li, & Newman, 2007; Jeffreys & Smodlaka, 1999a; 

Jeffreys & Smodlaka, 1999b; Larsen & Reif, 2011; Lim, Downey, & Nathan, 2004; Liu, Chia-

Ling, Barnes-Willis, 2008; MacQuarrie, 2004; Madsen, 2006; McLaughlin, Moutray, & 

Muldoon, 2008; Parsons & Reif, 2010; Rudnick, 2004; Thorson, 2006; Waltz, 2002); one 

commonly reported outcome is students’ self-efficacy perceptions change as they learn to 

provide culturally competent care.  Therefore, the construct of self-efficacy was incorporated 

into this study to determine if the TCN courses taught by the researcher produced a similar 

positive outcome.  

 Furthermore, service-learning has been found to be an effective strategy to help nursing 

students develop an awareness of diverse populations (Amerson, 2009; 2010; Bentley & Ellison, 

2007; Childs, Sepples, & Moody, 2003; Hunt & Swiggum, 2007; Juhn et al., 1999; Kelley, 

Connor, Kun, & Salmon 2008; Nokes, Nickitas, Keida, & Neville, 2005; Sensenig, 2007; Ward 

et al., 2007).  “Service-learning is a teaching strategy and learning strategy that integrates 

meaningful community service with instruction and reflection to enrich the learning experience, 

teach civic responsibility, and strengthen communities” (Seifer & Connors, 2007, p. 4).  Hence, 

nurse educators are now incorporating service-learning in a few transcultural TCN courses 

because it is believed SL experiences can help students to accomplish this objective (Hunt & 

Swiggum, 2007).  Incorporating service-learning activities into the TCN courses assists BSN 

students to become more aware of diverse populations’ health care needs, helps them to provide 

culturally competent nursing care to culturally diverse clients/populations, and introduce via 

immersion experiences. 

  TCN is the “formal area of study and practice focused on comparative human-care 

(caring) differences and similarities of the beliefs, values, and patterned lifeways of cultures to 
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provide culturally congruent, meaningful, and beneficial health care to people” (Leininger, 2002, 

pp. 5-6).  Learning about providing TCN can be stressful if not done correctly.  BSN students 

may feel psychologically stressed and overwhelmed prior to learning to care for patients who 

have different values, beliefs and health practices.  Inefficacious students (students exhibiting 

low confidence in caring for diverse populations) can benefit by being exposed to TCN skills and 

knowledge throughout their nursing curricula (Jeffreys, 2006, 2010).  Students become 

efficacious (resilient in providing culturally competent care) when they are motivated to learn 

more about how to provide culturally competent care and are ready and willing to be exposed to 

diverse and underserved populations (Jeffreys, 2006, 2010).  Biases, stereotypes, prejudices, 

bureaucratic policies, lack of interpreters and fragmentation of care may cause health disparities 

in health care.  As more nursing students examine their own biases and prejudices, investigate 

stereotypes of various cultures and subcultures, review health care policies, engage in client 

conversations using interpreters and ultimately begin to provide culturally competent care, health 

disparities within underserved populations may begin to diminish.  

 The National Center for Cultural Competence (NCCC, n.d.) at Georgetown University 

lists several reasons to include cultural competence in all health care. They include addressing 

demographic shifts, reducing health disparities, increasing health-related outcomes, addressing 

regulatory and accreditation concerns, increasing health care market advantage, and decreasing 

possible litigation.  Therefore, it is prudent for nurse educators to include learning activities that 

provide opportunities for discussion of these vital topics in BSN educational programs.  In 

contrast, Carlton, Ryan, Ali, and Kelsey (2007) cited the following three reasons why cultural 

competence and global health education are not included in nursing curriculum: full curriculum; 

lack of faculty support and cultural competence education; and lack of funding.  These barriers 
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are real and may deter leaders in higher education from supporting nurse educators and nursing 

education administrators in making curricula changes associated with teaching students about 

providing culturally competent nursing care. 

 Nevertheless, nurse educators have a responsibility to prepare students to become 

culturally sensitive and competent nurses and while doing so, they should also be striving to 

become culturally sensitive and competent themselves (Bellack, 2009).  To determine the current 

trends in TCN in BSN and graduate degree programs in the United States, Carlton et al. (2000) 

developed a descriptive survey; one aspect of their study was to determine faculty preparation to 

teach TCN courses.  Two hundred and ten nursing programs provided information about their 

faculty preparation to teach TCN; 36 schools (22%) said yes, their faculty was prepared and 126 

schools (78%) said no, faculty was not prepared.  Regarding faculty development programs, only 

69 schools (33%) reported their faculty attended at least some sort of faculty development 

program related to TCN in the previous 5 years.  These statistics were disquieting and revealed 

that a great deal remains to be done to prepare faculty to teach students about TCN.  

 Consequently, TCN nurse educators and leaders in nursing education should enlist other 

nurse educators to be better prepared to teach TCN courses and as more of their colleagues 

become culturally sensitive and competent, they can work collaboratively to enlist full nursing 

faculty support to include cultural competence education in their nursing curricula.  To boost 

support, educators should explore cost effective and innovative ways to include cultural 

competence education throughout their nursing curricula.  For this purpose, some nursing 

programs have used international immersion experiences to serve various diverse communities.  

However, because international immersion experiences are costly and require a great deal of 

additional administrative resources, other options were explored.  
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 St. Clair and McKenry (1999) hypothesized the positive results reported by 

undergraduate and graduate nursing students after their planned international cultural immersions 

may be found to be similar to the results other nursing students may experience after immersions 

within diverse communities in the United States.  Currently, a local cultural immersion 

experience integrated into the TCN course at the researcher’s university provides nursing 

students with exposure to a diverse environment, and at a far less cost to the students and with 

fewer administrative expenses than what would be required for an international cultural 

immersion.  Furthermore, The service-learning experience is believed to be the most cost 

effective means of providing these BSN students with a cultural immersion experience within 

close proximity to their university, which lessens liability issues for the BSN students and the 

university.  Moreover, a local service-learning experience helps these BSN students to fulfill the 

following goals simultaneously: Address health disparities identified in Healthy People 2010 

(USDHHS, 2000), provide culturally competent care to a diverse population, demonstrate health 

education and health promotion skills, and carry out the university’s mission and vision.  Finally, 

service-learning provides the students with the “proven pedagogical method of active learning” 

which is frequently used in higher education (Chapdelaine, Ruiz, Warchal, & Wells, 2005, p. 8).  

 Historically, students taking the existing TCN course at this small faith-based university 

located in southeastern Pennsylvania have been exposed to a variety of effective teaching 

strategies such as self-heritage assessment, lecture, group discussions, multi-media, guest 

lectures, cultural meal, interview of a client from another culture, and cultural education paper.  

To evaluate the effectiveness of the teaching strategies used in the TCN course, the researcher 

completed a pilot study with the Transcultural Self-Efficacy Tool (TSET) (Jeffreys, 2006) (See 

Appendix A).  The TSET is an 83-item measurement tool, which was designed to evaluate the 



  

 15 

cognitive, practical and affective learning dimensions related to TCN (Jeffreys, 2006). The 

results of the pilot study indicated a significant increase in all three subscales  

(Cognitive: t(57) = -40.77, p < .001; Practical: t(57) = -11.47, p < .001; Affective t(57) = -.954,  

p < .001.) at the end of the semester, supporting the hypothesis that transcultural self-efficacy 

(TSE) is dynamic and changes following effective teaching strategies (Adams & Nevel, 2010).  

Based on additional supportive evidence from the literature which is thoroughly discussed in 

Chapter II, service-learning was added to the current TCN course in 2010 and one of the 

previously used teaching strategies, the interview of a client from another culture was deleted.  

The researcher’s hypothesis was that the service-learning activities would be more instrumental 

in changing pre-licensure BSN students’ cognitive, practical and affective levels of cultural 

competence, as measured by the TSET, than the cultural interview. 

 Scant research was available about the “cognitive, affective, or social processes 

experienced during service learning” (Hunt, 2007, p. 280).  Therefore, this researcher compared 

changes in students’ cognitive, affective and psychomotor dimensions by administering the 

TSET (Jeffreys, 2006) before and after the revised TCN course.  The revised TCN course had 

planned and structured cultural immersions for the pre-licensure BSN students within the 

culturally diverse city of Reading, Pennsylvania with the South Reading Youth Initiative, (SRYI), 

an after school intervention administered under the direction of the researcher’s university’s 

Center for Community Engagement.  Historically, the TCN course was a required 3-credit course 

that also met the diversity requirement for the university; however as of spring 2010, each pre-

licensure BSN student was asked to volunteer to complete 10 service-learning hours during the 

semester they were enrolled in the TCN course.  Upon successful completion of the 

TCN/Service-Learning course, students received an additional academic credit; the university 
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absorbed the cost for this extra credit.  Since the significance to the profession was elucidated, 

the purpose of the study is subsequently addressed. 

Purpose of the Study 

 The intent of this study was to build upon the findings of previous research studies that 

utilized the TSET to measure changes in nursing students’ perceived TSE.  More specifically, 

this researcher investigated pre-licensure BSN students’ perceived TSE at the beginning and the 

end of the semester as students were enrolled in two slightly different TCN courses over the 

course of the multiple-year research study.  During the first two years of the study, one treatment 

group, comprised of two different cohorts of participants (2008 and 2009), completed the same 

TCN course that included all of the previously mentioned teaching strategies evaluated during 

the researchers’ pilot study, including an interview with a client from another culture (Adams & 

Nevel, 2010).  During the third year of the study (2010), another treatment group completed a 

TCN/Service-Learning course that included service-learning activities with children aged 7-14 at 

a faith-based university sponsored after school program called the South Reading Youth 

Initiative (SRYI) instead of the interview with a client from another culture and all of the other 

preciously mentioned teaching strategies utilized during the pilot study (Adams & Nevel).   

 Furthermore, this researcher believed the study would reveal findings that would help to 

distinguish service-learning as an innovative teaching strategy versus the more traditional 

methods utilized to change students’ perceived self-efficacy.  This belief was supported by 

recommendations made by Brown, Kirkpatrick, Greer, Matthias, and Swanson (2009), after they 

completed an international descriptive, mixed method study that explored types of innovative 

pedagogies utilized by the participants who were both Sigma Theta Tau members and nurse 

educators.  Interestingly, their findings revealed only 212 or 22% of the 946 participants listed 
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cultural competence as an “important learner outcome associated with the use of innovative 

teaching/learning strategies” (Brown et al., 2009, p. 155).  As previously stated, nurse educators 

who passionately believe in providing culturally relevant teaching strategies for BSN students to 

produce positive student/client outcomes must begin by taking on leadership roles to educate 

other nurse educators, nursing education administrators, and higher education administrators 

about the importance of TCN. 

 In conclusion, this study was designed for the following purposes:  (1) Evaluate the 

influence a cultural educational intervention, irrespective of the type of treatment, had on pre-

licensure BSN students’ cognitive, practical, and affective dimensions of TSE, as measured by 

the TSET (Jeffreys, 2006).  (2) Determine if a correlational relationship existed between the pre-

licensure BSN students’ self-efficacy pre- and post-test scores.  (3) Evaluate the impact that 

selected demographics (age, gender, race, and previous educational/work experience) had on the 

pre-licensure BSN students’ perceived TSE prior to a cultural educational intervention.  (4) 

Determine the amount of change in perceived TSE the pre-licensure BSN students self-reported 

as a result of an interview with a client from another culture or a service-learning educational 

intervention.  (5) Evaluate the amount of change in perceived TSE the pre-licensure BSN 

students self-reported after a cultural educational intervention, across groups of selected 

demographics (age, gender, language, race, and previous educational/work experience). 

Significance of Addressing the Problem 

 First, evaluating whether the incorporation of service-learning as an innovative teaching 

strategy via short-term cultural immersions with the SRYI influenced the pre-licensure BSN 

students’ TSE in a similar manner to more costly and time-consuming international cultural 

immersions assists future nurse educators, nursing education administrators, and higher 
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education administrators to determine which immersion experience is best for their nursing 

programs.  Second, evaluating the change in pre-licensure BSN students’ perceived TSE in the 

cognitive, practical, and affective dimensions, based on the educational intervention, adds to the 

body of knowledge related to TSE and BSN students.  Third, evaluating the TSET pre- and post-

test scores for correlational relationships reminds other researchers that these correlational tests 

should be completed prior to multivariate research analyses and allows other researchers to 

compare and contrast their results with the results of this study.  Fourth, analyzing the pre-

licensure BSN students’ self-reported background information to determine if selected 

demographics (age, gender, race, and previous educational/work experience) influenced students’ 

perceived TSE prior to the educational intervention provides future researchers with some 

guidance for future studies.  Fifth, determining which of the two treatment groups (service-

learning or interview) changed significantly differently than the other group from pre- to post-

test will also add to the body of knowledge related to teaching strategies and TSE.  Sixth, 

knowing if one level of the selected demographics (age, gender, language, race, and previous 

educational/work experience) changed significantly differently than the other level for the 

cognitive, practical, and affective dimensions provides vital information for future researchers 

while they plan their TSE research studies.  Finally, sharing and discussing how servant 

leadership guided this researcher during the planning and implementation of this research study 

will aid other servant leaders as they attempt to make curriculum changes that include more 

service-learning experiences for their students. 

Definitions and Theoretical Framework 

 Information about the relevant terminology used within this study and the selected 

theoretical framework was found during the comprehensive review of the literature.  
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Consequently, the operational definitions and the theoretical framework for this study are 

thoroughly discussed in chapter II.  However, a glossary of terms can be found in Appendix B to 

assist the reader.  

Research Questions and Hypotheses  

Question (1): Is there a statistically significant change in pre-licensure BSN students’ perceived 

cognitive, practical, and affective dimensions of transcultural self-efficacy as a result of an 

educational intervention?  

Ha  (1): There will be a statistically significant change in pre-licensure BSN students’ perceived 

cognitive, practical, and affective dimensions of transcultural self-efficacy as a result of an 

educational intervention. 

Question (2): Are there statistically significant correlations between the cognitive, affective, and 

practical self-efficacy strength pre- and post-test scores?  

Ha (2): There are statistically significant correlations between the cognitive, affective, and 

practical self-efficacy strength pre- and post-test scores. 

Question (3): How will selected demographics (age, language, race, and previous 

educational/work experience) influence pre-licensure BSN students’ perceived confidence prior 

to an educational experience? 

Ha  (3): There is a statistically significant difference in the pre-test SEST scores between two 

levels in at least one of the selected demographic categories. 

Question (4): Is there a statistically significant difference in the amount of change in pre-

licensure BSN students’ perceived transcultural self-efficacy, as a result of the type of treatment 

in the educational intervention (service-learning versus interview)?  
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Ha  (4): There is a statistically significant difference in the amount of change in pre-licensure 

BSN students’ perceived transcultural self-efficacy as a result of a service-learning educational 

intervention. 

Question (5): Is there a statistically significant difference in the amount of change in pre-

licensure BSN students’ perceived transcultural self-efficacy after an educational intervention, 

between the two levels in each group of selected demographics (age, language, race, and 

previous educational/work experience)?  

Ha  (5): There is a statistically significant difference in the amount of change in the pre-licensure 

BSN students’ perceived transcultural self-efficacy after an educational intervention, between the 

two levels in at least one of the selected demographic categories. 

Limitations of the Study 

This study may have been impacted by several limitations.  “Limitations are factors that 

may have an effect on the interpretation of the findings or on the generalizability of the results” 

(Lunenburg & Irby, 2008, p. 133).  A limitation in the study was the use of a convenience sample 

of pre-licensure BSN students enrolled in TCN and TCN/Service-Learning courses and taught by 

the researcher at this university.  Therefore, the convenience sample used for this study may 

offer limited generalizability to other sample populations of student nurses.  In addition, there 

may have been a conflict of interest because the researcher was also the educator of the research 

study participants.  During the time of the study, there were no other nursing faculty members 

who taught TCN to the pre-licensure BSN students; therefore to determine the effectiveness of 

service-learning in the TCN/Service-Learning course, the researcher proceeded with the study.  

Another limitation was the participants of the study were predominately from the southeastern 

portion of Pennsylvania and therefore, the study results are not generalizable to students who 
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attend nursing programs in colleges and universities from much larger and more diverse school 

populations in other geographical areas.  Moreover, the baseline knowledge of the participants 

varied due to the their age, gender, language, race/ethnicity, past experiences in health care and 

educational preparation, as a result, may have altered the results of the study. 

Other variables were outside the control of the researcher and consequently, may have 

impacted the self-reporting of the participants during the study.  Historical and environmental 

events may have impacted participants during this research study.  The two cohort groups (2008 

and 2009) that participated in the interview with the client from another culture educational 

intervention may have been impacted differently by various events that happened in 2008 and 

2009 respectively.  For example, in February 2008, a major tornado dramatically impacted the 

Southern United States, causing major destruction and many deaths.  In January 2009, the first 

African American was inaugurated as a President of the United States.  Later that same month, 

113 people were killed following an oil spillage in Kenya.  Additionally, Haiti and Chile were 

severely impacted by earthquakes immediately before the beginning of the 2010’s treatment 

group participated in service-learning educational intervention.  Visual images and verbal 

descriptions of those historical and/or environmental incidents may have impacted the students, 

not only while they learned about these cultures during the course, but also as they interacted 

with one another throughout the semester they were enrolled in the study.  

The researcher’s limited teaching experience at the university was another limitation.  To 

lessen this limitation, the researcher completed the Faculty Self-Assessment (Jeffreys, 2006) to 

determine weaknesses and strengths.  The following strengths were revealed, which lessened this 

limitation.  Teaching TCN to pre-licensure and RN-BSN students in a BSN program in a small 

faith-based university in the Mid-Atlantic allowed the researcher to explore various teaching 
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strategies to integrate TCN into the BSN program.  Furthermore, extensive traveling, emersion 

into various cultures, and discussions with nurses from other countries increased the researcher’s 

knowledge and understanding about TCN.  Membership in the Transcultural Nursing Society 

(TNS) allowed the researcher to take advantage of educational resources such as attending an 

international TNS conference and reading the Journal of Transcultural Nursing, a peer-reviewed 

journal.  To further address this limitation, the researcher obtained an Advance Certificate in 

Cultural Competence after completing three graduate courses in May 2009.   

Dr. Marianne Jeffreys taught the blended online graduate courses at the City University of New 

York, The College of Staten Island. 

Delimitations of the Study 

“Delimitations are self-imposed boundaries set by the researcher on the purpose and 

scope of the study” (Lunenburg & Irby, 2008, p. 134).  The delimitations utilized in this study 

were determined by the researcher’s desire to measure the effectiveness of various teaching 

strategies used within the TCN courses at this university.  In order to determine the effectiveness 

of the various teaching strategies employed from the students’ perspective, the researcher sought 

participants who were enrolled in the researcher’s TCN courses over a three-year period.  A 

second delimitation, asking only the pre-licensure BSN students attending this university to 

participate in the study, limited the size of the sample because there were more RN to BSN 

students who enrolled in the TCN courses during the time of the study.  However, this researcher 

was not the professor who taught the RN to BSN TCN course to the RN to BSN students during 

the research study’s time period and therefore, the RN to BSN students were not included in the 

study.  The main reason for excluding the RN to BSN students was the researcher was unable to 

ascertain if the same teaching strategies used with the pre-licensure classes were also used with 
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the RN to BSN students and the RN to BSN students previous culturally related clinical events 

would have altered/impacted the results of the study.  

Assumptions 

 The following basic assumptions have already been supported by several research studies 

(Jeffreys, 2000; Jeffreys & Smoldaka, 1999a, 1999b):  

 Transcultural self-efficacy is a dynamic construct that changes over time and is 

influenced by formalized exposure to culture care concepts (transcultural nursing).  

 Learners are most confident about their attitudes (affective dimension) and least 

confident about their transcultural nursing knowledge (cognitive dimension).  

 Novice learners will have lower self-efficacy perceptions than advanced learners.  

 The greatest change in transcultural self-efficacy perceptions will be detected in 

individuals with low self-efficacy (low confidence) initially, who have been 

exposed to formalized transcultural nursing concepts (Jeffreys, 2010, p. 68). 

 Furthermore, Jeffreys and Smoldaka (1998) validated another assumption via their initial 

factor analysis, “Learning in cognitive, practical, and affective domains is paradoxically distinct 

yet interrelated” (Jeffreys, 2010, p. 69).  And, a very recent Common Exploratory Factor 

Analysis provided conclusive evidence that the TSET evaluated the multidimensionality of TSE 

and also differentiated between the three dimensions of learning: cognitive, practical, and 

affective (Jeffreys & Dogan, 2010). 

 In addition to the aforementioned assumptions, the following assumptions guided this 

research study: (a) the participants responded to the TSET accurately and in so doing, indicated 

their TSE perceptions; (b) the participants understood TCN vocabulary and concepts well 

enough to accurately respond to the TSET; (c) the participants in the one treatment group 
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understood how to interview a client from another culture; (d) the participants in the other 

treatment group understood how to provide culturally sensitive education to clients from diverse 

cultures; (e) the data collected during the study measured the participants’ TSE within the 

cognitive, practical, and affective dimensions of knowledge; and (f) the data were accurately 

analyzed and interpreted to reflect the perceptions of the participants. 

Organization of the Study 

 This research study is presented in five chapters. Chapter I includes the introduction of 

the study, significance of the study to society and to nursing and nursing education professions, 

purpose of the study, significance of addressing the problem, research questions, hypotheses, 

limitations, delimitations, assumptions of the study, and organization of the study. 

 Chapter II presents the review of literature, which includes the definitions and historical 

perspectives of the key terminology used within this study.  Definitions for baccalaureate nursing 

education, pre-licensure baccalaureate nursing students, culture, transcultural nursing, teaching 

strategy, self-efficacy, transcultural self-efficacy, cultural competence, Cultural Competence and 

Confidence Model, service-learning, leadership, servant-leadership, and servant teachers are 

included in the review of the literature.  In addition, relevant information about the TSET 

(Jeffreys, 2006) is reviewed and the rationale for selecting the Cultural Competence and 

Confidence Model (Jeffreys, 2006, 2010) as the theoretical framework for this study is explained.  

Chapter III describes the methodology utilized during the study, the Institutional Review Board 

approval process, the selection of the research participants, TSET instrumentation, data 

collection techniques, and data analyses procedures. 

 Chapter IV describes the study’s findings, including the demographic data analyses, 

testing of the five research questions, and the results of the data analyses for the five research 
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questions.  Finally, chapter V includes a summary of the whole research study, discussion of the 

findings, implications of the findings for leaders in nursing education, nursing practice, and 

higher education, recommendations for future nursing research, and conclusions. 
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Chapter II 

Review of the Literature 

 This chapter presents a review of the literature pertinent to the planning, implementation, 

and evaluation of this research study, which evaluated the TSE of BSN students enrolled in a 

junior-level TCN course.  Service-learning, an innovative teaching strategy, was also included in 

the review of the literature.  Since this dissertation is the culminating scholarly project for a 

doctoral program in leadership, servant leadership, the leadership style that served as the guiding 

force for this dissertation research study, was also included in the review of the literature.  As 

this review of the literature reflects, in the past, educators and nurse educators researched the 

constructs of service-learning and TSE.  This study sought to build upon the previously 

documented service-learning and TSE research with BSN students; therefore, only pertinent 

literature was included in the following review of the literature.   

 A review of the literature was completed utilizing the following databases: Academic 

Search Premier, CINAHL, ERIC, Health Source Nursing/Academic Edition, PsyArticles, 

PsyInfo and SocIndex Full Text, and World Cat and ProQuest Dissertations, using the following 

keywords in a various combinations: culture, self-efficacy, transcultural self-efficacy, service-

learning, leadership, servant leadership, teaching strategy, transcultural nursing, cultural 

competence, nursing students, and Transcultural Self-Efficacy Tool.  In addition, journal articles 

were found via a hand search and by referring to the references in pertinent journal articles. 

Google Scholar also assisted the researcher to find relevant peer-reviewed journal articles that 

were not listed, in the aforementioned databases.  Finally, TCN, service-learning, leadership, 

nursing leadership, servant-leadership, education, and self-efficacy books were reviewed.  The 

time-span utilized for this literature review was 1970 to 2012. 
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Conceptual and Theoretical Background 

 The meaning of nursing and the categories that are pertinent to nursing practice are 

summarized by the term, metaparadigm of nursing, which includes “human beings, the 

environment, health and nursing” as specific terms of interest (Fawcett & Garity, 2009, p. 5).  

Since this study focused on the transcultural aspect of nursing, relevant terms to nursing as well 

as transcultural nursing are explained.  A concept is a word or phrase that summarizes an idea 

(Fawcett & Garity).  Several essential concepts are discussed within this review of the literature.  

 Next, the researcher delineates operational definitions for the following relevant 

terminology: baccalaureate nursing education, baccalaureate nursing students, pre-licensure 

baccalaureate nursing students, culture, transcultural nursing, teaching strategy, self-efficacy, 

transcultural self-efficacy, cultural competence, service-learning, leadership, servant leadership 

and servant teacher.  “An operational definition is a very precise proposition that states exactly 

how a concept is measured by identifying the name of the research instrument or experimental 

conditions used to measure the concept” (Fawcett & Garity, 2009, p. 29).  

 Concurrently, the review of the literature reveals the theoretical framework utilized 

during this doctoral research study.  According to Burns and Grove (2009), “a framework is the 

abstract, logical structure of meaning [that] guides the development of the study and enables you 

[the researcher] to link the findings to the body of knowledge used in nursing” (p. 126).   

Baccalaureate Nursing 

 Since this study was completed in a university setting, it was important to understand the 

operational definition of a baccalaureate nursing (BSN) education and other relevant terminology.  

A BSN education is the education students obtain while attending accredited colleges and 

universities prior to entering the profession of nursing.  Students enrolled in a program that 
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provides a BSN education are classified as BSN students.  Pre-licensure BSN students are 

undergraduate nursing students who are enrolled in a BSN program and upon completion of the 

program are eligible to take the entry-level nursing examination, National Council Licensure 

Examination-Registered Nurse (NCLEX-RN), which is developed by the National Council of 

State Boards of Nursing (NCSBN, 2010).  The current NCLEX-RN test plan addresses diversity 

in the multiple choice style examination.  Pre-licensure BSN students who have taken a TCN 

course that includes multiple-choice culturally related NCLEX type test questions should be 

better prepared to successfully pass the NCLEX-RN examination, especially those questions 

related to cultural diversity.  This hypothesis was not researched during this research study 

because this study focused on pre-licensure BSN students.  Instead, this study focused on pre-

licensure BSN students TSE; therefore, it is important to define relevant terms to this concept, 

beginning with the word, culture. 

Culture 

 In the past, Leininger identified culture as a major dimension not used in nursing 

(Leininger, 1978; 1995a).  Conversely, in recent years, culture has become a concept that is 

frequently used in TCN.  And, as our society continues to become more diverse, the need for 

nurses to understand the meaning of culture will become paramount.  Therefore, a clear 

definition of culture was sought in the literature.  One of several definitions for culture was “the 

integrated pattern of human behavior that includes thought, speech, action, and artifacts and 

depends upon the human capacity of learning and transmitting knowledge to succeeding 

generations” (Merriam-Webster, 2010, para. 1).  Various other definitions of culture were 

reviewed, including the definition of Madeleine Leininger, who stated culture “refers to 

patterned lifeways, values, beliefs, norms, symbols, and practices of individuals, groups, or 
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institutions that are learned, shared, and usually transmitted intergenerationally over time” 

(Leininger, 2002, p. 83).  However, the following operational definition was utilized for this 

research study because it was succinct and comprehensive.  Culture is “the totality of socially 

transmitted behavioral patterns, arts, beliefs, customs, lifeways, and all of the other products of 

human work and thought characteristics of a population of people that guide their worldview and 

decision making” (Purnell, 2008, p. 5).  

 Furthermore, culture is a key component “in promoting wellness, preventing illness, 

restoring health, facilitating coping, and enhancing quality of life for all individuals, families, 

and communities” (Jeffreys, 2010, p. xviii).  Thus, it is a concept that has the potential to 

dramatically impact health care.  Interestingly, Williamson and Harrison (2010) after completing 

a review of the literature concerning midwifes’ incorporation of culturally sensitive care, noted 

that even though the literature is replete with definitions of culture, the word culture is hard to 

define and operationalize, which may lead to potential harm to practice.  Therefore, nursing, as 

well as other health care professionals, need to proceed with caution and continue to refine the 

definition of culture as more research is completed. 

Transcultural Nursing 

 According to the 2003 edition of ANA’s Nursing Policy Statement, “Nursing is the 

protection, promotion, and optimization of health and abilities, prevention of illness and injury, 

alleviation of suffering through the diagnosis and treatment of human response, and advocacy in 

the care of individuals, families, communities, and populations” (ANA, 2010, para. 2).  

Transcultural is defined as “ involving, encompassing, or extending across two or more cultures” 

(Merriam-Webster, 2010, para.1).  Leininger, the first nurse to coin the term, stated 

“transcultural nursing [TCN] is the formal area of study and practice focused on comparative 
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human-care (caring) differences and similarities of the beliefs, values, and patterned lifeways of 

cultures to provide culturally congruent, meaningful, and beneficial health care to people” 

(Leininger, 2002, pp. 5-6). 

According to Zander (2007), Florence Nightingale was the first transcultural nurse 

because she recognized the need to provide nursing care to solders during the Crimean War and 

to the Australian aboriginal people.  Following her lead, other nurses continued to provide 

nursing care to people of diverse cultures in different parts of world in the mid 1950s (Zander).  

Then, Madeleine Leininger, a nurse visionary, anthropologist, and researcher felt a need to 

develop the field of transcultural nursing to help nurses investigate and meet the cultural health 

care needs of diverse populations (Leininger, 1970, 1978, 1991a, 1995a, 2002, 2006).   

 In the 1950s, Leininger used three major tenets while conceptualizing and developing the 

Theory of Culture Care Diversity and Universality (Leininger, 2002).  First, cultures throughout 

the world have both similarities and differences.  Second, worldviews, which are influenced by 

one’s religion, education, politics, and environment influence one’s values, beliefs, and practices.  

Third, three actions necessary to achieve culturally congruent care are culture care preservation 

and/or maintenance, culture care accommodation and/or negotiation, and culture care 

restructuring and/or repatterning (Leininger, 2002).   

Leininger (2002) explained, 

Culture care preservation and/or maintenance refers to those assistive, supportive, 

facilitative, or enabling professional actions that help people of a particular culture to 

retain and/or maintain meaningful care values and lifeways for their well-being, to 

recover from illness, or to deal with handicaps or dying.  Cultural care accommodation 

and/or negotiation refers to those assistive, supportive facilitative, or enabling creative 
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professional actions and decisions that help people of a designated culture (or subculture) 

to adapt to or to negotiate with others for meaningful, beneficial, and congruent health 

outcomes.  Culture care repatterning and/or restructuring refers to the assistive, 

supportive, facilitative, or enabling professional actions and decisions that help clients to 

reorder, change, or modify their lifeways for new, different, and beneficial health care 

outcomes.  (p. 84) 

 The ultimate goal of TCN is to prepare the next generation of nurses to provide safe, 

knowledgeable, and competent nursing care to people with similar and dissimilar values, beliefs 

and practices (Leininger, 2002).  For this purpose, Leininger began the first TCN program in the 

United States at the University of Colorado in 1965 (Zander, 2007).  Furthermore, Leininger 

espoused, TCN nursing practices ameliorates through comparisons of the similarities and 

differences of various cultures (Leininger, 2002).  TCN has evolved exponentially over the last 

several decades largely because of Leininger’s innovative leadership and ongoing qualitative 

research based on her Theory of Culture Care Diversity and Universality plus that of her students 

and other transcultural leaders.  Today it is an important component in health care because of the 

multicultural growth in the US population, which challenges nurses to provide culturally specific 

nursing care (Maier-Lorentz, 2008).  Having a variety of TCN resources will assist nurses to 

meet this challenge. 

 The Transcultural Nursing Society (TCNS) was founded in 1975 and continues to 

provide annual TCNS conferences, a TCN certification program, The Journal of Transcultural 

Nursing, and The Transcultural Nursing Society Newsletter for nurses and other health care 

providers who are interested in expanding their TCN knowledge and skills (TCNS, 2011a; 

2011b).  According to the TCNS’s Philosophy/Values, “TCN is a theory based theoretical 
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discipline, designed to serve individuals, organizations, communities, and societies” (TCNS, 

2011d, para. 3).  In recent decades, the following nurse educators, Margaret Andrews and 

Joyceen Boyle; Josepha Camphina-Bacote; Joyce Newman Giger and Ruth Davidhizar; 

Marianne Jeffreys; and Larry Purnell have continued to advance transcultural nursing by 

developing theoretical frameworks related to TCN (TCNS, 2011c).  

 Andrews and Boyle (2008) developed the Andrews and Boyle Transcultural Nursing 

Assessment Guide to assist nurses to address various topics while completing assessments with 

clients.  They suggested addressing these topics during assessments: cultural affiliations, values 

orientation, health-related beliefs and practices, nutrition, socioeconomic considerations, 

organizations providing cultural support, education, religion, cultural aspects of disease 

incidence, biocultural variations, and developmental considerations across the life span 

(Andrews & Boyle).  

 Camphina-Bacote (2007) developed The Process of Cultural Competence in Delivery of 

Healthcare Services model.  This model identified five constructs that have interdependent 

relationships during the process of cultural competence.  The five constructs are cultural 

awareness, cultural skill, cultural knowledge, cultural encounters, and cultural desire (Camphina-

Bacote, 2007).   

 Giger and Davidhizar’s Transcultural Assessment Model (Giger & Davidhizar, 2008) 

provides nurses with a framework whereby culturally unique individuals are assessed using the 

following phenomena: communication, space, social organization, time, environmental control, 

and biological variations.  Giger and Davidhizar added each individual is the sum of their “past 

experiences, cultural beliefs, and cultural norms” (p. 9) and therefore the application of six 

previously mentioned phenomena will vary across cultures.  
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 Jeffreys’ Cultural Competence and Confidence (CCC) Model was designed to assess 

“learning as influenced by TSE” (Jeffreys, 2010, p. 53).  It is an organizing framework, which 

can be used to examine various factors evident while cultural competence is learned.  In addition, 

the CCC Model can be used to detect at-risk individuals, develop strategies that are both 

diagnostic and prescriptive, guide innovative teaching and educational research, and also 

investigate the effectiveness of innovative strategies (Jeffreys, 2010).   

 The Purnell Model for Cultural Competence (Purnell, 2008) includes 12 cultural 

constructs that serve as the organizing framework for the model.  They are nutrition, high-risk 

behaviors, biocultural ecology, workforce issues, family roles and organization, communication, 

overview/heritage, health-care practitioners, health-care practices, spirituality, and death rituals.  

An outer rim containing three circles, which represent person, family and community, encircles 

the 12 constructs; global society is located beyond the outermost rim.  Located in the center of 

the model is a black circle that designates unknown phenomena and a jagged line on the bottom 

of the model represents the non-linear movement toward achieving cultural competence (Purnell, 

2008). 

 Spector’s Model of Heritage Consistency (Spector, 2009) is a framework that is 

represented by three overlapping circles, one circle for each of the following constructs: culture, 

religion, and ethnicity.  This model demonstrates that all three constructs are interrelated and 

contribute to socialization.  Spector defines “socialization as the process of being raised within a 

culture and acquiring the characteristics of that group” (p. 19).  

 The aforementioned transcultural nurse educators have also been recognized as experts in 

the field.  For that reason, Giger, Davidhizar, and Purnell were invited by the Academy of 

Nursing to serve as members of the Expert Panel on Cultural Competence.  Through 
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collaboration with three other members of the Expert Panel (Harden, Phillips, & Strickland), they 

wrote an article in the Journal of Transcultural Nursing, which was intended to serve as a 

catalyst to help the American Academy of Nursing (AAN) plan effective strategies to eliminate 

health disparities within ethnic minority groups and other vulnerable groups (Giger et al., 2007).  

They also provided definitions for key terms, which are necessary to understand and enhance 

cultural competence; twelve recommendations for the AAN were also included.  The eleventh 

recommendation stated the AAN should support research, which emphasizes “interventions 

aimed at eliminating health disparities in culturally and racially diverse groups and other 

vulnerable populations in an effort to improve health outcomes” (Giger et al., p. 99).  For this 

purpose, nurse researchers continue to couple research with current TCN theories and models so 

that positive health care outcomes may ensue for ethnically and culturally diverse groups as well 

as vulnerable populations.   

Teaching strategy 

 Educators can impact their students’ learning more by using effective teaching strategies.  

Consequently, the review of the literature also included terms related to education and learning.  

Teach is defined as “to cause to know something” (Merriam-Webster, 2011, para. 1) and strategy 

is “a careful plan or method” (Merriam-Webster, 2011, para. 2).  Placing the two words together 

produces yet another definition.  According to Miller (2008), “teaching strategies are the 

procedures, processes, activities, and tools used to assist in learning” (p. 962).   

 Interestingly, Plato may have been the earliest person to describe teaching strategies in 

Socratic Dialogues; however, in more recent years, John Dewey, Ivan Pavlov, Edward 

Thorndike, B. F. Skinner, Jean Piaget, Lev Vygotsky, Albert Bandura, Jerome Brunner, David 

Ausubel, and Siegfried Englemann have added to the body of knowledge about teaching 
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strategies (Miller, 2008).  Since teaching strategies are used in a variety of educational settings 

and across the life span, it is important that educators use their knowledge and skills to select a 

variety of teaching strategies, which match the students’ learning styles with the specific tasks to 

be learned (Bradshaw, 2001).   

 There are two broad categories of teaching strategies: student-centered and teacher-

centered.  With teacher-centered learning, the educator is involved directly and continuously 

throughout the learning experience; conversely, in student centered learning, the educator serves 

as a facilitator or guide to the students’ learning, but with less direction and control than in 

teacher-centered learning.  Piaget and Vygotsky used cognitive and social interaction theories of 

learning and consequently, Albert Bandura built on their work to develop the Social Cognitive 

Theory, a prominent theory in education and psychology (Miller, 2008). 

