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Abstract

An Investigation of the Relationship between Nugghaculty Attitudes toward Culturally
Diverse Patients and Transcultural Self-Efficacy
by
Emma Kontzamanis
Advisor: Professor Keville Frederickson

This descriptive study was designed to examineeladionship between nursing faculty
attitudes toward culturally diverse patients amhscultural self-efficacy (perceived confidence
in performing transcultural nursing skills). Nurgifaculty are the educators of the largest group
of health care providers. As such, they can hageyteatest impact on student development of
cultural competence and the provision of culturathynpetent care which promotes positive
patient health outcomes.

It was hypothesized that there would be a sigmticalationship between the variables
of attitude toward culturally diverse patients arahscultural self-efficacy. The Cultural
Attitude Scale (CAS), the Transcultural Self-Effigal ool (TSET), the Social Desirability Scale
and a demographic information sheet were compleyeal sample of nursing faculty (N=65)
from a large northeastern public college systesycRometric evaluation of each vignette of the
CAS, subscales of the TSET and the Social Desitalitale indicated instrument reliability for
the sample. Several significant findings were tiider, longer licensed faculty had a more
positive attitude toward the White and Asian patemd faculty who received their basic nursing
education in the United States had a more negattitade toward the Black patient. A decline
in the means of total CAS scores over the lasteZds/indicated a more negative attitude toward

culturally diverse patients. There was no diffeeem TSET scores for faculty with formal



and/or informal education in transcultural nursamgl those with no formal or informal
education in transcultural nursing. Recommendatfonfuture research include investigating
the variables separately, conducting qualitatiudiss with faculty, and instrument refinement

and development.
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Chapter |
The Problem

Nursing faculty in the United States interact wathdents and patients from diverse
cultural backgrounds. The effects of globalizatoe reflected in the diversity of populations in
most parts of the world, each with their own valaad beliefs about health and health care. The
cultural diversity of patients in need of and reagg health care is further evidenced by the
regulatory and accreditation standards in the drftes that require health care organizations
to provide information and care that respects p&tidanguage, culture and ethnicity (The Joint
Commission, 2010). Nursing programs in acadenstitutions are also required to provide
education about caring for culturally diverse patisen a culturally competent way (Commission
on Collegiate Education in Nursing (CCNE), 2009tidlaal League for Nursing Accrediting
Commission, Inc. (NLNAC), 2008). Nursing studeritsyvever, are taught by nursing faculty
who may or may not be culturally competent (Je8re3006; Sealey, Burnett & Johnson, 2006).
The educational interaction between faculty andesttt may be affected if faculty have
ethnocentric beliefs about the superiority of Wiesteealth care practices and beliefs, minimize
the significance of the diverse beliefs and prastiof patients or have negative attitudes about
cultural diversity. How these factors affect theulty-student relationship may be a function of
faculty attitudes toward culturally diverse pateand perceived confidence in their ability to
perform transcultural nursing skills (transcultusalf-efficacy). This study will investigate the
relationship between nursing faculty attitudes tasaculturally diverse patients and

transcultural self-efficacy in the academic setting



Need for the Study

Culture plays an important part in all human intéicns. One’s perception of the world
is influenced by culture. Nurse educators are énuhique position of teaching students how to
provide culturally competent care while at the saime having to be culturally competent
themselves. The literature on culturally competaatilty addresses racial and ethnic minorities
and suggests continued faculty development progmantailtural competence and increasing
faculty opportunities for cross cultural interacti(Gealey, 2003; Kossman, 2003). Davidhizar &
Shearer (2005) propose several strategies fortfatmumeet the needs of culturally diverse
students. Individual student assessment, pergomapproaches, planning interventions and
evaluating their effects are suggested as multidgomal approaches. Sanner, Wilson &
Samson (2002) found international Nigerian nursinglents experienced antagonistic faculty
attitudes and difficulty integrating into the cgkecommunity in the United States. The lack of
role models for African American students and fialto connect with non-minority faculty were
identified in the work of Mills-Wisneski (2005).t&lents from an Asian culture need faculty to
have a working knowledge of their culture in ortterespond in a culturally competent manner
(Xu, Davidhizar & Giger, 2005).

Nursing program accrediting bodies have mandatedhitiusion of cultural competence
education in curricula (CCNE, 2010; NLNAC, 201®jowever, most nursing faculty have not
had formal cultural competence education whichrég$f (2006) suggests is the most effective
preparation for teaching cultural competence. Mg the nursing literature is research on the
factors that influence the development of faculiitural competence.

The classic studies by Bonaparte (1977) and Jafie-@981) on attitudes toward

culturally different patients investigated ego-defieeness and dogmatism of nurses and



intolerance of ambiguity, ethnocentrism (pervasind rigid ingroup/outgroup distinction) and
dogmatism of nursing faculty respectively. Borégia (1979) findings suggested the need for
further investigation of the impact of attitudeproviding culturally competent care in the
practice setting. The correlation between high @tlentrism scores and negative attitudes
towards culturally different patients found by &Ruiz (1981) suggested that ethnocentric
faculty may not teach about cultural differencesamnvey a positive attitude about culturally
diverse patients when interacting with studentsceRtly, studies on the need for faculty
development in teaching cultural competence aradon the literature (Canales & Bowers,
2001; Jeffreys, 2004; Kardong-Edgren, 2007; KossrB@a3; MacDonald, Carnevale & Razack,
2007; Sealey, 2003; Symington, Cooper & Wallac®&20 Jeffreys (2006) contends that the use
of learner-centered approaches rather than teaemered pedagogy has the potential to
facilitate the process of cultural competence dgwalent in faculty. Much of the literature on
cultural competence in the academic setting usekeat samplesThere is a significant lack of
research on the attitude of nursing faculty towarturally diverse patients and their confidence
in performing transcultural nursing skills (trankatal self-efficacy).
Statement of the Problem

The importance of preparing a nursing workforcernavide culturally competent care
and the lack of research on nursing faculty atétugbward culturally diverse patients as well as
confidence in performing transcultural nursing Iskilemonstrate the need to investigate the
relationship between faculty attitudes toward aaliy diverse patients and transcultural self-
efficacy. This research is both timely and importa health care in the 2tentury.
Integrating cultural competence development througinursing curricula enhances the

development of cultural competence in faculty andents (Andrews, 1995; Jeffreys, 2002;



Leininger, 1995b). Since nurse educators pregackests to provide care to diverse patients, an
investigation of the attitudes of faculty towardtacally diverse patients and transcultural self-
efficacy provides evidence that may assist in figadévelopment and in curricular design to
promote cultural competence.

Definition of Terms

For purposes of this study the following definitoare used:

Attitude is the predisposition of the individual to evakiabme symbol or object, or
aspect of one’s world in a favorable or unfavorabbnner and is influenced by knowledge,
feelings and behavior (Katz, 1960). Attitude vl measured by an adaptation of the Cultural
Attitude Scale (Bonaparte, 1977).

Culturally Diverse Patientare identified in four vignettes of the Culturatifuide Scale

Each vignette uses a standardized male patierthh@tlation andlescribes the family unit, type
of employment, church affiliation, health care piees, and ethnic identity of the patieBiach vignette
describes a White, Black, Asian, and Hispanic péatie

Transcultural Self Efficacy (TSHEgfers to the perceived confidence for performing

general transcultural nursing skills among divgrspulations and is based on self-efficacy and
transcultural nursing theories (Jeffreys, 2006)EW8II be measured by the Transcultural Self-
Efficacy Tool (Jeffreys, 2006).

Nursing Facultyare females teaching full time in an accreditebliply funded associate

degree nursing program in the northeastern UnitateS
Significance
A culturally competent health care workforce whowpdes culturally congruent health

care to everyone improves the health of the Urfsitades’ population and assists to eliminate



health disparities (Institute of Medicine, 2004heTSullivan Commission (2004), the National
League for Nursing (2008), the Pew Commission (J99& Joint Commission (2010), the
Institute of Medicine (2004), and the Agency foraHlbcare Research and Quality (2008)
support the development of a health care workfeasesitive to the health issues and needs of a
diverse patient population.

In addition, Healthy People, the nation’s agefat promoting the health of all its
citizens, proposes to increase life expectamsprove quality of life and eliminate health
disparities among different segments of the poprigl.S. Department of Health and Human
Services, 2000). For three decades, Healthy Pé@agi@rovided a comprehensive set of national
10-year health promotion and disease preventioactibgs aimed at improving the health of all
Americans. It is grounded in the notion that esshihg objectives and providing benchmarks to
track and monitor progress over time can motivgiede, and focus action. Healthy People 2020
continues to define the vision and strategy fotdwg a healthier nation by eliminating health
care disparities

(http://www.healthypeople.gov/hp2020/Objectivesi@raft20090bjectives.pdp. v). The

longstanding national and local debates as walla®nt legislation on health care reform speak
to the fact that many people in the United Stateshat receiving quality health care. A health
care system based on Western health care praatmas may be limited in providing quality
health care to people who come from all parts efviorld, are from varied backgrounds, and
have a myriad of cultural values and beliefs almatith and health care. These individuals may
have experiences with healthcare systems that are nolistic and offer services irrespective of
financial resources. This is in sharp contrash&illness focused system in the United States.

Providing quality health care, improving life expamtcy and eliminating health disparities for



the United States’ population may occur only ifgitéoners are culturally competent and
provide culturally congruent healthcare (Giger, Daizar, Purnell, Harden, Phillips, &
Strickland, 2007). Registered nurses, the largestmof healthcare providers in the country
(Bureau of Labor Statistics, 2013), may have tleatgst impact on quality patient care by
engaging in the process of cultural competencepaoviding culturally congruent care.

Nursing faculty, as the educators of this groupsitbe able to effectively teach students
to care for diverse patients. In order to do tfaatulty must be culturally competent. Cultural
competence development requires a committed, €inaaed continuous effort. In the academic
setting, nursing faculty as teachers can promataieg by engaging in this process (Jeffreys,
2006). On the other hand, faculty may be unconstyancompetent when they are not aware of
cultural differences or when they unknowingly actulturally incongruent ways (Purnell &
Paulanka, 2008). These behaviors may cause dypairato others (Leininger & McFarland,
2006). Faculty immersed in the culture of nursidgaation and their own cultural values and
beliefs may not be aware of behaviors that coulseaultural pain. An assessment of faculty
knowledge about different cultural values and biglas well as commitment to cultural
competence development may identify areas for facldvelopment (Jeffreys, 2006).
According to Campinha-Bacote (2003), cultural destultural knowledge and self-reflection
are major components of cultural competence. Baself-appraisal and active engagement in
cultural competence development are the foundatiggnomoting cultural competence
development in themselves and their students (QamagBacote, 2007; Jeffreys, 2006). This
may lead to positive attitudes toward culturallyedse patients and culturally competent health

care.



Barbee and Gibson (2001) propose that talkingventchg about cultural diversity
without aggressively dealing with it in nursing edtion will only perpetuate the status quo. In
addition, the Eurocentric culture of power in nagseducation influences faculty roles which
necessitates reconsidering academic traditionstamdlards that continually and negatively
affect minority faculty and students ( Waite & Qakro, 2010; Hassouneh, 2008).

Nursing education must be the best it can belforTde difficulty in accomplishing this
goal originates from strong common attitudes aridegin the culture of nursing and the
subculture of nursing education. One such valogoumity, prevents some faculty from seeing
the changes that a diverse population demand or re®gnizing the need for change (Bednarz,
Schim & Doorenbos, 2010). Nurse educators aredlatlenged to employ diverse teaching-
learning strategies beyond the classroom whicimeeeled to enhance the success of diverse
students (Jeffreys, 2006). It is essential to preparses for contemporary practice and
leadership roles. Communicating and understandimgeally and linguistically diverse patients
is a challenge that can be met through transformurging education to include rich student
opportunities to develop their practice (BenneitpSan, Leonard & Day, 2009). Ultimately,
nurses caring for diverse patients may improveepatiealth outcomes by providing culturally
competent care. The elimination of health dispeiis predicted to occur through a holistic,
integrated effort by increasing the numbers ofuralty competent nurses providing culturally
congruent care (Institute of Medicine, 2002; Jg&re2004; Leininger & McFarland, 2006;
Purnell & Paulanka, 2008; Smedley, Stith & Nels?®(9). The results of this research that
investigated the relationship between nursing tgaittitudes toward culturally diverse patients
and transcultural self-efficacy provides answesd till assist nurse educators in their crucial

role of educating nursing students to care forucalty diverse patients.



Summary

This study was undertaken to examine the attitofl@sirsing faculty towards culturally
diverse patients and their perceived confidengeenmiorming transcultural nursing skills
(transcultural self-efficacy). Several assumptionderpin the study. First, cultural diversity is
inherent in the world today. Second, nurses aaredtients from all parts of the world. Third,
culturally competent care promotes positive patiedlth outcomes. Lastly, nursing faculty are
responsible for educating nurses to practice coempigtin a culturally diverse world.

An introduction to the importance of nurses beingpared to care for patients in a
culturally competent way is presented in Chapteldng with the statement of the problem,
definition of terms and significance of the study.

In Chapter Il, a review of the literature and reshgertinent to nursing faculty attitudes
towards culturally diverse patients and transcaltaelf-efficacy is presented as well as the
theoretical rationale for the study and hypothe3ise research method used to collect and
analyze the data for the investigation is discuss&thapter Ill. The results of the data analysis
are presented in Chapter IV. Chapter V discussesasults found, the psychometric evaluation
of the instruments, ancillary findings, and theotfetical framework. Lastly, conclusions,
implications for nursing education and researctomemendations for future research, and study

limitations are presented in Chapter VI.