 Next, teaching strategies that have been effective in nursing education were reviewed in 

the literature.  Grant and Letzring (2003) completed an extensive literature review related to 

teaching strategies employed by nurse educators and determined there was scant research related 

to the effectiveness of the teaching strategies utilized by nurse educators to measure cultural 

competence.  A current review of the literature revealed nurse educators have nurtured students’ 

interest in becoming more culturally competent by using the following teaching/learning 

activities: content modules, specialty focus, required courses, models, field and immersion 

experiences, distance learning, heritage and cultural assessments, preceptorships, reflection, 

questioning, simulation, and service-learning (Andrews & Boyle, 2008; Boyle, 2007; Brennan & 

Shulze, 2004; Caffrey, Neander, Markel, & Stewart, 2005; Giger & Davidhizar, 2008; Hunt & 

Swiggum, 2007; Jeffreys, 2010; Jeffreys et al., 2007; Leininger, 1995a; Lipson & DeSantis, 

2007; Spector, 2009; Sturch, 1994; Underwood, 2006).  Accordingly, using a variety of effective 
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teaching strategies potentiates learning within heterogeneous student populations composed of 

varying ages, cultural beliefs and values, and learning styles (Herrman, 2008).  Therefore, nurse 

educators should have an excellent knowledge base about education and they should employ a 

variety of teaching strategies to help students obtain their educational goals (Bradshaw, 2001). 

 In the last decade, nurse educators were challenged to find innovative teaching strategies 

for nursing students (NLN, 2003) because nursing students, just like other students, have 

different learning styles (Herrman, 2008).  The Task Group on Innovation in Nursing Education 

developed the following definition of innovation after completing an exhaustive review of the 

literature in various professional fields. “Innovation is using knowledge to create ways and 

services that are new (or perceived new) in order to transform systems” (Pardue, Tagliareni, 

Valiga, Davidson-Price, & Orehowsky, 2005, p. 55).  Nursing literature is replete with suggested 

ways for educating nurses to promote health, prevent disease, assist nurses to function in ever-

changing environments, think critically, and demonstrate various other roles throughout their 

professional careers; however, academia and nurse educators should continue to take the 

opportunity to experiment with innovative strategies to prepare our future nurses (NLN, 2003; 

Neuman, 2006).   

 Concurrently, it is important for nurse educators to research the students’ perspective 

about the innovative teaching strategies they use within their curricula.  Recently, Neuman et al. 

(2009) explored nursing students’ perceptions concerning the innovative teaching strategies used 

in four different nursing programs (associate, traditional baccalaureate, RN-BSN, and master’s).  

The results of their study revealed rich data because the students described the innovative 

strategies as being exciting, refreshing, and eye opening; in contrast, some mentioned problems 

such as directions were not clearly explained and expectations were not clearly specified. 
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Neuman et al, indicated their research findings should encourage other nurse educators to 

develop and implement innovative teaching strategies; at the same time, nurse educators should 

be ready to confront barriers to change, time limitations, and different learning styles during the 

process.  Not only are different learning styles important to be considered, but also nurse 

educators should determine how efficacious their students are in learning and using the new 

knowledge as well as skills they are challenged to learn and use in nursing. 

 Self-Efficacy 

During the review of the literature the term subscale was found to be used to describe the 

structure of the instrument used to measure students’ confidence level related to their cognitive, 

practical, and affective appreciation of the many cultural factors that impact health care practices 

(Jeffreys, 2006).  However, the terms factor, domain, and dimension were interchanged 

throughout the review of the literature to explain the three levels (affective, cognitive, and 

psychomotor) of the concept of self-efficacy.  The terminology specifically used by the 

individual authors was reported throughout the review of self-efficacy literature and in the 

subsequent transcultural self-efficacy section.  However, the researcher used subscale to refer to 

the TSET statistical results and dimension to explain the three levels of self-efficacy in 

subsequent chapters. 

 “Efficacy beliefs influence how people think, feel, motivate themselves and act” 

(Bandura, 1995, p. 2).  The concept of self-efficacy grew out of Albert Bandura’s Social 

Cognitive Theory (Bandura, 1986), which stated that children’s confidence levels play a role in 

controlling cognitive, affective, and motivational factors; these factors assist them to manage 

their own knowledge attainment (Zimmerman, 1995).  Efficacy is defined as “the power to 

produce an effect” (Merriam-Webster, 2010, para.1).  The operational definition of self-efficacy 
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is the confidence a person has to plan and carry out actions to fulfill a specific goal (Bandura, 

1997).  One example of the many self-efficacy studies completed with children follows to help 

introduce the concept and its relevance to education.  

 Bandura and Schunk (1981) completed a study to determine if students’ accuracy in 

performing mathematical skills was related to their confidence (self-efficacy) in performing the 

mathematical tasks and their intrinsic desire to complete the task.  The results showed students 

who set attainable goals moved quickly through self-learning mathematical activities, mastered 

the mathematical skills, and increased their perceived self-efficacy as well as desire in 

mathematical activities that previously did not interest them (Bandura & Schunk).  Bandura and 

many of his followers have also completed self-efficacy research with other age groups.  

 “Perceived self-efficacy is concerned with judgments of how well one can execute 

courses of action required to deal with prospective situations” (Bandura, 1982, p. 122); this 

definition served as the operational definition for this study. Bandura (2004) stated “the stronger 

the perceived self-efficacy, the higher the goals people set for themselves and the firmer their 

commitment to them” (p. 145).  Moreover, Bandura (1977) declared perceived self-efficacy 

impacts an individual’s emotional responses to future experiences.  Bandura (1977, 1989, 2004) 

argued those individuals who see themselves as efficacious (confident) will view themselves as 

being successful in future experiences; those who are inefficacious will dwell on having negative 

experiences in the future.  Finally, Bandura stated, “beliefs of personal efficacy are active 

contributors to, rather than mere inert predictors of, human attainments” (Bandura, 1977, p. 39). 

  Bandura (1986) felt the concept of self-efficacy and the associated behavior [such as the 

aforementioned mathematical skills] should be measured close to the time period it was learned.  

Self-efficacy scales help educators to evaluate the multifaceted phenomenon of self-efficacy 
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(Bandura, 1977).  Efficacy beliefs are structured based on several dimensions.  First, the level of 

the task or tasks is determined.  Second, the generality of the task is judged to ascertain if the 

task is accomplished in a variety of activities or in certain dimensions.  Therefore, self-efficacy 

scales “vary in their structure depending on the form taken by the competencies in a given 

domain of functioning and the graduations of capabilities that are of interest” (Bandura, 1977, p. 

44).  Self-efficacy commonly is measured either by rating participants’ self-efficacy strength (the 

addition of all ratings across all performance levels) or their self-efficacy level (adding the total 

number of positive responses given by the participant) (Lee & Bobko, 1994).  Bandura (1997), 

stated self-efficacy strength scores, when added and divided by the total number of items being 

evaluated, provide the perceived self-efficacy strength for each dimension.  Efficacy levels can 

then be determined by setting a cutoff value lower than what individuals would be able to 

complete that activity in each dimension. 

 Meta-analyses of numerous self-efficacy research studies that employed a wide range of 

methodologies and analytical approaches in various settings among individuals with diverse 

demographic characteristics provided evidence that an individual’s efficacy beliefs contributes to 

motivation and subsequent behaviors.  In addition, self-efficacy was found to change over time 

even when that individual was confronted with different tasks (Bandura & Locke, 2003).  

Self-efficacy studies have been implemented with a wide array of target populations.  A 

few research studies investigated the impact that specific demographic variables had on 

participants’ self-efficacy.  For, example, the results from a research study completed with first 

generation college students (FGCS) versus non-FGCS suggest that ethnic minorities tend to have 

“lower levels of academic self-efficacy” (Wang & Castañeda-Sound, 2008, p. 113).  Another 

study examined the relationship of demographic and cultural variables on the academic self-
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efficacy of Mexican-American college students and found FGCS reported lower levels of self-

efficacy than the students who self-reported as second-generation or beyond (Aguayo, Ojeda, 

Herman, & Flores, 2011).  Buchanan and Selmon (2008) investigated what effect gender and 

race had on self-efficacy and reported that consistently African American females report higher 

self-efficacy than males.  Majer (2009) investigated ethnically diverse FGCS in a community 

college setting and found that educational self-efficacy is an important resource for FGCS who 

have various socio-demographic characteristics impacting their educational goals.  Molinari and 

Monserud (2009) investigated the cultural self-efficacy and job satisfaction of rural nurses.  They 

found that the nurses’ gender and race/ethnicity impacted their self-efficacy levels.  Other 

researchers examined school counselors’ perceived self-efficacy and multicultural competence 

and found that the counselors’ years of experience as a counselor, not their gender, age, or work 

setting, was a predictor of their perceived self-efficacy and multicultural competence (Owens, 

Bodenhorn, & Bryant, 2010).  The results of these studies suggest that a variety of demographic 

variables should be included in self-efficacy research studies.  

In the last 10-20 years, research using the concept of self-efficacy has changed direction 

from descriptive to experimental research; enquiries now focus on the manipulation of self-

efficacy and the ensuing behavioral effects (Holloway & Watson, 2002).  Today, self-efficacy 

remains a key concept “among researchers and social learning theorists in that it serves as the 

foundation for understanding well-being, personal achievement, and human motivation” 

(Denzine, 2008, p. 922).   

 Recently, the roles of personality and self-efficacy were examined during a longitudinal 

research study with 350 university nursing students in the United Kingdom.  The results were 

supportive of the information previously known about self-efficacy.  Students who identified 
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themselves as being self-efficacious also achieved higher final grades (McLaughlin et al., 2007).  

Hence, self-efficacy remains important to educators because students with positive self-

perceptions become autonomous contributors, not only in the school setting, but also throughout 

their lives (Walsh, 2008). 

 Since, self-efficacy has been linked to cultural competence development, it is important 

to evaluate one’s self-efficacy of providing culturally congruent care.  Leininger (1991a) defined 

culturally congruent health care as care that is modified so that it is not in conflict with clients’ 

cultural values, beliefs, traditions, practices and lifeways.  Due to many complexities and 

challenges, some nursing students may pursue activities related to cultural competence more than 

others.  Therefore, it is imperative to evaluate factors that may impact their desire to become 

culturally competent and their transcultural self-efficacy is one of those factors. 

Transcultural Self-Efficacy 

Self-efficacy research began in the field of nursing through the investigation of cultural self-

efficacy.  Interestingly, cultural self-efficacy was not defined in the seminal article by Bernal and 

Froman (1987).  Bernal and Froman constructed the Cultural Self-Efficacy Scale (CSES), a 30-

item Likert scale, to measure community health nurses’ confidence levels of providing care to 

Blacks, Puerto Ricans, and Southeast Asians in the community setting.  Bernal and Froman 

reported an internal consistency of 0.97 for the CSES.  The study results revealed participants 

had a weak confidence level related to TCN.  Consequently, Bernal and Froman recommended 

nurse educators work to build self-efficacy among community health nurses to help them to 

better serve diverse communities.  

 Later, Kulwicki and Bolonik (1996) investigated graduating BSN students’ confidence 

level with providing TCN care to clients from diverse cultural backgrounds using the revised 
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CSES, which contained only 26-items.  Results indicated these graduating BSN students did not 

feel efficacious in providing care to five different ethnic groups.  More recently, Liu et al. (2008) 

also measured graduating BSN students’ cultural self-efficacy using the revised CSES; results of 

this study were more promising than previous studies because they revealed participants had 

between neutral to moderate levels of confidence when providing care to diverse populations.  

 To determine if current curricular programs were effective in changing students’ self-

perceived cultural competency, a large descriptive study was completed with 515 nursing 

students from six diverse nursing programs in the United States (Kardong-Edgren et al., 2010).  

Students’ cultural competency was measured with the Inventory for Assessing the Process of 

Cultural Competency Among Health Care Professionals-Revised (IAPCC-R©)(Camphina-

Bacote, 2011a).  The results revealed that no specific program was superior to the other 

programs in educating nursing students to become culturally competent.  Consequently, after 

reviewing their findings, Kardong-Edgren et al. suggested ongoing evaluation of culturally 

related curricula and the creation of new evaluation tools to evaluate cultural competence of 

nursing students.   

Furthermore, a three-year research study evaluated the Cultural Competency and Mutual 

Respect (CCMR) educational program at a large university; the researchers used the IAPCC-R© 

(Camphina-Bacote, 2011a) and found interdisciplinary health science students (medicine, 

nursing, physical therapy, pharmacy, and other) enrolled in this study had not reached a level of 

cultural proficiency after the educational interventions (Musolino et al., (2010).  Musolino et al. 

recommended using the Inventory for Assessing the Process of Cultural Competency Among 

Healthcare Professionals-Student Version (IAPCC-SV
©

) (Camphina-Bacote, 2011b) in the future 

while continuing plan to evaluate their CCMR.  According to Musolino et al., the student version 
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of this tool was not available at the time of their current study.  Guided by this literature review, 

the researcher found a valid and reliable evaluation tool that was used to evaluate nursing 

students’ TSE for over a decade.  The next paragraph provides a definition of transcultural self-

efficacy and a description of that transcultural self-efficacy evaluation tool. 

 Transcultural self-efficacy was clearly defined in the literature.  Jeffreys and Smodlaka 

(1996, 1998, 1999a, 1999b, 2000) used innovation when they followed the lead of Bandura’s 

social cognitive theory research (Bandura, 1986) to define transcultural self-efficacy (TSE) as 

the perceived confidence that nursing students use to learn about TCN and perform TCN skills 

among diverse populations.  Jeffreys and Smodlaka (2000) reviewed conceptual and empirical 

literature in education, psychology, and transcultural nursing to complete this task.  Jeffreys’ 

doctoral dissertation study focused on nontraditional associate degree students’ achievement and 

retention.  The results revealed that students reported the least confidence about interviewing 

their clients about their religious beliefs and ethnic food preferences (Jeffreys, 1993).  This 

caused Jeffreys to seek an explanation about why students’ self-efficacy was less with some 

transcultural communication skills.  Jeffreys’ believed that ongoing assessment about students’ 

perceived self-efficacy was essential for those involved with TCN education, as a result, several 

subsequent research studies were completed to accomplish this goal (Jeffreys, 2000; Jeffreys & 

Smodlaka, 1996, 1998, 1999a, 1999b).  Consequently, Jeffreys (2006, 2010) developed the 

Transcultural Self-Efficacy Tool (TSET) to measure students’ self-perceived confidence levels 

while they learn to provide culturally competent nursing care to diverse populations.   

 The 83-item TSET, with a 10-point rating scale beginning with 1 (not confident) to 10 

(totally confident), was designed after a two-phase evaluation study (Jeffreys & Smodlaka, 1996) 

and is sequenced in the following three subscales respectively.  First, the cognitive subscale (25 
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items) asks the respondents to provide a rating about their knowledge about cultural factors that 

impact nursing care.  Second, the practical subscale (28 items) invites the respondents to rate 

their confidence level for interviewing clients from diverse cultures about their beliefs and values.  

Third, the affective subscale (30 items), requests respondents to rate their level of confidence 

about clients’ attitudes, beliefs and values (Jeffreys, 2006, 2010). 

 Consistently, the psychometric properties of the TSET have been determined by various 

research studies and are detailed in the following section.  Content validity “refers to the 

adequacy of coverage of the items that make up a questionnaire with regard to the constitutive 

definition of the concept the instrument was designed to measure” (Fawcett & Garity, 2009, p. 

179).  Six nurses who were doctorally prepared and also certified in transcultural nursing 

determined the content validity of the TSET (Jeffreys & Smodlaka, 1996).  Construct validity 

“ is the extent to which an instrument measures an intended hypothetical concept or construct” 

(Fain, 2009, p. 119).  Research findings from longitudinal and cross-sectional studies showed 

that the TSET was able to detect perceived TSE differences within and between groups for all 

three subscales (Jeffreys, 2000; Jeffreys & Smodlaka, 1999a, 1999b).  Subsequent research 

studies (Lim et al., 2004; MacQuarrie, 2004) provided additional support to the TSET’s construct 

validity.  Factor analysis was completed initially using a principal components analysis PCA) 

with the varimax rotation which yielded nine factors, all having Eigen values greater than 1.00 

(Jeffreys & Smodlaka, 1998).  More recently, the Common Explanatory Factor Analysis method 

was utilized by Jeffreys and Dogan (2010) to analyze the TSET and these results yielded four 

factors, “knowledge and understanding”, “interview”, “awareness, acceptance, and appreciations” 

and, “recognition” with a range of internal consistency from 0.94 to 0.98, demonstrating results 

which were similar to the original conceptualization of the three subscales (cognitive, practical, 
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and affective).  Further this supports Jeffreys’ belief that the TSET measures the 

multidimensional concept of TSE as well as differentiates the three dimensions of learning 

(Jeffreys, 2010, Jeffreys & Dogan, 2010).  Criterion-related validity “is a measure of how well 

an instrument measuring a particular concept compares with a criterion, providing more 

quantitative evidence on the accuracy of the instrument (Fain, 2009, p. 118).  Jeffreys stated a 

longitudinal study provided statistically significant results, which showed that students’ 

perceived TSE changed from the first to fourth clinical semester (Jeffreys & Smodlaka, 1998b) 

supporting the assumption that TSE is dynamic and changes after structured exposure to element 

of TCN in the clinical setting (Jeffreys, 2010). 

 The TSET’s reliability has also been supported by research.  “The reliability of an 

instrument is the degree of consistency with which it measures the attribute it is supposed to be 

measuring” (Polit & Hungler, 1991, p. 367).  In order to determine the TSET’s reliability, 

Jeffreys looked at both its internal consistency and stability (Jeffreys, 2010).  According to 

Jeffreys (2010), “internal consistency is concerned with the degree to which questionnaire items 

correlate with each other and reflect the same concept” (p. 77).  Jeffreys reported coefficient 

alpha results “ranging from 0.92 to 0.98 on the total TSET instrument and its subscales” (2010, p. 

78).  Recently, Larsen and Reif (2011) and Parsons and Reif (2010) reported Cronbach’s alpha 

results of 0.982 (cognitive subscale), 0.989 (practical subscale), and 0.990 (affective subscale). 

“Stability aims to measure whether the measurement of the construct is stable and addresses to 

what degree will the same results be obtained on repeated instrument administrations?” (Jeffreys, 

2010, p. 78).   Jeffreys reported test-retest correlation coefficients of 0.63 to 0.75 for the TSET 

(Jeffreys, 2010).  Carmines and Zeller explained, “lower values may actually signify that the trait 

changes over time, independent of the instruments’ stability” (as cited in Jeffreys, 2010, p. 79).  
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The TSET has been shown to be a valid and reliable tool by nurses and nurse educators who used 

it in nursing practice and nursing education to show that TSE is dynamic and changes over time 

when provided with an educational experience related to TCN (Adams & Nevel, 2010; Amerson, 

2009, 2010; Burrell, 2010; Jeffreys, 2000, 2006, 2010; Jeffreys & Smodlaka, 1996, 1998, 1999a, 

1999b; Larsen & Reif, 2011; Lim et al., 2004; Parsons & Reif, 2010).  A discussion about many 

of these studies is included in this next section. 

 Jeffreys (2000) presented an overview of the development and psychometric evaluation 

of the TSET.  In that overview, four studies were discussed.  Key steps toward the TSET 

instrument design will be reviewed from the initial studies.  The first pretest study of the TSET 

included two different pretests with two different versions of the TSET.  The TSET-6 had a 6-

point scale and was administered to 40 students and the TSET-10 had a 10-point scale and was 

administered to 50 students.  Data analysis revealed an internal consistency of 0.90 to 0.98 for 

the subscales and split half reliability ranged from 0.76 to 0.93 for the whole instrument.  

“Following a two week administration interval, test-retest coefficients were 0.63 and 0.84  

(p < .001), with mean ratings increasing from the first through the third subscale…” (Jeffreys & 

Smodlaka, 1996, p. 51).  These findings suggested students were most confident about their 

attitudes and values; less confident about interviewing clients; and least confident about their 

cultural knowledge.  A second pre-test was administered to 74 students utilizing both the TSET-

6 and TSET-10.  During this pre-test, the affective subscale was printed first and the cognitive 

scale was printed last.  Results of the second pre-test generated a 0.97 internal consistency for the 

full TSET.  However, the TSET-6 demonstrated a lesser degree of disparity than the TSET-10.  

Consequently, the TSET-10 was determined to be the best evaluation instrument to be used for 

future studies because there was a wider range of scores (Jeffreys & Smoldaka, 1996). 
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 Next, Jeffreys and Smoldaka (1998) utilized data from 1,260 culturally diverse 

undergraduate students (95% were associate students and the remaining 5% were BSN students) 

to explore the factorial composition of the TSET.  A principal component analysis, with varimax 

rotation yielded the following nine factors: recognition, kinship and social factors, professional 

nursing care, cultural background and identity, lifecycle transitional phenomena, awareness of 

cultural gap, communication, self-awareness, and appreciation; and “70 of the 83 items, 

accounted for 62% of the variance in the scale.” (Jeffreys & Smoldaka, 1998, p. 223).  Jeffreys 

and Smoldaka (1998) added future research would need to be completed to add to the TSET’s 

design refinement and its application to nursing practice.  

 Subsequently, studies three and four were designed to further validate the TSET.  Study 

three will be discussed first.  Jeffreys and Smoldaka (1998b) administered the TSET to 566 

culturally diverse students enrolled at five associate degree programs within the first three weeks 

of either their first or fourth semester.  The researchers reported statistically significant 

differences between the students in the first and fourth semesters for the cognitive and practical 

subscales respectively t = -2.20, p = .03, t = -2.38, p = .02, but not for the affective subscale  

t = -1.87, p = .06.  Self-efficacy levels are sometimes reported in self-efficacy studies so that 

individuals with low levels can be identified and followed after interventions (Jeffreys, 2006).  

“SEL refers to the number of items perceived at a specified minimum level of confidence” 

(Jeffreys, 2006, p. 49).  In this study, chi-square analyses showed that all three SEL groups were 

statistically influenced by the first versus fourth semester in all three subscales, Cognitive, X
2  

= 

12.65, p < .01; Practical, X
2  

= 17.37, p < .001; Affective X
2
 = 18.91, p < .001.  Jeffreys and 

Smoldaka (1999b) concluded that TSE is a construct that is dynamic and changes due to the 

influences of health care experience and education. 
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 Study four investigated associate degree nursing students’ confidence for completing 

TSN skills with diverse clients via a longitudinal study, after the TSET was administered at the 

beginning of the students’ first semester and at the end of the fourth semester.  Again, 

statistically significant (p < .001) results were found between the first and fourth semesters in all 

three subscales respectively: Cognitive: t = 8.44, Practical: t = 5.49, and Affective: t = 6.47.  In 

addition, the analysis of the SEL scores revealed the most increase occurred in the cognitive and 

practical subscales and the least increase occurred in the affective subscale.  The fact that both 

the self-efficacy strength (SEST) and SEL scores were higher in the fourth semester of the study 

again supported their previous statement that TSE is a dynamic construct that is influenced by 

education (Jeffreys & Smoldaka, 1999a). 

 Similarly, Lim et al. (2004) completed a research study with first and fourth year nursing 

students in a Western Australian University utilizing the TSET.  Their first year data analyses 

revealed the following mean scores: cognitive 6.04 (SD = 1.57); practical 6.05 (SD = 1.63); and 

affective 7.82 (SD = 1.23); whereas the fourth year data analyses revealed the following three 

subscale means respectively: 6.71 (SD = 1.31); 6.63 (SD = 1.36); and 8.16 (SD = 1.06).  

Independent t-test analyses revealed a statistically significant difference between the first and 

fourth year in the cognitive subscale t(194) = -3.2, p <  .001; the practical scale t(194) = -2.7,  

p <  .008, and the affective subscale t(194) = -2.1, p < .004.  SEL results were also reported and 

they revealed first and fourth year participants had the largest amount of students in the medium 

SEL; cognitive: first year = 89%, n = 94; fourth year  = 94%, n = 85; practical: first year = 92%, 

n = 98; fourth year = 94%, n = 85; and affective: first year = 70%, n = 74; fourth year = 70%,  
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n = 63.  In contrast to Jeffreys and Smoldaka (1999a, 1999b), Lim et al. reported their fourth year 

students had less confidence while interviewing cultural diverse clients and suggested more 

research studies needed to be completed to investigate this aspect of nursing education. 

 Adams and Nevel (2010) completed a quasi-experimental study with BSN students to 

measure their TSE during one academic semester.  The data analysis revealed the TSET 

cognitive pretest mean was 5.62 (SD = 1.79), and the posttest mean was 8.55 (SD = 0.96).  A 

significant increase from pretest to posttest was found t(57) = -40.77, p = .000.  The TSET 

practical pretest mean was 5.62 (SD = 1.98) and the posttest was 8.67 (SD = 1.16); a significant 

increase from pretest to posttest was found t(57) = -11.47, p = .000.  The affective pretest mean 

was 7.91 (SD = 1.29) and the posttest mean was 9.44 (SD = 0.71).  Again, a significant increase 

from pretest to posttest was found t(57) = -9.54, p = .000.  The largest percentage of high scores 

occurred in the affective subscale (76%) in the pretest and the greatest percentage of high scores 

occurred in the posttest in the affective subscale (100%).  Furthermore, no decrease in scores 

occurred in any of the three subscales from the pretest to the posttest.  “The results of this study 

supported the assessment that transcultural self-efficacy is dynamic and changes following 

effective transcultural nursing educational strategies” (Adams & Nevel, p. 137). 

 Amerson (2010) completed quantitative research as part of a three year mixed methods 

research study to determine BSN students’ TSE after the completion of service-learning projects.  

The results of the quantitative portion of the research study revealed a significant increase in 

each of the TSET subscales during a community health course that included a service-learning 

component: Cognitive (pre and post-tests respectively): 6.60 (SD = 1.29) and 8.43 (SD = .96), 

t(59) = -10.96, p < .001; practical: 6.70 (SD = 1.27) and 8.34 (SD = 1.08), t(59) = -8.03, p < .001, 

and affective = 8.46 (SD = .94) and 9.1 (SD = .65), t(59), p < .001.  In addition, a one-way 
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ANOVA was completed to examine the effect that each group’s clinical group had on the pre 

and post-test scores.  One group of BSN students had a local community health immersion 

experience and the other group had an international community health immersion experience.  

Amerson only reported a significant effect for the cognitive TSET scores: Wilks’ lambda (12, 

104) = .661, p = .032; however follow-up ANOVAs did not reveal which clinical group 

demonstrated the effect.  Therefore, Amerson stated the limited group size (6-11 students) 

probably was a limitation of the study (2009; 2010). 

 Burrell (2010) used the TSET to measure the students’ TSE in using TCN skills as a 

means to determine the university’s effectiveness in threading TCN throughout the curriculum.  

Burrell reported the self-efficacy level (SEL) scores for students entering their first clinical 

course and the SEL scores after students took their last clinical course.  SEL can be used to 

group students into high, medium, and low groups after a benchmark is set for the number of 

responses per percentage of items on a self-efficacy tool.  In this study, if participants selected 

“1-2 responses on 80% of the items”, they were categorized as being low; “9-10 responses on 

80% of the items” they were categorized as being high, and “3-8 responses on 80% of the items 

or does not fall into low or high”, they were categories as being medium (Burrell, p. 133).  In the 

affective dimension, 3.5% of incoming students scored low, 60.23% scored medium, and 36.23% 

scored high; whereas, with the graduating group, 0.02% scored low, 3.25% scored medium, and 

96.75% scored high related to their attitudes about nursing and culture, reflecting an apparent 

increase of their values and beliefs related to nursing and culture (Burrell).    

 Parsons and Reif (2010) also used the TSET with 14 BSN students who took an 

international immersion trip (intervention group) and with 25 BSN students who did not (control 

group) to assess if an immersion experience impacts BSN students’ TSE.  The cognitive pre-test 
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mean was 169.5 (SD = 34.9) and the post-test was 206.4 (SD = 31.0); a significant increase from 

pre- to post-test was found t(13) = 5.48, p < .001.  The practical pre-test mean was 196.0 (SD = 

31.0) and the post-test was 230.5 (SD = 37.3); a significant increase from pre- to post-test was 

also reported t(13) = 4.38, p < .001; and the affective pre-test mean was 257.7 (SD 21.2) and the 

post-test was 271.4 (SD = 25.3); a significant increase also occurred t(13) = 2.50, p < .027.  Next, 

they compared the mean scores for the intervention group with those of the control group.  

Cognitive results were: (control = 0.96, SD = 34.15; treatment = 36.86, SD = 35.18); practical 

results were (control = 6.44, SD = 29.71; treatment = 34.50, SD = 29.46); and affective results 

were (control = 0.84, SD = 17.31; treatment = 13.71, SD = 20.52).  Furthermore, the total number 

of cultures that participants interacted with correlated only on the affective TSE pretest subscale 

scores (r = 0.40, p = .011) and on the cognitive practical and affective TSE post-test subscale 

scores respectively (r = 0.33, p = .042); (r = 0.45, p = .004).  Thus, the more cultures a student 

reported caring for, the greater their pretest confidence was in cultural values, beliefs and values.  

Furthermore, the more cultures students interacted with the greater posttest confidence in cultural 

values, beliefs and values as well as an increased ability in interviewing diverse clients was 

found.  No correlation was found between the amount of cultural classes and pretest and posttest 

results (Parsons & Reif; Larsen & Reif, 2011). 

 In conclusion, the TSET was used in the aforementioned research studies to evaluate 

associate degree and/or BSN nursing students’ TSE in a variety of educational settings.  These 

significant research findings add to the body of knowledge on TSE and support the assessment 

that TSE is a dynamic construct that changes following an effective educational intervention 

(Jeffreys, 2010). 
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Cultural Competence 

 According to Giger and Davidhizar, “cultural competence is a dynamic, fluid, continuous 

process whereby an individual, system, or health care agency finds meaningful and useful care-

delivery strategies based on knowledge of the cultural heritage, beliefs, attitudes, and behaviors 

of those to whom they render care” (2008, p. 6).  Another definition stated, “cultural competence 

in health care is having the knowledge, abilities, and skills to deliver care congruent with the 

client’s cultural beliefs and practices” (Purnell, 2008, p. 6).  Purnell added that one becomes 

culturally competent by moving through various levels of competence.  The various levels he 

identified were: unconscious incompetence (unaware of the knowledge one is lacking about 

culture), conscious incompetence (aware of the knowledge one is lacking about culture), 

conscious competence (increase knowledge about culture), and unconscious competence 

(provide culturally congruent care automatically).  Finally, Purnell explained that unconscious 

competence can be complicated and may cause harm due to varying differences between and 

among cultures (2008).  

According to Andrews et al. (2011), there are two overall goals for mastering cultural 

competence in nursing.  Nursing students, nurses, advanced practice nurses, and nurse educators, 

must master “specific knowledge and skills that increase their ability to provide care to diverse 

individuals, groups, communities”… [and then develop]… “culturally competent care practices, 

values, attitudes, and beliefs …” (p. 300).  Andrews et al. (2011) added, learning objectives 

should include competencies from the three cognitive dimensions (cognitive, practical, and 

affective). 

 Nursing students are immersed in all three of the learning dimensions while learning to 

provide nursing care to patients from diverse cultures.  Using the construct of transcultural self-
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efficacy, Jeffreys (2006) explained cultural competence as “a multidimensional learning process 

that integrates transcultural skills in all three dimensions (cognitive, practical, and affective), 

involves TSE (confidence) as a major influencing factor, and aims to achieve culturally 

congruent care” (p. 25).  Consequently, Jeffreys’ definition was used as the operational definition 

for this study. 

 Jeffreys also developed the acronym “COMPETENCE” to steer nurses, nursing students 

as well as other members of the health care team to provide culturally competent care and to help 

them to avoid workplace disharmony that may be caused by culturally insensitive actions 

(Jeffreys, 2010).  The letters in this acronym represent the fundamental components for the 

development of cultural competence: caring, ongoing [awareness], multidimensional [cognitive, 

practical and affective dimensions], ethics, trust, education, networking, confidence, and 

evaluation (Jeffreys, 2010).  This researcher used this acronym frequently during this multi-year 

research study and continues to use it on the life-long journey to becoming culturally competent.  

However, a theoretical framework, not an acronym was necessary to guide this research study; 

consequently, the literature review presents the rationale for the selected model in the next 

section. 

Cultural Competence and Confidence Model 

 Conceptual models provide a framework whereby ideas about a particular phenomenon 

are addressed and help researchers to generate hypotheses (Fain, 2009).  Jeffreys (2010) added 

the rationale for a cultural model, “A cultural model that depicts the multidimensional 

components of the teaching-learning process of cultural competency could serve as a valuable 

map to guide educators, researchers, and learners” (pp. 45-46).  The Cultural Competence and 

Confidence (CCC) model (Appendices C, D, and E) was designed to assist educators, researchers, 
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and students to view the juxtaposition of the multidimensional constructs of cultural competence 

and transcultural self-efficacy with the various dimensions of the teaching-learning processes via 

formal/informal educational programs.  Thus, allowing learners to hone their transcultural 

nursing skills and consequently reach the ultimate goal of providing culturally congruent care 

(Jeffreys, 2006, 2010).  The CCC model was used as the theoretical framework in this study 

because it assists nurse educators to evaluate the multidimensional factors involved in identifying 

at risk students and develop diagnostic-prescriptive teaching strategies to enhance learning 

(Jeffreys, 2006, 2010).  Other models (Campinha-Bacote, 2007; Purnell, 2003) have been used to 

describe the process of cultural competency; however, this researcher used the CCC model that 

was developed to assess students’ learning and the influence of TSE (Jeffreys, 2006, 2010).  

Equally important, the CCC model was utilized to add to the body of current scientific 

knowledge about the model because it is “tentative and will require modification when new data 

become available” (Jeffreys, 2010, p. 53).  Next, the concept of service-learning is reviewed. 

Service-Learning 

  “Service-learning is a teaching strategy and learning strategy that integrates meaningful 

community service with instruction and reflection to enrich the learning experience, teach civic 

responsibility, and strengthen communities” (Seifer & Connors, 2007, p. 4).  This operational 

definition was used for this research study.  Previously, service-learning was also defined as  

“a structured, reciprocal learning experience that combines and connects the service experience 

to academic coursework with reflection opportunities” (Bailey, Carpenter, & Harrington, 2002,  

p. 434).  Not only was it important to define service-learning for this study, but also it was 

important to research the term itself to determine other key information about this teaching 

strategy.  
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 If one believes that voluntary service to the community is the antecedent to service-

learning, then, service-learning may have begun with early Judeo-Christian actions (Kraft, 1996).  

In contrast, there are those who believe service-learning’s linkage to education began with 

Dewey in 1916 and the literature revealed service-learning was set into motion with the passage 

of the National and Community Service Act in 1990 (Kraft, 1996; Kohles, Jordan-Marsh, & 

McNally, 1998).  Furthermore, President Clinton added momentum to the service-learning 

movement by signing the National Service Act of 1993.  These legislative actions added support 

to the national Campus Compact, a foundation formed by college and university presidents, 

founded in 1985 to help engage students in service-learning activities in their communities 

(Kraft).  By bringing the impact of all of these actions into today’s world, Campus Compact now 

has 1,165 member institutions, and approximately 64% of them participated in a recent survey, 

which identified 35% of the college students enrolled in member organizations participated in 

“service, service-learning, and civic engagement activities” in 2009-2010, (Campus Compact, 

2010, p. 2).  Regarding faith-based institutions, 57% of students engage in service 

activities…[however] “students spent slightly under 3.7 hours a week on these activities” 

(Campus Compact, p. 6).  Presently, nearly 25% of these faith-based institutions require service 

as a graduation requirement.  Of the programs offered in recent years by these participating 

institutions, 82% address environmental sustainability, 80% address health care issues, 61% 

address economic development, and 72% have programs to increase college admission and 

achievement (Campus Compact). 

 The following statements contain some pertinent information about service-learning and 

they will be further discussed in following paragraphs.  Markus, Howard, & King (1993) stated 

when service-learning is joined with instruction in the classroom, “the pedagogical advantages of 
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each compensates for the shortcomings of the other” (p. 417).  Another important fact revealed 

in the literature review was service-learning is often described in the literature with a hyphen 

between service and learning to signify the importance of linking the two key terms together 

(Amerson, 2010).  Eyler (2002), stated, “reflection is the hyphen that links service to learning” (p. 

453).  With service-learning, students use reflection to critically reflect about themselves, their 

roles in the service-learning setting, and the sociopolitical views that impact the communities 

they serve (Lashley, 2007). 

 Service-learning has been found to be an innovative and useful education strategy 

grounded in scholarship (Seifer & Connors, 2007), even though Giles and Eyler (1994) stated 

previously that it lacked “a well articulated conceptual framework” (p. 77).  Bringle and Hatcher 

(2005) argued service-learning is a means for faculty to “improve instruction for students and 

contribute to the quality of life in communities” (p. 24).  According to Bryant, Schöenemann, 

and Karpa (2011), in order to effectively implement service-learning into curriculum, the 

following three elements should be followed.  First, the service-learning should assist the 

students to meet the course objectives.  Second, reflective activities should be utilized throughout 

the course.  Third, a reciprocal relationship should develop between the university and the 

community.  Often reciprocity is reflected.  Finally, Maloney (2008), stated when faculty couples 

a service-learning activity with reflective writing, students begin to discern what they have 

learned and more importantly, what they still have to learn with via reflective activities.  Eyler 

and Giles (1999) felt educators need to make the connections between the course and the topics 

of conversation raised by the service.  In addition, they need to connect the specific service-

learning tasks performed by the students in the service-learning environment and the course 

objectives. 
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 Clayton and O’Steen identified six themes identified by that all educators should be 

cognizant of prior to teaching a service-learning course (2010).  (1) Service-learning should be 

successfully integrated into the course.  (2) Service-learning should be academically supported.  

(3) Service-learning should be oriented to learning civic responsibility and mastering course 

content.  (4) Reflection should be used rigorously.  (5) Key stakeholders should be involved in 

the process.  (6) Faculty should support students so that they can be successful with service-

learning activities.  According to Clayton and O’Steen, when all of these themes are represented 

in a service-learning course, there is a greater likelihood that students and community partners’ 

goals will be met.  

 Levesque-Bristol, Knapp, and Fisher (2010) added that students should have the 

opportunity to discuss their service-learning experiences during class because they noted “higher 

level of problem-solving skills” with those students who had the opportunity to discuss their 

experiences during class than those who did not (p. 221).  This observation was determined from 

their survey study, which investigated the service-learning experience of more than 600 students 

from 31 different disciplines at a state university.  Schaeffer (2004), after completing a 

comprehensive review of the literature and reviewing surveys from 90 Christian higher 

educational institutions, advocated for “assessment and evaluation of student learning and the 

service-learning program” (p. 132) whenever service-learning is offered.  