Chapter 11
Review of the Literature

In order to provide a framework for the systematiasideration of the variables to be
investigated (attitudes toward culturally diversgignts and transcultural self-efficacy) and bring
clarity to the proposed relationships, relevaneaesh is presented. The first section discusses
attitude and cultural diversity. The second sectiscusses transcultural self-efficacy. The
theoretical basis which leads to the formatiorhef lhypothesis is summarized in the third
section.
Attitude and Cultural Diversity

Many definitions of attitude are found in the la&ure. Since the concept of attitude holds
a key position in social psychology, that definitiill be used in this research. One of the early
social psychologists studying attitude, sugges$tsetional approach, i.e. trying to understand
the reasons people hold the attitudes they do (K&€&0). According to Katz (1960), attitudes
can serve a utilitarian, ego defensive, value esgive (positive expression of one’s central
values) or knowledge function for individuals. T¢wnditions needed to modify an attitude are
based on motivation and can be the stimulus faud# change. Motivation for the attitude or
the goal one is trying to achieve is the basis atizks perspective and, therefore, can help
explain and predict human behavior. Parental aodpyinfluences as well as personality
characteristics contribute to attitude developmekititudes, however, are demonstrated within
the contexts established by culture.

The concept of culture is generally accepted aanmeg the way of life of a group of
people including the patterns of learned behavinclkvhave passed from one generation to the

next (Leininger, 1970). In social science, reseanche first half of the twentieth century found
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that culture is universal, dynamic and in many wagtermines the course of our lives
(Herskovits, 1955). Studies are found in the ditere on nursing faculty attitudes toward
culturally diverse students (Davidhizar & Sheagf05; Jeffreys, 2006; Kossman, 2003; Mills-
Wisneski, 2005; Sealey, 2003; Sealey, Burnett &doh, 2006; Xu, Davidhizar & Giger, 2005).
The findings suggest strategies for student regardgnd success and curricular changes to
enhance student cultural competence, including irsime experiences, assessment of cultural
competence, and integration of cultural competemoethe curriculum and courses. One of the
major influences on nursing students is nursingltgc The attitude of nursing faculty toward
culturally diverse patients may influence the adtcompetence development of nursing

students.

This research focused on the attitudinal componeitse nursing faculty and patient
relationship within the academic setting. In acamdesystems, as in any other interactive
system, the interaction process is affected bythtides, values, beliefs and expectations of the
participants. Nursing education must considerctiitural attitudes, values and beliefs of
patients in the educational process to enhanceralttompetence and, in turn, nursing practice.
Nursing faculty must be aware of their own cultwatiitudes, values and beliefs in order to

effectively engage in the interaction with patiefsffreys, 2006).

Cultural competence is most often the concept nmredsar investigated in the literature
about cultural diversity. Investigation and measuent of attitudes about cultural diversity are
generally subsumed within cultural competence.eiaw of more than 50 quantitative
measures of cultural competence over the past &3 yeund that existing measures embed

highly problematic assumptions about what cong#uwultural competence (Kumas-Tan,
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Beagan, Loppie, MacLeod & Frank, 2007). The figdimlso suggest several underlying
assumptions about culture and cultural competena#ure is equated with ethnicity and race
and is considered an attribute possessed by theathracialized other; cultural incompetence
is said to arise from a lack of exposure to andkadge of the other, and from individual
biases, prejudices, and acts of discrimination. Mastruments assume that practitioners are
white and Western and that greater confidence andart among practitioners signify increased
cultural competence. They ignore the power relatioinsocial inequality and assume that
individual knowledge and self-confidence are sugfit for change. The authors recommend
developing measures that assess cultural humniyos assess actual practice to facilitate
educators in the health professions moving forvirefforts to understand, teach, practice, and
evaluate cultural competence.

Few measures of attitudes toward cultural diversigyfound in the literature.
Bonaparte’s Cultural Attitude Scale (CAS) (19773 baen used in several studies (Brown,
1986; Jaffe-Ruiz, 1980; Kardong-Edgren, 2005; Ro@980; Smith, 1998). Designed
specifically for nurses, it measures positive aadative attitudes towards culturally diverse
patients. It identifies and measures three factotgsing care-patient interaction, cultural healt
behavior, and cultural health attitudes and beli&fer reading vignettes about a consistent
patient from different cultural backgrounds, pap#nts are asked to respond to 34 items on a5
point Likert scale (strongly disagree to stronglyee). The tool can be adapted to add vignettes
or change ethnicities depending on the researathsreeed setting. The adaptability and ease of
use of the CAS make it appropriate for use in teésearch to identify faculty attitudes toward

culturally diverse patients.
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Transcultural Self-Efficacy

The importance of faculty cultural competence idarscored in the general and nursing
education literature and is compounded by the wlltiversity of patient populations, the
homogeneity of nursing faculty, and the extentheirt contact with diverse populations.
Kardong-Edgren (2004) found that nursing faculcteng in states with large numbers of
immigrants were more comfortable with cultural dsigy than those from states with low
immigrant populations. A qualitative study on figwultural competence conducted by
Leonard (2001) at 13 schools accredited by theddatiLeague for Nursing found the following
major themes: People Different Than Us, Struggliogrard Diversity, Reflections of Diversity,
Insuring Diversity and Religious Based Institution¥here are several frameworks for assessing
the construct of cultural competence. Howevery amle of them encompasses the assumption
that cultural competence is an ongoing, multidiname learning process. Jeffreys’ (2006)
Cultural Competence and Confidence (CCC) modeldeswn the teaching learning process of
cultural competence development as influenceddmstultural self efficacy (TSE). It also
incorporates the cognitive, practical and affectieenains and transcultural nursing theory. The
CCC model provides the framework for teaching aaariing cultural competence development
in self and others. It is based on self-efficdwary (Bandura, 1986) and on the motivation to
engage in the process of becoming culturally coenggtleffreys, 2006). Self-efficacy theory
proposes that strong self-efficacy perceptionslta@siigher levels of goal commitment,
motivation, persistence, learning, and skill parfance (Bandura, 1986); essential components
in achieving cultural competency are commitment enadivation (Campinha-Bacote, 1999,
2003; Chang, 1995). Transcultural Self-Efficac$E) is the perceived confidence one has to

perform behaviors that are culturally competenpdedardships and obstacles as well as the
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degree to which individuals perceive they haveathiéity to learn or perform specific
transcultural skills needed for culturally compeétand congruent care (Jeffreys, 2006, p. 37).It
can be assumed that TSE perceptions will direoflyénce cultural competency through

commitment and motivation (Jeffreys, 2006).

Theoretical Rationale

The Cultural Competence and Confidence (CCC) m@agtreys, 2006) integrates the
cognitive, behavioral and affective domains to jueva framework for teaching and learning
about cultural competence. The model posits tiratigh explaining, describing, influencing
and/or predicting the phenomenon of cultural cormpet culturally congruent healthcare is
promoted (Jeffreys, 2006). Transcultural selfesffly (TSE), a predominate factor in the CCC
model, draws from self-efficacy, teaching/learnargl transcultural nursing theories and is the
degree to which individuals perceive that they hitneeability to perform transcultural nursing
skills needed for culturally competent care. TSHeveloped through actual performance,
vicarious experience, encouragement or emotiomaisal (Bandura, 1977; Jeffreys, 2006). The
most significant development of TSE occurs throagtual performance of culturally competent
actions. Jeffreys (2010) found that students wewst confident about their attitude and least
confident about their knowledge and skill in carfogculturally diverse patients. Use of the
CCC model in studies with nursing faculty is natrid in the literature.

Culturally diverse patients may have health catieudes, values and beliefs that are
unfamiliar or incongruent with those of nursingdlig. Cultural patterns are learned and are an
expression of the way of life of a group of pedplat influences their life. Attitudes are also

learned and manifested within the limits of cultuFaculty and patients are influenced by
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culture and attitudes. This researcher postulidigidfaculty attitudes toward culturally diverse
patients influences faculty perceived confidencparforming transcultural nursing skills
(transcultural self-efficacy).

This study expanded the concepts of nursing fpaititudes toward culturally diverse
patients and transcultural self-efficacy. Inheiarthis investigation was the complex problem
that nursing faculty attitudes toward culturallyelise patients are multi-dimensional in nature.
Therefore, variables such as education, age, pyégmactice and cultural identity of faculty have
relevance and information about those variablesagiscted. Additionally, since bias towards
socially desirable responses in case study aneégunethods of research may be a source of
error, the Social Desirability Scale (Crowne & Mave, 1960) was administered to evaluate any
influence on study results.

Nursing faculty are positioned to teach culturahpetence to students who will join the
largest group of health care providers in the Wh#¢ates (Bureau of Labor Statistics, 2013).
Since positive health outcomes are achieved whitarally competent care is provided
(Smedley, Nelson & Stith, 2004), nursing faculty @apact health care delivery by promoting
the cultural competence of students.

This research focused on the attitudinal compongitse nursing faculty and patient
relationship within the academic setting. In acamdesystems, as in any other interactive
system, the interaction process is affected bythtides, values, beliefs and expectations of the
participants. Nursing education must considerctiitural attitudes, values and beliefs of
students in the educational process to enhancgralttompetence and, in turn, nursing practice.
Nursing faculty must be aware of their own cultwatiitudes, values and beliefs in order to

effectively engage in the interaction with studeantd patients (Jeffreys, 2006).
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The review of the literature relative to each o tfariables revealed that nursing faculty
attitudes toward culturally diverse patients iduafced by knowledge, feelings, and beliefs
about culturally diverse patients and that trartsical self-efficacy is influenced by knowledge,
skill and one’s attitude, values and beliefs aloviding culturally competent care.

Hypothesis

There will be a significant positive relationshigtween associate degree nursing faculty
attitudes toward culturally diverse patients amehscultural self-efficacy (the perceived
confidence in performing transcultural nursing Iskil

Summary

The literature reviewed in this chapter focusectittude and cultural diversity from the
perspective of nurses’ behavior in health careanadiemic settings as well as nurses’ perceived
confidence in performing transcultural nursingIskftranscultural self-efficacy). It also
described the influence of nursing faculty on stugend a model for culturally competent care.
Finally, the theoretical rationale for the studyldrypotheses are presented. These ideas endorse
the need for additional research on the relatignbbiween nursing faculty attitudes towards
culturally diverse patients and transcultural séffeacy.

The methodology used in collecting data for thiglg and the statistical analyses to test

the hypothesis are presented in Chapter Ill.
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Chapter 3
Method
This research examined the relationship betweesimyfaculty attitudes toward
culturally diverse patients and transcultural séffeacy. Attitudes toward culturally diverse
patients were measured by Bonaparte’s Culturatuslé Scale (Bonaparte, 1977). Transcultural
self-efficacy was measured by Jeffreys’ Transcalt&elf-Efficacy Tool (Jeffreys, 2006). The
Social Desirability Scale (Crowne & Marlowe, 19@0)d a background information
guestionnaire were also administered.
Sample
The targeted population was full time nursing facul accredited, associate degree
programs. Participants were employed in sevenams of a large, urban, publicly funded
university system. A purposive, convenience saropiesisted of full-time, female nursing
faculty (N=65) who teach in National League for Bing Accrediting Commission, Inc.
(NLNAC) accredited associate degree nursing progriamnthe New York City area. The
NLNAC is responsible for the specialized accre@tadbf nursing education programs and is the
only accrediting body for associate degree prognantise United States (NLNAC, 2010). The
sample was limited to full-time, female facultypse most nursing faculty are female (National
League for Nursing, 2009) and traditionally haverfal workload and institutional
responsibilities when employed full time. In aduiit nursing program accrediting standards
require culturally competent curricula. NLNAC Stiand 4.4 states th#te curriculum includes
cultural, ethnic, and socially diverse concepts amaly also include experiences from regional,

national, or global perspectivd®dlLNAC, 2010). To accomplish this, the assumpi®that
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nursing faculty will teach cultural competence amavide clinical experiences with culturally
diverse patients.

Associate degree nursing programs have the higimesliment of new students in the
United States. According to the National LeagueNorsing (NLN), of the 20,000 students who
entered nursing programs in 2006-2007, 18,000 edt@ssociate degree programs (NLN, 2009).
The sample of faculty was drawn from a large, pubtillege system that has eight accredited
associate degree programs in the northeasterndJattges. The system is positioned in a city
that is culturally diverse. The patient populatgamved and the students enrolled in the nursing
programs come from all parts of the world. In 2088w York City had over 3 million foreign-
born residents, the largest number in its histbigvf York City Department of City Planning,
2013). This diversity is also reflected in thedsint population of the programs studied. From
2005 to 2012 demographic information of associagree graduates from the university studied
showed that eighty to eighty-five percent were woyRirty-one to forty percent were Black,
eleven to fifteen percent were Hispanic, and fiiteetwenty percent were Asian. Sixty-two to
seventy three percent of the graduates werdaomot in the United States. (CUNY Annual Data
Report Nursing Degree Programs, 2013).

A sample size of at least 65 participants was re&aleroduce significant results
according to Cohen’s Power Chart (1988). Overdimgmas not done. Consistent with
acceptable standards for research in nursing, afhgpower .80 and moderate effect size .50
were used to determine sample size (Knapp, 1998).