 Schaffer (2004) also declared, “service-learning is a tool that can facilitate this process 

[academic development as well as spiritual, emotional, and moral growth] while engaging in 

Christ’s command to serve” (p. 143).  Since this research study was undertaken at a Christian 

higher educational institution, it was important to reflect on this important attribute of service-

learning for all students attending Christian colleges and universities.  
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 Interestingly, the service link to nursing can be traced back to the ancient Hebrews when 

nurses visited and assisted the sick as well as their family members, and provided them with food 

and spiritual support.  Concurrently, and for centuries later, there was a significant spiritual 

component to nursing.  Also, during significant famines and epidemics during this same time 

period, secular nursing orders were instrumental because they provided many voluntary services 

and nursing care (Dolan, 1978).  During the more modern era of nursing, Florence Nightingale 

and her nurses provided a variety of service-oriented tasks for the British solders during the 

Crimean War (Kalisch, P. A. & Kalisch, B. J., 2004).  As nursing history was analyzed, the 

concept of service was seen as a recurrent theme (Cohen, Johnson, Nelson & Peterson, 1998b).  

Thus, “blending service-learning with nursing education is natural, since they share common 

conceptual characteristics” (Atchison & Tummina, 1998b, p. 85).  Furthermore, nursing 

education provides students with learning opportunities that are oriented toward service so that 

they can meet the expected outcome of applying theory to practice.  

 In fact, to assist nurses and other health care providers to understand the concept of 

service-learning, Karen Aylesworth, ICU manager and Mark Papke-Larson, chaplain at North 

Country Regional Hospital in Minnesota, used the following metaphor to show that service-

learning is nonlinear and often in sharp contrast to our western academic learning strategies.  

“The spider spins forward, traces back, drops down, circles, and connects strands until pattern 

forms” (as cited by Cohen et al., 1998a, p. 131).  Hence, in order to make sure that the pattern 

forms through service-learning, nurse educators need to be cognizant to develop student and 

client outcomes, which place equal weight to service and learning (Atchison & Tummina 1998). 

 As previously stated, Dewey was the first educator to specifically advocate using service-

learning as an educational pedagogy (Bailey et al., 2002), and over the years the connection 
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between service and learning grew.  Consequently, it was used in a wide range of disciplines, 

including nursing.  Service-Learning has been used by nurse and social work educators as a 

pedagogy to assist students become more aware of their social responsibility as well as help them 

address health disparities (Amerson, 2010).  Even though SL is relatively new to nursing 

education, nursing students report substantial benefits from planned service-learning activities 

with underserved populations (Hunt, 2007).  Consequently, Hunt and Swiggum (2007) created 

service-learning clinical experiences with homeless families to help nursing students “cross the 

bridge” to find similarities with this underserved population.  

 Service-learning can be placed in any course within a curriculum and students can be 

partnered with a variety of community agencies (Maltby, 2007).  Consequently, researchers have 

used diverse populations to explore service-learning in a variety of educational and community 

settings, reporting positive outcomes (Bentley & Ellison, 2007; Casey & Murphy, 2008; Childs 

et al., 2003; Eyler, 2002; Juhn et al., 1999; Kelley et al., 2008; Kulewicz, 2001; Levesque-Bristol 

et al., 2010; Peterson & Schaeffer, 1999; Reising, Allen, & Hall, 2006; Sedlak, Doheny, 

Panthofer, & Anaya, 2003; Seifer, & Vaughn, 2002; Sensenig, 2007; Simoni & McKinney, 

1998; Ward et al., 2007).  It is important to note not all researchers have reported significant 

outcomes with their service-learning courses.  Peterson and Schaffer (1999), reported only scant 

statistical difference between their service-learning and not service-learning groups with their 

quantitative data analysis; however, their qualitative data analysis reflected more positive 

outcomes.  Reising et al. (2006) cited a need for more service-learning research with 

undergraduate students to assess both student and community outcomes.  In 2008, Reising et al. 

published study results that indicated positive student outcomes with a service-learning program 

involving both second and third year nursing students, thus demonstrating that nurse directed 
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service-learning programs contribute positively to the community while also providing active 

learning for BSN students. 

 Nurse educators have identified several benefits after providing their nursing students 

with service-learning experiences.  According to Bailey et al. (2002), service-learning helped 

students to develop civic responsibility while they become engaged in a community.  Childs et al. 

(2003) reported their service-learning connected nursing students and course faculty with 

children in their community who had been identified as at risk.  Redman and Clark (2002) stated 

service-learning activities potentiate the possibility that students will continue to remain engaged 

in community activities throughout their professional careers.  Further, students learn to work 

collaboratively with clients through service-learning activities (Seifer, 2002).  Moreover, 

Redman and Clark emphasize service-learning also helps students to reflect on social justice 

issues as they complete their service-learning activities.  Frank (2008) states nursing students and 

their faculty can increase their cultural competence through partnerships, both domestic and 

abroad.  Service-learning activities at a local community center will provide nursing students 

with many opportunities for professional growth, not only related to cultural competence, but 

also to civic responsibility and building partnerships with the community to achieve mutual goals.  

Nurse researchers in Ireland, identified four themes in their qualitative research, which 

investigated their nursing students service-learning experience in Asia, South America and 

Africa (Casey & Murphy, 2008), The four themes were:  (1) development of cultural sensitivity 

after living and working in a different culture; (2) caring for clients in another culture; (3) 

learning through living in another culture and therefore knowing more than did before this 

experience; and (4) these experiences would positively impact their nursing practice. 
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 Gillis and Mac Lellan (2010) completed a review of the literature related to service-

learning and vulnerable populations, synthesized their findings, and suggested “academic 

institutions need to consider the potential of the service learning model as a critical pedagogical 

approach in nursing education and as a reasonable option for providing care to underserved and 

vulnerable populations” (p. 23).  They believe service-learning may assist nursing programs to 

continue to be socially significant to all members of their communities and support higher 

education institutions that want to serve their communities. 

Recent service-learning projects reflect that undergraduate nursing students are meeting 

the needs of various communities while completing their service-learning projects.  First, 

collaboration between a school of nursing and an elementary school is presented.  Bassi (2011) 

shared the analysis of the reflections of 18 third-year nursing students who took part in a pilot 

service-learning project related to tobacco in an elementary school setting.  According to Bassi, 

many participants felt that they were “inspired to teach and to sponsor community health 

promotions in their future clinical practice, wherever this might be” (p. 165).  Due to the overall 

success of this project, the school of nursing and the local elementary school continue to work 

together on many initiatives to enhance the health and wellness of the school community (Bassi). 

 Next, examples of how service-learning facilitated health policy changes are provided.  

O’Brien-Larivée (2011) guided Canadian BSN students during their service-learning experience 

as they assessed a local population’s health status, and prepared a relevant health promotion 

strategy in relation to a relevant health policy.  Then they presented their recommendations to 

change social injustices to the nursing faculty, students, and key stakeholders of the assessed 

population during their Community Development course.  The students learned that they could 

be advocates for social change through this innovative service-learning experience.  One 
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suggestion made by the students was they would have liked more information about how to 

compose a position paper prior to this service-learning experience (O’Brien-Larivée). 

 Effective collaboration with community partners also enhances service-learning 

experiences.  Riedford (2011) enlisted the help of community partners to engage nursing students 

enrolled in a mental health course to plan interventions that addressed the perceived needs of 

their community, evaluate the interventions, and share findings/suggestions during a culminating 

presentation.  Riedford reported students witnessed how their interventions strengthened their 

community and hopefully they gained an appreciation of citizenship, as well as service while 

meeting their academic goals. 

 Nurse educators who plan service-learning experiences at non-traditional sites can meet 

students’ educational goals and prepare students to provide volunteer service to organizations 

after graduation.  Vogt, Chavez, and Schaffer (2011) used innovation to create a service-learning 

experience in a non-traditional clinical setting for nursing students.  During this service-learning 

experience senior level BSN students enrolled in this nursing elective course and completed a 

one-week immersion experience at a residential camp for children with diabetes mellitus.  

Participants’ reflective journaling revealed (near the end of the semester) that this clinical 

experience made them feel like nurses for the first time during their educational experience, and 

it helped them to increase their knowledge and skills (Vogt et al.). 

Several recent doctoral research studies addressed cultural competence and nursing 

students (Addington, 2010; Amerson, 2009; Blackstock, 2003; Clevenger, 2011; Ferguson, 2007; 

Moulder, 2009; Rudnick, 2004).  Consequently, they were included in the review of the literature 

to ascertain which doctoral studies utilized the TSET (Appendix A) and to determine why the 

researchers utilized the TSET.  Demographic variables and their impact on nursing students’ 
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TSE were investigated, as well as the specific statistical tests that were conducted during the data 

analyses.  

Addington (2010) used the Caffrey Cultural Competence in Healthcare Scale (CCCHS) 

(Caffrey et al., 2005) in a two group pre-test post-test quasi-experimental design to evaluate 

students’ perceived cultural competence attitudes, skills and knowledge in a community health 

nursing course.  The participants in this study had the following characteristics: RN to BSN 

students and associate degree students, 100% were female, 90% were Caucasian, and some 

students had fluency in another language as well as previous experience with clients or health 

care workers from another culture.  Statistical analysis with one way ANOVA revealed the 

experimental group that worked with the refugee group had a greater mean difference than the 

control group that worked with home health clients.  However, the difference was not significant 

at a 0.05 level.  Students with some fluency in a second language, a past history of working as an 

RN, and who had traveled to a foreign country, demonstrated increased knowledge, attitude and 

skills on the CCCHS pre-test (Addington, 2010).  

 Interestingly, Amerson (2009) was the only doctoral researcher to use the TSET to 

measure BSN students’ TSE after completing service-learning activities (M. R. Jeffreys, personal 

communication, February 25, 2010).  First, Amerson completed a quantitative pilot study with 

60 senior level nursing students who were enrolled in a community health nursing course.  

Several of clinical groups enrolled in this study provided service-learning activities with local 

communities and one clinical group provided service-learning activities in Guatemala.  The 

majority of the participants (92%) were white and 100% spoke English as their first language.  

Results from paired-samples t tests showed an increase in the three subscale and total TSET pre-

test to post-test scores.  Then, a sequential explanatory mixed-design with two clinical groups 
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(one with students who completed service learning activities with a local African American 

community and the other with a community) was completed.  The TSET pre-test and post-test 

results again showed a significant increase in total and subscale scores (N = 45) (Amerson, 2009).  

As one of the first doctoral candidates to implement the TSET, Blackstock (2003) used 

an instrument case study to examine 22 senior nursing students’ perceptions about cultural 

competence nursing practices and their self-efficacy to deliver culturally competent care to 

culturally diverse patients in the community health setting.  Unlike most of the other studies 

described in this review of the literature, 89% of this study population was Black (non-Hispanic) 

and only 7% was White.  ANOVA results revealed higher levels of self-efficacy in the TSET 

affective scale than in the cognitive and practical scales.  Furthermore, multiple regression 

results revealed participants’ previous health care experience; conversely, their place of birth 

impacted their three self-efficacy levels the most.  However, their gender, marital status, age, 

race, level of education, and geographical area where they lived the longest did not significantly 

contribute to the three subscale scores (Blackstock). 

Another researcher to evaluate nursing students perceptions post service-learning 

experiences was Clevenger (2011).  A quasi-experimental design was used with 73 sophomore, 

junior, and senior level nursing students to examine the effects of service-learning on the 

students’ cultural competence perceptions.  The Inventory for Assessing the Process of Cultural 

Competence Among Healthcare Professionals - Student Version (IAPCC-SV) (Camphina-Bacote, 

2007) was administered to all participants.  However, only the treatment group received a formal 

service-learning program while the control group had a traditional community health experience.  

All participants were Caucasian and 83.8% were female.  Results of the t-tests revealed no 

significant difference between the two groups on the pre-test, but on the post-test, students who 



  

 65 

participated in the service-learning experience reported a greater level of cultural competence 

than those who did not have this learning experience (Clevenger). 

Alternatively, Ferguson (2007) employed a self-written survey and the TSET (Jeffreys, 

2006) to measure the change in 203 nursing students who had successfully completed their 

nursing programs.  The participants in this study were 92.6% Caucasian, 48.8% were from 

associate degree nursing programs and 51.2% from BSN programs, and 92.6% were female.  

Participants reported the highest level of confidence in the affective subscale, followed by the 

cognitive and psychomotor subscales.  The two demographic variables that impacted the 

participants the most were gender and marital status.  Those results were determined via the 

inferential statistical test, Kruskal-Wallis (Ferguson). 

Later, Moulder (2009) completed a survey design study employing the Inventory for 

Ethnocare with 240 BSN students.  This study had the most diverse population of all of the 

doctoral dissertations reviewed; 28.3% were Black, 46.2% were White, and the rest of the 

participants were Asian, Hispanic, White/Black, or did not report their ethnicity.  Moulder 

completed a correlational analysis to determine the degree of correlation among eight variables.  

Results revealed correlations between cultural competence and the level of preparation as well as 

between cultural competence and years of experience.  In addition, independent samples t test 

results showed males (16.2% of the participants) had a greater level of preparation and cultural 

competence care than the females (83.8% of the participants). 

An earlier study longitudinal descriptive design was utilized to study students’ perceived 

TSE (Rudnick, 2004).  The majority of the 43 associate nursing degree students in this study 

were female (93%) and White/Caucasian (79%).  Dependent t test results showed no significant 

difference between the means of pre-test and post-test subscale scores; however ANOVA results 
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revealed a significant difference on the affective subscale when age and course grade were used 

as independent variables.  Rudnick also computed Pearson product correlations to measure the 

amount of correlation between the three subscales.  The highest correlation (0.779) was found 

between the cognitive and practical subscales (Rudnick).  All of these doctoral studies provided 

supportive evidence to continue with the development and implementation of this research study, 

especially to use the TSET (Jeffreys, 2006).  

Next, teaching strategies that were used in conjunction with service-learning were 

reviewed.  Another teaching strategy that has gained in popularity in education is the cooperative 

learning group (Miller, 2008).  While using this strategy, educators set up the learning 

experience and then students work interdependently to accomplish a goal.  Increased social skills, 

enhanced understanding and attainment of the content material, and increased utilization of a 

variety of skills and perspectives have been reported with this teaching strategy (Miller).  

Planning service-learning activities whereby nursing students work interdependently in a 

cooperative learning group to complete their service-learning goals potentiates positive outcomes.  

However, educators must keep in mind those innovative teaching strategies need to address the 

course objectives [related to service-learning] and the educational needs of the students 

(Lowenstein, 2007).  Moreover, the educator must remember to make sure that the selected 

innovative strategy is used in a safe environment in which all participants are treated in a 

respectful manner.  Finally, “using resources and methods that are not typical for the health 

professions, students [and educators] can enhance the creative process because these methods are 

antidotes to ordinary habits of mind” (Picard, Landis, & Minnick, 2007, p. 73).  

 In conclusion, great opportunities exist for leaders in higher education to conduct theory-

based research on service-learning, especially, research that contrasts service-learning with other 
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teaching strategies.  By completing this type of research, researchers contribute to the 

scholarship of teaching (Bringle & Hatcher, 2005).  Accordingly, nurse educators who complete 

research that compares service-learning to other teaching strategies add to the scholarship of 

nursing education as well.  Nurse educators need to select a leadership style that can be used to 

persuade students to actively participate and learn during service-learning activities.  Therefore, 

the review of the literature also included leadership styles more commonly associated with 

service-learning.   

Leadership 

Organizational behaviorists have explored, with great interest, the construct of leadership 

for generations (Glynn & DeJordy, 2010).  According to Northouse (2007), “leadership is a 

process whereby an individual influences a group of individuals to achieve a common goal” (p. 

3).  Northouse further explained leadership as being concerned with the impact that a leader has 

on followers.  Leadership includes the influence the leader has on the group’s common goal.  

Moreover, it incorporates the way the leader directs the followers to accomplish their common 

goal.  Finally, leadership transpires when leaders “accept responsibility to create conditions that 

enable others to achieve a shared purpose in the face of uncertainty” (Ganz, 2010, p. 527). 

Conversely, leadership has also been defined as a trait, whereby the leader exhibits 

qualities such as “intelligence, self-confidence, determination, integrity, and sociability”… that 

may or may not have been present at birth (Northouse, 2007, p. 18).  It is believed that Plato may 

have been the first person to associate certain aspects of intelligence and personality as important 

for leaders (Antonakis, 2011).  Interestingly, these two aspects are still supported by current 

research even though many other traits have been thought to predict leadership.  More meta-
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analytic research studies need to be done in diverse fields of science to possibly add to the valid 

list of predictors of leadership (Antonakis).  

Leadership has also been called a performing art (Depree, 1992; Gill, 2006).  Sports 

figures, musicians, and artists perform leadership tasks daily and consequently they have led 

other players, musicians, and artists to complete a common goal.  Further, other leaders are said 

to utilize a combination of the arts and science to affect change (Gill).    

Exemplary leaders have done and continue to do extraordinary things in many 

organizations.  Kouzes and Posner (2002) completed research and then created the Five Practices 

of Exemplary Leadership
®
 model which includes the following five leadership practices: “Model 

the Way, Inspire a Shared Vision, Challenge the Process, Enable Others to Act, Encourage the 

Heart” (p. 13).  Kouzes and Posner espoused leadership happens not only at the highest level of 

organizations and society, but also ubiquitously between leaders and followers.  Moreover, they 

stated self-confidence drives a leader’s conviction to take on both simple and arduous challenges.  

Researching definitions of leadership and past and current literature on leadership 

assisted this student of leadership to form an operational definition for this research study.  

Leadership is the process whereby a leader uses knowledge and skills, such as self-efficacy, 

advocacy, and honesty to influence others to become more efficacious about their own 

knowledge and skills in order to accomplish the group’s common goal. 

The profession of nursing has faced leadership challenges and “continues to struggle with 

the development of knowledge, skills and attributes which will contribute to the stability, growth, 

and effectiveness of the profession” (Lemire, 2005, p. 3).  Lemire argued that leadership in 

nursing is lacking behind because leadership skill development has not been developed 

thoroughly within undergraduate BSN programs.  Consequently, a six-member task force was 
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formed and utilized the Leadership Education Needs Assessment (LEMNA) to evaluate 521 

Registered Nurses’ knowledge and skill about leadership development. Participants were nurse 

educators, nurse administrators/managers, staff educators, and RN to BSN and graduate students.  

After completing data analysis, a Leadership Education Model (LEM) was developed to help 

guide the process of improving leadership within nursing practice.  The LEM was designed to be 

incorporated in nursing programs to begin to address the following leadership topics: 

communicator, mentor, visionary, critical thinker, achiever, and expert (Lemire).  Portions of the 

LEM or all of it have begun to be implemented in many nursing programs throughout the United 

States.  As a result nurse educators are beginning to bring about changes in leadership 

development in nursing.  

Nurse educators impact many different populations with their leadership skills.  Among 

them are students, professional colleagues, and other leaders (Horton-Deutsch, Young, & Nelson, 

2010).  Nurse educators face enormous challenges as they have taken on more and more 

leadership roles.  An interpretive phenomenological study was completed to investigate the lived 

experience of how one becomes a nurse faculty leader.  Participants were recruited while they 

attended a nurse educator leadership conference.  Data analysis of 23 interviews revealed that 

many nurse leaders face challenges related to the diversity of their educational responsibilities.  

The following three themes emerged: “reflecting, persevering through difficulties, and learning 

to relate to others in a new way” (Horton-Deutsch et al., p. 492).  Based on these themes, 

Horton-Deutsch et al. suggested nurse leaders begin to encourage self-exploration, increase 

interactions with other leaders, complete values clarification to initiate a strong foundation for 

leadership, and build capacity for nursing leadership in nurses and nursing organizations.     
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Since nurses have more and more encounters with diverse populations, it is important for 

them to understand the impact culture has on leadership.  The concept of leadership is even more 

elusive when viewed through a cultural lens (Dorfman & House, 2004).  A ten-year study called 

the Globe Leadership and Organizational Behavior Effectiveness Research Project (GLOBE) 

was undertaken with the sole intention of increasing the “knowledge that is relevant to cross-

cultural interactions” (House, 2004, p. 3).  After the cross-cultural data analysis was completed, 

21 primary and six global leadership dimensions were identified along with lists of attributes, 

which can either assist or hamper excellent leadership.  Javidin et al. (2004) “empirically verified 

a significant relationship between culture and leadership” (p. 728).  

Next, the literature was reviewed to determine what nurse leaders have done to increase 

cultural competence within organizations.  In 2004, Brown asked her readers to use their 

intelligence to describe the barriers to cultural diversity in healthcare, employ an increased level 

of determination to set appropriate goals to break down the barriers, resolve to set the appropriate 

course for change.  Consequently, these actions influenced others to affect change in healthcare 

in order to safeguard the rights of patients and healthcare providers.  As a leader in the nursing 

administration field, Brown had the power to have other nurses help her achieve her vision.  She 

used her influence as an editor-in-chief to articulate her vision and her intelligence, self-

confidence, determination, integrity and sociability to persuade other nurses to work 

collaboratively to achieve this common goal.  In essence, Brown used process leadership and 

several individual leadership traits to try to increase cultural competence in healthcare 

organizations.  It is unknown as to whether Brown actually accomplished her vision.  However, 

Dreachslin (2007) argued nurse leaders who exhibit high levels of cultural sensitivity are better 

able to influence others within their organizations in becoming more culturally competent.  
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 Nurse leaders, along with other non-nurse leaders in Texas participated in a descriptive 

comparative research study, which evaluated the skills necessary for women leaders to 

successfully address the 21st century challenges.  The following five components resulted from 

the principal components analysis: “(1) personal integrity, (2) strategic vision/action orientation, 

(3) team building/communication, (4) management and technical competencies, and (5) people 

skills (Carroll, 2005, p. 147).  Carroll concluded nurse leaders have to work to equalize efficacy 

and reliability behaviors so that patient safety is not sacrificed, reinforcing that the leader’s past 

record of accomplishing goals in this manner will assist the leader to influence others to meet the 

desired goals.  In addition, Carroll suggested nurse leaders steer away from models of leadership 

that have worked in the past in order to meet diverse issues in the 21
st
 century.  

 There are enormous opportunities for leaders in higher education to take on the 

challenging role of becoming service-learning professionals (Rice, 2010).  Along with the 

reciprocal opportunities service-learning will provide to the students and their community 

partners, there will also be complex hurdles to be overcome.  Continued research in this area will 

assist future leaders to overcome some of the aforementioned barriers so that they too can reap 

the benefits that have been reported in the literature.  For this purpose, servant leadership was 

reviewed in the literature. 

Servant Leadership 

 Nursing has made great strides in changing its negative image over the years but in the 

process, the concept of service may have been lost (Waterman, 2011).  Exploring the concept of 

service allows nurses to reflect upon what they have accomplished for patients and communities 

for centuries.  More importantly, it challenges nurses to determine what they need to do for the 

patients and communities they will serve in the future.  
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The words service and leader are often thought to be in opposition; however, “when 

opposites are brought together in a creative and meaningful way, a paradox emerges” (Spears, 

2003).  The paradoxical concept of servant leadership was first developed and then described by 

Robert K. Greenleaf in 1970 in his essay, “The Servant as Leader”; he conceptualized it after 

working to develop sizable institutions over a fifty-year time period. Greenleaf declared the idea 

came to him after reading Hermann Hesse’s Journey to the East, a short novel about a group on a 

spiritual journey.  Greenleaf came to the conclusion that “the great leader is first experienced as a 

servant to others” [and that] “true leadership emerges from those whose primary motivation is a 

deep desire to help others” (Spears, 2003, p. 15). 

According to Greenleaf (1970), 

The servant leader is servant first.  It begins with the natural feeling that one wants to 

serve.  Then conscious choice brings one to aspire to lead.   The difference manifests 

itself in the care taken by the servant: first to make sure that other people’s highest 

priority needs are being served.   The best test is: do they grow as persons; do they while 

being served, become healthier, wiser, freer, more autonomous, more likely themselves to 

become servants?  And, what is the effect of the least privileged in society; will they 

benefit, or at least not be further deprived.  (p. 27) 

 Northouse (2007) clearly consolidated this information by stating a leader becomes a 

servant leader by being a servant first; while serving others, the servant leader realizes a social 

responsibility to disenfranchised persons and thus assists them to become equals within 

organizations.  Marshall (2011) added servant leadership happens as the servant leader “inspires, 

motivates, influences, and empowers” (p. 18).  Equally important, servant leadership engages 

followers in decision making, is highly grounded with ethical and caring actions, and enhances 
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the growth of followers while also improving the caring and quality of organization (Spears, 

2010).  Servant leaders are serving others via a new iteration of serving others called servanthood, 

thus setting it apart from other spiritual leaders.  Some believe servant leadership is an oxymoron, 

but in reality, the servant leader through servanthood models behaviors that are desired by the 

followers (Fairholm, 2011).  

Spears (2003), listed 10 characteristics that he viewed as crucial for the growth of servant 

leaders.  Servant leaders need to listen to what is others say and do not say; comprehend and 

show empathy to others; learn how to be healed and to heal others; make a concerted effort 

toward self-awareness; use persuasion rather than coercion; be able to conceptualize the future; 

visualize the outcome of future situations; be good stewards; commit to the growth of all people; 

and finally, build community.  Hierarchal decision-making is being replaced by servant 

leadership principles in various environments including “for-profit businesses; not for profit 

organizations; and churches, universities, health care organizations and foundations” (Spears, 

2003, p. 20). 

 Beck (2010) planned a mixed methods study to explore the antecedents of servant 

leadership; it was the first known study to investigate antecedents of servant leadership.  Study 

subjects were 499 community leaders who had participated with a community leadership 

programs in the Midwest.  Participants were first asked to complete the self-rater version of the 

Servant Leadership Questionnaire (SLQ) (Barbuto & Wheeler, 2006).  In addition, leaders were 

asked to have four to six colleagues complete the other-rater version of the SLQ to obtain 

information about the subjects’ leadership (n = 630 raters).  Results of one-way ANOVAs 

revealed a significant difference (p < .05) for the number of years in the leadership role, hours 

volunteered for four out of five of the servant leadership subscales, age of the leader for two of 
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the five servant leadership subscales and the overall SLQ score, education of the leader for two 

of the five servant leadership subscales, size of community for three of the five subscales, and 

gender for three of the five subscales.  Only the servant leadership dimension of altruistic calling 

was significant. Twelve subjects were also interviewed for the qualitative component of the 

study.  Data analysis revealed six key themes that support prior beliefs that certain behaviors or 

characteristics predict a servant leader.  Beck (2010) deduced, 

(a) The longer a leader is in a leadership role, the more frequent the servant leader 

behaviors; (b) leaders that volunteer at least one hour per week demonstrate higher 

servant leader behaviors; (c) servant leaders influence others through building trusting 

relationships; (d) servant leaders demonstrate an altruistic mindset; (e) servant leaders are 

characterized by interpersonal competence; and (f) a servant leader may not necessarily 

lead from the front, or the top of the organization.  (p. 78) 

Beck stated developmental features such as “modeling a mentor, self-awareness, 

reflection and self-efficacy” play an integral part in recognizing and developing servant leaders 

(2010, p. 79).  In addition, self-efficacy was found to be instrumental in servant leadership 

development.  Beck concluded that that servant leaders can be developed and suggested the core 

components of servant leadership development be included in future leadership programs.  

  O’Brien (2011) interviewed 75 nurse leaders to investigate and expound upon servant 

leadership philosophy and behavioral characteristics after the completion of the initial phase of 

the research study.  Seventy-five nurse leaders who were predominately Christian, ranging in age 

from 30 to 60, and who had education ranging from baccalaureate to doctoral degrees, 

participated in the second phase of the study.  Analysis of the data from the interviews of the 



  

 75 

participants revealed 9 key leadership themes and 16 related subthemes related to servant 

leadership (O’Brien). 

1. Listening with the Heart: The Sounds of Silence, the Mystery Behind the Visit 

2. Giving of Yourself: Crossing Over, Compassionate Care 

3. Doing Ministry: Making Connections, the Wounded Healer, a Sacred Trust 

4. Assessing the Needs: Being Grounded, Taking Time Out 

5. Becoming an Advocate: To Protect and Defend 

6. Discerning Decisions: Staying Focused 

7. Making a Difference: Doing Your Best, Generating Excitement, a Nurturing 

Environment 

8. Being There to Serve: Beyond the Ordinary 

9. Embracing a Higher Purpose: A Caring Vocation.  (pp. 128-129)  

Nurse leaders who strive to follow the principles of servant leadership will be able to 

exhibit more compassionate care to those they serve and ultimately ensure that a higher level of 

nursing care is provided by a caring workforce (Waterman, 2011). 

Since this research study explored the pedagogy of service-learning, it was also important 

to review the literature to seek a connection between service-learning and servant leadership.  In 

the early 1980s, educators began to explore the linkage between servant leadership and service-

learning and in recent years, servant leadership has become a major focus to be embraced by 

both men and women at many colleges and universities.  Servant leaders have been found, not 

only in administration, but also within the faculty as they provide students with servant 

leadership in experiential learning (Spears, 2003).  
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 Supportive evidence was found for using servant leadership principles with the service-

learning model.  A recent study evaluated 114 interdisciplinary students’ (nursing and several 

other health-related fields) perceptions about their interprofessional practice after completion of 

between 2-15 weeks with a mobile health project in Idaho (Neill, Hayward, & Peterson, 2007).  

Neill et al. concluded servant leadership principles helped to foster and increase relationships in 

the community, which then resulted in enhanced appreciation of interdisciplinary contributions.  

And, a descriptive, comparative study was completed with 419 registered nurses, 61 physicians, 

and 17 residents in Southeastern US health system to assess perceptions of servant leadership as 

a model to guide practice (Garber, Madigan, Click, & Fitzpatrick, 2009).  Notably, it was the 

first study on servant leadership to be completed in a healthcare environment and the results 

revealed that nurses “have a more positive self-perception of themselves as servant leaders than 

do physicians” (p. 337).  Garber et al. explained these results reflected the traditional roles of 

nurses versus physicians; nurses have traditionally been the ones to take care of others, while 

historically, physicians have been the leaders of the health care teams.  Based on these two recent 

research findings, principles of servant leadership demonstrated by servant teachers should be 

infused into nursing education to continue to produce nurses who are interested in making 

changes in the health care environments; however, as with any other professions, certain 

educators are able to make changes more readily than others (Robinson, 2009).   

Servant Teacher 

 Nursing education is one discipline that may be defined as bound to its traditions and 

therefore it may be seen as unwilling to change (Robinson, 2009).  Since nurses in the 21
st
 

century will be facing challenges that nurses in past generations never encountered, nurse 

educators must break away from the traditional form of passing content from educator to student 
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and begin to investigate learning strategies that will help students to face these new challenges.  

Robinson believes principles found in servant leadership, if used effectively by nurse educators, 

will help produce nurses who will be able to make transformational health care decisions and 

thus hopefully provide a increased levels of quality and safe nursing care.  

 Greenleaf (2003) utilized a fictional parable based on a true-life situation to explain what 

a servant teacher is.  A professor voluntarily became the students’ housemaster and while 

providing servant leadership, influenced them to become servants.  Shulze (2000) after more 

than three decades as an educator in higher education, felt a servant teacher uses servant 

leadership to help students understand selected vocations and consequently helps and guides 

them fully to work in those vocations and by “imitatio Christi, the teacher’s own true vocation is 

achieved” (p. 10).  

 For this purpose, Robinson (2009) espoused servant teachers utilize the following key 

elements of servant leadership: Use persuasion to guide students to meet objectives, 

acknowledge and celebrate students’ differences, advocate for student-centered curricular 

changes, use questioning and reflection to foster personal growth, involve students in the 

learning process, use service-learning to help students develop their own sense of civic 

responsibility and stewardship, challenge students to create a shared community of learning via 

group assignments, and encourage personal and professional growth for all students.  This 

researcher attempted to model servant teachers who have successfully incorporated service-

learning activities in their courses while preparing the current TCN course so that Alvernia’s pre-

licensure BSN students and the population they serve benefit greatly from this mutual learning 

experience.  
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Consequently, this doctoral student in leadership studies, with a focus in community, 

modeled servant leadership behaviors such as listening to the needs of the community, 

advocating for others, making connections with community partners, inspiring others, mentoring 

others to take on leadership roles, and going beyond the normal education roles by becoming a 

servant teacher while working with the pre-licensure BSN students to prepare and guide them 

during their service-learning experiences.  In addition, Jeffreys’ CCC model provided the 

researcher with a framework to identify at-risk students, develop new strategies to facilitate 

learning, provide direction for advancing nursing education and research, and assess the 

effectiveness of service-learning as an innovative teaching strategy for pre-licensure BSN 

students enrolled in this study.  

Chapter II Summary 

 In summary, this chapter provided a review of the literature which included definitions 

and historical perspectives for key concepts used during the planning, implementation, and 

evaluation of this multiple-year research study.  Moreover, pertinent literature concerning 

effective teaching strategies utilized by nurse educators to enhance students’ knowledge and 

skills related to caring for clients from other cultures was reviewed; more specifically, BSN 

students’ TSE was discussed.  Next, the literature review included a discussion about the TSET, 

the only reliable and credible research tool specifically designed to assess students’ TSE.  

Furthermore, the rationale for using the CCC Model as the theoretical framework for this study 

was elucidated.  In addition, service-learning, an effective teaching strategy for students in higher 

education, including BSN students, was presented as an effective and innovative strategy to be 

implemented in nursing courses.  Then, pertinent leadership literature was discussed to explain 

the operational definition of leadership developed for this research study.  Finally, the principle 
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of servant leadership was described as an appropriate form of leadership for future leaders in 

nursing education (servant teachers) to utilize while planning and implementing service-learning 

teaching strategies to address the health care needs of diverse communities.   
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Chapter III 

Methodology 

 Chapter III describes the research design used to study the TSE of pre-licensure BSN 

students before and after the TCN and TCN/Service-Learning courses that the participants 

enrolled in over a three-year period of time.  The chapter is organized in the following manner: 

research questions, variable descriptions, research design, sample selection and size, exclusion 

and inclusion criteria, characteristics, recruitment procedure, instrumentation, setting, equipment, 

instrumentation, operationalized independent and dependent variables, procedures for data 

collection including human subject protection, data collection, and data analysis, and finally, the 

chapter summary. 

Research Questions 

These five research questions guided this research study:  

Question (1): Is there a statistically significant change in pre-licensure BSN students’ perceived 

cognitive, practical, and affective dimensions of transcultural self-efficacy as a result of an 

educational intervention?  

Question (2): Are there statistically significant correlations between the cognitive, affective, and 

practical self-efficacy strength pre- and post-test scores?  

Question (3): How will selected demographics (age, language, race, and previous 

educational/work experience) influence pre-licensure BSN students’ perceived confidence prior 

to an educational experience? 

Question (4): Is there a statistically significant difference in the amount of change in pre-

licensure BSN students’ perceived transcultural self-efficacy, as a result of the type of treatment 

in the educational intervention (service-learning versus interview)?  
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Question (5): Is there a statistically significant difference in the amount of change in pre-

licensure BSN students’ perceived transcultural self-efficacy after an educational intervention, 

between the levels in each group of selected demographics (age, language, race, and previous 

educational/work experience)?  

Variable Description 

 In this study, the dependent variables were related to the pre-licensure BSN students’ 

perceived TSE.  The researcher elected to investigate the three dimensions of TSE.  

Consequently, there were four dependent variables: the affective, cognitive and practical mean 

SEST scores and the composite of the three scores obtained from the administration of the TSET 

to the study participants at two different time periods.   

Educational intervention (service-learning or interview) was one of the independent 

variables investigated.  The other independent variables were age, language, race, previous 

healthcare experience, and previous college level diversity course.  Initially there were two more 

independent variables (current clinical course and gender), but they were eliminated during the 

data screening.  The reasons for excluding these two independent variables are discussed within 

the exclusion and inclusion criteria later in this chapter.  The researcher thought it was important 

to explore all these demographics because Jeffreys (2006, 2010) listed them as potentially 

pertinent to nursing students’ TSE and Jeffreys (2010) listed the following four reasons to 

examine demographic data adequately:  

First, demographic data will help determine whether the actual sample is truly 

representative of the targeted sample [the characteristics section of this chapter reveals 

this study sample was representative of the targeted sample].  Second, demographic data 

can be used to compare and contrast transcultural self-efficacy perceptions between 
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samples permitting the expansion of scientific knowledge.  Third, demographic data can 

be used to examine within-group differences based on demographic factors.  Fourth, 

demographic data can help substantiate the underlying assumptions and directional 

conceptual relationships proposed in the CCC model and TSE Pathway.  (p. 105) 

The variable, previous college level diversity course, was added as another demographic 

because the researcher witnessed students who had a diversity course in the past appeared to be 

more transculturally self-efficacious than those who never had another diversity course.  In 

addition, previous healthcare experience was added to determine if the participants’ prior 

experience in healthcare impacted their TSE.  The review of literature provided scant 

information related to the following demographics: age, language, race, previous healthcare and 

educational experience and their impact on self-efficacy.  Consequently, the researcher 

proceeded to investigate these demographics with a priori hypotheses for a baseline exploratory 

analysis based on Jeffreys’ suggestion to add to the body of knowledge about specific 

demographics and TSE.   

Research Design 

 Undergraduate nursing students enrolled in the TCN and TCN/Service-Learning courses 

were recruited from a pre-licensure BSN program at this faith-based university and then became 

the target population for the quasi-experimental and multi-year research study.  Quasi-

experimental studies were carried out in nursing to examine the effects of nursing interventions 

(independent variables) on patient [student] outcomes (dependent variables) (Cook & Campbell, 

as cited by Burns & Grove, 2009).  The research design was further defined as a non-equivalent 

quasi-experimental design.  According to Fawcett and Garrity (2009), a non-equivalent design 

“involves…two groups that are not equivalent because they are not randomly assigned to 
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treatments” (p. 124).  It is important to note that even though the researcher would have liked to 

carry out a ‘true’ experiment by randomizing the participants during the experiment, due to the 

small class size and the current registration process for the TCN and TCN/Service-Learning 

classes at the university, it was impossible to implement a “true” experiment in the “real world 

settings” of academia (Rossi & Wright, 2002, p. 81). 