I nstruments
Cultural Attitude Scale. Bonaparte (1977; 1979) created the Cultural Atet&dale

(CAS) to measure nurses’ attitudes towards culyudiiferent patients based on Katz’s
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functional approach to the study of attitudes (Ka&60). The CAS contains four vignettes that
describe three minority cultural groups (Hispadiewish and Black) and the dominant white
group described by Bonaparte as WASP. Each vigests a standardized male patient health
situation andiescribes the family unit, type of employment, chuaffiliation, health care practices, and
ethnic identity of the patient followed 84 items asking about attitudes toward that patien
Choices range from strongly disagree (5) to strypagree (1). Higher scores indicate a more
positive attitude while lower scores indicate a exoegative attitude. Initial estimates of the
psychometric properties of the CAS were obtainedhfa pilot study of fifty female registered
professional nurses (Bonaparte, 1977). Validitg established through construct and criterion-
related validity. Principal factor analysis wasfpemed on the responses to each of the four
patient vignettes. Orthogonal varimax rotatiorentified three meaningful and statistically
independent factors underlying registered profesgdiourses’ attitudes toward minority culture
patients: nursing care/patient interaction, galthealth behaviors, and cultural health attitudes
and beliefs. The factor formations indicated pagibr measuring attitude toward patients of
varying cultures. The reliability of the CAS wagported as the variances of the three sets of
factor scores (.94, .95 and .77). The reliabfiitythe total instrument was reported as .86
(Bonaparte, 1979).

The CAS has been used in studies with registeneskes (Bonaparte, 1977; Brown, 1986;
Rooda, 1993; Smith, 1998), multidisciplinary hoapgtaff (Jones, Cason & Bond, 2004),
nursing students (Bond, Kardong-Edgren & Jones1R@hd baccalaureate nursing faculty
(Jaffe, 1980; Jaffe-Ruiz, 1981; Kardong-Edgren, d@chlosser, Casar, Jones, Warr, & Strunh,
2005). Jaffe (1980) reduced the 34-item CAS to mmeggositive and negative attitudes of

baccalaureate nursing faculty toward culturallyedi#nt clients. The vignettes remained the
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same as Bonaparte’s. The specific items remaireedame but 14 items were removed and the
instrument was shortened to 20 items. Scoring was@ed to agree very strongly +3, agree
strongly +2, agree +1, disagree -1, disagree slycgdisagree very strongly -3. Orthogonal
varimax rotations identified four meaningful andtstically independent factors underlying
baccalaureate nursing faculty attitudes toward nityioulture patients: nursing care/patient
interactions, “annoyance”; cultural attitudes awedldfs, “superstitious”; “good” patient behavior
profile; and “ethnocultural” care were identifie®eliabilities of the four factor score scales
were found to be, respectively, .79, .62, .64, &3 Jaffe-Ruiz, 1981).

Rooda (1990) used the 34-item CAS as Section 2iohéw Cultural Fitness Survey to
measure nurses’ attitudes towards culturally dféipatients. The vignettes described four
ethnic individuals: Hispanic, Black American, AsiAmerican, and Anglo-American. Total
scores for each vignette were calculated and alpkas calculated as .88 for white, .92 for
Black American, .87 for Asian American, and .92 fbspanic. Alphas were not reported for the
three subscales: nursing care/patient interactioltyiral health behaviors, and cultural health
attitudes and beliefs. Bond, Kardong-Edgren & 3q2001) administered a shortened CAS,
described as the Ethnic Attitude Scale, to nursingents (BSN, RN to BSN, and master’s).
Three vignettes (Anglo, African American, Hispanagre followed by 20 items designed to
measure attitudes about providing care to patiargésch group. Scoring ranged from strongly
agree to strongly disagree with higher scores ataig a more positive attitude. Total scores for
each vignette were calculated. The alpha for Amgis .70, for African American was .72, and
for Hispanic was .61. Lastly, Kardong-Edgren, Ba&dhlosser, Cason, Jones, Warr & Strunk
(2005) used a 20-item CAS to investigate the altisuof baccalaureate nursing faculty towards

Anglo, African American, Asian and Hispanic pateerfotal scores were computed, ranging
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from strongly agree to strongly disagree, with leigbcores indicating a more positive attitude.
Reliabilities for the CAS vignettes were .58 forghm, .76 for African American, .58 for Asian,
and .70 for Hispanic. Scores for the 34-item addt@m CAS used in previous studies were
calculated from either factors/subscales (Bonapa@@é7; Jaffe-Ruiz, 1981) or total vignette
scores (Rooda, 1990; Bond et al., 2001; Kardong-<tdgt al., 2005). The 20-items used by
Bond et al. (2001) and Kardong-Edgren et al. (2@@bid not be validated despite emails and
phone calls to the authors.

The CAS was modified for use in this study. ThRil/ Black, and Hispanic vignettes
were unchanged from Bonaparte’s study (1977). Elesh vignette was eliminated and
replaced with an Asian vignette. It was validaasdcomparable by B. H. Bonaparte (Personal
Communication, October 26, 2010)he 34- item CAS was used in this research. ate,dhe CAS
has not been used in studies with associate degreiang faculty. Brmission to use the modified
CAS in this research has been given (Appendix A).

Transcultural Self-Efficacy Tool. Jeffreys (2000) developed the Transcultural Self-
Efficay Tool (TSET) to measure and evaluate nurstoglents’ confidence for performing
general transcultural nursing skills among divgrspulations. The 83-item TSET was
developed based on the literature and resultdwbghase evaluation study (Jeffreys &
Smodlaka, 1996). The TSET has three subscales.Cohnitive subscale (25 items) asks
respondents to rate their confidence about thewkedge of the ways cultural factors influence
nursing care. The Practical subscale (28 itens ssspondents to rate their confidence for
interviewing patients of different cultural backgrals to learn about their values and beliefs.
The Affective subscale (30 items) addresses respuadattitudes, values, and beliefs about

themselves and patients of different cultural backgds (Jeffreys, 2006). Items are closed
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ended and positively phrased as self-efficacy theezommends (Bandura, 1977, 1982, 1989).
A 10-point rating scale from 1 (not confident) 1@ (totally confident) is used to elicit a more
discriminate response (Jeffreys & Smodlaka, 19%Hspite the limitations of self-report
instruments, the construct of self-efficacy caryde evaluated by self-appraisal and self-report
(Bandura, 1997).

Initial estimates of the psychometric propertieshef TSET resulted from four studies
(Jeffreys, 2006). Validity was established throgghtent validity, construct validity and
criterion-related validity. Content validity wastaislished by six doctoral- prepared nurses
certified in transcultural nursing (Jeffreys & Snaddh, 1996). A contrasted group approach and
a factor analysis were conducted to establish ooctstalidity. The TSET detected differences
in TSE perceptions within groups and between graumpall subscales (Jeffreys, 2000; Jeffreys
& Smodlaka, 1999a, 1999b). A principal componeraigsis with varimax rotation yielded
nine-factors, all with eigen values greater thd&0XJeffreys & Smodlaka, 1998). A focus on the
predictive potential of the TSET was the approas#duo assess criterion-related validity.
Results indicated statistically significant diffaoes in TSE perceptions of undergraduate
nursing students between the first and fourth ciihsemester (Jeffreys & Smodlaka, 1999a).
Reliability was tested by Cronbach’s alpha (0.928Dand split-half reliability (0.76-0.92) for
internal consistency and test-retest reliabilityp830.75) for stability (Jeffreys, 2006, p.49).

Recent analysis of the factor structure of the TBEIhg common exploratory factor
analysis (CEFA) yielded four factors with intercahsistency ranging from 0.94 to 0.98 and
0.99 reliability of the total instrument (Jeffre§sDogan, 2010). Factor 1 (Knowledge and
Understanding) incorporated all 25 items on ther@toge subscale. Twenty two of 28 items on

the Practical subscale loaded on Factor 2 (Intefvid-actors 3 and 4 (Awareness, Acceptance
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and Appreciation and Recognition) loaded on theeétif’e subscale. The authors suggest that
the current analyses may indicate a different typlevel of affective learning among the
respondents. The authors recommend using difféweadth care professional populations in
repeated CEFA studies as well as focus group<setatifg perceived differences in Factors 3 and
4,

In terms of scoring, the TSET is consistent witm&ara’'s (1986) recommendations for
assessing the strength and magnitude of self-effic&ubscale calculations of self-efficacy
strength (SEST) provide information on understaganitial TSE perceptions. SEST refers to
the average strength of self-efficacy perceptioitbinwa subscale of the construct (Jeffreys,
2010). The TSET has been used with associate acthlaureate degree nursing students
(Amerson, 2009; Blackstock, 2003; Ferguson, 206ifrelys, 1999; Rudnick, 2005) and in
community health (Toney, 2004) and hospital (Do|d001; Platter, 2005; Smith, 1998; Velez,
2005) practice settings. Permission to use thieinabis research has been granted (Appendix
A). The TSET was used in this study to appraisdekel of transcultural self efficacy of
associate degree nursing faculty. Since theumsgnt had not been used with nursing faculty
appropriate psychometrics were conducted on thefutbe tool with this population.

Social Desirability Scale. The bias towards socially desirable responsessa sady
and survey testing methods of research may beraesofierror. Crowne & Marlowe (1960)
developed the Social Desirability Scale to gainghisinto this issue. The 33-item True/False
survey asks respondents about their behavior ariaty of personal and social situations. Total
scores obtained from the scale identify participat@ndency to give a culturally appropriate
acceptable response. Low scorers may be more gvttian most people to respond truthfully

despite social disapproval. Average scorers tereimonstrate an average concern for social
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desirability and their general behavior may repnes@ average degree of conformity to social
rules. High scorers may be overly concerned abocitll approval and may respond in ways to
avoid disapproval of people reading their responsigh conformity to social rules may be
demonstrated in their general behavior. Religbditthe Social Desirabilty Scale has been
reported as alphas ranging from 0.64 to 0.89 (Tleem@& Phua, 2005). Aggregate results rather
than individual scores are reported in this study.
Protection of Human Subjects

Institutional Review Board (IRB) approval wasahbed from CUNY Central Office of
Research Conduct (Appendix B). A written conserdadminister the instrument package to
faculty was obtained from the chairpersons of soredited associate degree nursing programs
within the university. Written consent was waivedfaculty completing the questionnaire
packet. Faculty anonymity was maintained sincectingere no personal identifiers in the packet.
All completed questionnaire packets are kept iocaed file cabinet with one key in the
possession of the researcher to ensure confidéntidlhe results of data analysis are described
as aggregated results.
Data Collection Procedures

A letter of introduction, including a descriptiofithe study and request for permission
to distribute questionnaire packets to faculty (&pgix C), was sent to the chairpersons of eight
accredited associate degree nursing programs vatpirblicly funded university system in the
northeast United States. A follow- up phone cylthe researcher was made to those who did
not respond within two weeks. Six chairpersori®4Y agreed to participate in the study. A
mutually acceptable method for distribution of gaekets was determined by each chairperson

and the researcher. The researcher delivered tketsato four programs in mid-May, 2011 and
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to two programs at the end of September, 2011. Dndred and twenty-two packets were
distributed to the six programs. Sixty-five (53%gre returned in a postage paid envelope
addressed to the Program Assistant of the Docueding Program at the Graduate Center.
The questionnaire packets contained the followanlgtter of introduction, explanation of the
study, request for participation, statement asot@ bonfidentiality and anonymity will be
maintained (Appendix D); the Cultural Attitude Seahe Transcultural Self-Efficacy Tool; a
background information sheet; the Social Desirgbgicale; a $5 Dunkin Donuts gift card; a
postage paid envelope addressed to the Prograrst&ssof the Doctoral Nursing Program. The
researcher contacted the Program Assistant reguéarhonitor the number of response
envelopes received. Each time ten envelopes weeevesl, the researcher picked them up from
the Program Assistant.
Data Analysis

The study used a descriptive, correlational dethighexplored within and between group
differences through instruments that assessedulg sariables (attitude toward culturally
diverse patients and transcultural self-efficady)equencies and descriptive statistics were
computed to obtain information about the samplé@pants. Descriptive statistics were
obtained for scores on the instrumentor each respondent in this research, the totaésdor
each of the four vignettes of the CAS, for eacthefthree subscales of the TSET, and for the
Social Desirability Scale were calculated in SP&%sWn 18.0 software. After obtaining the
scores, univariate analysis and Pearson correlatiefficients were calculated. Cronbach alpha
coefficients were computed for each vignette ofGAS, for the subscales of the TSET, and for
the Social Desirability Scale to determine interr@tsistency and reliability for this sample.

Between and within group ANOVA was computed. mponses were aggregated and
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analyzed as were responses to the background iafmmqguestionnaire. ANOVAS and
correlation statistics were computed to investigetether demographic variables accounted for
significant variance in the two variables of insrattitude toward culturally diverse patients
and transcultural self-efficacy.
Summary

The population and sample selection, instrumesmatiata collection, and data analysis
procedures used in the study are described in €hHpt After IRB approval to conduct the
study was received, the chairpersons of six ace@dissociated degree nursing programs in a
publicly funded university agreed to allow facuityparticipate in the study. The Cultural
Attitude Scale, the Transcultural Self-Efficacy T,dbe Social Desirability Scale, and a
background information questionnaire were compléted sample of faculty (N=65).
Responses to the instruments, the Social DesiiaBiiale and background information

guestionnaire were analyzed. The results of the asalysis are discussed in Chapter IV.
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Chapter 1V
The Results
This study investigated the relationship of théwates of associate degree nursing
faculty toward culturally diverse patients and seultural self-efficacy. It was hypothesized
that there would be a significant positive relasioip between faculty attitudes towards culturally
diverse patients and transcultural self-efficachis chapter presents a description of the sample,
the psychometric evaluation of the Cultural Atteusicale (CAS), the Transcultural Self-
Efficacy Tool (TSET), and the Social Desirabilitgefe, the analysis of the scores of those
instruments, and the results of the hypothesigtgst
Description of Sample
An analysis of the responses of the sample @%) was done to establish the number of
participants who completed all of the componentthefinstrument packet. After looking at the
patterns of missing data, it was decided that gpeints who had more than 10% missing on at
least one scale would be removed from the sampleeTparticipants were in this category and
were removed from the analysis leaving a final darp62.
All participants were female. The average pgrtiot was 54 years old, white,
heterosexual, Catholic, born in the United Stadad, spoke English as their first language (Table