 To minimize social desirability response bias, the researcher composed a letter of consent, 

which informed the participants of the nature of the study and its benefits, confidentiality, and 

voluntary participation (Jeffreys & Smodlaka, 1996).  The researcher explained to the students 

that even though the researcher was also their professor, the research procedures that were 

followed kept their participation or lack of participation and their personal identities confidential; 

consequently, participating or not participating in the study did not impact their TCN or 

TCN/Service-Learning course grades.  In addition, the researcher watched for outside events 

such as publications of ethnic or religious events that could have interfered with the internal 

validity of the dependent variable (Jeffreys, 2006, 2010). 

Sample Selection and Size 

 Nonprobability samples such as convenience samples are often used in self-efficacy studies 

and nursing studies (Jeffreys, 2006).  Because this study investigates pre-licensure BSN students’ 

TSE, a convenience sample was used in this study.  A university setting in the Mid-Atlantic 

provided the location for this study.  The rationale for selecting this university setting included 

the researcher’s accessibility to the university.  Equally important, the pre-licensure BSN 

students enrolled in this university were required to complete either a TCN or TCN/Service-

Learning course to meet the university’s diversity requirement.      

 According to Polit and Hungler (1991), published and unpublished literature is replete with 
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nursing studies that contain insignificant findings.  Many texts address “Type I errors (wrongly 

rejecting a true null hypothesis), little attention has been paid to Type II errors (wrongly 

accepting a false null hypothesis)” (Polit & Hungler, p. 482).  To address this concern, 

researchers use power analysis to reduce the probability of Type II errors and to estimate their 

occurrence (Polit & Hungler).  Mertler and Vannatta (2010) state the researcher sets the effect 

size (ES) a priori based on what “the researcher hopes to find in the study as well as what 

constitutes important and trivial differences” (p. 11).  Cohen established ES in 1988 (as cited in 

Mertler & Vannatta) and stated it denotes “the size of the treatment effect the researcher wishes 

to detect with respect to a given level of power” (p. 11).  Moreover, ES is usually determined 

with the following values: 0.2 implies a small ES, 0.5 reflects a medium ES, and 0.8 suggests a 

large ES (Mertler & Vannatta). 

 To determine the appropriate size for this convenience sample, the researcher reviewed 

relevant TSET literature related to service-learning.  Amerson (2009) completed the only TSET 

study to date that evaluated nursing students’ self-perceived cultural competence after the 

completion of a service-learning project (M. R. Jeffreys, personal communication, February 25, 

2010).  Neither the results of a power analysis estimate, nor the effect size were reported in this 

study, although the number of participants in the service-learning study was reported as 60.  

Therefore, the researcher proceeded with the planning of the research study by assuming a larger 

number than 60 participants was needed for this research study in order to add to the current 

body of knowledge related to service-learning and cultural competence.      

 First, a power analysis estimate was completed via an online power calculator 

(http://www.paidresearch.org/powercalculator/calc.php) and it revealed that at least 125 subjects 

were needed to distinguish a medium effect size (ES = 0.50), with a power of 0.80, and with a 

http://www.paidresearch.org/powercalculator/calc.php
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significance level of 0.05.  Second, another power analysis was completed with G*Power 

(http://www.psycho.uni-duesseldorf.de/abteilungen/aap/gpower3/) and it revealed a sample size 

of 128 subjects was needed to reach the same ES, power and significance level.  Consequently, 

since the findings of these two power estimates were similar, the researcher planned the current 

study to include at least 128 subjects.      

 The researcher would have liked to design a research study that would have had a smaller 

ES (0.20), but was reminded by Mertler and Vannatta (2010), that a “balanced combination of , 

ES, and power” affords the researcher with the “most appropriate sample” (p.11).  Conversely, 

the researcher knew an ES of 0.20 was not possible to obtain because 788 participants would 

have been required to obtain that ES.  Moreover, in order to obtain 788 participants, this research 

study would have had to be extended several years beyond the allotted time frame for the 

completion of this doctoral student’s dissertation time frame.      

 Exclusion and inclusion criteria. 

 “Inclusion criteria refer to the characteristics that certain people must have to be included 

in the sample” (Fawcett & Garity, 2009, p. 39).  All 133 students enrolled in the pre-licensure 

BSN TCN or TCN/Service-Learning courses during the time period of this research study were 

invited to participate in the research study and were then included in the convenience sample.      

 According to Fawcett and Garity (2009), exclusion criteria are the characteristics that 

eliminate certain subjects or data from the sample.  The study involved the completion of 10 

service-learning hours with the SRYI participants for those in the service-learning intervention 

group.  If a student had decided not to take part in the service-learning intervention group, he/she 

would have been able to remain enrolled in the TCN/Service-Learning course and would have 

been asked to complete an alternate assignment (an interview with a client from another culture 

http://www.psycho.uni-duesseldorf.de/abteilungen/aap/gpower3/
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and a written paper describing that interview).  All students enrolled in the TCN course were 

asked to complete the interview with a client from another culture as part of the course 

requirements.  All students completed both the service-learning intervention and the interview 

with another culture intervention.  In addition, if a student had not completed the 10 service-

learning hours, he/she would not have received the extra one credit granted by the university for 

completing the designated service-learning component of the TCN/Service-Learning course.  In 

addition, if a student had failed to exhibit the university’s five core values of service, humility, 

peacemaking, contemplation, and collegiality during his/her interaction with the director, staff 

members, and/or participants of the SRYI, he/she would have been terminated from the study by 

the researcher without regard to the participant’s consent.  Again, none of the students failed to 

exhibit the five core Franciscan values.  The sample mortality (attrition) is the number of pre-

licensure BSN students who voluntarily withdrew, dropped out or were asked to withdraw from 

the study (Fawcett & Garity).  Fortunately, the sample mortality rate for this study was zero.      

 However, due to a comprehensive primary data screening which used the following 

exclusion criteria: (1) participant did not complete the TSET and Background Information Sheet; 

or (2) participant left more than one answer blank on TSET or Background Information Sheet, 

nine cases were removed from the original 133 member dataset, bringing the total sample size 

down to 124 subjects.   

 Next, the descriptive statistics obtained from the Background Information Sheet (Appendix 

F) were reviewed.  While completing this form, participants were given the opportunity to 

indicate which of three current clinical course subcategories applied to them, “NUR 313, “NUR 

205”, and “none”.  Upon review of the descriptive statistics for this variable, it was noted that 

less than 10% of the participants responded with NUR 205 or none responses.  Similarly, more 
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than 90% of the participants reported their gender as female.  Based on the 90--10 splits between 

the two categories of current clinical course and gender, these two original demographics were 

eliminated from future analysis as per the guidelines from Mertler & Vannatta (2010).  In 

addition, three of the remaining six independent variables were modified due to one or more of 

their levels being below 10% of the total sample size.  “Age” was recoded as a new variable with 

two categories (1) “under 30” and (2) “30 and older”, from the original six categories.  

“Healthcare” was recoded into a new variable with two categories (1) “none” and (2) “LPN or 

other”, from the previous three categories.  “Race” was recoded into a new variable with two 

categories (1) “White” and (2) “all other” from the original seven categories.   

Additional secondary data screening, which entailed looking at tests for normality 

revealed that several cases appeared as outliers in multiple boxplots for the affective, cognitive 

and practical SEST scores.  For example, cases 38 and 81 appeared as outliers for affective pre-

test SEST scores for age and the previous healthcare experience (Appendix G, Figures G1 and 

G2).  Upon completion of the secondary data screening, six healthcare experience cases were 

eliminated because they were determined to be outliers by how often they appeared outside the 

boxplots for several of the variables.  This was accomplished through the creation of Filter1.  

Filter1 eliminated the following outliers: affective pre-test scores that were less than or equal to 

4.0, affective post-test scores that were less than or equal to 6.51, cognitive post-test scores that 

were less than or equal to 6.2, and practical post-test scores that were less than or equal to 5.97.  

Then, the whole screen was completed again after the initial exclusions and corrections. The 

second screening of the boxplots identified additional outliers such as cases 34 and 95 (Appendix, 

Figures G3-G4) that were then removed by Filter2.  Filter2 eliminated the following outliers: 

affective pre-test scores that were less than or equal to 5.28, affective post-test scores were less 
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than or equal to 7.38, cognitive post-test scores that were less than or equal to 6.53, and practical 

post-test scores that were less than or equal to 5.97, deleting seven more cases from the data set.  

Overall, the original sample was reduced by nine cases (primary screening) and by 13 cases 

(secondary screening).  At this time the tests of normality were again reviewed.  They revealed 

the data points fell clustered around the line, indicating normality (Norusis, 2012) on the Q-Q 

plots for the all of the affective, cognitive, and practical SEST scores.  The researcher only 

included Q-Q plots for the affective pre- and post-test SEST scores and the composite of the 

affective, pre- and post-test SEST scores in Appendix G, Figures G5-G52 because of the large 

number of Q-Q plots utilized during the screening.  The normal Q-Q plots all cluster around the 

line, indicating normality (Mertler & Vannatta, 2010).  The boxplots for the affective, cognitive, 

and practical pre- and post-test SEST scores and the composite of the affective, cognitive, and 

practical pre-and post-test scores are found in Appendix G, Figures G53-G64.  Several (repeated) 

outliers were still present (Figures G55, G57, G58, and G61).  The researcher chose not to 

remove these outliers, in favor of retaining a larger sample size.  The rationale for this decision 

was based on the results of the Mahalanobis Distance test, which will reveal at the end of this 

section that there were no multivariate outliers (n = 111).   

Levene’s test was used to check for homoscedasticity, also known as homogeneity of 

variances when comparing groups (Mertler & Vannatta, 2010) for the affective, cognitive, and 

practical pre- and post-test SEST scores and the composite of the affective, cognitive, and 

practical pre- and post-test SEST scores.  Results are found in Table G1 through Table G8 in 

Appendix G indicating that all variances were equivalent except for college-level diversity 

course for the affective pre-test SEST scores (p = .007), and age for the cognitive pre-test SEST 
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scores (p = .030), but not for any of the other pre- and post-test SEST scores, including the 

composite pre- and post-test SEST scores.   

Finally, Mahalanobis Distance (test for multivariate outliers) was executed and no 

additional outliers were identified (Table G9 in Appendix G).  Multivariate scatterplots were 

generated (Figures G65 and G66 in Appendix G) and appeared reasonably elliptical in shape for 

all data, indicating multivariate normality and linearity (Mertler & Vannatta, 2010).  Box’s M 

tests originally revealed a single problem with homoscedasticity for current college-level 

diversity course on the original sample (n = 133) (Appendix G, Table G10).  The problem was 

resolved after removing the 13 outliers with Filter2 (Table G11 in Appendix G).  Box’s M test 

for the composite for the six independent variables revealed no problem with homoscedasticity 

(n = 111).   

Forty-two participants were in the service-learning treatment group and 69 were in the 

interview with a client from another culture treatment group.  In addition, when applicable, the 

observed power for the various statistical tests was generated. 

Characteristics. 

 First, the demographic characteristics of the school children who attended the SRYI show 

that the children who received the service-learning intervention were more culturally diverse 

than the nursing students who provided the service-learning educational programs.  The 75 

children who were actively enrolled in the SRYI were predominately male, non-White Hispanics, 

English speaking, and ranged in age from 7-14 years old (M. Burton, personal communication, 

March 30 and 31, 2010).  Second, the student demographic data for the faith-based university 

wherein the target population was selected showed the pre-licensure BSN students were 

predominately female, White/Non-Hispanic, under the age of 30, and spoke English as their first 
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language (M. E. Symanski, personal communication, March 27, 2009).  Third, the researcher 

reviewed the students’ demographic characteristics who took part in the two interventions and 

found the majority of the students in the service-learning intervention group and the interview 

intervention group were female, White, under the age of 30, and spoke English as their first 

language.  Hence, this demographic characteristic of the sample was representative of the 

targeted population at this faith-based university. 

 Pre-licensure BSN students participating in the study were asked to complete a 

background information sheet at the beginning of the study.  The following seven demographic 

variables were initially investigated: age, gender, race, language, current clinical course, previous 

healthcare experience, and previous college-level diversity course (See Appendix H for Coding 

Scheme).   

Recruitment procedure.      

 Students who were enrolled in the pre-licensure BSN program at the university and who 

were registered for NUR 312, the TCN or TCN/Service-Learning course, during the three year 

time-span of the study were asked to volunteer for this study.  All of the students who 

volunteered became the target population of this research study.  No other recruitment processes 

were completed. 

 Setting. 

 Data collection for this research study took place in the classroom at this faith-based 

university; however the research intervention, service-learning activities with the participants of 

the SRYI, took place at a church social hall.  The SRYI has been under the direction of the 

community engagement department of the university since its inception.  Prior to planning the 

service-learning intervention with this group, the researcher met with a focus group that 
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consisted of the parents of the SRYI participants.  During this focus group, the researcher’s plan 

to have junior level nursing students provide health education sessions with the SRYI was 

explained and the SRYI participants’ parents were asked for their feedback regarding the 

prospective health topics that would be included in the health education sessions.  The researcher 

led this focus group, all of the questions and answers were provided in English and in Spanish.  

The focus group’s responses were audiotaped and interpreted by the university’s Coordinator of 

Multicultural Initiatives and the VISTA Corps volunteer who oversaw the SRYI Program during 

the 2009-2010 school year (both of these persons were fluent in Spanish).  The topics for the 

health education sessions were determined by the researchers’ previous health education 

experience with students aged 7-14, the review of the literature, and the focus groups’ responses.  

The topics selected were nutrition, dental health, exercise, rest and relaxation, safety, and 

emergency preparedness.  Sample request and permission letters to complete service-learning 

activities with the SRYI group are located in Appendices G and H as well as the sample 

permission letters that were distributed to the SRYI children and their parents (Appendices K  

and L). 

 Equipment. 

 Copies of the TSET (Jeffreys, 2006), background information sheet, and pencils were 

provided to all of the participants.  The professional program’s graduate assistant, who had also 

inputted previous years of TSET data after receiving training from the university’s Director of 

Institutional Research, inputted the TSET and background information data into EXCEL and/or 

SPSS files.  The data files were stored on the researcher’s home and university computers.  Both 

computers could not be accessed without passwords that were only known to the researcher; this 

helped assure the confidentiality of the data. 
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Instrumentation 

Permission was requested from the TSET’s author and the publisher (Appendices M and 

N) and granted (Appendices O and P) to use the TSET (Jeffreys, 2006).  Jeffreys added to the 

body of knowledge about TCN when she recognized the need to develop a quantitative 

assessment tool, which would evaluate nursing students’ perceived TSE among culturally diverse 

clients (Jeffreys, 2006).  Consequently, the TSET was created to measure students’ self-efficacy 

for performing TCN skills with diverse populations.  Jeffreys (2010) stated, “one underlying 

assumption of the TSET is that all students and nurses (regardless of age, ethnicity, gender, 

sexual orientation, lifestyle, religion, socioeconomic status, geographic location, or race) require 

formalized educational experiences to meet culture needs of diverse populations” (p. 82). 

The 83-item TSET (Appendix A) contains three subscales: Cognitive (25 items), practical 

(28 items), and affective (30 items) to help determine if the educational interventions change 

students’ TSE.  Each item measures the students’ confidence on a 10-point rating scale (1 = not 

confident to 10 = confident) (Jeffreys, 2010).  The cognitive subscale asks the participants about 

their self-efficacy in transcultural nursing; the practical subscale asks the participants about their 

self-efficacy for interviewing culturally diverse clients, and the affective subscale addresses the 

participants’ attitudes, values, and beliefs (Jeffreys, 2010).  Self-efficacy strength (SEST) also 

needs to be defined at this point because it is the most commonly used calculation in self-

efficacy studies (Lee & Bobko, 1994).  SEST refers to the “average strength of the self-efficacy 

perceptions within a particular (subscale) of the construct” when using the TSET (Jeffreys, 2006, 

p. 175).  SEST scores are calculated by adding the responses in each of the three subscales and 

then by dividing the subscale totals with the number of subscale items (Jeffreys, 2010).  For 

example, in the cognitive subscale there are 25 questions and if the cognitive item subscale sum 
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of a participant equals 150, the researcher would divide 150 by 25 producing the number 6 as the 

participant’s SEST score.  SEST scores can be used to determine which participants are less 

confident, therefore avoiding transcultural tasks.  Researchers can also ascertain which 

participants are supremely confident; and therefore, may inadequately prepare or view the task as 

not nonessential (Jeffreys, 2006).  In addition, researchers can use SEST scores to “compare with 

a demographic variable, or compare within a group (Jeffreys, 2010, p. 79). 

 After being used by graduate students, faculty, and other healthcare professionals around 

the world in various studies, the TSET has been recognized to be a reliable and valid tool to 

detect TSE within groups and between groups (Jeffreys, 2010).  According to Jeffreys (2010), 

“Cronbach’s alpha is the preferred measure of internal consistency because all items are 

compared with each other and with the total questionnaire” (p. 78).  A pilot study completed by 

Jeffreys and Smodlaka (1996) with 357 associate degree-nursing students generated an internal 

consistency coefficient of 0.98 for the total 83-item TSET, with subscale alpha coefficients 

of 0.96 (cognitive), 0.97 (practical), and 0.96 (affective).  Additionally, Jeffreys and Smodlaka 

(1998) completed a larger study with 1,260 undergraduate nursing students, which generated an 

internal consistency coefficient of 0.98, with subscale alpha coefficients of 0.95 (cognitive), 0.97 

(practical), and 0.96 (affective).  Several other studies have also demonstrated that the TSET has 

a high level of reliability and internal consistency (Jeffreys, 2010).  Moreover, six doctorally 

prepared nurses who were certified in TCN determined the TSET’s content validity (Jeffreys & 

Smodlaka, 1996).  Recently, a Common Exploratory Factor Analysis (CEFA) completed by 

Jeffreys and Dogan (2010) reinforced the content validity assessment by experts in the TCN field.  

In addition, the CEFA study (Jeffreys & Dogan) provided supportive evidence that the TSET 
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evaluates various dimensions of TSE while also distinguishing between the three dimensions of 

learning (cognitive, practical, and affective) (Jeffreys, 2010). 

Independent and Dependent Variables Operationalized  

The pre-licensure BSN student’s affective, cognitive, and practical SEST mean scores 

and the composite of the affective, cognitive, and practical SEST mean scores were the 

dependent variables.  The dependent variables were measured by the TSET, which utilizes a 10-

point rating scale, (1 equals not confident and 10 equals confident) (Jeffreys, 2010).  The 

summations of all of the participants’ responses for each of the three subscales of the TSET, 

(affective, cognitive, and practical) and the composite of the three subscales were then divided 

by the number of questions in each of the three subscales (30, 25, and 28, respectively) and by 

the total number of questions (83).  Thus, obtaining the affective, cognitive, and practical SEST 

mean scores and the composite of the affective, cognitive, and practical SEST mean scores.  

One of the independent variables was the educational intervention (service-learning or 

interview) and the other six independent variables were age, language, race, current clinical 

course, previous healthcare experience, and previous college-level diversity course.  Data 

gleaned from the TSET pre- and post-tests and the background information sheets assisted the 

researcher to begin to determine if any of these demographics impacted pre-licensure BSN 

students in any capacity before or after they completed service-learning activities with the SRYI 

participants. 

 Treatment was determined by which year the student enrolled in the TCN or 

TCN/Service-Learning course.  During the first two years of the study, students participated in 

the interview with a client from another culture intervention and therefore, “interview” was used 

to define that intervention.  In the third year, students participated in the service-learning 
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intervention and “service-learning” was used to label that intervention.  In either grouping, the 

time elapsed between pre- and post-testing was four months. 

After the descriptive statistics for demographic data obtained from the Background 

Information Sheet were analyzed, three of the demographics were recoded so that there would 

not be 90-10 splits between categories because categories with only 10% of the population 

impact the data analysis more than those with 90% of the population (Mertler & Vannatta, 2010).  

Age was one of the demographics that was recoded into two categories, “under 30” and “30 and 

older” instead of the original six categories.  English as a first language continued to have two 

categories, either “yes” or “no”.  Race was another one of the categories that was recoded into 

two categories, “White” and “All other”, instead of the original eight categories.  Previous 

healthcare experience originally had three categories, but was recoded into “none” and “LPN or 

other”.  The previous college-level diversity course continued to have two categories, “yes” or 

“no”. 

Procedures for Data Collection 

 Human Subject Protection. 

 Permission was received from the university’s Institutional Review Board (IRB) 

(Appendix Q) and from the university’s Director of the Center for Community Engagement 

(Appendix J) to proceed with this research study.     

The researcher included transportation and safety issues related to going to and from the 

service-learning site at an urban setting as a possible risk.  Consistent with the university’s policy, 

the study participants were asked to complete the Off-Campus Permission form (Appendix R); 

the researcher completed the Request for Approval for Off-Campus Experiences form (Appendix 

S) and followed the clear instructions for approved off-campus experiences (Appendix T).  
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Students were asked to travel in pairs or in groups when they travelled to and from the facility 

and they were encouraged to park in the church’s parking lot to minimize their risks.  Members 

of the university’s Center for Community Engagement and the researcher monitored this possible 

risk closely throughout the semester by asking the students directly if they encountered any 

problems with transportation and safety.  No students reported transportation or safety issues. 

  One anticipated benefit for the study participants was they would have the opportunity to 

participate in planned service-learning activities during the required TCN/Service-Learning 

course.  Another anticipated outcome was the students would increase their perceived 

transcultural self-efficacy through this service-learning experience.  Equally important, nursing 

students would have the opportunity to teach health related topics to a diverse population, which 

could in turn help the SRYI participants to live longer, safer, and healthier lives.  Service-

learning activities with the SRYI would provide nursing students with many opportunities for 

professional growth, not only related to cultural competence, but also to civic responsibility.  

Further, it can also build partnerships with clients as well as the community to achieve desired 

outcomes.     

  Likewise, the SRYI participants (children aged 7-14) would have the opportunity to be 

open to sharing information about their cultural backgrounds.  As well as participate in the 

educational experiences to learn information about living healthier, longer, and safer lives.  A 

perceived downstream outcome would be the SRYI participants may share this health and safety 

related information with their family members and friends impacting more people in this 

vulnerable population.  Another anticipated outcome would be some of the SRYI participants 

may decide to enter a health career in the future based on their discussions with the nursing 

students during this project.     
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  There is also a practical significance associated with leaders sharing the benefits that 

nursing students received after engaging in service-learning activities with school-age children 

and young adolescents within a disenfranchised community.  Sharing results from this study at 

professional conferences or in the literature may influence other leaders in higher education, 

nursing education, and service-learning organizations to develop similar programs to address the 

specific healthcare needs within their communities. 

  Finally, to prepare the students for this study, the possible safety risks related to 

transportation/parking were explained to all study participants.  In order to provide the students 

with this service-learning opportunity to teach and engage with this vulnerable population, the 

slight risks had to be addressed with the students, but they did warrant curtailing the research 

project.  A staff member from the university’s Center for Community Engagement reinforced the 

need to overcome slight barriers in order to provide this valuable learning experience to our 

community partner by stating, “we must go to them, they cannot come to us” (personal 

communication, J. Umbenhauer, December 12, 2009). 

Data Collection. 

At the request of this nurse researcher, a university nursing faculty member distributed 

and explained the students’ consent forms (Appendix U), the background information sheet 

(Appendix F), and the Transcultural Self-Efficacy Tool (TSET) (Appendix A) to the NUR 312 

pre-licensure BSN students throughout the research study.  Furthermore, that same nursing 

faculty member provided each student with a coded number to use when completing the TSET 

and the attached background information sheet to maintain the students’ confidentiality 

throughout the study.  The researcher did not have access to the code sheet used by the nursing 

faculty member on the day the TSET was administered as a post-test.  The nursing faculty 
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member kept the code sheet in a locked file cabinet.  The nursing faculty member completed the 

National Institute of Health Training certificate program as a doctoral research requirement, as 

this nurse researcher did, as a requirement of the university’s IRB for completion of this research 

study.  Hard copies of the students’ completed consent forms, TSETs, and background 

information sheets were kept in a locked file cabinet in the nurse researcher’s office.  

Data Analysis 

 Quantitative measures were utilized to analyze the effectiveness of using either the 

service-learning intervention with the TCN/Service-Learning course and an interview (with a 

client from another culture) intervention with the TCN course to change BSN students’ 

perceived TSE.  In this research study, the TSET (Jeffreys, 2006) was administered as a pre-test 

at the beginning of the semester during years 2008, 2009, and 2010 and as post-test at the 

conclusion of the respective semester.  Pre-test and post-test data were analyzed using SPSS and 

EXCEL to determine the students’ SEST results as suggested by the author of the TSET 

(Jeffreys, 2006).  In addition, demographic information was collected to facilitate the expansion 

of scientific knowledge about the targeted population (Jeffreys, 2006).  Cronbach’s alpha was 

calculated at the request of the TSET’s author.  A variety of univariate and multivariate statistical 

tests were used to answer the five research questions that guided this study.  The five research 

questions and hypotheses and their corresponding statistical tests are listed in Table 2.  These 

statistical tests are discussed in detail in chapter IV. 

Chapter III Summary 

Chapter III described the multi-year, non-equivalent, quasi-experimental research design 

used to assess the TSE of pre-licensure BSN students before and after the TCN and 

TCN/Service-Learning courses at this small faith-based university.  The chapter reviewed the 
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following: research questions, variable descriptions, research design, sample selection and size, 

exclusion and inclusion criteria, characteristics, recruitment procedure, setting, equipment, 

instrumentation, operationalized independent and dependent variables, and the procedures for 

data collection, which included human subject protection, data collection, and data analyses.  In 

addition, the various methodologies used to test the five research questions and hypotheses were 

presented in this chapter.   
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Table 2. Research Questions, Research Hypotheses, and Corresponding Statistical Tests 

Research Questions Research Hypotheses Statistical 

Test 

Question (1): Is there a statistically 

significant change in pre-licensure BSN 

students’ perceived cognitive, practical, 

and affective dimensions of transcultural 

self-efficacy as a result of an educational 

intervention? 

Ha (1): There will be a statistically 

significant change in pre-licensure 

BSN students’ perceived 

cognitive, practical, and affective 

dimensions of transcultural self-

efficacy as a results of an 

educational intervention. 

Repeated 

measures 

MANOVA 

Repeated 

measures 

ANOVA 

(Composite) 

Question (2). Are there statistically 

significant correlations between the 

cognitive, affective, and practical self-

efficacy strength pre- and post-test scores? 

Ha (2): There are statistically 

significant correlations between 

the cognitive, affective, and 

practical self-efficacy strength 

pre- and post-test scores. 

Pearson 

Product 

Moment 

Correlation 

Question (3): How will selected 

demographics (age, language, race, and 

previous educational/work experience) 

influence pre-licensure BSN students’ 

perceived confidence prior to an 

educational experience? 

Ha (3): There is a statistically 

significant difference in the pre-

test SEST scores between two 

levels in at least one of the 

selected demographic categories. 

MANOVA 

ANOVA 

(Composite) 

Question (4): Is there a statistically 

significant difference in the amount of 

change in pre-licensure BSB students’ 

perceived transcultural self-efficacy, as a 

result of the type of treatment in the 

educational intervention (service-learning 

versus interview)? 

Ha (4): There is a statistically 

significant difference in the 

amount of change in the pre-

licensure BSN students’ perceived 

transcultural self-efficacy, as a 

result of the type of treatment in 

the educational intervention 

(service-learning versus 

interview)? 

Repeated 

measures 

MANOVA 

 

Repeated 

measures 

ANOVA 

(Composite) 

Question (5): Is there a statistically 

significant difference in the amount of 

change in the pre-licensure BSN students’ 

perceived transcultural self-efficacy after 

an educational intervention, between the 

two levels in each group of selected 

demographics (age, language, race, and 

previous educational/work experience? 

Ha (5): There is a statistically 

significant difference in the 

amount of change in pre-licensure 

BSN students’ perceived 

transcultural self-efficacy after an 

educational intervention, between 

the two levels in at least one of 

the selected demographic 

categories. 

Repeated 

measures 

MANOVA 

 

Repeated 

measures 

ANOVA 

(Composite) 
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Chapter IV 

Presentation and Analysis of Data 

 

 Chapter IV focuses on the statistical analysis of the data obtained from the pre-licensure 

BSN students’ Background Information Sheets and TSETs (Jeffreys, 2006).  The analysis was 

performed using IBM SPSS 19 after the completion of the data screening.  Then, the descriptive 

statistics of the demographics of the two intervention groups (interview versus service-learning) 

are presented.  Cronbach’s alpha results are presented to reveal the reliability results of the TSET 

for this population.  Statistical data analyses are presented and discussed to in relation to the five 

research questions.  Finally, the null hypothesis associated with each research question is either 

rejected or not based on the results of the inferential (correlation, univariate and multivariate 

ANOVA) statistical tests used for this research study.  

The Sample  

One hundred and thirty-three pre-licensure BSN students volunteered to participate in 

this research study.  Study participants were given the opportunity to self-report their affective, 

cognitive, and practical TSE, as measured by the TSET (Jeffreys, 2006) (Appendix A) and their 

current demographic information on the Background Information Sheet (Appendix F).  Data 

obtained from the study participants’ Background Information Sheets became the selected 

demographics (age, language, race, and previous educational/work experiences) evaluated in this 

research study.   

A review of the literature provided scant information about the influence that these 

selected demographic variables had on nursing students’ TSE.  However, the author of the TSET 

suggested that demographic variables should be investigated in future TSE studies utilizing the 

TSET (Jeffreys, 2006) to determine their impact on students’ TSE.  Given the minimal amount 
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of information from which to create specific hypotheses for each of the demographics being 

investigated in this study, the researcher decided to take an exploratory approach by 

incorporating the demographics into one hypothesis to determine if one or more of the 

demographic variables impacted pre-licensure students’ TSE.   

Data were initially screened using the exclusion criteria described in chapter III and then 

using the guidelines suggested by Mertler and Vannatta (2010).  After careful review of the 

comprehensive data screening, a total of 13 study participants were eliminated from the study 

sample, resulting in 111 participants in the final data analysis.  

Of the 111 participants, 62% participants completed an interview with a client from 

another culture and 38% had a service-learning experience with the SRYI.  The large majority of 

participants in the interventions were under age 30, had healthcare experience as either a LPN or 

other healthcare provider, had not taken a previous college-level diversity course, and identified 

themselves as White.  The service-learning group differed slightly from the interview group in 

that the service-learning participants had marginally higher percentages in the following 

subcategories than the interview group: under age 30, did not speak English as their first 

language, White race, and no previous college-level diversity course (Table 3). 
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Table 3 

Demographics of the Interview and the Service-Learning Groups 

    Interview (n = 69)        Service-Learning (n = 42)  

Characteristic n % n % 

Age     

   Under 30 58 84% 37 88% 

   30 and older 11 16% 5 12% 

English as First Language     

   Yes 61 88% 34 81% 

   No 8 12% 8 19% 

Race     

   White 53 77% 35 83% 

   All other 16 23% 7 17% 

Healthcare experience     

   None 28 36% 18 36% 

   LPN or other 41 64% 24 64% 

College diversity course     

   Yes 17 25% 7 17% 

   No 52 75% 35 83% 

Note. N = 111.  

 

 

Next, the Cronbach’s alpha results are discussed to demonstrate the appropriateness of 

using the TSET for this research study. 

Cronbach’s Alpha Results 

Cronbach’s alpha was calculated for the three subscales and the total TSET on the pre- 

and post-test data to determine how valid and reliable the TSET was with this target population, 

to allow future researchers to compare this study’s results with previous psychometric properties, 

and to add to the body of knowledge regarding the internal consistency of the TSET.  The 

reliability coefficients are presented in Table 4.  All reliability coefficients were very close to 

1.00, thus demonstrating that the TSET had a high internal consistency for this sample (Cronk, 

2010).  Therefore, the inferential tests were conducted.  Throughout the discussions of the 
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analyses of the statistical tests, significance refers to statistically significant results.  The 

significance level was set at .05 unless otherwise noted. 

 

Table 4 

TSET Reliability  

             Measure Cronbach’s Alpha (N = 111) 

Pre-test  

Total TSET 0.977 

Cognitive subscale 0.979 

Practical subscale 0.976 

Affective subscale 0.940 

Post-test  

Total TSET 0.984 

Cognitive subscale 0.972 

Practical subscale 0.978 

Affective subscale 0.957 

 

 

 

Research Questions/Hypotheses and Results  

Question (1): Is there a statistically significant change in pre-licensure BSN students’ perceived 

cognitive, practical, and affective dimensions of transcultural self-efficacy as a result of an 

educational intervention?  

H0  (1): There will be no statistically significant change in pre-licensure BSN students’ perceived 

cognitive, practical, and affective dimensions of transcultural self-efficacy as a result of an 

educational intervention. 

 Ha  (1): There will be a statistically significant change in pre-licensure BSN students’ perceived 

cognitive, practical, and affective dimensions of transcultural self-efficacy as a result of an 

educational intervention. 
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 This researcher sought to determine, via the administration of the TSET to pre-licensure 

BSN nursing students during two different time periods (prior to an educational intervention and 

at the end of the intervention), whether there was a change in the mean scores of the three 

different TSET subscales (cognitive, practical, and affective) and the mean composite score for 

the three subscales based on an educational intervention.  Rather than completing multiple 

paired-t tests which would have inflated the Type I error rate, a repeated measures multivariate 

ANOVA (MANOVA) was selected because it decreases the chance of making a Type I error and 

statistically compensates for the multiple comparisons, thus providing a single answer that shows 

if any of the groups being investigated is different than any of the groups (Cronk, 2010).  Cronk 

added, a “repeated measures ANOVA extends the basic ANOVA procedure to a within-subjects 

independent variable (when participants provide data for more than one level of an independent 

variable)” (p. 73).  Repeated measures ANOVA, also called a within-subjects ANOVA, is a one-

way ANOVA that is used for related, not independent groups (Laerd Statistics, 2012) to measure 

subjects two or more times on the dependent variable.  “Like its two-condition paired-t test, the 

within-subjects ANOVA [repeated measures ANOVA] capitalizes on the covariance of scores 

across conditions to reduce error and thereby increase power” (Berkman & Reise, 2012, p. 123).  

Since this analysis included multiple dependent variables (cognitive, practical, affective SEST 

scores), a repeated measures MANOVA was used. 

Next, the assumptions for a repeated measures MANOVA are reviewed.  First, the initial 

screening for multivariate normality entailed looking at the univariate normality via the normal 

Q-Q plots (Appendix G, Figures G3 – G16), which reflected normality, as well as the bivariate 

scatterplots (Appendix G, Figure G65), which appeared to be fairly elliptical, indicating that the 

variable combinations met the assumptions of normality and linearity (Mertler & Vannatta, 
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2010).  The Levene’s test for equality of variance indicated homogeneity of variance for all 

dependent variables (p > .05) except for language (p = .05) for the affective post-test scores 

(Appendix G, Table G1-G8).  Another assumption of the repeated measures ANOVA is that the 

measurements should be from the same or related participants (Cronk).  The pre- and post-test 

TSET measurements were taken on the same participants throughout the study.  Another 

assumption, sphericity “refers to the equality of variances of the differences between treatment 

groups” (Field, 2009, p. 459).  It was not of concern when reviewing this statistical analysis 

because only two conditions existed (administration of the TSET pre- and post-test).  Since the 

dependent variables were measured at a ratio scale and were considered normally distributed 

based on the review of several indicators, the two assumptions for all ANOVAs were met (Cronk, 

2010).   

After the assumptions were met, a repeated measures MANOVA was utilized to 

determine the overall pre- to post-test change in SEST scores for the dependent variables, 

without regard to any of the independent variables (i.e. there was no between subjects analysis in 

this question).  In addition, a repeated measures MANOVA was completed on the composite file 

to determine the overall change from pre- to post-test SEST scores for the composite data.  

While using the repeated measures ANOVA, the researcher determined a within-subjects factor, 

which is “a factor that distinguishes measurements made on the same subject or case rather than 

distinguishing different subjects or cases” (Norusis, 2012, p. 616).  For this statistical analysis, 

the within-subjects factor was the educational intervention.  

First, the descriptive statistics that were generated during the repeated measures 

MANOVA are discussed.  Table 5 reveals the descriptive statistics for the eight different SEST 

scores (affective pre-test, affective post-test, cognitive pre-test, cognitive post-test, practical pre-
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test and practical post-test, and the composite pre-test and post-test), which were examined 

without regard to the type of treatment the study participants received or to any demographic 

categories.  For the sample data, there was a statistically significant change (p < .05) in SEST 

scores for the affective, cognitive and practical dimensions, as well as the composite scores (See 

Table 5).  The mean differences between the affective, cognitive and practical pre-test scores and 

the affective, cognitive, and practical post-test scores were 1.33, 2.58, and 2.85, respectively.  

Thus, for the sample data, the greatest amount of change that occurred from pre- to post-test 

occurred in the practical domain and the least occurred in the affective domain.  The mean 

difference between the composite pre-test SEST scores and the composite post-test scores was 

2.19. 

 

Table 5 

Descriptive Statistics for SEST scores (N = 111) 

 95% CI 

Measure M SD SE LL UL 

Affective pre-test 7.90 0.97 .09 7.72 8.09 

Affective post-test 9.24 0.57 .06 9.13 9.35 

Cognitive pre-test 5.90 1.73 .17 5.57 6.23 

Cognitive post-test 8.48 0.81 .08 8.32 8.63 

Practical pre-test 5.81 1.52 .14 5.52 6.09 

Practical post-test 8.65 0.80 .08 8.50 8.80 

Composite pre-test 6.52 1.11 .15 6.21 6.80 

Composite post-test 8.71 0.63 .08 8.56 8.89 

Note. CI = confidence interval; LL = lower limit, UL = upper limit. The highest and lowest mean 

scores for the pre-tests and post-tests are in bold. 
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Next, the results of a repeated measures MANOVA for the 3 dependent variables and 

their composite are presented (Table 6).  At a multivariate level, the overall change in SEST 

scores was statistically significant and is almost entirely explained by the intervention:  

Wilks’ Λ = .194, F(3, 108) = 149.93, p < .001, n
2 

= .806.  However, as noted previously, this 

result does not distinguish between the types of intervention.  Then, the univariate level (using 

Bonferroni correction) was examined for the affective, cognitive, and practical SEST scores.  

The Bonferroni procedure is the most conservative comparison test that multiplies “the usual 

observed significance level by the number of comparisons…for a small number of pairwise 

comparisons between means or for contrasts between means” (Norusis, 2012, p. 154).  The 

results were highly significant for all four of the dependent variables: affective F(1, 110) = 

230.62, p < .001, n
2
 = .68; cognitive F(1, 110) = 244.83, p < .001, n

2
 = .69; practical F(1, 110) = 

380.13, p < .001, n
2
 = .78; and composite F(1, 109) = 232.53, p < .001, n

2
 = .68.  The relatively 

high effect sizes (68% to 78%) show that the highly significant (p < .001) changes from pre- to 

post-test to a great extent are explained by the intervention (independent of particular treatment) 

the participants received (Table 6).   

In summary, the repeated measures MANOVA results indicated a cultural educational 

intervention elicited a statistically significant increase  (p < .001) in SEST scores for the affective, 

cognitive, and practical subscales and for composite SEST scores.  Pairwise comparisons are 

shown in Table 7.  As a result of rejecting the null hypothesis for question 1, the alternate 

hypothesis (there will be no statistically significant change in pre-licensure BSN students’ 

perceived cognitive, practical, and affective dimensions of transcultural self-efficacy as a result 

of an educational intervention) was accepted (p < .001). 
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Table 6 

MANOVA Summary Table: Affective, Cognitive, Practical, and Composite SEST scores (Tests 

Within Subjects Contrasts) 

Source SS df MS F p Partial n
 2
 
 

OP 

Educational intervention        

Affective   98.70 1 98.70 230.62 .000*** .677 1.000 

Cognitive 368.81 1 368.81 244.83 .000*** .690 1.000 

Practical 449.29 1 449.29 380.13 .000*** .776 1.000 

Composite 141.87 1 141.87 232.53 .000*** .681 1.000 

Error (Educational intervention)        

Affective   47.07 100 .43     

Cognitive 130.01 110 1.18     

Practical  66.50 109 .61     

Composite 66.50 109 .61     

Note.  Partial n
 2

 = partial eta squared, OP = observed power.  

*** p < .001. 

 

 

 

Table 7   

Estimated Margin Means for SEST Scores 

 Estimates Pairwise Comparisons 

 95% CI  

Measure M SE LL UL M dif. SE p 

Affective pre-test 7.90 .092 7.72 8.09 -1.33 .088 .000*** 

Affective post-test 9.24 .055 9.13 9.35  1.33 .088 .000*** 

Cognitive pre-test 5.90 .165 5.57 6.23 -2.58 .165 .000*** 

Cognitive post-test 8.48 .077 8.33 8.63  2.58 .165 .000*** 

Practical pre-test 5.81 .144 5.52 6.09 -2.85 .146 .000*** 

Practical post-test 8.65 .076 8.50 8.80  2.85 .146 .000*** 

Composite pre-test 6.51 .147 6.21 6.80 -2.22 .146 .000*** 

Composite post-test 8.73 .083 8.56 8.89  2.22 .146 .000*** 

Note. CI = confidence interval; LL = lower limit, UL = upper limit.  M dif. = mean difference. 

*** p < .001. 
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Question (2): Are there statistically significant correlations between the cognitive, affective, and 

practical self-efficacy strength pre- and post-test scores?  

H0  (2): There are no statistically significant correlations between the cognitive, affective, and 

practical self-efficacy strength pre- and post-test scores. 

Ha  (2): There are statistically significant correlations between the cognitive, affective, and 

practical self-efficacy strength pre- and post-test scores. 

To test for correlations between the affective pre- and post-test SEST scores, cognitive 

pre-and post-test SEST scores, and practical pre- and post-test SEST scores with this study 

population and to compare the results with prior research findings, question 2 was formulated.  

The Pearson Product-Moment correlation coefficient (referred to as Pearson correlation 

coefficient), Cronk, 2010 is considered to be a “bivariate correlation between two variables” 

(Field, 2009, p. 175).  Bandura (1989) stated the self-efficacy subscales of a specific domain 

should have intercorrelations in order to verify that different dimensions within the domain are 

being measured.  Moreover, Jeffreys (2000) in an earlier study found statistically significant 

intercorrelations (p < .001) between subscales means for the cognitive and affective subscales 

(0.53), cognitive and practical subscales (0.62), and the practical and affective subscales (0.68); 

therefore, this researcher wanted to determine if similar findings would occur in this target 

population. 

When interpreting correlation coefficients, Field (2009), emphasized, “they give no 

indication of causality” (p. 373); however, by squaring the correlation coefficient, a measure 

called the coefficient of determination, R
2
 can be obtained to determine the amount of variability 

that one variable shares with the other variable (Field).  Fain (2009) explained the strength of the 
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relationship between variables is noted by the following categories: 1.00 to 0.90: very high, 0.89 

to 0.70: high, 0.69 to 0.50: moderate, 0.49 to 0.26: low, and 0.25 to 0.00: little if any.  

Next the assumptions for this statistical procedure are discussed.  The dependent 

variables were measured on a ratio scale and were normally distributed (Appendix G, Figures 

E5-E28.  However, while reviewing Figures E53-E58 in Appendix G a few outliers were still 

present.  The researcher decided to proceed with conducting the correlation test based on the 

Mahalanobis distance test results that revealed that there were no multivariate outliers present 

(Appendix G, Table G9).  

Pearson Product-Moment correlation coefficients were calculated to determine specific 

bivariate correlations between the following six dependent variables: affective pre- and post-test 

SEST scores, cognitive pre- and post-test SEST scores, and practical pre- and post-test SEST 

scores.  The bivariate correlations across all of the 111 participants are presented in the 

correlation matrix in Table 8.  

Using the aforementioned categories identified by Fain (2009) and the statistical measure 

identified by Field (2009) to interpret correlational relationships, it was determined that 

statistically high correlations existed between cognitive SEST post-test scores and the practical 

SEST post-test scores: r(111) = .725, R
2 

= .525, accounting for 52.6% of the variation of SEST 

scores.  In other words, much of the variability in the cognitive SEST post-test scores is shared 

by the practical SEST post-scores.  Participants who scored higher on the cognitive SEST post-

test also scored higher on the practical SEST post-test scores and vice versa.  Furthermore, 

moderate correlations existed between affective SEST pre-test scores and practical SEST post-

test scores r(111) = .680, R
2 

= .462, accounting for 46.2% of the variation of SEST scores and 
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the affective SEST post-test scores and affective SEST pre-test scores r(111) = .550, R
2 

= .302, 

accounting for only 30.2% of the variation of SEST scores.  

Consequently, as a result of rejecting the null hypothesis, (p < .05), the alternate 

hypothesis (there are statistically significant correlations between the cognitive, affective, and 

practical self-efficacy strength pre- and post-test scores), was accepted.  These bivariate 

correlations and coefficients of determination were significant and were expected findings 

according to previous research by Bandura (1989) and Jeffreys (2000).   

Pearson Product-Moment correlation coefficients were calculated to determine if 

multicollinearity was issue for any of the six dependent variables before the multivariate research 

analyses were completed as suggested by Grice & Iwasaki (2007).  Grice and Iwanski argued 

that unless the correlations of dependent variables are greater than 90%, multivariate statistical 

models could be used because “they incorporate the interrelations among the variables…” (2007,  

p. 220).  Since none of bivariate correlations were higher than 90% in the correlation matrix in 

Table 8, the researcher decided to proceed to utilize more multivariate statistical methods to 

further evaluate the dependent variables.  When there are no significant correlations among the 

dependent variables, then the multivariate analysis would not be recommended and separate 

univariate analyses would be indicated. 
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Table 8  

Measure 1 2 3 4 5 6 

1. Affective pre-test 1.00        .374**       .327**       .300**        .406**        .245** 

2. Affective post-test  1.00  -.003       .550**    .175        .680** 

3. Cognitive pre-test   1.00     .233*        .642**   .152 

4. Cognitive post-test    1.00        .273**       .725** 

5. Practical pre-test     1.00     .239* 

6. Practical post-test      1.00 

Note. * = p < .05 (two-tailed). ** = p < .01 (two tailed). 

 

 

Question (3): How will selected demographics (age, language, race, and previous 

educational/work experience) influence pre-licensure BSN students’ perceived confidence prior 

to an educational experience? 

H0  (3): There is no statistically significant difference in the pre-test SEST scores between two 

levels in at least one of the selected demographic categories. 

Ha  (3): There is a statistically significant difference in the pre-test SEST scores between two 

levels in at least one of the selected demographic categories. 

In question 1, the main focus was to determine whether the variance in the mean SEST 

score changes were explained by the educational intervention.  Question 3 was developed to 

examine the three dependent variables, affective, cognitive, and practical pre-test SEST scores 

simultaneously to determine if any of the five independent variables (age, language, race, 

previous healthcare experience, and previous college-level diversity course) influenced the pre-

licensure BSN students’ SEST pre-test scores prior to an educational intervention.   

Consequently, a multivariate statistical test was used to examine all of the dependent 

variables simultaneously.  The rationale for selecting a MANOVA was that conducting multiple 
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univariate tests (one ANOVA for each dependent variable) would have increased the chance of a 

Type I error (Cronk, 2010).  As a result, a MANOVA was run for each of the demographic 

categories, against the three dependent variables (and their composite). 

Cronk (2010) stated the assumptions of the multivariate tests are that the dependent 

variables are related to one another, should have normal distributions (Appendix G, Figures E5 

through E52), and should be measured in either an interval or ratio scale.  Mertler and Vannatta 

(2010) added the following three assumptions: There should be a random sampling of the 

observations, the relationships of the pairs of dependent variables must be linear, and 

homoscedasticity (assumption of equal covariance matrices) is necessary.  In contrast, 

“MANOVA does not require the restrictive assumption of sphericity” (Howell, 2007, p. 480). 

In this study, the sample was not randomly sampled, due to the quasi-experimental design. 

The researcher acknowledges this additional assumption identified by Mertler and Vannatta 

(2010) was not met.  However, based on the advice of Mertler and Vannatta to focus on the 

assumptions of multivariate normality, homogeneity of covariance matrices and linearity, the 

researcher decided to proceed with this statistical analysis.   

First, the initial screening for multivariate normality entailed looking at the univariate 

normality via the normal Q-Q plots (Appendix G, Figures G3 – G16), which reflected normality, 

as well as the bivariate scatterplots (Appendix G, Figure G65), which appeared to be fairly 

elliptical, indicating that the variable combinations met the assumptions of normality and 

linearity (Mertler & Vannatta, 2010).  Mertler and Vannatta added “with equal or unequal 

sample sizes and only a few DVs [dependent variables], a sample size of about 20 in the smallest 

cell should be sufficient to ensure robustness of violations of univariate and multivariate 

normality” (p. 122).  There were no violations of univariate normality, but the researcher 
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followed up by looking at the cells to ensure robustness.  The smallest cells noted were in 

language and age (participants who did not speak English as a first language, M = 16, and in the 

age cell, participants who were 30 and older, M = 17).  All other cells ranged from 23 to 94, 

which reinforced the robustness of the univariate and multivariate normality of the majority of 

this data.  

Second, to assess the assumption of homoscedasticity, Box’s test results for homogeneity 

of variance-covariance were reviewed.  The Box’s tests indicated equal variances could be 

assumed for all five independent variables (Appendix G, Table G11).  After the assumptions 

were met, a MANOVA was used to calculate the effect of five independent variables (age, 

language, race, previous healthcare experience, and previous college-level diversity course) on 

the three dependent variables (affective, cognitive, and practical pre-test SEST scores).  Next, the 

descriptive statistics obtained from the MANOVA are presented to show the overall and group 

means for the three subscales for the 69 participants in the interview intervention group and the 

42 participants in service-learning intervention group. 

Descriptive Statistics of SEST Scores 

The participants’ pre-test affective, cognitive, and practical SEST descriptive statistics 

were examined and the results are presented in Table 9.  The participants who shared the 

following demographic characteristics had higher SEST scores for all three subscales of the 

TEST: English was not their first language and non-White.  Conversely, participants who spoke 

English as their first language and were White had lower mean SEST scores in all three 

subscales.  Statistics for the intervention groups are also included in Table 9, as are the 

MANOVA results for this independent variable.  This was done to determine whether there were 

any significant differences in the pre-test SEST scores for the two groups, as selected for the 
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research.  If so, this might have raised questions about results for changes in SEST scores for the 

two groups in question/hypothesis 4; however, as seen in Table 10, there was no significant 

difference (p > .05).  After examining the descriptive statistics, the MANOVA results were 

appraised. 

 

Table 9 

Affective, Cognitive, and Practical Pre-Test SEST Score Descriptive Statistics 

Note. The highest and lowest mean scores are in bold. 

  

 

 

  Affective  Cognitive  Practical 

        Characteristic n M SD M SD M SD 

Intervention        

Interview   69 7.75 0.97 5.92 1.67 5.77 1.56 

Service-Learning   42 8.15 0.93 5.87 1.85 5.86 1.46 

Total 111 7.90 0.97 5.90 1.74 5.80 1.52 

Age        

Under 30   94 7.91 0.96 5.88 1.62 5.84 1.50 

30 and older   17 7.88 1.08 5.99 2.32 5.61 1.67 

Total 111 7.90 0.97 5.90 1.74 5.80 1.52 

English as first language        

Yes   95 7.79 0.93 5.72 1.70 5.61 1.47 

No   16 8.60 0.96 6.96 1.58 6.99 1.29 

Total 111 7.90 0.97 5.90 1.74 5.80 1.52 

Race        

White   95 7.75 0.93 5.69 1.71 5.51 1.43 

All other   23 8.49 0.88 6.69 1.64 6.95 1.29 

Total 111 7.90 0.97 5.90 1.74 5.80 1.52 

Healthcare experience        

None   46 7.91 0.99 5.92 1.54 5.99 1.58 

LPN or other   65 7.90 0.96 5.88 1.87 5.67 1.47 

Total 111 7.90 0.97 5.90 1.74 5.80 1.52 

College diversity course        

Yes   23 7.98 1.22 6.09 1.46 6.09 1.58 

No   88 7.88 0.90 5.85 1.80 5.73 1.50 

Total 111 7.90 0.97 5.90 1.74 5.80 1.52 
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MANOVA Results for the Five Independent Variables and Three Dependent Variables 

 The MANOVAs were executed using the three dependent variables (affective, cognitive, 

and practical pre-test SEST scores) and the five independent variables (age, healthcare 

experience, college diversity course or not, English as first language or not, and race).  Wilks’ 

lambda test was used to interpret the MANOVA results for statistically significant results.  

MANOVA results indicated there were statistically significant differences for pre-test SEST 

scores depending on language (p = .001) and race (p = .000) classification (See Table 12). 

Consequently, as a result, the null hypothesis was rejected (p < .001) and the alternate hypothesis 

(there is a statistically significant difference in the pre-test SEST scores between two levels in at 

least one of the selected demographic categories, was accepted.  A crosstabulation was 

completed to determine what percentage of study participants shared language and race 

characteristics.  Out of the 95 participants who spoke English as a first language, 83 (87.4%) 

were White and 12 (12.6%) were all other.  Of the 16 participants who did not speak English as 

their first language, 5 (31.3%) were White and 68.8% were all other.  There were no statistically 

significant differences in pre-test SEST scores for any of the other independent variables (Table 

10).   
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Table 10 

MANOVA Effect Table for the Six Independent Variables 

 

Characteristic                 Λ F p MVn
 2
           OP 

 

Intervention .95 1.74 .163 .047 44.4% 

Age .99 0.30 .819 .009 10.8% 

English as first language  .86 5.69   .001* .138 94.1% 

Race 82 7.83     .000** .180 98.7% 

Healthcare experience  .98 0.60 .616 .015 17.1% 

College diversity course  .99 0.34 .797 .009 11.4% 

Note. MVn
 2

 = multivariate eta squared, OP = observed power; hypothesis df = 3, error df = 107; 

* p < .05. ** p < .01. 

  

The second part of the MANOVA statistical output includes the results of the univariate 

follow-up ANOVAs that were calculated for the language and race variables.  The ANOVAs 

(with Bonferroni correction) indicated that all three pre-test SEST scores were significantly 

different depending on language: affective: F(1, 109) = 10.469, p = .002, n
 2 

=
 
.088; cognitive:  

F(1, 109) = 7.316, p = .008, n
 2

 = .063; and practical: F(1, 109) = 12.535, p = .001, n
 2

 = .103.  

Table 11 displays the pre-test SEST scores pairwise comparisons for the affective, cognitive, and 

practical subscales, including the simultaneous 95% confidence intervals that provided increased 

insight into the variability of plausible mean differences between the two categories of language 

for the three subscales.  The largest mean difference was found between the English as a first 

language and English was not the first language group in the practical subscale.  The smallest 

mean difference was found between the English as a first language and English was not the first 

language group in the affective subscale.  For all three dimensions, the subjects who spoke 
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English as first language had significantly lower pre-test SEST scores.  Mean SEST pre-test 

scores for the three subscales of the two language classifications are repeated in Table 12. 

 

Table 11 

Language and Pre-Test SEST Scores Pairwise Comparisons for the Three Dependent Variables 

      95% CI 

Measure       Language M Dif.   SE     p        LL        UL 

Affective EFL Not   -.815 .252 .002* -1.314 -.316 

 Not EFL   .815 .252 .002* .316 1.314 

Cognitive EFL Not -1.233 .456 .008* -2.137 -.330 

 Not EFL 1.233 .456 .008* .330 2.137 

Practical EFL Not -1.382 .390 .001* -2.156 -.608 

 Not EFL 1.382 .390 .001* .608 2.311 

Note. EFL = English as First Language, Not = English is not first language. CI = confidence 

interval; LL = lower limit; UL = upper limit. 

 * p < .05. 

 

 

 

Table 12 

Means and Standard Deviations for SEST Pre-test Scores and Language Spoken by Subscale  

       Characteristic     Subscale M SD 

 

English as first language 

   

  Yes    

 Affective 7.79 0.93 

 Cognitive 5.72 1.70 

 Practical 5.61 1.47 

  No    

 Affective 8.60 .0.96 

 Cognitive 6.96 1.58 

 Practical 6.99 1.29 
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Due to the overall significance of race on the dependent variables, the univariate main 

effects were also examined.  The follow-up univariate ANOVAs (with Bonferroni correction) 

indicated that all three pre-test SEST scores were significantly different depending on race: 

affective: F(1, 109) = 11.752, p = .001, n
 2  

= .097, cognitive: F(1, 109) = 6.342, p = .013, n
 2 

= .055, and practical: F(1, 109) = 19.265, p = .000, n
 2  

= .150.  In this instance, the Bonferroni 

post hoc analysis revealed that the practical, cognitive, and affective pre-test SEST scores of 

those participants who were White and those who were non-White significantly differed from the 

other pre-test SEST scores.  Table 13 reveals the race and pre-test SEST scores pairwise 

comparisons for the affective, cognitive, and practical subscales, including the simultaneous 95% 

confidence intervals.  The largest mean difference was found between the White and all other 

race group in the practical subscale and the smallest mean difference was found between the 

White and all other race group in the affective subscale.  For all three dimensions, the subjects 

who were White had significantly lower pre-test SEST scores.  Mean pre-test SEST scores for 

the two race classifications are repeated in Table 14. 

 

 

 

 

 

 

 

 

 



  

 121 

Table 13 

Race and Pre-Test SEST Scores Pairwise Comparisons for the Three Dependent Variables 

 95% CI 

Measure Race M Dif. SE p LL UL 

Affective White AO -.774 .217   .001** -1.175 -.314 

 AO White  .774 .217   .001**    .314 1.175 

Cognitive White AO -.999 .397 .013* -1.786 -.213 

 AO White  .999 .397 .013*    .213 1.786 

Practical White AO -1.445 .329     .000*** -2.098 -.793 

 AO White  1.445 .329     .000***    .793 2.098 

Note. AO = All other; M Dif. = mean difference; CI = confidence interval; LL = lower limit; UL 

= upper limit. 

* p < .05. ** p < .01. *** p <.001. 

 

 

 

Table 14 

Means and Standard Deviations for SEST pre-test Scores and Race by Subscale 

Characteristic Measure M SD 

Race    

White    

 Affective 7.75 0.93 

 Cognitive 5.69 1.71 

 Practical 5.51 1.43 

All other    

 Affective 8.49 0.88 

 Cognitive 6.69 1.64 

 Practical 6.95 1.29 

  

  

Next, the weighted composite of the affective, cognitive, and practical SEST pre-test 

scores was evaluated to determine the effect of the five independent variables plus the 
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intervention groups on the participants’ overall SEST score prior to either treatment (interview or 

service-learning).  Table 15 reveals the descriptive statistics for the average composite pre-test 

scores.  

 

Table 15 

Weighted Composite of Affective, Cognitive, and Practical Pre-Test SEST Score Descriptive 

Statistics  

       Characteristic M SD                n 

Intervention    

Interview 6.46 1.11 69 

Service-Learning 6.62 1.12 42 

Total 6.52 1.11 111 

Age    

Under 30 6.53 1.08 94 

30 and older 6.48 1.32 17 

Total 6.52 1.11 111 

Language    

English first 6.36 1.03 95 

No 7.48 1.09 16 

Total 6.52 1.11 111 

Race    

White 6.31 1.03 88 

All other 7.35 1.03 23 

Total 6.52 1.11 111 

Healthcare experience    

None 6.59 1.12 46 

LPN or other 6.47 1.11 65 

Total 6.52 1.11 111 

College course    

Diversity course 6.70 1.16 23 

No 6.48 1.10 88 

Total 6.52 1.11 111 

Note. The highest and lowest mean scores are in bold. 
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Univariate ANOVA analysis was used to determine whether there were significant 

differences in weighted-average (composite) pre-test scores of the various demographic 

subgroups.  ANOVA results presented in Table 16 show a statistically significant difference 

(with moderate effect) for language: F(1, 109) = 15.668, p < .001, partial n
 2

 = .126 and for race: 

F(1, 109) = 19.728, p < .001, partial n
 2

 = .145; however, there were no statistically significant 

differences for the other four independent variables.  Consistent with the results found in the 

previous MANOVA, the mean of the White race group was significantly lower (M = 6.31, SD = 

1.03) than the mean of the all other group (M = 7.35, SD = 1.03) and the mean of the English as a 

first language group was also significantly lower (M = 6.36, SD = 1.03) than the for the group 

who did not speak English as their first language (M = 7.48, SD = 1.09).  

 

Table 16 

ANOVA Summary Table 

      Source             SS      df MS         F p n
 2 

    OP 

Between treatments        

Intervention .650 1 .650 .525 .470 .005 .111 

Age .040 1 .040 .032 .858 .000 .504 

Language 17.043 1 17.043 15.668   .000* .126 .975 

Race 19.728 1 19.728 18.557   .000* .145 .990 

Healthcare  .398 1 .398 .321 .572 .003 .087 

College  .886 1 .886 .717 .399 .007 .134 

Within treatments 134.958 109 1.238     

Total 4857.370 111      

Note. OP = observed power; Healthcare = healthcare experience, College = college-level 

diversity course * = p < .001. 
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Question (4): Is there a statistically significant difference in the amount of change in pre-

licensure BSN students’ perceived transcultural self-efficacy, as a result of the type of treatment 

in the educational intervention (service-learning versus interview)?  

H0  (4):  There is no statistically significant difference in the amount of change in pre-licensure 

BSN students’ perceived transcultural self-efficacy as a result of a service-learning educational 

intervention. 

Ha  (4): There is a statistically significant difference in the amount of change in pre-licensure 

BSN students’ perceived transcultural self-efficacy as a result of a service-learning educational 

intervention. 

This question was designed to determine if there was a statistically significant difference 

in the amount of change in pre-licensure BSN students’ perceived TSE, based on the type of 

treatment in the educational intervention (service-learning versus interview).  In this study, one 

intervention group participated in a service-learning experience and the other intervention group 

participated in an interview with a client from another culture.  In order to determine if there was 

a significant difference in the amount of change in students’ perceived TSE from pre- test to 

post-test at a multivariate level, the pre- and post-test data from all three dependent variable 

subscales (affective, cognitive, and practical) were evaluated via a repeated measures MANOVA.  

A repeated measures ANOVA was completed on the composite data to obtain a univariate 

analysis of the composite of the cognitive, practical and affective SEST scores.   

The skewness values were examined for all of the dependent variables (affective pre- and 

post-test scores, cognitive pre- and post-test scores, practical pre- and post-test scores, and the 

composite pre- and post-test scores).  All of the values fell between -1 and +1 except for 

following three values: not English as a first language category for the affective pre-test scores; 
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not English as a first language for the practical pre-test scores; and all other race group for the 

practical pre-test scores.  According to Mertler and Vannatta (2010), skewness values between -1 

and +1 indicate a normal distribution.  However, Pett (1977) stated if the skewness value “falls 

between -1.96 and +1.96, then the distribution is not significantly different from the normal 

distribution” (p. 38).  All of the skewness values fell between +1.00 and -1.66, indicating that 

these distributions were not significantly different from normal distributions (Pett).  In addition, 

all of the normal Q-Q plots and boxplots (Appendix G, Figures E5-E-64) visually appeared to 

indicate normality, except for Figures E55, E57, E58, and E61, which still had a few outliers. 

The Mahalanobis Distance test indicated there were no multivariate outliers (Appendix G, Table 

G9).  The Levene’s test for equality of variance indicated homogeneity of variance for all 

dependent variables (p > .05) (Appendix G, Tables G1-G8).  Another assumption of the repeated 

measures ANOVA is that the measurements should be from the same or related participants 

(Cronk).  The pre- and post-test TSET measurements were taken on the same participants 

throughout the study.  Sphericity “refers to the equality of variances of the differences between 

treatment groups” (Field, 2009, p. 459); however, it was not of concern when reviewing this 

statistical analysis because only two conditions existed (administration of the TSET pre- and 

post-test).  Since the dependent variables were measured at a ratio scale and were considered 

normally distributed based on the review of several indicators, the two assumptions for all 

ANOVAs were met (Cronk, 2010).   

  First, the sample data descriptive statistics for the affective pre-test and post-test SEST 

scores are discussed (See Table 17).  The lowest affective pre-test mean scores were found in the 

interview intervention group and the highest mean post-test scores were found with the service-

learning group.  The largest mean difference between affective pre- and post-test scores was 
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found with the interview classification (M difference = +1.35), indicating that participants in the 

interview intervention group reported gaining more confidence (from the beginning to the end of 

the semester they were enrolled in the study) than participants from the service-learning 

intervention related to their feelings and beliefs about providing transcultural nursing to clients. 

Second, the cognitive pre-test and post-test SEST scores are reviewed. The lowest and 

highest cognitive SEST pre- and post-test mean scores were found with the service-learning 

intervention group (Table 17).  Consequently, the largest mean difference was found between the 

cognitive pre- and post-test scores with the service-learning group (M difference = +2.73), 

indicating that participants who had a service-learning experience reported a greater gain of 

transcultural nursing knowledge (during the semester they were enrolled in this study) than those 

who had an interview intervention.  

Third, the practical pre-test and post-test SEST mean scores are presented. The lowest 

practical SEST pre-test mean scores were found in the interview intervention group and the 

highest practical SEST post-test scores were found with the service-learning group (Table 17).  

Again, the largest mean difference between practical pre- and post-test scores was found in the 

service-learning intervention group (M difference = +2.89), indicating that service-learning 

participants reported (during the semester they were enrolled in the study) gaining more overall 

transcultural practical ability to apply their transcultural knowledge than participants from the 

interview group.  

Finally, the composite affective, cognitive, and practical pre- and post-test SEST mean 

scores are presented.  The lowest composite pre-test SEST mean scores were found in the 

interview intervention group and the highest composite pre-test mean scores were found with the 

service-learning group (Table 17).  Likewise, the largest mean difference between the composite 
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pre- and post-test scores was found in the service-learning intervention group (M difference = 

+2.24).  The composite scores indicated that overall, the service-learning group reported gaining 

(from the beginning to the end of the semester) more confidence in providing transcultural 

nursing to clients than the interview group.  

 

Table 17 

Descriptive Statistics for SEST scores and Intervention  

   

Pre-test 

  

Post-test 

Measure Characteristic M SD n M SD n 

Affective Interview† 7.75 0.97 69 9.10 0.57 69 

 Service-Learning 8.14 0.93 42 9.47 0.51 42 

 Total 7.90 0.97 111 9.24 0.57 111 

Cognitive Interview 5.92 1.67 69 8.40 0.81 69 

 Service-Learning† 5.87 1.86 42 8.60 0.81 42 

 Total 5.90 1.74 111 8.48 0.81 111 

Practical Interview 5.77 1.56 69 8.59 0.79 69 

 Service-Learning† 5.86 1.46 42 8.75 0.81 42 

 Total 5.80 1.52 111 8.65 0.80 111 

Composite  Interview 6.46 1.11 69 8.62 0.62 69 

 Service-Learning† 6.62 1.12 42 8.86 0.81 42 

 Total 6.52 1.11 1.11 8.71 0.63 111 

Note. Composite: the weighted composite (affective, cognitive, and practical subscales). † 

indicates the greatest mean difference between pre-test and post-test scores for each 

classification. 

 

 

In summary, the service-learning intervention group had the highest post-test scores in all 

three subscales and in the weighted composite of the three subscales.  Furthermore, the service-
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learning group also had the greatest mean difference in the two out of the three subscales (not in 

the affective subscale), and in the weighted composite of the three subscales.  The results for the 

repeated measures MANOVA for two types of educational intervention are discussed next.   

A repeated measures MANOVA for the two types of educational intervention for the 

interactive effects provided the following result: Wilks’ Λ = .993, F(3, 107), p > .05,  

multivariate n
 2 

= .007, observed power = 10%.  These results reveal there was no statistically 

significant difference in improvement of SEST scores in any of the three subscales, based on the 

type of educational intervention.  Therefore, even though the service-learning group had the 

highest post-test scores in all three subscales, and the service-learning group also had the greatest 

mean difference in the two out of the three subscales (not in the affective subscale), and in the 

weighted composite of the three subscales, the differences were not significant at p < .05.   

Consequently, the null hypothesis was not rejected, and the alternate hypothesis could not be 

accepted at this time.  However, due to the strongly suggestive pattern observed in the sample 

means, a more powerful test from a larger sample size, may provide a higher observed power and 

demonstrate a statistically significant difference in the two educational intervention groups, thus 

permitting future researchers to accept the alternate hypothesis (there is a statistically significant 

difference in the amount of change in pre-licensure BSN students’ perceived transcultural self-

efficacy as a result of a service-learning educational intervention). 

The result of a repeated measures ANOVA for the composite SEST scores was:  

F(1, 109) = .168, p > .05, n
 2 

= .002, observed power = 6.9%.  This result indicates that there was 

no statistically significant difference in improvement of the composite SEST scores, based on the 

type of intervention.  Again, the observed power was small, 6.9%, due to the sample size.  A 
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larger sample size might have also resulted in a significant difference for the composite SEST 

scores in the two intervention groups.   

Question (5): Is there a statistically significant difference in the amount of change in pre-

licensure BSN students’ perceived transcultural self-efficacy after an educational intervention, 

between the two levels in each group of selected demographics (age, language, race, and 

previous educational/work experience)?  

H0  (5):  There is no statistically significant difference in the amount of change in the pre-

licensure BSN students’ perceived transcultural self-efficacy after an educational intervention, 

between the two levels in at least one of the selected demographic categories. 

Ha  (5): There is a statistically significant difference in the amount of change in the pre-licensure 

BSN students’ perceived transcultural self-efficacy after an educational intervention, between the 

two levels in at least one of the selected demographic categories. 

 Similar to question 4, repeated measures MANOVAs were completed to determine if 

there was a statistically significant difference in the amount of change in pre-licensure BSN 

students’ perceived TSE after an intervention, across groups of selected demographics (age, 

language, race, and previous educational/work experience).  A repeated measures ANOVA was 

used to evaluate the composite data.  Assumptions for these statistical tests were identical to 

question 4; hence they were not repeated in this section. 

First, the sample data descriptive statistics for the affective pre- and post-test SEST 

scores are discussed.  The lowest affective pre-test mean scores were found in the White race 

group and the highest mean scores were found with the language group that reported English was 

not their first language.  The lowest affective post-test scores were also found in White race 

group and the highest mean scores were in the group for which English was not their first 
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language (Table 18).  Interestingly, the largest mean difference between affective pre-test and 

post-test scores was found with the White race classification (M difference = +1.43), indicating 

that White participants reported gaining more confidence than participants from the all other 

classification about providing transcultural nursing to clients from the beginning to the end of the 

semester they were enrolled in the study.  

Second, the cognitive pre-test and post-test SEST scores are reviewed. Table 19 reveals 

the lowest cognitive pre-test mean scores were found in the White race group and the highest 

mean scores were found with the group who did not speak English as their first language.  The 

lowest cognitive post-test scores were found in the White race group and the highest scores were 

in the group for which English was not their first language group.  The largest mean difference 

between cognitive pre-test and post-test scores was found with the LPN and other group and in 

the English as first language group (M difference = +2.67), indicating that participants who had 

prior LPN or other healthcare experience reported a greater gain in transcultural nursing 

knowledge than those who did not have any prior healthcare experience and those who spoke 

English as a first language reported a greater gain of transcultural nursing knowledge than those 

who had who did not speak English as their first language.   

Third, a discussion of the practical pre-test and post-test SEST mean scores is presented. 

Table 20 indicates the lowest practical SEST pre-test mean score were found in the White race 

group and the highest practical SEST pre-test scores were found with the group who did not 

speak English as their first language.  The lowest practical post-test SEST mean scores were 

found in the White group and the highest practical post-test scores were in the group who did not 

speak English as their first language group.  In this analysis, the largest mean difference between 

practical pre-test and post-test scores was found in the White group (M difference = +3.07).  This 
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indicates that even though White participants had the lowest mean scores at the beginning of the 

semester and at the end of the semester, they reported gaining more overall transcultural practical 

ability to apply their transcultural knowledge than participants from the all other group during 

the semester they were enrolled in the study.  

 

Table 18  

Descriptive Statistics for Affective SEST scores and the Five Independent Variables 

             Pre-test           Post-test 

Characteristic M SD n M SD n 

Age       

   Under 30 7.90 0.95 94 9.23 0.57 94 

   30 and older 7.88 1.08 17 9.27 0.59 17 

   Total 7.90 0.97 111 9.24 0.57 111 

English as first language       

   Yes 7.79 0.93 95 9.19 0.59 95 

   No 8.60 0.96 16 9.54 0.36 16 

   Total 7.90 0.97 111 9.24 0.57 111 

Race       

   White† 7.75 0.39 88 9.18 0.60 88 

   All other 8.49 0.88 23 9.45 0.41 23 

   Total 7.90 0.97 111 9.24 0.57 111 

Healthcare Experience       

   None 7.92 0.99 46 9.21 0.56 46 

   LPN or other 7.90 0.96 65 9.27 0.58 65 

   Total 7.90 0.97 111 9.24 0.57 111 

College Course       

   Diversity course 7.98 1.22 23 9.22 0.56 23 

   Not 7.88 0.90 88 9.24 0.58 88 

   Total 7.90 0.97 111 9.24 0.57 111 

Note. † indicates the greatest mean difference between pre- and post-test scores. 
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Table 19 

Descriptive Statistics for Cognitive SEST Scores and the Five Independent Variables 

 

             Pre-test           Post-test 

Characteristic M SD n M SD n 

Age       

   Under 30 5.88 1.62 94 8.45 0.80 94 

   30 and older 5.99 2.33 17 8.61 0.90 17 

   Total 5.90 1.74 111 8.48 0.81 111 

English as first language       

   Yes† 5.72 1.70 95 8.39 0.80 95 

   No 6.96 1.58 16 9.03 0.64 16 

   Total 5.90 1.74 111 8.48 0.81 111 

Race       

   White 5.69 1.71 88 8.35 0.78 88 

   All other 6.69 1.64 23 8.98 0.76 23 

   Total 5.90 1.74 111 8.48 0.81 111 

Healthcare Experience       

   None 5.92 1.54 46 8.38 0.78 46 

   LPN or other† 5.88 1.87 65 8.55 0.83 65 

   Total 5.90 1.74 111 8.48 0.81 111 

College Course       

   Diversity course 6.09 1.46 23 8.54 0.83 23 

   Not 5.85 1.80 88 8.46 0.81 88 

   Total 5.90 1.74 111 8.48 0.81 111 

Note. † indicates the greatest mean difference between pre- and post-test scores. 
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Table 20 

Descriptive Statistics for Practical SEST scores and the Five Independent Variables  

 

             Pre-test           Post-test 

Characteristic M SD n M SD n 

Age       

   Under 30 5.84 1.50 94 8.66 0.79 94 

   30 and older 5.61 1.67 17 8.62 0.88 17 

   Total 5.80 1.52 111 8.65 0.80 111 

English as first language       

   Yes 5.61 1.47 95 8.58 0.80 95 

   No 6.99 1.29 16 9.05 0.67 16 

   Total 5.80 1.52 111 8.65 0.80 111 

Race       

   White† 5.50 1.43 88 8.57 0.80 88 

   All other 6.95 1.29 23 8.96 0.75 23 

   Total 5.80 1.52 111 8.65 0.80 111 

Healthcare Experience       

   None 5.99 1.58 46 8.62 0.73 46 

   LPN or other† 5.67 1.47 65 8.67 0.85 65 

   Total 5.80 1.52 111 8.65 0.80 111 

College Course       

   Diversity course 6.09 1.58 23 8.62 0.87 23 

   Not 5.73 1.50 88 8.66 0.79 88 

   Total 5.80 1.52 111 8.65 0.80 111 

Note. † indicates the greatest mean difference between pre- and post-test scores. 

 

 

Finally, the composite affective, cognitive, and practical pre-test and post-test SEST 

mean scores are presented.  Table 21 reveals the lowest composite pre-test SEST mean scores 

were found in the White race group and the highest composite mean scores were found with the 

group who did not speak English as their first language.  The lowest composite post-test scores 

were found in the White race group and the highest post-test scores were in the group who did 

not speak English as their first language group.  Again, the largest mean difference between 

practical pre- and post-test scores was found in the White race group (M difference = +2.31), 
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indicating that even though White participants had the lowest composite mean scores at the 

beginning and end of the semester while they were enrolled in this study, they still reported 

gaining more confidence in providing transcultural nursing to clients during the semester they 

were enrolled in this study.  