4.1).
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General Sample Characteristics (N=62)
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Characteristic n

%

Age:M =53.69 (SD = 7.942)Range: 27 to 68 years

Under 30 1
30-39 4
40-49 7
50-59 35
60 and over 11
No Response 4

Ethnic Characteristics
White 3
Black/African American
Asian
Hispanic
Multiracial
Asian: other
Pacific Islander

woo-b(_';m

(IS

Gender Orientation
Heterosexual 61
Bisexual 1
Religion
Catholic 33
Christian 6
No Response 6
Protestant 5
Presbyterian 4
No Religion 3
Islam 2

Place of Birth
United States 45
Outside of U.S. 17

Language
English as primary language 55
Other language primary 7

2%
7%
11%
57%
18%
7%

57%
24%
7%
5%

5%
2%
2%

98%
2%

53%
10%
10%
8%
6%
5%
3%

73%
27%

89%
11%
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Regarding general nursing characteristics, theageeparticipant was licensed as a
registered nurse for about 30 years and receivadlthsic nursing education in a baccalaureate
program in the United States. Most respondentseitadr a formal or informal course in
transcultural nursing. Ten participants did noténa formal or informal course in transcultural
nursing. All participants had an advanced nurgiragtice degree (Table 4.2). Lastly, the
average participant was employed full time in nugseducation at an assistant professor rank

and was untenured (Table 4.3).
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General Nursing Characteristics (N=62)
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Characteristic n

%

Years Licensed as Registered Nuides 30.10 (SD =8.975)Range: 4 to 47 years

Under 10 1
10-19 8
20-29 13
30-39 27
40 and over 10
No Response 3

Basic Nursing Education Program

Baccalaureate 29
Associate Degree 25
Diploma 5
No Response 2
Masters 1

Location of Initial Nursing Program

United States 52

Outside of U.S. 10
Advanced Nursing Practice Role

Nurse Educator 29

Nurse Practitioner 22

Clinical Nurse Specialist 11

College Course in Transcultural Nursing
Yes 32
No 30
Continuing Education in Transcultural Nursing
Without College Course in Transcultural Nursing
Yes 20
No 10

2%
13%
21%
45%

17%
5%

47%
40%
8%
3%
2%

84%
16%

47%
35%
18%

52%
48%

70%
30%
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Table 4.3

Nursing Faculty Characteristics (N=62)

Characteristic n %

Employment Status

Full time 60 97%

No Response 2 3%
Academic Rank

Assistant Professor 34 55%

Associate Professor 18 29%

Professor 8 13%

Lecturer 2 3%
Tenure Status

Untenured 43 70%

Tenured 19 30%

I nstrument Reliability

Mean scores, standard deviations, and range wkngdaied for the CAS (Table 4.4), the
TSET (Table 4.6), and the Social Desirability Sddlable 4.7) as well as Cronbach’s alpha for
each instrument to determine internal consistencyhie current sample.

Cultural Attitude Scale. The Cultural Attitude Scale (CAS) is comprised aiilf
vignettes about the same man who is White, Blagkai or Hispanic that is followed by 34
items asking about attitudes toward that pati€&@#ch vignette uses a standardized male patient
health situation andescribes the family unit, type of employment, chuaffiliation, health care
practices, and ethnic identity of the patieltem choices range from strongly disagree (5) to
strongly agree (1). Higher scores indicate a npotive attitude while lower scores indicate a
more negative attitude. Twenty-eight items areatiggly worded. The remaining six items are
positively worded. These items were reversed scprier to tabulation of the total score. Total

scores for the 34-items rather than subscalegpasted by Bonaparte, were used in the
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calculation because total scores were reporteRdoga (1980), Bond et al. (2001), and Kardong-
Edgren et al. (2005)Cronbach’s alpha for the four vignettes of the GAfged from .85 to .89
while Cronbach’s alpha for the subscales Nursinge®atient Interaction, Cultural Attitudes
and Beliefs and Cultural Health Attitudes and Bielimnged from -.137 to .892 for this sample

(Table 4.5). Of note is the very low reliabilityrfthe Cultural Attitudes and Beliefs Subscales

Table 4.4
Descriptive and Reliability Statistics for 34-it€DAS (N=62)
Instrument Minimum Maximum M (SD) Alpha
Cult AttitudeScale
CAS White 1.56 3.38 2.34 (0.39) .88
CAS Black 1.65 3.48 2.41 (0.39) .87
CAS Asian 1.50 3.00 2.36 (0.35) .85
CASHispanic 1.62 3.47 2.45 (0.39) .89
Table 4.5
Factor Score Descriptive and Reliability Statistios Four Cultural Groups of CAS (N=62)
Group Factor/Subscale Means S.D. Variance phal
White Nursing Care/Pt. Interaction 2.29 0.44 .192 .837
Cultural Attitudes and Beliefs 2.36 0.42 917 .306
“Good Pt. Behavior Profile” 2.48 0.52 271 .612
Black Nursing Care/Pt. Interactions 2.23 0.48 .228 .892
Cultural Attitudes and Beliefs 2.79 0.43 518 195
“Good Pt. Behavior Profile” 2.68 0.57 .323 .690
Asian Nursing Care/Pt. Interaction 2.20 0.41 .166 .826
Cultural Attitudes and Beliefs 2.62 0.35 212 -.137
“Good Pt. Behavior Profile” 2.92 0.60 .366 721
Hispanic Nursing Care/Pt. Interactions 2.21 0.46.214 .857
Cultural Attitudes and Beliefs 2.77 0.39 115 .186

“Good Pt. Behavior Profile” 2.78 0.61 .378 .765
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Transcultural Self-Efficacy Tool. The Transcultural Self-Efficacy Tool (TSET) is
comprised of three subscales with a total of 88wite The Cognitive subscale (25 items) asks
respondents to rate their confidence about thewkedge of the ways cultural factors influence
nursing care. The Practical subscale (28 itens ssspondents to rate their confidence for
interviewing patients of different cultural backgrals to learn about their values and beliefs.
The Affective subscale (30 items) addresses respuadattitudes, values, and beliefs about
themselves and patients of different cultural bagkgds. A 10-point rating scale from 1 (not
confident) to 10 (totally confident) is used fockatem. Cronbach’s alpha ranged from .96 to

.99 for the three TSET subscales and total reltgmf the TSET was .99.