 

Table 21 

Descriptive Statistics for Weighted Composite of Affective, Cognitive, and Practical  

SEST scores and the Five Independent Variables 

 

             Pre-test           Post-test 

Characteristic M SD n M SD n 

Age       

   Under 30 6.53 1.08   94 8.70 0.62   94 

   30 and older 6.48 1.32   17 8.75 0.66   17 

   Total 6.52 1.11 111 8.71 0.63 111 

English as first language       

   Yes 6.36 1.03   95 8.64 0.62   95 

   No 7.48 1.09   16 9.11 0.48   16 

   Total 6.52 1.11 111 8.71 0.63 111 

Race       

   White† 6.31 1.03   88 8.62 0.62   88 

   All other 7.35 1.03   23 9.03 0.56   23 

   Total 6.52 1.11 111 8.71 0.63 111 

Healthcare Experience       

   None 6.59 1.12   46 8.66 0.58   46 

   LPN or other 6.47 1.11   65 8.74 0.66   65 

   Total 6.52 1.11 111 8.71 0.63 111 

College Course       

   Diversity course 6.70 1.16   23 8.71 0.69   23 

   Not 6.48 1.10   88 8.71 0.61   88 

   Total 6.52 1.11 111 8.71 0.63 111 

Note. † indicates the greatest mean difference between pre- and post-test scores. 
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The following is a discussion of the results for the repeated measures MANOVAs for the 

following five independent variables: age, language, race, previous healthcare experience, and 

previous college-level diversity course.  The Wilks’ lambda results are listed in Table 22.  The 

most important finding of this statistical test was a statistically significant interactive effect (with 

slight-to-moderate effect) between intervention and race (p < .05).  The interactive effect means 

there was a statistically significant difference in change of the SEST pre- to post-test scores for 

the two levels of the race variable.   As a result, the null hypothesis, (there is a no statistically 

significant difference in the amount of change in the pre-licensure BSN students’ perceived 

transcultural self-efficacy after an educational intervention, between the two levels in at least one 

of the selected demographic categories), was rejected (p < .05) and the alternate hypothesis was 

accepted. 

As a result of the statistically significant interactive effect between intervention and race, 

the univariate results (with Bonferroni correction) for the tests-within subjects (interactive) 

effects were examined and are presented in Table 23.  Statistically significant differences (with a 

slight effect) were found in the practical subscale category and for the affective subscale 

category for race (p < .05), indicating that there were statistically significant differences to 

changes in students’ SEST scores in the affective and practical subscales depending on the race 

category.  The White group had a significantly greater increase in SEST scores as a result of the 

intervention (Table 24). 
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Table 22 

Wilks’ Lambda Results of Repeated Measures MANOVA Showing Interactive Effects  

Variable Λ F p MVn
 2

 OP 

Within Subjects      

Educational intervention*age .997 0.09 .964 .003 7% 

Educational intervention*language .945 2.06 .110 .055 52% 

Educational intervention*race  .896 4.15   .008* .104 84% 

Educational intervention*care .986 0.52 .667 .014 15% 

Educational intervention*divcourse .988 0.45 .717 .012 14% 

Note. MVn
 2 

= Multivariate partial eta squared; OP = Observed power.  Educational 

intervention*age = interactive effect with age and intervention; Educational intervention 

*language = interactive effect with language and intervention; Educational intervention *race = 

interactive effect with race and intervention; Educational intervention *care = interactive effect 

with previous healthcare experience and intervention; Educational intervention *divcourse = 

interactive effect with previous college-level diversity course and intervention. 

* p < .05.   
 

 

Table 23 

Univariate Test Results for the Interactive Effects of Race with the Affective, Cognitive, and 

Practical Dependent Variables  

Source Measure SS df MS F p n
 2
 OP 

Educational intervention*race         

 Affective 2.02 1 2.02 4.89    .029* .043 .591 

 Cognitive 1.26 1 1.26 8.38     .362 .008 .148 

 Practical 10.25 1 10.25 9.33    .003* .079 .857 

Note. SS = Sum of squares, MS = Mean Square, OP= Observed Power. Educational 

intervention*race = interactive effect with race and intervention. 

 * = p < .05. 
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Table 24  

Race Descriptive Statistics for the Two Descriptive Variables for the Affective and Practical 

Subscales 

Note: † indicates the greatest mean difference between pre- and post-test scores. 

 

 

In addition, the Wilks’ lambda results for the repeated measures weighted composite 

ANOVA were reviewed and are listed in Table 25.  There was an interactive effect between the 

intervention and language as well as between the intervention and race, both of which were 

statistically significant (p < .05).  These interactive effects mean there were statistically 

significant differences in the changes of the SEST pre-to post-test scores for the two categories 

of the race and language independent variables.  The changes in composite SEST scores were 

significantly greater for the White race group and the English as a first language group (Table 

26). 

 

 

 

 

 Pre-test  Post-test 

Characteristic Measure M SD n M SD n 

Race Affective       

  White  7.75 0.39   88 9.18 0.60   88 

  All other  8.49 0.88   23 9.45 0.41   23 

  Total  7.90 0.97 111 9.24 0.57 111 

 Practical       

  White†  5.50 1.43   88 8.57 0.80   88 

  All other  6.95 1.29   23 8.96 0.75   23 

  Total  5.80 1.52 111 8.65 0.80 111 
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Table 25 

Wilks’ Lambda Results for Repeated Measures Weighted Composite ANOVA 

Variable Wilks’ Λ F p MVn
 2
 OP 

Within Subjects      

Educational intervention*age .999 0.13 .724 .001   6% 

Educational intervention*language .958 4.82   .030* .042 59% 

Educational intervention*race  .946 6.21   .014* .054 70% 

Educational intervention*care .991 0.96 .328 .009 16% 

Educational intervention*divcourse .994 0.70 .404 .006 13% 

Note. MVn
 2

 = multivariate partial eta squared, OP= Observed Power.  Educational 

intervention*age = interactive effect with age and intervention; Educational 

intervention*language = interactive effect with language and intervention; Educational 

intervention*race = interactive effect with race and intervention; Educational intervention*care = 

interactive effect with previous healthcare experience and intervention; Educational 

intervention*divcourse = interactive effect with previous college-level diversity course and 

intervention. 

* = p < .05. 
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Table 26 

Language and Race Descriptive Statistics for Composite SEST Scores 

Note: † indicates the greatest mean difference between pre- and post-test scores. 

 

Next, the line plots were visually examined to evaluate the interaction effects of the cell 

means.  The lines will be non-parallel whenever an interaction is noted (Aron & Coups, as cited 

in Mertler & Vannatta, 2010).  In addition, the interaction is considered ordinal when the lines do 

not cross within the graph and disordinal when they do cross in the graph (Kennedy & Bush; 

Newman, Newman, Brown, & McNeely, as cited in Mertler & Vannatta, 2010).  The following 

graphs related to race are non-parallel and ordinal (Tables 27 and 28), indicating that the scores 

of the White group changed significantly more than the all other group for the affective and 

practical SEST scores.  

 

 

 

 

 

 

  Pre-test  Post-test 

Characteristic M SD n M SD n 

English as first language       

  Yes 6.36 1.03   95 8.64 0.62   95 

  No 7.48 1.09   16 9.11 0.48   16 

  Total 6.52 1.11 111 8.71 0.63 111 

Race       

  White† 6.31 1.03   88 8.62 0.62   88 

  All other 7.35 1.03   23 9.03 0.56   23 

  Total 6.52 1.11 111 8.71 0.63 111 
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Table 27 

Estimated Marginal Means of the Affective SEST Scores for Race Graph 

 
_____________________________________________________________________________

Note: Lower graph line indicates White race group and the upper line indicates All Other.  
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Table 28 

Estimated Marginal Means of the Practical SEST Scores for Race Graph 

 
 

_____________________________________________________________________________

Note: Lower graph line indicates White race group and the upper line indicates All Other.  

 

 

Next, the line plots were visually examined for race and language for the composite 

scores, to evaluate the interaction effects of the cell means.  The following graphs related to race 

and language are also non-parallel and ordinal; they show that the White race group and the 
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English first language group demonstrated significantly more improvement on their composite 

scores (Tables 29 and 30). 

 

Table 29 

Estimated Marginal Means of the Composite SEST Scores for Race Graph 

 

_____________________________________________________________________________

Note: Lower graph line indicates White race group and the upper line indicates All Other.  
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Table 30 

Estimated Marginal Means of the Composite SEST Scores for Language Graph 

 

_____________________________________________________________________________

Note: Lower graph line indicates English as First Language group and the upper line indicates 

Not English as First Language group.  
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Chapter IV Summary 

The answers to the five research questions used during this quasi-experimental research 

study and the high Cronbach’s alpha results for the TSET are presented in chapter IV.  For 

question 1, a repeated measures MANOVA was completed to determine the overall pre to post 

change in mean SEST scores for the three dependent variables and a repeated measures ANOVA 

of the composite file was conducted to check the change from pre- to post-test SEST mean 

scores for the composite data.  At a multivariate level, the overall change in SEST scores was 

statistically significant (p < .001).  At the univariate level (using Bonferroni correction) the 

affective, cognitive and practical mean SEST scores were all statistically significant (p < .001) 

from pre- to post-test.  In addition, the mean SEST composite scores showed a statistically 

significant change (p < .001).  Furthermore, the relatively high effect sizes in all cases showed 

that the changes from pre- to post-test, to a great extent, were explained by the educational 

intervention (independent of the particular treatment) the participants received. 

For question 2, Pearson Product-Moment correlation coefficients were calculated to 

determine if there were bivariate correlations between the following six dependent variables: 

affective pre- and post-test SEST scores, cognitive pre- and post-test SEST scores, and practical 

pre- and post-test SEST scores.  Statistically high correlations existed between the cognitive 

SEST post-test scores and the practical SEST post-test scores.  Also, moderate correlations 

existed between affective SEST pre-test scores and practical SEST post-test scores as well as 

between the affective SEST post-test scores and affective SEST pre-test scores.  The results of 

these bivariate correlations allowed the researcher to proceed with multivariate testing and 

supported prior research results. 
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Next, the researcher wanted to determine if the BSN students’ demographic 

characteristics had an effect on their TSE prior to a cultural educational intervention.  For 

question 3, a MANOVA was conducted to examine the effect of the five independent variables 

(age, language, race, previous healthcare experience, and college-level diversity course) on the 

three dependent variables (affective, cognitive, and practical pre-test SEST scores).  The results 

indicated there were statistically significant differences for pre-test SEST scores depending on 

language (p = .001) and race (p = .000) classification.  Follow-up univariate ANOVAs (with 

Bonferroni correction) indicated that all three pre-test SEST scores and the composite SEST 

scores were statistically significantly different depending on language: affective: F(1, 109) = 

10.469, p = .002, n
 2 

=
 
.088; cognitive: F(1, 109) = 7.316, p = .008, n

 2 
= .063; and practical:  

F(1, 109) = 12.535, p = .001, n
 2

 = .103.  Among language, the non-English as first language 

participants had significantly higher pre-test SEST scores.  In addition, follow-up univariate 

ANOVAs (with Bonferroni correction) also indicated that all three pre-test SEST scores were 

statistically significantly different depending on race: affective: F(1, 109) = 11.752, p = .001,  

n
 2  

= .097, cognitive: F(1, 109) = 6.342, p = .013, n
 2  

= .055, and practical: F(1, 109) = 19.265,  

p = .000, n
 2  

= .150.  Among race, non-White participants had significantly higher scores. 

For question 4, a repeated measures MANOVA was conducted to determine if there was 

a significant difference in the amount of change in students’ perceived TSE from pre- test to 

post-test for the three subscales (affective, cognitive, and practical).  Even though the service-

learning group had the highest post-test scores in all three subscales and in the weighted 

composite of the three subscales, and the service-learning group also had the greatest mean 

difference in the two out of the three subscales and in the weighted composite of the three 

subscales, the Wilks’ lambda results showed there was no statistically significant difference  
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(p > .05) in improvement of SEST scores in any subscale, based on the type of educational 

intervention. 

Finally, to answer question 5, additional results from the repeated measures MANOVA 

were reported to explain if there was a statistically significant difference in the amount of change 

in pre-licensure BSN students’ perceived TSE after an intervention, across groups of selected 

demographics (age, language, race, and previous educational/work experience).  A repeated 

measures ANOVA was conducted on the composite data.  The Wilks’ lambda results indicated a 

statistically significant interactive effect (with slight-to-moderate effect) between intervention 

and race (p < .05).  Follow-up univariate ANOVAs (with Bonferroni correction) revealed that the 

significant differences (p < .05) in students’ TSE responses were in the affective and practical 

dimensions.  The change in scores for the White race was significantly greater than for the non-

White participants in both the affective and practical subscales. 

The Wilks’ lambda results for the repeated measures weighted composite ANOVA 

showed an interactive effect between intervention and language and between intervention and 

race, which were statistically significant (p < .05).  The English as a first language group and the 

White group showed significantly greater improvement in SEST scores. 

In chapter V, the researcher discusses the research findings presented in chapter IV in 

relation to previous relevant self-efficacy and service-learning research studies and explains the 

implications for several areas of practice (nursing education, nursing research, nursing leadership, 

and leadership studies).  Recommendations for future researchers who are servant leaders or who 

espouse to become servant leaders in community settings are also provided. 
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Chapter V 

Summary, Discussion, and Conclusions 

Introduction 

 In the previous chapter, the presentation and analysis of the statistical data for this 

multiple year quasi-experimental study was reported. Chapter V provides a summary of the study, 

discussion of the results, implications for practice (nursing education, nursing research, nursing 

leadership, and leadership studies), recommendations for further research, and conclusions.  The 

purpose of later sections of this chapter is to provide guidance for future nurse researchers and 

servant nurse leaders so that they can expand upon the results of this study to determine if 

service-learning via a short term cultural immersion is a more effective teaching strategy for 

changing pre-licensure BSN students’ TSE than a cultural interview with a client from another 

culture.  Ultimately, the researcher offers synthesizing statements related to the substance and 

scope of this research study. 

Summary of Study 

 This chapter commences with a summary of the purpose and organization of this study 

and then is followed by the key findings related to pre-licensure BSN students’ TSE, participants’ 

demographics characteristics, and the two educational interventions (service-learning and 

interview) utilized within this study.  Conclusions from the quantitative research findings are 

discussed in relation to the five research questions, which were developed after a comprehensive 

review of the literature.  Then, implications for the scope and practice of nursing education and 

nursing research, as well as the implications for leadership studies, are presented.  Finally, 

recommendations for future TSE research are discussed. 
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 The purpose of this quasi-experimental study was to build upon the previous TSET 

research studies, which measured changes in nursing students’ perceived TSE.  More specifically, 

the researcher felt it was important to ascertain if a service-learning educational experience via a 

short-term cultural immersion or an interview with a client from another culture influenced pre-

licensure BSN students’ TSE similarly to the results previously reported in TSE studies with 

nursing students.  Furthermore, the researcher wanted to evaluate if the pre-licensure BSN 

students’ demographic characteristics impacted their perceived TSE prior to and after a culturally 

related educational intervention. 

 The TSET was developed by Jeffreys (2006) to measure students’ self-perceived 

confidence levels in three dimensions (cognitive, affective and practical) while they learn to 

provide culturally competent nursing care to diverse populations (Appendix A).  For that reason, 

the TSET was selected to measure the pre-licensure BSN participants’ pre- and post-test TSE 

after a cultural education intervention (service-learning or interview of a client from another 

culture) for this study.  Participants were also asked to complete the Background Information 

Sheet (Appendix F) so that their demographic data could be statistically analyzed.  The data 

gleaned from the participants’ Background Information Sheet and the participants’ TSETs was 

statistically analyzed utilizing IBM SPSS 19. 

The demographic data revealed the majority of 111 participants in this study were under 

age 30, were White, had healthcare experience as either a LPN or other healthcare provider, and 

had a previous college-level diversity course.  Moreover, as part of the study, all participants 

completed a cultural educational intervention; 62.2% completed the interview with a client from 

another culture intervention and 37.8% completed a service-learning intervention with the SRYI. 
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This study included five quantitative research questions: 

Question (1): Is there a statistically significant change in pre-licensure BSN students’ perceived 

cognitive, practical, and affective dimensions of transcultural self-efficacy as a result of an 

educational intervention?  

Question (2): Are there statistically significant correlations between the cognitive, affective, and 

practical self-efficacy strength pre- and post-test scores?  

Question (3): How will selected demographics (age, language, race, and previous 

educational/work experience) influence pre-licensure BSN students’ perceived confidence prior 

to an educational experience? 

Question (4): Is there a statistically significant difference in the amount of change in pre-

licensure BSN students’ perceived transcultural self-efficacy, as a result of the type of treatment 

in the educational intervention (service-learning versus interview)?  

Question (5): Is there a statistically significant difference in the amount of change in pre-

licensure BSN students’ perceived transcultural self-efficacy after an educational intervention, 

between the two levels in each group of selected demographics (age, language, race, and 

previous educational/work experience)?  

Question 1 was answered quantitatively from the data obtained from the participants’ 

cognitive, affective, practical and composite pre- and post-test SEST scores.  A repeated 

measures MANOVA was used to check the overall pre to post change in mean SEST scores for 

the three dependent variables and a repeated measures ANOVA was completed to determine the 

change from pre- to post-test for the composite data.  Question 2 was answered via the 

calculation of Pearson Product-Moment correlation coefficients to determine specific bivariate 

correlations between the six dependent variables: affective pre- and post-test SEST scores, 
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cognitive pre- and post-test SEST scores, and practical pre- and post-test SEST scores.  Question 

3 was answered via the calculation of a MANOVA, which examined the effect of the five 

independent variables (age group, healthcare experience, college-level diversity course, language, 

and race on the three dependent variables (affective, cognitive, and practical pre-test SEST 

scores).  Follow-up ANOVAs (with Bonferroni correction) were executed to determine if all 

three SEST scores were significantly different depending on the language and race variables.  

Questions 4 and 5 were answered via a repeated measures MANOVA to determine if there was a 

significant difference in change in students’ perceived TSE from pre- to post-test, for the three 

dimensions (affective, cognitive, and practical), based on a multivariate perspective.  Finally, a 

repeated measures ANOVA was completed on the composite data to obtain a univariate analysis 

for questions 4 and 5.  

Discussion of the Results 

Previous researchers (Adams & Nevel, 2010; Amerson, 2009, 2010; Burrell, 2010; 

Jeffreys 2000, 2006, 2010; Jeffreys & Smoldaka, 1996, 1998, 1999a, 1999b; Lim et al., 2004; 

Parsons & Reif, 2010) have shown that TSE is dynamic and changes over time when students 

were provided with an educational experience related to TCN.  Ultimately, this study was 

designed to seek answers to the five research questions.  This section reviews the implications of 

the results for each of the five research questions. 

Question (1): Is there a statistically significant change in pre-licensure BSN students’ perceived 

cognitive, practical, and affective dimensions of transcultural self-efficacy as a result of an 

educational intervention?  

In this study, the descriptive statistics for SEST post-test scores showed the highest mean scores 

were found in the affective subscale and the lowest in the cognitive subscale, just like the Adams 
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and Nevel (2010) study that served as the pilot study for this research study.  Jeffreys (2010) 

reported one of the underlying assumptions of the CCC model and the TSET is “learners are 

most confident about their attitudes (affective dimension) and least confident about their 

transcultural nursing knowledge (cognitive dimension)” (p. 53).  These study results add more 

support to Jeffreys’ aforementioned theoretical assumption in relation to the CCC model and the 

TSET.  

Another assumption is TSE is dynamic and changes over time as students are exposed to 

cultural concepts in TCN (Jeffreys, 2010).  The findings resulting from research question 1 

indicated at a multivariate level, the overall change in SEST scores was significant (p < .001) and 

was almost entirely explained by the intervention.  Also, at the univariate level (using Bonferroni 

correction) the affective, cognitive and practical SEST scores and the composite of the three 

subscales were statistically significantly different (p < .001) from pre- to post-test.  Furthermore, 

the relatively high effect sizes (68% to 78%) showed that the highly significant changes  

(p < .001) from pre- to post-test to a great extent were explained by the intervention (independent 

of the particular treatment) the participants received.  

These findings are similar to the results from previous studies, which have also shown 

significant differences between pre- and post-test after an educational intervention (Adams & 

Nevel, 2010; Amerson, 2009; Jeffreys, 2000; Jeffreys & Smoldaka, 1999a, 1999b; Lim et al., 

2004; MacQuarrie, 2004; Parsons & Reif, 2010).  Since this study was designed to evaluate pre-

licensure BSN students’ TSE after service-learning experiences, the findings of this study were 

compared and contrasted with Amerson’s study (2009), which also investigated students’ TSE 

after service-learning experiences.  Similarly, in Amerson’s study, an increase occurred in all 

dimensions in this study.  However, Amerson reported the greatest gain occurred in the cognitive 
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subscale.  In this study, the greatest gain occurred in the practical subscale, showing that these 

students initially reported they did not feel confident about interviewing and communicating with 

clients from another culture, but after having an intervention (interview or service-learning), they 

had the greatest change in practical TSE.  These changes support another TSET theoretical 

assumption, “the greatest change in TSE perceptions will be detected in individuals with low 

self-efficacy (low confidence) initially, who have then been exposed to formalized transcultural 

nursing concepts and experiences” (Jeffreys, 2006, p. 43).  In this case, both of the formalized 

cultural educational interventions offered students TCN experiences with communicating with 

people from another culture. 

The results from question 1 were obtained from a repeated measures MANOVA, whereas 

the pilot study (Adams & Nevel, 2010) used paired-t test statistics to explore the change in SEST 

scores.  In addition, to reporting the Wilks’ lambda statistic, this study also reported effect size 

via the multivariate eta squared statistic which adds to the body of knowledge about changes in 

TSE and allows future researchers to replicate the study with larger populations to increase effect 

size.  Finally, these results add supportive empirical evidence for the continued use of the TSET 

(Jeffreys, 2006) to measure TSE with nursing students. 

Question (2): Are there statistically significant correlations between the cognitive, affective, and 

practical self-efficacy strength pre- and post-test scores?  

Results for research question 2 revealed statistically high correlations existed between the 

cognitive SEST post-test scores and the practical SEST post-test scores.  Rudnick’s study also 

found a high correlation between the cognitive and practical subscale scores (2004) and Jeffreys 

study found a moderate correlation between these two subscales (2000).  It would make sense 

that students who gained knowledge and understanding about cultural factors, which influence 
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providing nursing care to clients from diverse cultural backgrounds (cognitive dimension) would 

perhaps begin to communicate verbally and nonverbally while interviewing clients from diverse 

cultural backgrounds (practical dimension) after an effective educational intervention.  

Another TSET research study (Parsons & Reif, 2010), investigated the correlational 

relationship between TSE scores and the number of cultures students interacted with during their 

intervention.  The results revealed a correlation between the number of cultures they interacted 

with and their affective subscale TSE pre-test scores.  Correlations also existed between the 

number of cultures students interacted with and their practical and affective subscale post-test 

scores.  The number of cultures that participants interacted with was not an independent variable 

included in this research study, but Parsons and Reif’s findings may help to further explain why 

there may be correlations between the pre- and post-test SEST scores. 

Furthermore, in this study, moderate correlations existed between affective SEST pre-test 

scores and practical SEST post-test scores and between the affective SEST post-test scores and 

affective SEST pre-test scores.  These findings were similar to the moderate intercorrelations that 

were found by Jeffreys (2000) between the affective and practical subscale means.  Students who 

have self-awareness, acceptance, and appreciation in other cultures may be more likely to use 

transcultural communication skills while interviewing clients from other cultures.  The more 

confident students are about learning about the attitudes, values, and beliefs of other cultures, the 

more likely they will be to integrate their appreciation for their clients’ attitudes, values, and 

beliefs into their nursing practice.  

Question (3): How will selected demographics (age, language, race, and previous 

educational/work experience) influence pre-licensure BSN students’ perceived confidence prior 

to an educational experience? 
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This researcher wanted to determine if demographic variables influenced pre-licensure 

BSN students’ TSE prior to an educational intervention.  According to Jeffreys (2010), there are 

several valid reasons for collecting demographic data while utilizing the TSET.  First, 

demographic data will help the researcher to assess if the sample is representative of the target 

population.  Second, demographic data is needed to compare and contrast TSE findings between 

samples.  Third, demographic data helps researchers to examine within group differences.  

Fourth, demographic data helps to support the underlying assumptions within the CCC model 

(Jeffreys, 2010).  

The descriptive statistics for the MANOVA and the univariate ANOVA on the composite 

data showed the participants who shared the following demographic characteristics had higher 

SEST scores for all three subscales of the TEST and the composite of the three subscales: 

English was not their first language and non-White.  MANOVA results indicated there were 

statistically significant differences for pre-test SEST scores depending on language (p = .001) 

and race (p = .000) classification.  The follow-up univariate ANOVAs (with Bonferroni 

correction) indicated that all three pre-test SEST scores and the composite SEST scores were 

significantly different (p < .05) depending on language.  The largest mean difference was found 

between the English as a first language and English was not the first language group in the 

practical subscale.  The smallest mean difference was found between the English as a first 

language and English was not the first language for the affective subscale.  For all three 

subscales, participants who spoke English as a first language had significantly higher pre-test 

SEST scores.  Follow-up univariate ANOVAs (with Bonferroni correction) also indicated that all 

three pre-test SEST scores were statistically significantly different depending on race.  The 

largest mean difference was found between the White and all other race group in the practical 
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subscale.  The smallest mean difference was found between the White and all other race group in 

the affective subscale.  Therefore, participants who were non-White and participants who did not 

speak English as a first language had significantly higher pre-test SEST mean scores prior to an 

intervention in this study.  

Recent self-efficacy studies have investigated a variety of demographic variables and 

they were reviewed to determine if any of the results were similar to this study’s findings. 

Studies completed on first generation college students (FGCS) have shown that ethnic minorities 

report inferior levels of self-efficacy in regards to their academic studies (Wang & Castañeda-

Sound, 2008) and FGCS reported lower levels of self-efficacy than second generation and 

beyond students (Aguayo et al., 2011).  In contrast, the findings in this study suggest the opposite 

since non-White pre-licensure nursing students had higher SEST mean scores than White 

students.  This study did not show that female students were more efficacious than male students 

like Buchanan and Selmon (2008) who reported African American females report higher levels 

of self-efficacy than males. However, Majer (2009) reported educational self-efficacy was 

important for ethnically diverse FGCS who also had socio-demographic variables impacting 

their education.  This study found higher SEST mean scores for non-white participants, but the 

researcher did not request information related to whether the participants were first, second, or 

third generation college students.  

Interestingly within the field of nursing, the demographic variables of gender and race 

were found to impact the self-efficacy of rural practicing nurses (Molinari & Monserud, 2009) 

and in Ferguson’s study (2007), gender and marital status impacted nursing students the most.  

Conversely, in this study, gender was not found to impact the students’ SEST scores, but race did.  

The reason for this is unknown, but recently, Allen (2010) completed a literature review to see if 
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cultural education was promoting cultural competence and decreasing racism in nursing students.  

The review revealed that cultural education facilitates changes in students’ attitudes about 

providing culturally competent care; however racism still persists.  Consequently, Allen (2010) 

suggested that antiracism must be taught in addition to culturally related knowledge and skills to 

help nursing students to learn how to provide culturally competent care.  This researcher 

included information about race to some degree, beginning with the first class and throughout the 

course to both intervention groups.  The degree to which the participants’ knowledge and 

understanding about race impacted their responses on the TSET and the Background Information 

Sheet is currently unknown and was not specifically investigated in this study. 

Other demographic variables were found to impact other professionals.  Years of 

experience, not gender, age, or work setting, were predictors for school counselors’ perceived 

self-efficacy and multicultural competence (Owens et al., 2010).  Whereas, in this study, race 

and language impacted the participants’ TSE and their previous healthcare experience did not.  

The next paragraph will provide a possible reason for these findings. 

According to Jeffreys (2000), students who are strong and confident will be persistent in 

developing cultural competence in spite of the barriers they encounter.  Perhaps the non-White 

participants and those who did not speak English as a first language have faced more barriers in 

their lives because much of American culture is formed by White Europeans who speak English 

(Feagin, 2000).  Consequently, through life events non-Whites and non English speaking pre-

licensure BSN students may have developed more resiliency and TSE than those pre-licensure 

BSN students who were White and spoke English as their first language.  
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Question (4): Is there a statistically significant difference in the amount of change in pre-

licensure BSN students’ perceived transcultural self-efficacy, as a result of the type of treatment 

in the educational intervention (service-learning versus interview)?  

The descriptive statistics for the repeated measures MANOVA showed the service-

learning group had the highest post-test scores in all three subscales and in the weighted 

composite of the three subscales.  Additionally, the service-learning group had the greatest mean 

difference in the two out of the three subscales (not in the affective subscale), and in the 

weighted composite of the three subscales.  However, the Wilks’ lambda result revealed there 

was no significant difference (p < .05) in change of the pre- to post-test SEST scores as a result 

of a service-learning intervention.  

Amerson’s 2009 study reported paired t tests results showing an increase in all three 

dimensions, with the greatest gain in the cognitive subscale.  Amerson also reported a significant 

Wilks’ lambda for the cognitive scores, although follow-up ANOVAs for the pre- to post-test 

score showed no significant effect.  Conversely, Clevenger (2011) used the IAPCC-SV 

(Camphina-Bacote, 2007) to evaluate nursing students’ level of cultural competence pre and post 

service-learning experiences and found that those who had a service-learning experience 

reported a higher level of cultural competence than those who did not have a service-learning 

experience. 

In contrast to this study, Amerson (2009) included a qualitative component to the 

multiple year study, which revealed themes that showed the participants (after graduation) felt 

they benefited by their local and international service-learning experiences.  Bassi (2011) and 

Vogt et al. (2011) also utilized qualitative studies to evaluate undergraduate nursing students’ 

service-learning experiences, but did not use any quantitative methods to assess students’ TSE.   
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Using both quantitative and qualitative research methods in future studies related to nursing 

students’ TSE may help to provide a greater understanding of the impact of service-learning on 

nursing students’ TSE. 

Question (5): Is there a statistically significant difference in the amount of change in pre-

licensure BSN students’ perceived transcultural self-efficacy after an educational intervention, 

between the two levels in each group of selected demographics (age, language, race, and 

previous educational/work experience)?  

The Wilks’ lambda results of the repeated measures MANOVA revealed a statistically 

significant interactive effect between intervention and race; there was a significant difference in 

the change of SEST pre- to post-test scores for the two categories of race (White and non-White).  

Follow-up univariate ANOVAs (with Bonferroni correction) also revealed significant differences 

in students’ responses for their TSE in the affective and practical subscales for the race 

independent variable.  The greatest changes occurred in the practical subscale for the White 

classification and the least change occurred in the affective subscale for the all other (non-White) 

classification.  The follow-up ANOVAs showed that the most significant change occurred in the 

practical subscale for the White classification, with an observed power of 86% and the least 

change occurred in the non-White classification in the affective subscale, with an observed 

power of 59%.  If the number of participants in the non-White classification had been greater, the 

observed power would have increased, and therefore the finding would have been more 

significant. 

Musolino et al. (2010) reported via paired t-tests results that Caucasians had lower pre- to 

post-test scores with the IAPCC-R
©

 (Campinha-Bacote, 2007) than all of the other ethnic groups 

in their study.  However, there were no other studies found within the review of the literature, 
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which reported repeated measures MANOVAs with observed power results.  Consequently, an 

observed power of 86%, with a significance level less than .05 indicated the Wilks’ lambda to be 

a significant finding for this study and for research related to the TSET.   

Furthermore, the Wilks’ lambda results for the repeated measures weighted composite 

ANOVA showed a very low interaction effect between intervention and language as well as 

between intervention and race that were significant.  The observed power for the Wilks’ lambda 

results for the weighted composite was 59% for intervention and language and 70% for 

intervention and race.  Increasing the size of the target population would help to increase the 

observed power to a more desirable power level of 80% (Burns & Grove, 2009) for both of these 

demographic variables in future studies.  Language is often a major barrier for students of 

diverse backgrounds (Bednarz, Schim, & Dorenbos, 2010); therefore, this demographic variable 

should continue to be evaluated in future service-learning studies.  

Notably in this study, there were significant differences in the changes of the SEST pre to 

post scores for the language and race demographic characteristics.  Follow-up univariate 

ANOVAs (with Bonferroni correction) showed that the significant differences in the students’ 

responses for their TSE were in the affective and cognitive subscales (greatest changes occurred 

in the practical subscale for the White classification and the least occurred in the affective 

subscale for the all other race classification).  Participants who were non-White had higher 

composite scores on their pre-tests as well as on their post-tests; however, the greatest change 

occurred for the White participants who had the lowest scores on both the pre-and post-tests.  

Consequently, as previously hypothesized, non-White participants may self-report more TSE 

prior to an intervention and after an intervention due to barriers they have encountered in their 
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everyday lives.  White participants may not have encountered similar barriers and therefore 

report lower TSE on the TSET, both pre and post.  

This next section of the chapter discusses the implications of the findings for each of the 

five research questions. 

Implications for Practice 

Implications for nursing education 

The initial repeated measures MANOVA results showed the overall change in SEST 

scores in this study was significant and the relatively high effect sizes indicated that the highly 

significant changes from pre- to post-test to a great extent was explained by the intervention.  

Recall that the two interventions in this study were either the TCN course with the interview with 

a client from another culture intervention or the TCN/Service-Learning course with the service-

learning intervention.  Even though the researcher did not determine statistically that the 

TCN/Service-Learning course was more effective in changing SEST scores, it is important to 

note that both the TCN and the TCN/Service-Learning courses significantly affected change in 

the pre-licensure BSN students’ TSE.  Consequently, other nurse educators who are adequately 

prepared to teach TCN should plan and teach similar courses in their nursing programs to affect 

changes in their nursing students’ TSE.  

MANOVA results also revealed that the pre-SEST scores for the participants prior to the 

intervention were significantly different depending on the language and race classification of the 

participants.  Follow-up univariate ANOVAs also indicated that the three pre-test SEST scores 

were significantly different depending on the participants’ language and race classifications; the 

greatest amount of significance occurred in the cognitive pre-test SEST scores and the least 

occurred in the practical pre-test SEST scores in both cases.  Consequently, nurse educators 
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should continue to assess their students’ TSE to determine if nursing students’ language and race 

classifications similarly impact their SEST scores prior to the beginning of TCN courses in other 

nursing programs. 

Finally, the results of the repeated measures MANOVA showed a significant interactive 

effect between the intervention and race.  There was a significant difference in the change in 

SEST pre- to post-test scores for the two categories of race (White and all other).  Follow-up 

ANOVAs showed there were statistically significant differences in changes in students’ SEST 

scores in the affective and practical subscales depending on race category.  Also the composite 

repeated measures ANOVA revealed the composite SEST scores were significantly greater for 

the White race group and the English as a first language group.  Again, these results should 

encourage other nurse educators to continue to assess their students’ TSE at the beginning of 

transcultural courses and at the end to determine if similar results are found.  It would also be 

prudent for nurse educators to begin to do longitudinal studies to determine if similar findings 

result over longer periods of time as students are exposed to a variety of cultural experiences 

throughout their nursing programs. 

Furthermore, the participants in this study who were non-White and did not speak 

English as their first language may have also been overly confident due to their “in vivo” 

experiences and therefore “…at risk for inadequate preparation in learning the transcultural 

nursing skills necessary to provide culturally congruent care” (Jeffreys, 2010, p. 38).  This 

researcher did not analyze the TSET results in the beginning of each semester after the TSET 

was initially administered to identify at risk students.  This step would have required violating 

the study participants’ anonymity due to the specific way this study was designed.  In the future, 

nurse educators who want to determine the self-efficacy level of their students at the beginning 
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of the semester can plan to administer the TSET (Jeffreys, 2006) prior to the intervention 

(course) and then statistically analyze the results so that they can determine if the students are 

inefficacious, efficacious, or supremely efficacious about gaining new TCN knowledge and 

skills.  Theoretically, the CCC model encourages nurse educators to “carefully weave cognitive, 

practical, and affective transcultural nursing skills; encompass assessment, planning, 

implementation, and evaluation; and integrate self-efficacy appraisals and diagnostic-specific 

interventions…” (Jeffreys, 2010, p. 57).  The author of the CCC model also designed the 

Transcultural Self-Efficacy (TSE) Pathway (Jeffreys, 2010) to assist nurse educators with the 

self-efficacy appraisals and re-appraisals as nursing students. 

In summary, these results added to the body of knowledge that supports the assumption 

that TSE is dynamic and changes after an effective cultural intervention (Jeffreys, 2006).  Thus, 

nurse educators should continue to plan innovative educational interventions to affect change in 

nursing students’ TSE and to ultimately help eliminate health disparities in underserved 

populations.  Nurse educators who implement the CCC model (Jeffreys, 2006) should also use 

the TSE Pathway (Jeffreys, 2006) throughout their programs to, not only identify at risk students, 

but also implement appropriate diagnostic-specific interventions to meet the needs of all nursing 

students within their nursing programs. 

Implications for Nursing Research  

Research by nurse educators should be completed with similar statistical tests to those 

utilized within this study to determine if race and language (and other demographic variables) 

influence SEST scores prior to and after a cultural educational intervention.  Based on the high 

correlation between the cognitive SEST post-test scores and the practical SEST post-test scores 

found in this research study and in Rudnick’s study (2004), this researcher suggests future 
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studies should include the investigation of correlations between the pre- and post-test SEST 

scores to determine if similar correlations exist between the affective, cognitive and practical 

SEST scores in other studies.  Effect size should be included in all future research studies so the 

future studies can be compared and contrasted with current and past studies to determine if 

comparable correlations exist and if they are significant. 

A limitation of this study was the size of the sample in this study, which caused some 

statistical concerns while the researcher was screening the various demographic variable data.  

According to Jeffreys (2006), a common problem is that the number of participants in research 

studies is too small a sample to provide robust data regarding demographic variables.  Recall the 

race category was compacted into two categories after the data screening was completed due to 

the limited number of participants in original race categories listed on the Background 

Information Sheet.  Consequently, future studies should be completed with a larger target 

population utilizing the most current US Census Bureau’s race categories to determine which, if 

any, race classifications influence nursing students’ TSE.  Likewise, larger target populations 

may provide more insight into which language categories, if any, influence TSE prior to cultural 

educational interventions.  To explore this area more completely, future studies should list the 

most commonly spoken and written languages within the research study’s geographical area on 

the Background Information Sheet while completing the study with a larger target population. 

Furthermore, this researcher did not include a qualitative component to this multiple year 

research study, but would highly recommend it be included in future studies.  Notably, a cursory 

review of the service-learning reflection papers (a university requirement for all students enrolled 

in a service-learning course) written immediately after the service-learning experience by all of 

the BSN students who participated in the service-learning intervention, revealed several positive 
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outcomes from this short-term cultural immersion.  The following overall themes were expressed 

by the participants who completed the service-learning experience: usage of the knowledge and 

skills learned throughout this TCN course and nursing program; exposure to cultures that 

normally they would not have come into contact with during their other clinical experiences; 

opportunity to advocate for an underserved population in their geographical community; and 

knowledge was gleaned about their cultural values and beliefs while they were teaching the 

SRYI participants about health education.  The researcher believes future TSE and service-

learning research studies should be mixed methods studies.  Positive service-learning themes 

found by reading the participants service-learning reflection papers, Amerson’s research findings 

(2009), along with prior research, which found students are influenced by variables outside of the 

academic setting (Kardong-Edgren et al., 2010) support this belief.  

Implications for Leadership Studies 

 The results showed that service-learning was just as effective as the interview with a 

client from another culture intervention in increasing BSN students’ TSE, thus provided 

additional empirical evidence that TSE is dynamic and changes after a cultural educational 

experience (Jeffreys, 2006).  Conversely, due to the small sample size, the researcher was unable 

to show that service-learning was a more effective innovative strategy than the interview with a 

client from another culture to change pre-licensure BSN students’ TSE.  Thus, leaders in nursing 

education should encourage nurse educators who are also servant teachers and servant leaders to 

continue to create and oversee service-learning experiences for their nursing students.  Other 

professional disciplines should also evaluate the effectiveness of using service-learning as an 

innovative teaching strategy.  However, this researcher suggests that future researchers begin to 

look at the service-learning event in a more comprehensive manner while planning and 
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overseeing the experiences with their students.  One way to do that may be to look at the way 

students take on leadership roles during their service-learning experiences. 

As part of their leadership studies, Wood and Ladkin (2008) stated that in most cases, 

events are what are used to evaluate leaders; however, they proposed that the processes that lead 

up to the event are also important because those processes fuse together to create a “leadership 

moment” (p. 17).  Ladkin (2010) further elaborated by stating that “leadership can not exist 

without those who would enact it, the context from which it arises, as well as the socially 

constructed appreciation of it as a particular kind of interaction between human beings” (p. 32).  

Therefore, this researcher suggests that nurse educators should take on servant leadership roles 

and provide adequate time within the service-learning experience to make sure that students also 

have opportunities to have servant leadership opportunities while completing their service-

learning experiences.  After their service-learning experiences, students should be asked to 

reflect in their journals or assignments about any servant-leadership experiences they 

encountered and the course faculty should also ask them to share their leadership experiences 

during class time.  Verbally sharing servant-leadership experiences reinforces what Graham 

(1991) stated, “Servant-leaders are also self-reflective, and acknowledge the universal need for 

leaders’ hubris to be checked.  Both to serve others and to hold themselves accountable, then 

servant-leaders encourage the intellectual and moral development of all around them” (p. 117).  

Nurse educators’ and nursing students’ servant-leadership behaviors such as those 

identified by Beck (2010) and O’Brien (2011) in their qualitative studies should also be 

evaluated through future quantitative and qualitative research studies.  In order to show that 

servant-leadership theory is a valuable leadership theory, especially for nurse educators to use 

within service-learning courses and research studies, it should be critically evaluated and 
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analyzed.  To date, its value in such research studies has not been validated because there has 

been scant quantitative and qualitative research completed on this leadership theory (Sendjaya & 

Sarros, 2002).  

Along with creating and supervising new service-learning experiences and allowing 

students to reflect on their servant-leadership experiences, nurse educators should continue to 

quantitatively and qualitatively evaluate service-learning as an innovative teaching strategy.  

This researcher suggests that servant teachers/servant leaders use another service-learning 

evaluation tool, in addition to the TSET (Jeffreys, 2006), to determine the effectiveness of using 

service-learning as an innovative teaching strategy with nursing students.  The Community 

Service Self-Efficacy Scale (CSSES) was developed by Reeb, Katsuyama, Sammon, and Yoder 

in 1998 and it has been used for research studies and program evaluation related to community 

service (Reeb, 2006).  Consequently, since the CSSES has been found to be reliable and valid 

(Reeb), this researcher suggests future researchers should also use it in addition to the TSET 

(Jeffreys, 2006) when completing service-learning research with nursing students.  

Another more recent quantitative descriptive study completed by Groh, Stallwood and 

Daniels (2011), compared pre and post service-learning scores of 306 senior nursing students 

who took part in a service-learning course at a university in Michigan.  They used the Service-

Learning Self-Evaluation Tool (SLSET) to measure the constructs of leadership and social 

justice.  Paired t-tests analysis showed statistically significant differences (p < .025) between the 

pre and post service-learning scores for what the authors called the first study to measure 

leadership skills and social justice as an outcome for nursing students who participated in 

service-learning experiences.  However, even though the SLSET has had Cronbach’s coefficients 

greater than 0.80 before and after the service-learning experience, it has not been used outside 
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their university.  Thus, leaders within nursing education may want to acquire permission to 

implement the SLSET with future research studies that evaluate service-learning, leadership and 

social justice with nursing students in a variety of community settings. 

Finally, the relationship between self-efficacy and leadership was not explored during 

this research study.  However, the literature suggests leaders who have strong self-efficacy are 

more likely be able to deal with the everyday challenges faced in various leadership roles (Beck, 

2010; Jaina, 2008).  This study only evaluated pre-licensure BSN students’ TSE, not leaders’ 

TSE.   

This researcher observed her students volunteer for and perform various leadership roles 

such as plan meetings outside of class time to meet and discuss each group member’s role for the 

service-learning teaching experience.  In addition, students collaborated with the project manager 

of the SRYI to discuss and plan the service-learning activity, met in the library to obtain 

educational resources, met with the group after the service-learning experience to evaluate the 

effectiveness of their educational session, and created a summary paper which included the 

team’s goals, teaching methods, evaluation methods, and self-evaluation of their teaching 

effectiveness one week after the team’s service-learning experience.  

Hence, this researcher believes those nursing students who self-reported higher levels of 

TSE and took on leadership roles will be more likely to take on the leadership roles related to 

advocating for cultural competence in their practice settings during their nursing careers and 

continue to advocate for social justice within their communities.  This belief is based on the fact 

that some students shared the following positive themes related to service-learning and servant 

leadership in their service-learning reflection papers.  They wanted to continue to be advocates 

for others, recognized the need to help disenfranchised populations, loved serving others, felt 
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prepared to be a leader, enjoyed creatively using nursing knowledge and skills, and felt the 

experience provided them with a way to carry out the university’s mission. 

Recommendations for Further Research 

Recently published Standards of Practice for Culturally Competent Nursing Care: 2011 

Update (Douglas et al., 2011), suggest 12 standards to be used by nurses, nurse educators, nurse 

researchers, and nurse administrators to emphasize cultural competence as a priority for all 

populations.  The 12 standards are (1) social justice, (2) critical reflection, (3) knowledge of 

cultures, (4) culturally competent practice, (5) cultural competence in health care systems and 

organizations, (6) patient advocacy and empowerment, (7) multicultural workforce, (8) education 

and training in culturally competent care, (9) cross-cultural communication, (10) cross-cultural 

leadership, (11) policy development, and (12) evidence-based practice and research (Douglas et 

al.).  This researcher suggests nurse researchers include all of them, to some capacity, in their 

future research studies in order to reduce health disparities.  

Prior to conducting research, nurse educators should become cross-cultural leaders for 

other nurses while becoming transcultural nurse experts and providing educational programs to 

improve cultural competence in the practice setting.  Next, nurse educators should create and 

oversee service-learning experiences in culturally different environments with community 

partners so that students can promote social justice, provide patient advocacy, employ 

empowerment strategies, use culturally competent verbal and nonverbal communication, and 

critically reflect upon their service-learning experiences.  Equally important, nurse educators 

should design mixed methods studies and utilize their quantitative and qualitative research 

findings to help make health policy changes to ultimately eliminate social, environmental, and 

health disparities identified in Healthy People 2020 (USDHHS, 2011).  
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In addition, not only should research studies utilizing Jeffreys’ TSET (2006) via pre- and 

post-tests be completed during the semester that students enroll in transcultural nursing course, 

but also longitudinal studies should be utilized to determine if TSE continues to change as 

nursing students have more encounters with diverse clients across the lifespan in nursing practice.  

These longitudinal studies should commence when students enter nursing programs and should 

conclude prior to graduation or shortly after graduation to adequately assess changes in nursing 

students’ TSE throughout nursing programs. 

Finally, future nurse researchers should collaborate with other nurse researchers to plan a 

longitudinal mixed design study with several pre-licensure BSN nursing programs from different 

geographical areas in the United States that would provide a more diverse and larger target 

population to ascertain what demographic variables impact pre-licensure BSN students’ TSE.  

The quantitative research questions used in this current study could be expanded to include other 

demographic variables such as first generation college students or beyond, prior travel outside 

the US, experience with exchange students in the school or home setting, language(s) spoken in 

the home during childhood, and the most current race classifications used by the US Census 

Bureau.  The qualitative research study should include the analysis of reflection papers 

completed by the participants.  The following are suggested questions to be included to 

adequately evaluate students’ service-learning experiences: How did your service-learning 

experience increase your confidence level to provide culturally competent care to clients from 

diverse cultures?  What leadership roles did you take on during your service-learning experience, 

and why?  What barriers did you encounter while trying to provide culturally competent care to 

this population?  What did you learn from your community partners during this service-learning 

experience?  What did you learn from the clients during your service-learning experience?  What 
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did you learn about yourself during this service-learning experience?  What past work, travel, or 

learning experience(s) helped to prepare you for this service-learning experience?  Did your 

gender, age, marital status, race/ethnicity, religion, and/or the language you first spoke in your 

home impact your service-learning experience in any manner, and if so, explain how one or more 

of them impacted your service-learning experience?  Are you the first generation in your family 

to attend higher education, and if so, how did that impact this service-learning experience?  What 

suggestions do you have to improve this service-learning experience for future students? 

A limitation of this study was that some historical and geographical events (as described 

in chapter I) might have also impacted these nursing students to increase their perceived TSE.  

For this reason, researchers may also want to add a control group to their research design to 

determine if nursing students who have neither a service-learning intervention, nor an interview 

with a client from another culture, continue to report statistically significant changes in TSE after 

a TCN course.  There may be other unknown factors that occur during a TCN course or 

throughout the time period between the TSET pre- and post-testing in longitudinal studies, which 

impact nursing students’ perceived TSE.  Adding a control group as well as including qualitative 

research methods may determine what other factors impact nursing students’ TSE.     

Conclusions 

Effective teaching strategies are needed in nursing education so that nursing students will 

be prepared to become culturally competent nurses, servant nurse teachers, and servant nurse 

leaders who work diligently to meet the ever-changing needs of our diverse population.  Given 

the current trend of increasing diversity in the United States, nursing students, graduate nurses, 

and nurse educators need to be equipped to understand how culture impacts the clients’ 

perception of health care and their views of the healthcare they encounter (Waite & Calamaro, 
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2010).  Various educational strategies have been used in nursing education to enhance cultural 

competence; however ongoing evaluation of all educational strategies must be completed to 

provide evidence as to whether these strategies are effective in producing cultural competent 

nurses in the practice setting.  

This research study expanded upon the work of previous researchers in the area of TSE 

and service-learning.  The results of this study revealed that both service-learning and an 

interview with a client from another culture were effective teaching strategies for changing pre-

licensure BSN students’ TSE with this target population.  Statistically high correlations were 

found between the cognitive SEST post-test scores and the practical SEST post-test scores. 

MANOVA results indicated that the pre-test SEST scores were significantly different depending 

on language and race classification; however there were no significant differences in pre-test 

SEST scores for any of the other independent variables.  The descriptive statistics for the 

repeated measures MANOVA showed the service-learning group had the highest post-test scores 

in all three subscales and in the weighted composite of the three subscales.  Furthermore, the 

service-learning group had the greatest mean difference in the two out of the three subscales (not 

in the affective subscale), and in the weighted composite of the three subscales; however the 

Wilks’ lambda result showed there was no significant difference in change of the pre- to post-test 

SEST scores for the intervention variable.  Moreover, the Wilks’ lambda results showed a 

statistically significant interactive effect (with slight-to-moderate effect) between intervention 

and race; there was a significant difference in the change of SEST pre- to post-test scores for the 

two categories of race (White and non-White).  Finally, the Wilks’ lambda results for the 

repeated measures weighted composite ANOVA showed a very low interaction effect between 

the intervention and language and between the intervention and race that were significant.  
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In conclusion, this study adds to the body of knowledge regarding TSE and provides 

additional empirical evidence that TSE is dynamic and changes after a cultural educational 

experience (Jeffreys, 2006).  The study provides evidence that the demographic variables, race 

and language, did impact pre-licensure BSN students’ TSE with this target population.  

Recommendations for future service-learning and TSE research with pre-licensure BSN 

students are provided so that questions that were not answered during this research study may be 

answered in the near future by expanding this study to include qualitative research questions and 

the administration the CSSES along with the TSET.  In the near future, with the addition of 

qualitative research methods, servant-leadership may be found to be a vital leadership theory for 

future nurse educators who plan service-learning experiences for nursing students.  

Bandura wrote, “The times call for social initiatives that build people’s sense of 

collective efficacy to influence the conditions that shape their lives and those of future 

generations” (Bandura, 1997, p. 525).  Pre-licensure BSN students can and should be a part of 

the social initiatives currently being employed in nursing practice and nursing education to 

increase cultural competence and reduce health disparities.  BSN students currently learn 

leadership knowledge and skills by being exposed to all or portions of the LEM (Lemire, 2005) 

in their BSN educational programs.  “Leadership moments” (Wood & Ladkin, 2008) happen all 

throughout the lives of leaders.  Nursing students also take part in learning experiences such in 

service-learning courses in their BSN programs wherein they are afforded the opportunity to take 

on leadership roles for small periods of time and in essence have “leadership moments” (Wood 

& Ladkin) in controlled situations under the guidance of their course faculty.  Previous studies 

(Neill et al, 2007; Garber et al., 2009) showed a link between service-learning and servant 

leadership.  Some of the BSN students who participated in this research study may become 
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servant leaders in nursing education and/or and nursing practice in the future if they are nurtured 

by other servant leaders.  

Leaders emerge after going through a lifelong developmental process; this process 

involves exercising leadership, gaining knowledge and skills from each leadership opportunity, 

and refining and developing leadership skills as new challenges arise (Grossman & Valiga, 2009).  

The future of nursing may be in jeopardy unless new nurse leaders emerge (Sherman, 2005).  

Nurses who want to influence others to shape the future of healthcare should “accept leadership 

responsibility to combat ignorance, to shun mediocrity, to confront arrogance, to expose 

duplicity, and condemn prejudice” (Bogue, 2010, p. 13).  Today, there still is a great need for 

leaders to influence the way others view our diverse patient population and the increasing 

diversity in our healthcare workforce in order to avoid cultural conflicts (Foley & Wurmser, 

2004).  

Nevertheless, nurse faculty leaders frequently have reported not being prepared to take on 

leadership positions (Young, Pearsall, Stiles, & Horton-Deutsch, 2011).  For this reason the NLN 

and Johnson & Johnson Faculty Leadership and Mentoring Program offered a mentorship 

program in which Fellows of the NLN were matched with protégés over a 12 month time span to 

encourage leadership development (NLN, 2009).  A hermeneutic (interpretive) study was 

completed with 23 leaders about their experiences of becoming nurse leaders.  Analysis of the 

interviews with the 23 emerging leaders revealed the following common themes: “being thrust 

into leadership, taking risks, and facing challenges” (Young et al.).  Therefore, more nurse 

leaders who practice servant leadership should mentor other nurses to use this form of leadership 

so they will be better prepared to be servant leaders who take risks to face the challenges that lie 

ahead of them as our nation becomes more and more culturally diverse.    
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Furthermore, nurses who are students of leadership should not misconstrue servant 

leadership as a weaker or lesser model of leadership.  If the appropriate servant-leadership 

knowledge and skills are learned and practiced effectively, servant leadership development will 

occur (Beck, 2010) and eventually nurse leaders may become effective servant nurse leaders. 

Finally, servant nurse leaders, through future quantitative and qualitative research, may find 

service-learning to be the most innovative and effective teaching strategy in nursing education to 

change pre-licensure BSN students’ TSE and eventually decrease as well as eliminate health 

disparities around in the United States and worldwide.  
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Appendix B 

Glossary 

 

Term Definition 

Affective Subscale The Affective subscale is found within the 

Transcultural Self-Efficacy Tool and it 

addresses the respondents’ confidence level 

about clients’ attitudes, beliefs and values 

(Jeffreys, 2006, 2010). 

Baccalaureate nursing  Baccalaureate nursing is the educational 

degree nursing students obtain after 

attending and successfully completing a set 

amount of credits by accredited colleges 

and universities prior to entering the 

profession of nursing. 

Cognitive Subscale The cognitive subscale is found within the 

Transcultural Self-Efficacy Tool and it 

requests the respondents to provide a rating 

about their knowledge about cultural 

factors that impact nursing care (Jeffreys, 

2006, 2010). 

Content Validity Content validity “refers to the adequacy of 

coverage of the items that make up a 

questionnaire with regard to the 

constitutive definition of the concept the 

instrument was designed to measure” 

(Fawcett & Garity, 2009, p. 179). 

Construct Validity Construct validity “is the extent to which 

an instrument measures an intended 

hypothetical concept or construct” (Fain, 

2009, p. 119). 

Criterion-related validity Criterion-related validity “is a measure of 

how well an instrument measuring a 

particular concept compares with a 

criterion, providing more quantitative 

evidence on the accuracy of the instrument 

(Fain, 2009, p. 118). 

Cultural competence Cultural competence is “a 

multidimensional learning process that 

integrates transcultural skills in all three 

dimensions (cognitive, practical, and 

affective), involves TSE (confidence) as a 

major influencing factor, and aims to 

achieve culturally congruent care” 

(Jeffreys, 2006, p. 25). 

Cultural Competence and Confidence The Cultural Competence and Confidence 
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Model model assists educators, researchers, and 

students to view the juxtaposition of the 

multidimensional constructs of cultural 

competence and transcultural self-efficacy 

with the various dimensions of the 

teaching-learning processes via 

formal/informal educational programs 

allowing learners’ to hone their 

transcultural nursing skills and 

consequently reach the ultimate goal of 

providing culturally congruent care 

(Jeffreys, 2006, 2010).   

Culture Culture is “the totality of socially 

transmitted behavioral patterns, arts, 

beliefs, customs, lifeways, and all of the 

other products of human work and thought 

characteristics of a population of people 

that guide their worldview and decision 

making” (Purnell, 2008, p. 5) 

Efficacious Confident 

Efficacy Efficacy is “the power to produce an 

effect” (Merriam-Webster, 2010, para.1). 

First Generation College Students First generation college students are 

students who are the first persons in their 

family to attend higher education. 

Internal Consistency “Internal consistency is concerned with the 

degree to which questionnaire items 

correlate with each other and reflect the 

same concept” (Jeffreys, 2010, p. 77). 

Leadership Leadership is the process whereby a leader 

uses knowledge and skills, such as self-

efficacy, advocacy, and honesty to 

influence others to become more 

efficacious about their own knowledge and 

skills in order to accomplish the group’s 

common goal. 

Nursing “Nursing is the protection, promotion, and 

optimization of health and abilities, 

prevention of illness and injury, alleviation 

of suffering through the diagnosis and 

treatment of human response, and advocacy 

in the care of individuals, families, 

communities, and populations” (ANA, 

2010, para. 2). 

Nursing Student A nursing student is a student enrolled in a 

course of study in order to become a nurse. 
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Perceived Self-Efficacy “Perceived self-efficacy is concerned with 

judgments of how well one can execute 

courses of action required to deal with 

prospective situations” (Bandura, 1982, p. 

122). 

Practical Subscale The practical subscale is found within the 

Transcultural Self-Efficacy Tool and it 

invites the respondents to rate their 

confidence level for interviewing clients 

from diverse cultures about their beliefs 

and values (Jeffreys, 2006, 2010). 

Pre-licensure BSN students Pre-licensure BSN students are 

undergraduate nursing students who are 

enrolled in a program that provides a 

baccalaureate nursing program and upon 

completion of the program are eligible to 

take the entry-level nursing examination, 

National Council Licensure Examination-

Registered Nurse 

Reliability “The reliability of an instrument is the 

degree of consistency with which it 

measures the attribute it is supposed to be 

measuring” (Polit & Hungler, 1991, p. 

367).   

Self-Efficacy Self-efficacy is the confidence a person has 

to plan and carry out actions to fulfill a 

specific goal (Bandura, 1997). 

Self-Efficacy Level Self-efficacy Level is the sum obtained by 

adding the total number of positive 

responses provided by the participant with 

a self-efficacy tool (Lee & Bobko, 1994). 

Self-Efficacy Strength Self-efficacy strength refers to the “average 

strength of the self-efficacy perceptions 

within a particular (subscale) of the 

construct” when using the TSET (Jeffreys, 

2006, p. 175).   

Servant Leadership Servant leadership is a form of leadership 

that engages followers in decision making, 

is highly grounded with ethical and caring 

actions, and enhances the growth of 

followers while also improving the caring 

and quality of organization (Spears, 2010). 

Servant Teacher A servant teacher is a teacher who uses 

persuasion to guide students to meet 

objectives, acknowledge and celebrate 

students’ differences, advocate for student-
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centered curricular changes, use 

questioning and reflection to foster 

personal growth, involve students in the 

learning process, use SL to help students 

develop their own sense of civic 

responsibility and stewardship, challenge 

students to create a shared community of 

learning via group assignments, and 

encourage personal and professional 

growth for all students. This researcher 

attempted to model servant teachers who 

have successfully incorporated SL 

activities in their courses while preparing 

the current TCN course so that Alvernia’s 

pre-licensure BSN students and the 

population they serve benefit greatly from 

this mutual learning experience Robinson, 

2009).  

Service-Learning “Service-learning is a teaching strategy and 

learning strategy that integrates meaningful 

community service with instruction and 

reflection to enrich the learning experience, 

teach civic responsibility, and strengthen 

communities” (Seifer & Connors, 2007, p. 

4).   

Stability “Stability aims to measure whether the 

measurement of the construct is stable and 

addresses to what degree will the same 

results be obtained on repeated instrument 

administrations” (Jeffreys, 2010, p. 78).   

Strategy Strategy is “a careful plan or method” 

(Merriam-Webster, 2011, para. 2). 

Teach Teach is to “to cause to know something” 

(Merriam-Webster, 2011, para. 1) 

Teaching strategy  “Teaching strategies are the procedures, 

processes, activities, and tools used to 

assist in learning” (Miller, 2008, p. 962). 

Transcultural Transcultural is “ involving, encompassing, 

or extending across two or more cultures” 

(Merriam-Webster, 2010, para.1). 

Transcultural Self-Efficacy Transcultural self-efficacy is the perceived 

confidence that nursing students use to 

learn about TCN and perform TCN skills 

among diverse populations (Jeffreys and 

Smodlaka (1996, 1998, 1999a, 1999b, 

2000). 
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Transcultural Self-Efficacy Tool Transcultural Self-Efficacy Tool is an 

instrument used to measure students’ self-

perceived confidence levels while they 

learn to provide culturally competent 

nursing care to diverse populations 

(Jeffreys, 2006, 2010).   

Transcultural Nursing “Transcultural nursing [TCN] is the formal 

area of study and practice focused on 

comparative human-care (caring) 

differences and similarities of the beliefs, 

values, and patterned lifeways of cultures 

to provide culturally congruent, 

meaningful, and beneficial health care to 

people” (Leininger, 2002, pp. 5-6). 
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Appendix C 

Jeffreys’ Cultural Competence and Confidence (CCC) Model
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Appendix D 

Letter Requesting Springer Publishing Company’s Permission to use Jeffreys’ CCC Model 
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Appendix E 

Email Permission from Springer Publishing Company 
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Appendix F 

Background Information Sheet 

BSN undergraduate students                   

Number:  __________ 

 

Directions:  Circle the correct answer or answers. 

1. Clinical course that you are enrolled in this semester: 

a. NUR 205 

b. NUR 313 

c. None 

 

2. Gender: 

a. Male 

b. Female 

 

3. Age: 

a.  19 and under 

b.  20-29 

c.  30-39 

d.  40-49 

e   50-59 

f.  60 or over 

 

4. Which of the following categories best describes you? 

(May select more than one choice) 

a. Alaskan Native or American Indian 

b. Asian or Pacific Islander 

c. Puerto Rican 

d. Other Hispanic 

e. Black 

f. White 

g. Other 

 

5. Is English your first language? 

a. Yes 

b. No 

 

6. Previous health care experience: 

       a.  None 

       b.  LPN 

       c.  Other 

 

7. Previous college level course in cultural diversity: 

       a.  Yes 

      b.  No    
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Appendix G  

Data Screening Figures and Tables 
 

 
Figure G1. Boxplots for the Affective Pre-Test SEST Scores for Under 30 and 30 and Older Age 

groups with 124 Cases 

 

 
Figure G2. Boxplots for Affective Pre-Test SEST Scores for No Previous Healthcare Experience 

and LPN and Other Healthcare Experience with 124 Cases 
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Figure G3. Boxplots for the Affective Pre-Test SEST Scores for Under 30 and 30 and Older Age 

groups with 118 Cases 

 

 
Figure G4. Boxplots for Affective Pre-Test Scores for No Previous Healthcare Experience and 

LPN and Other Healthcare Experience with 118 Cases 
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Figure G5. Normal Q-Q Plot for the Affective Pre-Test SEST Scores for Interview Group 
 

 

Figure G6. Normal Q-Q Plot for the Affective Pre-Test SEST Scores for Service-Learning 

Group 
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Figure G7. Normal Q-Q Plot for the Affective Pre-Test SEST Scores for Under 30 Age Group 

 

 

 
Figure G8. Normal Q-Q Plot for the Affective Pre-Test SEST Scores for 30 and Older Age 

Group 
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Figure G9. Normal Q-Q Plot for the Affective Pre-Test SEST Scores for English is First 

Language Group 

 

 

 
Figure G10. Normal Q-Q Plot for the Affective Pre-Test SEST Scores for English is Not First 

Language Group 
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Figure G11. Normal Q-Q Plot for the Affective Pre-Test SEST Scores for White Race Group 

 

 

 
 

Figure G12. Normal Q-Q Plot for the Affective Pre-Test SEST Scores for All Other Race Group 
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Figure G13. Normal Q-Q Plot for the Affective Pre-Test SEST Scores for No Healthcare 

Experience Group 

 

  

 
 

Figure G14. Normal Q-Q Plot for the Affective Pre-Test SEST Scores for LPN or Other 

Healthcare Experience Group 
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Figure G14. Normal Q-Q Plot for the Affective Pre-Test SEST Scores for Previous College-

Level Diversity Group 

 

 

 
 

Figure G16. Normal Q-Q Plot for the Affective Pre-Test SEST Scores for Previous College-

Level Diversity Group 

 



  

 226 

 

 
Figure G17. Normal Q-Q Plot for the Affective Post-Test SEST Scores for Interview Group 

 

 

 
Figure G18. Normal Q-Q Plot for the Affective Post-Test SEST Scores for Service-Learning 

Group 
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Figure G19. Normal Q-Q Plot for the Affective Post-Test SEST Scores for Age 30 and Older 

Group 

 

 

 
 

Figure G20. Normal Q-Q Plot for the Affective Post-Test SEST Scores for Under 30 Age Group 
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Figure G21. Normal Q-Q Plot for the Affective Post-Test SEST Scores for English is First 

Language Group 

 

 

 
Figure G22. Normal Q-Q Plot for the Affective Post-Test SEST Scores for English is Not First 

Language Group 
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Figure G23. Normal Q-Q Plot for the Affective Post-Test SEST Scores for White Race Group 

 

 

 
Figure G24. Normal Q-Q Plot for the Affective Post-Test SEST Scores for All Other Race 

Group 
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Figure G25. Normal Q-Q Plot for the Affective Post-Test SEST Scores for No Previous 

Healthcare Experience Group 

 

 

 
Figure G26. Normal Q-Q Plot for the Affective Post-Test SEST Scores for LPN and Other 

Healthcare Experience Group 
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Figure G27. Normal Q-Q Plot for the Affective Post-Test SEST Scores for Previous College-

Level Diversity Course Group 

 

 

 

 
Figure G28. Normal Q-Q Plot for the Affective Post-Test SEST Scores for No Previous College-

Level Diversity Course Group 
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Figure G29. Normal Q-Q Plot for the Average Composite of the Affective, Cognitive, and 

Practical Pre-test SEST Scores and Interview Group 

 

 

 
 

Figure G30. Normal Q-Q Plot for the Average Composite of the Affective, Cognitive, and 

Practical Pre-test SEST Scores and Service-Learning Group 
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Figure G31 Normal Q-Q Plot for the Average Composite of the Affective, Cognitive, and 

Practical Pre-test SEST Scores and Under 30 Age Group 

 

 

 
 

Figure G32. Normal Q-Q Plot for the Average Composite of the Affective, Cognitive, and 

Practical Pre-test SEST Scores and 30 and Older Group 
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Figure G33. Normal Q-Q Plot for the Average Composite of the Affective, Cognitive, and 

Practical Pre-test SEST Scores and English as First Language Group 

 

 

 
 

Figure G34. Normal Q-Q Plot for the Average Composite of the Affective, Cognitive, and 

Practical Pre-test SEST Scores and English is Not First Language Group 
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Figure G35. Normal Q-Q Plot for the Average Composite of the Affective, Cognitive, and 

Practical Pre-test SEST Scores and White Race Group 

 

 

 
Figure G36. Normal Q-Q Plot for the Average Composite of the Affective, Cognitive, and 

Practical Pre-test SEST Scores and All Other Race Group 
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Figure G37. Normal Q-Q Plot for the Average Composite of the Affective, Cognitive, and 

Practical Pre-test SEST Scores and No Previous Healthcare Experience Group 

 

  

 
 

Figure G38. Normal Q-Q Plot for the Average Composite of the Affective, Cognitive, and 

Practical Pre-test SEST Scores and LPN and Other Healthcare Experience Group 
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Figure G39. Normal Q-Q Plot for the Average Composite of the Affective, Cognitive, and 

Practical Pre-test SEST Scores and Previous College-Level Diversity Course Group 

  

 

 
Figure G40. Normal Q-Q Plot for the Average Composite of the Affective, Cognitive, and 

Practical Pre-test SEST Scores and No Previous College-Level Diversity Course Group 
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Figure G41. Normal Q-Q Plot for the Average Composite of the Affective, Cognitive, and 

Practical Post-Test SEST Scores and Interview Group 

 

 

 
Figure G42. Normal Q-Q Plot for the Average Composite of the Affective, Cognitive, and 

Practical Post-Test SEST Scores and Service-Learning Group 
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Figure G43. Normal Q-Q Plot for the Average Composite of the Affective, Cognitive, and 

Practical Post-Test SEST Scores and Under 30 Age Group 

 

 
Figure G44. Normal Q-Q Plot for the Average Composite of the Affective, Cognitive, and 

Practical Post-Test SEST Scores and 30 and Older Age Group 
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Figure G45. Normal Q-Q Plot for the Average Composite of the Affective, Cognitive, and 

Practical Post-Test SEST Scores and English is First Language Group 

 

  

 
Figure G46. Normal Q-Q Plot for the Average Composite of the Affective, Cognitive, and 

Practical Post-Test SEST Scores and English is Not First Language Group 
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Figure G47. Normal Q-Q Plot for the Average Composite of the Affective, Cognitive, and 

Practical Post-Test SEST Scores and White Race Group 

 

 

 
Figure G48. Normal Q-Q Plot for the Average Composite of the Affective, Cognitive, and 

Practical Post-Test SEST Scores and all Other Race Group 
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Figure G49. Normal Q-Q Plot for the Average Composite of the Affective, Cognitive, and 

Practical Post-Test SEST Scores and No Previous Healthcare Experience Group 

 

 

 
Figure G50. Normal Q-Q Plot for the Average Composite of the Affective, Cognitive, and 

Practical Post-Test SEST Scores and LPN and Other Healthcare Experience Group 
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Figure G51. Normal Q-Q Plot for the Average Composite of the Affective, Cognitive, and 

Practical Post-Test SEST Scores and Previous College-Level Diversity Course Group 

 

 

 
Figure G52. Normal Q-Q Plot for the Average Composite of the Affective, Cognitive, and 

Practical Post-Test SEST Scores and LPN and No Previous College-Level Diversity Course 

Group 
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Figure G53. Boxplots for the Affective Pre-Test SEST Scores for Interview and Service 

Learning Groups 

 

 

 
Figure G54. Boxplots for the Affective Pre-Test SEST Scores for Under 30 and 30 and Older 

Age Groups 
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Figure G55. Boxplots for the Affective Pre-Test SEST Scores for English is First Language and 

English is Not First Language Groups 

 

 

 

 
Figure G56. Boxplots for the Affective Pre-Test SEST Scores for White Race and Other Race 

Groups  
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Figure G57. Boxplots for the Affective Post-Test SEST Scores for No Previous Healthcare 

Experience and LPN and Other Healthcare Experience Groups 

 

 

 
 

Figure G58. Boxplots for the Affective Post-Test SEST Scores for Previous College-Level 

Diversity Course and No Previous College-Level Diversity Course Groups 
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Figure G59. Boxplots for the Weighted Composite of the Affective, Cognitive, and Practical 

Post-Test SEST Scores for Interview and Service-Learning Groups 

 

 

 

 
Figure G60. Boxplots for the Weighted Composite of the Affective, Cognitive, and Practical 

Post-Test SEST Scores for the Under 30 and 30 and Older Age Groups 
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Figure G61. Boxplots for the Weighted Composite of the Affective, Cognitive, and Practical 

Post-Test SEST Scores for the English is First Language and English is Not First Language 

Groups 

 

 

 

 
Figure G62. Boxplots for the Weighted Composite of the Affective, Cognitive, and Practical 

Post-Test SEST Scores for the White and All Other Race Groups 
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Figure G63. Boxplots for the Weighted Composite of the Affective, Cognitive, and Practical 

Post-Test SEST Scores for the No Previous Healthcare Experience and LPN and Other 

Healthcare Experience Groups  

 

 

 
Figure G64. Boxplots for the Weighted Composite of the Affective, Cognitive, and Practical 

Post-Test SEST Scores for Previous College-Level Diversity Course and No Previous College-

Level Diversity Course No Previous College-Level Diversity Course Groups  
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Table G1. Levene’s Test of Equality of Error Valances for Affective Pre-Test SEST Scores 

 

Variable F df1 df2 p 

Intervention 1.783 1 109 .185 

Age   .434 1 109 .511 

Language   .439 1 109 .509 

Race   .214 1 109 .644 

Healthcare Experience   .219 1 109 .641 

College-Level Diversity Course 7.524 1 109 .007 

 

Table G2. Levene’s Test of Equality of Error Valances for Cognitive Pre-Test SEST Scores 

 

Variable F df1 df2 p 

Intervention   .247 1 109 .620 

Age 4.832 1 109 .030 

Language   .230 1 109 .632 

Race   .087 1 109 .768 

Healthcare Experience 2.143 1 109 .146 

College-Level Diversity Course   .574 1 109 .450 

 

Table G3. Levene’s Test of Equality of Error Valances for Practical Pre-Test SEST Scores 

 

Variable F df1 df2 p 

Intervention   .470 1 109 .495 

Age   .039 1 109 .844 

Language 1.618 1 109 .206 

Race 1.030 1 109 .312 

Healthcare Experience   .952 1 109 .331 

College-Level Diversity Course   .015 1 109 .904 

 

 

Table G4. Levene’s Test of Equality of Error Valances for Affective Post-Test SEST Scores 

 

Variable F df1 df2 p 

Intervention 1.723 1 109 .185 

Age   .011 1 109 .918 

Language 3.933 1 109 .050 

Race 3.240 1 109 .075 

Healthcare Experience   .399 1 109 .529 

College-Level Diversity Course   .009 1 109 .923 
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Table G5. Levene’s Test of Equality of Error Valances for Cognitive Post-Test SEST Scores 

 

Variable F df1 df2 p 

Intervention .090 1 109 .765 

Age .222 1 109 .639 

Language .436 1 109 .511 

Race .010 1 109 .922 

Healthcare Experience .116 1 109 .734 

College-Level Diversity Course .084 1 109 .773 

 

Table G6. Levene’s Test of Equality of Error Valances for Practical Post-Test SEST Scores 

 

Variable F df1 df2 p 

Intervention   .309 1 109 .580 

Age    .027 1 109 .871 

Language   .712 1 109 .401 

Race   .419 1 109 .519 

Healthcare Experience 1.973 1 109 .163 

College-Level Diversity Course   .507 1 109 .478 

 

Table G7.  Levene’s Test of Equality of Error Valances for Composite Pre-Test SEST Scores 

 

Intervention F df1 df2 p 

Treatment   .002 1 109 .962 

Age 3.099 1 109 .081 

Language   .344 1 109 .559 

Race   .177 1 109 .675 

Healthcare Experience   .004 1 109 .952 

College-Level Diversity Course   .063 1 109 .802 

 

Table G8. Levene’s Test of Equality of Error Valances for Composite Pre-Test SEST Scores 

 

Variable F df1 df2 p 

Intervention   .012 1 109 .913 

Age   .026 1 109 .873 

Language   .734 1 109 .393 

Race   .132 1 109 .717 

Healthcare Experience 1.510 1 109 .222 

College-Level Diversity Course   .487 1 109 .487 
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Table G9. Mahalanobis Distance for Extreme Values 

 

Extreme Values 

 Case Number Value 

Mahalanobis Distance Highest 1 117 18.97365 

2 110 16.91910 

3 91 16.67722 

4 116 14.67970 

5 87 14.44806 

Lowest 1 18 1.09662 

2 3 1.33077 

3 84 1.57017 

4 80 1.63329 

5 105 1.64954 

Note. Outliers were indicated by chi-square values that were significant at p < .001; the critical 

value of chi-square at p < .001 and 8 degrees of freedom was 26.125.  There were no cases 

greater than the critical value. 

 

 

 

  

Figure G65. Scatterplots for Correlations Among the Affective, Cognitive, and Practical  

Pre-Test SEST Scores 
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Figure G66. Scatterplots for Correlations Among the Affective, Cognitive, and Practical  

Pre-Test SEST Scores and Affective, Cognitive, and Practical Post-Test Scores 

 

 

Table G10.   

Box’s Test of Equality of Covariance Matrices for the Six Independent Variables (N = 133) 

 

Note. Tests the null hypothesis that the covariance matrices of the dependent variables are equal 

across groups. A critical value of .025 was employed as per Mertler and Vannatta (2010). 

 

 

 

 

 

 

Variable Box’s M F df1 df2 p 

Intervention   5.053   .818 6 62721.367 .556 

Age  12.871 2.017 6   6549.579 .060 

Language   7.706 1.188 6   3914.668 .309 

Race    4.586   .726 6 10106.993 .628 

Healthcare Experience 11.371 1.840 6 62721.367 .087 

College–Level Diversity Course 16.128 2.568 6 13512.498 .017 
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Table G11.  

 

Box’s Test of Equality of Covariance Matrices
 
for the Six Independent Variables (N = 111) 

 

Note. Tests the null hypothesis that the covariance matrices of the dependent variables are equal 

across groups. A critical value of .025 was employed as per Mertler and Vannatta (2010). 

 

         

         

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Variable Box’s M F df1 df2 p 

Intervention 2.740 0.442 6 49726.497 .851 

Age  8.081 1.252 6   4587.301 .276 

Language 6.715 1.035 6   3983.869 .400 

Race  3.512 0.555 6   9469.800 .767 

Healthcare Experience 7.516 1.214 6 64103.274 .296 

College-Level Diversity Course 9.365 1.479 6   9469.800 .181 
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Appendix H 

Background Information Coding Scheme 

 

 

Variable Response Code 

Current clinical course NUR 205 

NUR 313 

Other 

1 

2 

3 

Gender Male 

Female 

1 

2 

Age 19 and under 

20-29 

30-39 

40-49 

50-59 

60 and over 

1 

2 

3 

4 

5 

6 

Race Alaskan Native or American Indian 

Asian or Pacific Islander 

Puerto Rican 

Other Hispanic 

Black 

White 

Other 

Mixed  

1 

2 

3 

4 

5 

6 

7 

8 

English as first language Yes 

No 

1 

2 

Previous health care experience None 

LPN 

Other 

1 

2 

3 

Previous college diversity course Yes 

No 

1 

2 
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Appendix I  

Request Letter to the Director of The Holleran Center for Community Engagement 

 

November 6, 2009 

 

Dear Mrs. Ginny Hand,  

 

I am writing to request your permission to work with the students enrolled in the South Reading 

Youth Initiative (SRYI) after school program. As you know, because of your supervisory 

position with the SRYI and as Director of the Holleran Center for Community Engagement, all 

Alvernia University students are required to complete approximately 40 hours of service learning 

prior to their graduation.  As a member of the Alvernia University’s nursing faculty, I recently 

added a service learning component to the Transcultural Nursing course which all junior nursing 

students are required to take to meet the university’s diversity requirement. Because you have 

been so instrumental in assisting our Education Department to work with population in the past, I 

thought I would contact you to see if you would grant me permission to proceed with plans for 

my nursing students to complete health education interventions with students enrolled in the 

SRYI during the spring 2010 semester. 

 

I would like to share some key information with you so that you will be better prepared to assess 

my request. I am a fourth year doctoral student in the PhD in Leadership program at Alvernia 

University.  My doctoral research, to date, has focused mainly on cultural competence and 

baccalaureate nursing students. To gain more knowledge related to cultural competence I took 

three graduate courses at the City University of New York (CUNY) over the last year and this 

past May, I received an advanced certificate in cultural competence from CUNY.  I also had 21 

years of experience as a certified school nurse in the Exeter and Wilson School Districts and 

during those years I often provided health education programs for students and their parents. 

Moreover, I have been teaching Transcultural Nursing, in addition to other nursing courses at 

Alvernia University for the past five years. As you are already aware, due to Alvernia’s initiative 

to provide more service learning courses for our students, I enlisted your assistance as the 

Director of the Holleran Center for Community Engagement at Alvernia University, as well as 

the assistance of Dr. Jodi Radosh, Assistant Director of the Holleran Center, and  

Dr. Karen Thacker, Dean of Professional Programs to help me to take the appropriate steps to 

change my Transcultural Nursing course to a service-learning course. 

 

And, earlier in this semester, to attain my goal, I met with Dean Thacker, Dr. Radosh, Jessica 

Umbenhauer, Meghann Burton and you to discuss my plans for next semester.  After a needs 

assessment, I determined that health education has not been covered with the students in the 

SRYI in the past and I would like to work collaboratively with you and the other employees of 

the Holleran Center for Community Engagement to begin to provide health education classes for 

the students enrolled in the SRYI after school program.  The topics that I believe would most 

beneficial for these students are nutrition, dental health, hygiene, safety, exercise, rest/relaxation, 

and emergency preparedness.  The Berks County Health Needs Assessment completed in August 

2006 also supports teaching Reading’s youth about these topics. With your prior permission, I 

plan to meet with the parents of the students enrolled in the SRYI prior to the proposed health 

education classes to enlist their input. Culturally related research suggests enlisting input from 
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the group in which education interventions are planned and in this case, since the participants 

will be minors, members of your staff have already set up a meeting on December 2, 2009 in 

Marciano Hall so that I can meet with the parents.  

 

I believe it would be beneficial to the SRYI participants, my nursing students, and the Holleran 

Center for Community Engagement, for us to work collaboratively to execute this heath 

education intervention.  I am currently completing Alvernia University’s Institutional Review 

Board application to make sure that this vulnerable population is fully protected during the health 

education intervention.   

 

As for my doctoral research, I am planning to administer a valid and reliable instrument, the 

Transcultural Self-Efficacy Tool, to my nursing students at the beginning of the spring semester 

and at the end of the semester to determine if the service learning activities with this population 

helped to change their confidence level with working diverse populations.  Therefore, my 

nursing students will be the actual participants in my doctoral research.  I wanted to let you be 

aware of my intentions so that you understand the purpose of my request.  My request is not to 

solicit your approval to use the SRYI students as participants in my study, but to make you aware 

that in order to complete my transcultural self-efficacy research, I would like my nursing 

students to provide health education classes to the students participating in the SRYI. Since you 

oversee the program, I am requesting your written permission to proceed with this project. When 

and if I receive your approval, I will also ask the parents and the students of the SRYI for their 

written approval to participate in this project. 

 

Thank you in advance for reading my request.  I look forward to receiving your response.  If you 

have any questions/concerns related to my request, please call me at 610-796-5612 or email me 

at Theresa.adams@alvernia.edu.  In addition, I would happy to arrange my schedule to meet with 

you in the near future to discuss this request with you. 

 

Sincerely, 

 

Theresa M. Adams, MSN, RN 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:Theresa.adams@alvernia.edu
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Appendix J 

Permission Letter from the Director of the Holleran Center for Community Engagement 

 

Ms. Theresa M. Adams, RN, MSN, CSN 

Assistant Professor of Nursing  

Alvernia University 

NRC 108 

400 Saint Bernardine Street 

Reading, PA 19606 

 

November 7, 2009 

 

Dear Ms. Adams:  

 

I am in receipt of your letter of November 6, 2009 indicating your request to conduct a health 

education intervention and research with your Alvernia University students and the middle 

school students currently in the South Reading Youth Initiative, a signature program of the 

Holleran Center for Community Engagement at Alvernia, during the Spring semester 2010. 

 

I am delighted to be able to honor your request and know that the young students will gain new 

insights and skills that will continue to allow them to make healthy choices, stay in school and 

achieve success in their lifetime. You can be sure that I, as well as Dr. Jodi Radosh, Assistant 

Director of the Holleran Center, Jessica Umbenhauer, Project Coordinator for the Holleran 

Center and Meghann Burton, AMERICORPS VISTA for the Holleran Center will be available to 

assist you in achieving success for the benefit of the children in the SRYI program. 

 

We are looking forward to working with you and your Alvernia students. 

 

Sincerely, 

 

 

Ginny Hand 

Director 

Holleran Center for Community Engagement at Alvernia 

 

 

C: Dr. Jodi Radosh 

 Ms. Jessica Umbenhauer 

 Ms. Meghann Burton 

 

 

 

 

 

 

 



  

 259 

Appendix K 

SRYI Student Permission Letter 
 

 

     

Dear student: 

 

During the next few weeks, Alvernia University nursing 

students will be coming to your after school program to 

teach you the following information: 

 

 Eating healthy foods 

 Keeping your hair, teeth, and skin healthy and clean 

 Using Safety skills 

 Getting enough exercise and rest and relaxation 

 Preparing for emergencies 

 

If you want to learn ways to become healthier and safer 

and you want to talk to nursing students about why they 

are becoming nurses, please print your name and today’s 

date below. 

 

Student’s name  

 

___________________________________________ 

 

Date  

 

________________________ 
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Appendix L 

SRYI Parent Permission Letter 
 

Dear Parent: 

 

During the spring semester, as a service-learning component of the Transcultural Nursing course at 

Alvernia University, Alvernia nursing students will be providing health education classes to students 

participating in the South Reading Youth Initiative.  The nursing students will be under my supervision as 

a graduate student enrolled in the Doctor of Philosophy in Leadership program at Alvernia University and 

as a professor of nursing at Alvernia University in Reading, Pennsylvania.   

 

The health education classes will include topics such as: 

 Nutrition 

 Dental health 

 Hygiene  

 Safety  

 Exercise  

 Rest/Relaxation 

 Emergency Preparedness 

 

Your child may gain the following benefits by participating in these classes: review healthy habits which 

may help him/her to live a longer and healthier life; discuss possible measures to use when and if he/she 

encounters an emergency situation in the future; and interact with male and female nursing students who 

will discuss health career options with him/her.  

 

I’m sure you will agree that this will be a helpful experience for your family. Because your child is 

enrolled in the South Reading Youth Initiative and he/she is under 21 years of age, I am asking you to 

read and sign this letter of consent.  Your child will also be asked to complete a written letter of consent 

prior to participating in the health education classes. 

 

 

If you have any questions concerning this health education project or your child’s participation in the 

project, please call me at 610-796-5612. 

 

Sincerely, 

 

Theresa M. Adams, RN, MSN 

 ----------------------------------------------------------------------------------------------------------- 

 
I give permission for my child, ______________________ to participate in the health education classes provided by 

the Alvernia University nursing students. 

  

_________________________     

Parent’s signature       

 

_________________________  

Parent’s printed name 

 

____________  

Date 
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Appendix M 

Letter Requesting Permission of Dr. Jeffreys to use the TSET 

Theresa M. Adams, RN, MSN, CSN 

Assistant Professor of Nursing 

Alvernia University 

400 Saint Bernardine Street 

NRC 108 

Reading, PA 19607 

Theresa.adams@alvernia.edu 

610-796-5612 

December 15, 2009 

 

Dr. Marianne R. Jeffreys 

The City University of New York College of Staten Island 

Nursing Department 

2800 Victory Boulevard 

Staten Island, New York 10314 

 

Dear Dr. Jeffreys: 

 

I am a doctoral candidate at Alvernia University in Reading, PA and I am currently working on 

preparing a proposal for my doctoral dissertation.  I am writing to request permission to use the 

Transcultural Self-Efficacy Tool (TSET) for my doctoral research.  The title of my research 

study is The Evaluation of Service-Learning as an Innovative Strategy to Enhance BSN Students’ 

Transcultural Self-Efficacy. The purpose of this study is to evaluate the influence of ten hours of 

service learning on pre-licensure BSN students’ transcultural self-efficacy during a 4-credit 

Transcultural Nursing course at Alvernia University.  Approximately 50 BSN students are 

expected to take this required course during the spring, 2010 semester, and all of them will be 

asked to be participants in the study at the beginning of the semester.   

 

I am grateful to you for previously granting me permission to use the TSET for another study, 

Transcultural Self-Efficacy and Baccalaureate Nursing Students.  If possible, I plan to include 

the statistically significant findings from that study in my doctoral dissertation. Finally, I agree to 

send you further reliability and validity test results for the TSET. 

I have mailed a copy of this request to the publisher: 

Permissions Editor 

Springer Publishing Company 

11 West 42
nd

 Street 

New York, New York 10036-8002 

 

Sincerely, 

Theresa M. Adams, RN, MSN, CSN 

 

 

 

mailto:Theresa.adams@alvernia.edu
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Appendix N 

Letter Requesting Springer Publishing Company’s Permission to use the TSET 

 

Theresa M. Adams, RN, MSN, CSN 

Assistant Professor of Nursing 

Alvernia University 

400 Saint Bernardine Street 

NRC 108 

Reading, PA 19607 

Theresa.adams@alvernia.edu 

December 15, 2009 

 

Permissions Editor 

Springer Publishing Company 

11 West 42
nd

 Street 

New York, New York 10036-8002 

 

Dear Publisher: 

 

I am a doctoral candidate at Alvernia University in Reading, PA and I am currently working on 

preparing a proposal for my doctoral dissertation.  I am writing to request permission to use the 

Transcultural Self-Efficacy Tool (TSET) for my doctoral research.  The title of my research 

study is The Evaluation of Service-Learning as an Innovative Strategy to Enhance BSN Students’ 

Transcultural Self-Efficacy. The purpose of this study is to evaluate the influence of ten hours of 

service learning on pre-licensure BSN students’ transcultural self-efficacy during a 4-credit 

Transcultural Nursing course at Alvernia University.  Approximately 50 BSN students are 

expected to take this required course during the spring, 2010 semester, and all of them will be 

asked to be participants in the study at the beginning of the semester.   

 

I am grateful to your company for previously granting me permission to use the TSET for 

another study, Transcultural Self-Efficacy and Baccalaureate Nursing Students.  If possible, I 

plan to include the statistically significant findings from that study in my doctoral dissertation. I 

agree to send Dr. Jeffreys further reliability and validity test results for the TSET at the above 

address. 

 

I have mailed a copy of this request to the author: 

Dr. Marianne R. Jeffreys 

The City University of New York College of Staten Island 

Nursing Department 

2800 Victory Boulevard 

Staten Island, New York 10314 

 

Sincerely, 

 

Theresa M. Adams, RN, MSN, CSN 

 

mailto:Theresa.adams@alvernia.edu
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Appendix O 

Permission Letter from Dr. Jeffreys 

 

 

 

 

 
 

 

 

 



  

 264 

 

Appendix P 

Email Permission from Springer Publishing Company 

 

Sent: Tuesday, January 12, 2010 9:11 AM 
To: Theresa.Adams 

 
Dear Theresa, 
  
Thank you for your request to use the TSET as part of your doctoral research material. 
Due to the material being used for academic purposes, we simply require proper citation, 
detailing Springer Publishing Company as the rights holder, in order for this material to 
be used.  
This material, as detailed below, may be administered on Wednesday, January 20th and 
again in early May. 
  
We allow you the use of the Transcultural Self-Efficacy Tool (TSET) in Teaching 
Cultural Competence in Nursing and Health Care, copyright 2006 
Author: Marianne R. Jeffreys 

pp. 163-170 

  
Best Regards, 
Carrie 

  
Carrie Neff 
Sales Administrator 

Springer Publishing Company 

11 W. 42nd Street, Fl. 15 

New York, NY 10036 

  
212.431.4370 x221 

212.941.7848 (f) 
cneff@springerpub.com 

www.springerpub.com 
 

 

 

 

 

 

 

 

 

 

 

 

 

https://mxr1.alvernia.edu/owa/?ae=Item&t=IPM.Note&id=RgAAAAAPh1GKg8MMQ54jLcev6wRKBwCcZIRH7G8WRatvj3rfP4bOAAAAiaNsAADlFVNzjOJgRrjH5Y4113XdAC9LoOWCAAAJ
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Appendix Q 

Alvernia University’s IRB Approval Letter 

 

ALVERNIA UNIVERSITY 

INSTITUTIONAL REVIEW BOARD 

 

IRB DECISION 

NOTIFICATION TO INVESTIGATOR 

 

Application: 1109-028     Date:   January 11, 2010 

 

Title:   The Evaluation of Service-learning as an Innovative Strategy to enhance BSN Students’  

Transcultural Self-efficacy 

 

Investigator:  Theresa M. Adams, MSN, RN 

Email:  Theresa.adams@alvernia.edu 

 

 

Faculty Advisor:  Karen S. Thacker, Ph.D., RN, CNE 

Email:         Karen.thacker@alvernia.edu  

 

 

Date Initially Submitted to IRB:    November 18, 2009 

Completed Application Received: November 18, 2009 

  

IRB Decision: Approved as of January 5, 2010 
 

 

Comments: 

 

You may begin your research project at this time. 

 

IRB approval is valid for one year from the date of Approval. 

 

Please file a Study Completion/Continuing Review Report when your research is complete. 

 

Thank you. 

Peggy C. Bowen-Hartung, Ph.D., C.T.S. 

Chair, IRB 

Bernardine Hall 1018 C 

Alvernia University 

610.796.8483 

peggy.bowen@Alvernia.edu 

 

 

mailto:peggy.bowen@Alvernia.edu
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Appendix R 

Alvernia University Off Campus Permission Form 

 
Alvernia University 

400 St. Bernardine St. 

Reading, PA 19607 

 

OFF CAMPUS PROGRAM 

RELEASE OF LIABILITY, ASSUMPTION OF RISK INDEMNIFICATION STATEMENT 

 
(An individual must complete this form for each off campus program in which he or she participates 

and return this form to Faculty/Staff trip sponsor) 

 

INTENDING TO BE LEGALLY BOUND, the undersigned hereby releases Alvernia University, its agents, officers and 

employees from all responsibility and any, liability for any injuries, illness and/or loss which may result from or arise out of, or be 

connected with any participation in the College's program known as NUR 312 Transcultural Nursing 
(course or program) 

 

This Release extends and applies to, and also covers and includes, all unknown, unforeseen, unanticipated, and unsuspected injuries, 
damages, loss and liability, and the consequences thereof The pmvisions on any State, Federal, Local or Territorial law or statute pmviding in 

substance that releases shall not extend to claims, demands which are unknown or unsuspected exist at the time, to the person executing such 

release, are hereby expressly waived. 
 

In signing this release I acknowledge that any travel may be dangerous and may result in harm to me and my property, I 

voluntarily accept and assume these risks and dangers and release Alvernia University from all responsibility and any liability for any 
injuries and/or damages which may result from my decision to participate in this program, 

 

I further promise, covenant and agree not to bring, commence, prosecute or maintain, or cause or permit to be brought, 
commenced, prosecuted or maintained, any suit or action, either at law or in equity, in any court in the United States, or in any State 

thereof, or elsewhere, against Alvernia University, its agents, officers and/or employees for personal injury, property damage or any 

other type of loss, arising out of, or in any way connected with my participation in said program, 
 

I also agree to indemnify and hold harmless Alvernia University its agents, officers and employees from all liability, claims, 

demands and damage or cost, arising out of my participation in said program. 
I authorize college personnel or representatives to approve emergency medical treatment for myself in the event of injury or 

illness during my participation in the program. I represent and warrant that I am and will be covered throughout the program by a policy of 

comprehensive health and accident insurance which provides coverage for injuries and illnesses I sustain or experience while in the program and, 
more specifically, in the countries in which I will be living and/or traveling while on the program. 

 

I understand and agree that this release is binding on me and my heirs, executors, administrators, personal representatives 
and next-of-kin. My signature denotes my understanding of and agreement with this statement and its implications. 

 

I agree that this document shall be interpreted and governed by the laws of the Commonwealth of Pennsylvania. 
 

I agree that if any provision of this document shall for any reason be held invalid or unenforceable, such invalidity or 

unenforceability shall not affect any other provision of this document. 
 

IN WITNESS WHEREOF, I have hereunto set my hand this day of _ ,20 __ . 

 
___________________________ 

Signature of Program Participant 
 

 

_____________________   _________________________________ 
Witnessed By     Printed Name of Program Participant 

 

 

      APROVED – FACULTY COUNCIL-11/09/00 

Emergency Information 

_____________________________________  __________________ 
(Who to Contact in Case of Emergency)    (Relationship) 

 

_____________________________________  __________________ 

City and State)      (Phone Number) 
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Appendix S 

Completed Off Campus Experiences Form 
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Appendix T 

Instructions for Approving Off-Campus Experiences 

 

 
INSTRUCTIONS FOR APPROVING OFF-CAMPUS EXPERIENCES 

SPONSORED BY ALVERNIA UNIVERSITY 

 

 

1. All trips sponsored by Alvernia University must receive approval through the 

submission of the Alvernia University Application Form to Request Approval for 

Off-Campus Experiences (see reverse). 

 

2. Alvernia University recognizes that there are three kinds of off-campus experiences. 

The first is a class/academic trip, which is either a trip that is part of a specific 

course, and that is planned by the faculty member teaching the course or an 

academic trip that crosses course boundaries. The second is a club trip, which is a 

trip planned by an organization that is affiliated with an academic department. The 

third is a student activity, which may be planned by a Student Development office, 

SGA, or another recognized student organization. On the line indicated on the form, 

mark which kind of trip describes your event. 

 

3. Fill in the remainder of the form. A class/academic: trip requires the signatures of the form.  A 

class/academic: trip requires the signatures of the course faculty member, the department chair, and the 

appropriate dean. A club trip requires these signatures plus the signature of the organization president (if 

applicable), staff sponsor or faculty advisor, and the Vice President for University Life. A trip is 

considered approved when all appropriate signatures are received. 

 

4. The form must be completed and submitted at least two weeks prior to the proposed date. 

Class/academic trip forms are filed with the Provost.  Club trip and student activity forms are filed with 

the Vice President for University Life. 

 

5. In addition, to this form, which is needed to approve the trip itself, each person participating in the trip 

must fill out a liability waiver. A sufficient number of these forms will be provided to the sponsor of the 

trip when the trip is approved. Signed liability waivers should be received in the office of Public Safety at 

least 48 hours prior to departure.  The person who is responsible for the accompanying the trip will carry 

copies of these waivers with him/her on the trip. No one will be permitted on the trip unless s/he has 

signed a liability waiver. 
 

 

 

 
      APPROVED – FACULTY COUNCIL – 11/09/00 
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Appendix U 

Student Consent Forms 2010, 2009, 2008 

 
1 

Initials___ Date_____ 
ALVERNIA UNIVERSITY 

INSTITUTIONAL REVIEW BOARD 

CONSENT TO PARTICIPATE IN A RESEARCH STUDY [2010] 

 

Project Title: The evaluation of service learning as an innovative strategy 

to enhance BSN students' transcultural self-efficacy. 

 

Why is this research being done? 

This is a research project being conducted by Theresa Adams at Alvernia 

University. We are inviting you to participate in this research project because 

you are enrolled in NUR 312 Transcultural Nursing during the spring 2010 

semester. The purpose of this research project is to determine if the service 

learning experiences you will encounter this semester will enhance your 

confidence to provide nursing care to clients from different cultures. I am seeking 

this knowledge to add to the body of knowledge that is currently available 

regarding transcultural nursing. 

 

You are being asked to volunteer for this research study. You were selected as 

a possible participant because you are currently enrolled in Alvernia University's 

BSN program and you are also currently enrolled in NUR 312 Transcultural 

Nursing during the semester in which the study is being administered. About 50 

people will take part in this study. 

 

Please read this form and ask any questions that you may have before agreeing 

to take part in this study. 

 

Procedures 

If you agree to be in this study, you will be asked to do the following: 

Complete a Background Information sheet. Take a pre-test at the beginning of 

the semester. The pre-test is the Transcultural Self-Efficacy Tool (TSET), which 

was developed by Dr. Marianne Jeffreys, an expert in the field of transcultural 

nursing. The TSET is an 83-item Likert type evaluation tool, which assesses 

your transcultural nursing confidence level in the cognitive (thinking), practical 

(doing) and affective (feeling) domains. Attend NUR 312 classes. Complete 

Alvernia University's Off-Campus Program Waiver and Release From Liability 

form. Complete 10 service learning hours during the middle of the semester by 

going to Marciano Hall, which is located at 326 S. 5th street in Reading, Pa., to 

prepare and present health educational programs to the students enrolled in the 

South Reading Youth Initiative. The students are 7-14 year old students who 

attend this Alvernia University sponsored after school program. Write a reflective 

paper about your service learning experiences. Take the TSET as a post-test at 

the end of the semester. The pre-test and post-test will be administered at 

Alvernia University during the first and last day of the semester, respectively. 

Page 1 of 5 
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Initials___ Date____ 
Alternate Procedures 

 

The study involves the completion of 10 service learning hours with the South 

Reading Youth Initiative participants at Marciano Hall in Reading, Pa. If a 

student decides not to take part in the study, he/she may remain enrolled in the 

NUR 312 course; however he/she will complete an alternate assignment (an 

interview with a client from another culture and a written paper describing that 

interview). In addition, if the student does not complete the 10 service learning 

hours, he/she will not receive the extra one credit for completing the service 

learning hours. 

 

Length of Participation 

The study will begin the first day of class of the spring semester and it will end on 

the last day of the spring 2010 semester. A student who fails to exhibit the five 

core Franciscan values of service, humility, peacemaking, contemplation, and 

collegiality during his/her interaction with the Director, staff members and/or 

participants of the South Reading Youth Initiative will be terminated from the 

study by the investigator without regard to the participant's consent. 

 

Confidentiality 

In published reports, there will be no information included that will make it 

possible to identify you without your permission. To help protect your 

confidentiality, the surveys are anonymous and will not contain information that 

may personally identify you. Each participant will be given a code number by 

another nursing faculty member not involved in the research, the code will be 

placed on all TSETs and the Background Information sheet and through the use 

of an identification key, the researcher will link the TSET and demographic data 

sheet to your identity. Only the other faculty nursing member will have access to 

the identification code sheet. The code sheet will be stored in a locked file 

cabinet and all data collected during the study will be transferred to password-protected 

computers for data analyses and for storage. 

 

If a report or article is written about this research project only data will be 

reported in the summary report, your identity will be protected to the maximum 

extent possible. Your information may be shared with 

representatives of Alvernia University or governmental authorities if you or 

someone else is in danger or if we are required to do so by law. In accordance 

with legal requirements and/or professional standards, we will disclose 

to the appropriate individuals and/or authorities information that comes to our 

attention concerning child abuse or neglect or potential harm to you or others. 
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3 
Initials___ Date___ 

Waivers of Elements of Confidentiality 

Your name will not be linked with your responses unless you specifically agree to 

be identified. 

 

__ I consent to being quoted directly. 

 

RISKS 

This study has the following risks. There may be some risks from 

participating in this research study. 

The researcher is including transportation/safety issues related to going to and 

from the service-learning site, Marciano Hall located at 326 S. 5th Street in 

Reading, Pa. as possible risks. Students will be asked to complete the Off- 

Campus Program Waiver and Release From Liability form prior to going to 

Marciano Hall. Students will be asked to travel in pairs or in groups when they go 

to and from the facility and they will be encouraged to park in St. Peter's RC 

Church's parking lot to minimize their risks. Members of the Holleran Center for 

Community Engagement and the researcher will monitor these possible risks 

closely throughout the semester by asking the students directly if they have 

encountered any problems with transportation and safety. 

 

Benefits of being in the study include 

The student will have the opportunity to teach health related topics to a diverse 

population, which may in turn may help the participants of the South Reading 

Youth Initiative to live longer, safer, and healthier lives. Service-learning activities 

with the South Reading Youth Initiative will provide the student with many 

opportunities for professional growth, not only related to cultural competence, but 

also to civic responsibility and building partnerships with clients and the 

community to achieve desired outcomes. 

 

Rights 

Your participation in this research is completely voluntary. You may choose not 

to take part at all. If you decide to participate in this research, you may stop 

participating at any time. If you decide not to participate in this study or if you 

stop participating at any time, you will not be penalized or lose any benefits to 

which you otherwise qualify. A student who fails to exhibit the five core 

Franciscan values of service, humility, peacemaking, contemplation, and 

collegiality during his/her interaction with the Director, staff members and/or 

participants of the South Reading Youth Initiative will be terminated by the 
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investigator without regard to the participant's consent. A student who fails to 

complete the 10 required service hours would be terminated from the study. If a 

student does not complete the 10 service hours, he/she will be given an 

alternative assignment (an interview of a client from another culture) and the 

student will not receive the one extra credit for the course; therefore the student 

will receive only 3 credits upon completion of the course instead of 4. If a student 

decides to withdraw from the study, the researcher requests that the student 

notifies the researcher immediately so that the alternate assignment can be 

provided. 

 

Injury 

Alvernia University does not provide any medical, hospitalization or other 

insurance for participants in this research study, nor will Alvernia University 

provide any medical treatment or compensation for any injury sustained as a 

result of participation in this research study, except as required by law. 

 

Costs 

There are no costs to the student to take the TSET as a pre-test or post-test. 

The only costs involved will be the costs for the supplies that will be used by the 

students to prepare health educational programs for the participants of the South 

Reading Youth Initiative. The Director of the South Reading Youth Initiative has 

stated some of the costs for the educational materials will be reimbursed by the 

Holleran Center for Community Engagement. 

 

Compensation 

You will not be reimbursed for your time and participation in this study. 

 

Contacts and Questions 

This research is being conducted by Theresa Adams, Nursing Department 

at Alvernia University. If you have any questions about the research study itself, 

please contact Theresa Adams at Alvernia University, 400 Saint Bernardine 

Street, NRC 108, Reading, PA 19607, 610-796-5612, 

Theresa.adams@alvernia.edu 

Students' Advisor: Dr. Karen Thacker, Dean of Professional Programs, 

610-796-8306, Karen.thacker@alvernia.edu 

 

If you have questions about your rights as a research participant, concerns, or 

complaints about the research and wish to talk to someone other than individuals 

on the research team or if you cannot reach the research team, you may contact 

Peggy Bowen, Ph.D., CTS, Chair of IRB, Bernardine Hall 1018 C, Alvernia 

University, 610.796.8483, Peggy.Bowen@Alvernia.edu  
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Initials___ Date ___ 
 

You will be given a copy of this information to keep for your records. If you 

are not given a copy of this consent form, please request one. 

 

Statement of Consent 

I have read the above information. I have asked questions and have received 

satisfactory answers. I consent to participate in the study. 

 

_______________________________________________________ _________________ 

Signature         Date 
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ALVERNIA UNIVERSITY 

INSTITUTIONAL REVIEW BOARD 

INFORMED CONSENT TO PARTICIPATE IN A RESEARCH STUDY [2009] 

 

Project Title: Transcultural Self-Efficacy and Baccalaureate Nursing Students 

Principal Investigator: Theresa M. Adams 

Department: Nursing 

 

You are being asked to volunteer for this research study. This study is being conducted 

at Alvernia University. You were selected as a possible participant because you are a 

student in the NUR 312 Transcultural Nursing class during the Spring 2009 semester. 

 

Please read this form and ask any questions that you may have before agreeing to take 

part in this study. 

 

Purpose of the Research Study 

The purpose of the study is to determine if the teaching methods used in the 

Transcultural Nursing courses are effective in increasing transcultural self-efficacy in 

baccalaureate nursing students. Transcultural self-efficacy is defined as the students' 

perceived self confidence concerning transcultural nursing. This may involve: 

Understanding the cultural factors which may influence nursing care, the interview skills 

necessary to complete an interview with a client from another culture, and/or the 

students' values, attitudes and beliefs toward clients from another culture. 

 

Number of Participants 

About 60 people will take part in this study. 

 

Procedures 

If you agree to be in this study, you will be asked to do the following: 

Complete the Transcultural Self-Efficacy Tool (TSET) as a pre-test at the beginning of 

the semester and as a post test at the end of the semester. 

 

Length of Participation 

The length of the study will be the whole Spring semester of 2009. 

 

This study has the following risks: 

The researcher feels there are minimal risks to the participants in this study. If you 

would need counseling services during or after participating in the study, a referral 

would be made to the Alvernia University Health and Wellness Center. 

 

Benefits of being in the study are 

One benefit of participating in the study is you will be you become familiar with a tool to . 

measure transcultural self-efficacy that has been proven to be statistically reliable and 

valid. Another benefit is you will be assisting the researcher to investigate the 

effectiveness of the teaching methods used in the Transcultural Nursing course. 

 

 

 

1 
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Injury 

In case of injury or illness resulting from this study, emergency medical treatment is 

available. However, you or your insurance company may be expected to pay the usual 

charge for this treatment. Alvernia University has no set funds to compensate you in 

the event of injury. 

 

Confidentiality 

In published reports, there will be no information included that will make it possible to 

identify you without your permission. Research records will be stored securely and only 

approved researchers will have access to the records. 

 

There are organizations that may inspect and/or copy your research records for quality 

assurance and data analysis. These organizations include Alvernia University and the 

Alvernia University Institutional Review Board. 

 

Costs 

There is no cost for participation. 

 

Compensation 

You will not be reimbursed for your time and participation in this study. 

 

Rights 

Refusal to participate will involve no penalty or loss of benefits to which you are 

otherwise entitled. You can discontinue participation at any time without penalty or loss 

of benefits to which you are otherwise entitled. 

 

Voluntary Nature of the Study 

Participation in this study is voluntary. If you decline to participate, you will not be 

penalized or lose benefits or services unrelated to the study. If you decide to 

participate, you may decline to answer any question and may choose to withdraw at any 

time. 

 

Waivers of Elements of Confidentiality 

Your name will not be linked with your responses unless you specifically agree to be 

identified. Please select one of the following options. 

 

___ I consent to being quoted directly. 

 

___ I do not consent to being quoted directly. 
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Contacts and Questions 

If you have concerns or complaints about the research, the researcher(s) conducting 

this study can be contacted at: 

 

Theresa M. Adams, RN, MSN 

Assistant Professor of Nursing 

Alvernia University 

400 Saint Bernardine Street 

NRC 108 

Reading, PA 19607 

610-796-5612 

 

Contact the researcher(s) if you have questions or if you have experienced a research-related 

injury. 

 

If you have general questions about research or IRB protocol you may contact Dr. Peggy Bowen at 610-

796-8483 or peggy.bowen@alvernia.edu  

You will be given a copy of this information to keep for your records. If you are 

not given a copy of this consent form, please request one. 

 

Statement of Consent 

I have read the above information. I have asked questions and have received 

satisfactory answers. I consent to participate in the study. 

 

 

________________________________    _______________________ 

Signature        Date 
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ALVERNIA COLLEGE 

INSTITUTIONAL REVIEW BOARD 

INFORMED CONSENT TO PARTICIPATE IN A RESEARCH STUDY [2008] 

 

Project Title: Transcultural Self-Efficacy and Baccalaureate Nursing Students 

Principal Investigator: Theresa M. Adams 

Department: Nursing 

 

You are being asked to volunteer for this research study. This study is being conducted 

at Alvernia College. You were selected as a possible participant because you are a 

student in the NUR 312 Transcultural Nursing class during the Spring 2008 semester. 

 

Please read this form and ask any questions that you may have before agreeing to take 

part in this study. 

 

Purpose of the Research Study 

The purpose of the study is to determine if the teaching methods used in the 

Transcultural Nursing courses are effective in increasing transcultural self-efficacy in 

baccalaureate nursing students. Transcultural self-efficacy is defined as the students' 

perceived self confidence concerning transcultural nursing. This may involve: 

Understanding the cultural factors which may influence nursing care, the interview skills 

necessary to complete an interview with a client from another culture, and/or the 

students' values, attitudes and beliefs toward clients from another culture. 

 

Number of Participants 

About 60 people will take part in this study. 

 

Procedures 

If you agree to be in this study, you will be asked to do the following: 

Complete the Transcultural Self-Efficacy Tool (TSET) as a pre-test at the beginning of 

the semester and as a post test at the end of the semester. 

 

Length of Participation 

The length of the study will be the whole Spring semester of 2008. 

 

This study has the following risks: 

The researcher feels there are minimal risks to the participants in this study. If you 

would need counseling services during or after participating in the study, a referral 

would be made to the Alvernia College Health and Well ness Center. 

 

Benefits of being in the study are 

One benefit of participating in the study is you will be you become familiar with a tool to 

measure transcultural self-efficacy that has been proven to be statistically reliable and 

valid. Another benefit is you will be assisting the researcher to investigate the 

effectiveness of the teaching methods used in the Transcultural Nursing course. 
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Injury 

In case of injury or illness resulting from this study, emergency medical treatment is 

available. However, you or your insurance company may be expected to pay the usual 

charge for this treatment. Alvernia College has no set funds to compensate you in the 

event of injury. 

 

Confidentiality 

In published reports, there will be no information included that will make it possible to 

identify you without your permission. Research records will be stored securely and only 

approved researchers will have access to the records. 

 

There are organizations that may inspect and/or copy your research records for quality 

assurance and data analysis. These organizations include Alvernia College and the 

Alvernia College Institutional Review Board. 

 

Costs 

There is no cost for participation. 

 

Compensation 

You will not be reimbursed for your time and participation in this study. 

 

Rights 

Refusal to participate will involve no penalty or loss of benefits to which you are 

otherwise entitled. You can discontinue participation at any time without penalty or loss 

of benefits to which you are otherwise entitled. 

 

Voluntary Nature of the Study 

Participation in this study is voluntary. If you decline to participate, you will not be 

penalized or lose benefits or services unrelated to the study. If you decide to 

participate, you may decline to answer any question and may choose to withdraw at any 

time. 

 

Waivers of Elements of Confidentiality 

Your name will not be linked with your responses unless you specifically agree to be 

identified. Please select one of the following options. 

I consent to being quoted directly. 

I do not consent to being quoted directly. 
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Contacts and Questions 

If you have concerns or complaints about the research, the researcher(s) conducting 

this study can be contacted at: 

 

Theresa M. Adams, RN, MSN 

Assistant Professor of Nursing 

Alvernia College 

400 Saint Bernardine Street 

Reading, PA 19607 

610-796-5612 

 

Contact the researcher(s) if you have questions or if you have experienced a research-related 

injury. 

 

If you have general questions about research or IRB protocol you may contact April 

Cunningham, IRB, Alvernia College, 610.568.1527, ApriI.Cunningham@Alvernia.edu. 

You will be given a copy of this information to keep for your records. If you are 

not given a copy of this consent form, please request one. 

 

Statement of Consent 

I have read the above information. I have asked questions and have received 

satisfactory answers. I consent to participate in the study. 

 

 

 

 

 

______________________________________   _________________________ 

Signature        Date 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 