Table 4.6
Descriptive and Reliability Statistics for TSET @&}
Instrument Minimum Maximum M (SD) Alpha

Transcult Self-Eff

TSETCognitive 3.16 10.00 7.81 (1.69) .99
TSET Practical 3.14 10.00 7.70 (1.78) .99
TSETAffective_ 6.30 10.00 9.02 (0.87) .96

Social Desirability Scale. The Social Desirability Scale is a 33-item Truegeaturvey
that asks respondents about their behavior iniatyasf personal and social situations. Total
scores obtained from the scale identify participat@ndency to give a culturally appropriate
acceptable response. Low scorers (0-8) may be witireg than most people to respond

truthfully despite social disapproval. Averagerses (9-19) tend to demonstrate an average
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concern for social desirability and their genemghdwvior may represent an average degree of
conformity to social rules. High scorers (20-33ynbbe overly concerned about social approval
and may respond in ways to avoid disapproval opfgeeeading their responses. High
conformity to social rules may be demonstratedheirtgeneral behavior. Results for this sample
indicate an above average concern for social ajjhrov

Table 4.7

Descriptive and Reliability Statistics for Sociag&rability Scale (N=62)
Instrument Minimum Maximum M (SD) Alpha

Soc Desirability 5 31 18.87 (6.30) .83

The range of Cronbach’s alpha for the CAS, TSET @oclal Desirability Scale was .83
to .99 indicating good to excellent reliability fibvis sample (Waltz, Strickland & Lenz, 2005).
Data Distribution

Skew and kurtosis were calculated for each instnineedetermine if the data were
normally distributed (Table 4.8). Skewness valaged from -.899 to .452. Values for kurtosis
ranged from -.094 t0.583. The results indicatedigaificant deviations from normality and no
significant skew or kurtosis (Field, 2009).
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Table 4.8

Skew and Kurtosis for CAS, TSET, Social Desirgtitale

Instrument Skewness Kurtosis

Cultural Attitude Scale

CAS White .290 .303
CAS Black 452 .583
CAS Asian -.138 .043
CAS Hispanic .097 .352

Transcultural Self-Efficacy Tool

TSET Cognitive -.620 .053
TSET Practical - 147 -.094
TSET Affective -.899 752
TSET Total

Soc Desirability -.260 -.087

Relationship of CAS Factor Scoresand CAS Total Scores

The classic works of Bonaparte (1977; 1979) anfié<Rfliz (1980; 1981) used a 34-item
CAS and 20-item CAS respectively. Jaffe-Ruiz uBedaparte’s items but shortened the length
of the scale to 20 items. Factor analyses for e#tuhic group of the CAS (White, Black, Jewish,
Spanish) were performed. Bonaparte (1977; 198tifiled three factors: Nursing Care-Patient
Interaction, Cultural Attitudes and Beliefs, andltGral Health Attitudes and Beliefs from the
34-item instrument. Jaffe-Ruiz (1980; 1981) idiedi four factors: Nursing Care/Patient

Interaction, “Annoyance”, Cultural Attitudes andligés, “Superstitious”, “Good” Patient
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Behavior Profile, and “Ethnocultural” Care. Thesearcher analyzed the relationship between
the three factor (Table 4.9) and the four fact@lf€ 4.10) solutions and the results of the total
CAS scores obtained in this study.

Table 4.9

Three Factor Score Means of Responses for the Ealiural Groups on 34 item CAS (N=62)

Factor White Black Asian Hispanic
Nursing Care/Pt.| 2.29 2.23 2.20 2.21
Interactions

Cultural 2.36 2.79 2.62 2.77
Attitudes and

Beliefs

“Good Pt. 2.48 2.68 2.92 2.78
Behavior Profile”

Total Means 2.38 2.57 2.58 2.59
CAS

A repeated measures ANOVA was conducted to determhether the total mean scores
for the different racial groups differed. The Whihean score was found to be significantly
lower than the other three scorés(B, 59) = 7.31p = .000] indicating a more negative attitude.
Table 4.10

Four Factor Solution and Means of Responses foFthe Cultural Groups on 20 item CAS

(N=62)

White Black Asian Hispanic
Nursing Care/Pt.| 2.36 2.19 2.23 2.25
Interactions
Cultural 2.20 2.39 2.42 2.36
Attitudes and
Beliefs
“Good Pt. 2.42 2.37 2.17 2.26
Behavior Profile”
Ethnocult care 2.31 2.48 2.87 2.75
Total Means 2.32 2.35 2.42 2.40

CAS
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A repeated measures ANOVA was conducted to determhether the total scores for
the means for the different racial groups differ&tb significant differences were found (3,

59) = 1.58p = .20].

Further analyses were performed for the totalescon the 34-items controlling for social
desirability and ethnicity of respondent. A repebhteasures ANOVA was conducted to
determine whether the total scores for the 34-ite@ans for the different racial groups on the
patient vignettes differed after controlling forcgd desirability as measured on the Social
Desirability Scale. No significant differencesweén total scores were fourfd (3, 55) =
0.610,p =.61]. A repeated measures ANOVA was conductatetermine whether the total
mean scores for the different racial groups diffeaéter controlling for the ethnicity of the
respondent using the respondent ethnic group tizgson of White, Black, Other (Asian,
Hispanic, Multiracial, Asian: Other, Pacific Islaan). Significant differences between total
scores were foundH (3, 57) = 6.32p = .001]. The White scores were significantly lowtean
the Black p <.001), Asian§ < .001), and Hispanig(= .006)

Relationship of CASand TSET to Background Variables

One wayanalyses of variance (ANOVA) for the total scorésach of the four vignettes
of the CAS and the three subscales of the TSETcaaducted to determine if there was a
relationship with the following nursing related wdoies: type of initial nursing program attended
(Table 4.11 ), country of initial nursing programteaded (U.S. vs. non-U.S.) (Table 4.12),
completion of a college course in transculturasmg (Table 4.13), completion of continuing
education units in transcultural nursing (Tabledd.&nd participant ethnicity (Table 4.15). The
only significant difference found was between atté toward the Black patient and country of

basic nursing program attended, such that U.S.adddaculty scored lower on the Black
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patient vignette.Nl = 2.36;SD =.34) than did non-U.S. educated faculy £ 2.81;SD =.51)

indicating that U.S. educated faculty scored a nmexgative attitude toward the Black patient.

Table 4.11

Differences on CAS and TSET by Type of Basic NmRiagram Attended (N = 62)

Instrument F (3, 56) p

Cultural Attitude Scale

CAS White 0.598 .62
CAS Black 0.870 46
CAS Asian 0.883 46
CAS Hispanic 2.570 .06

Transcultural Self-Efficacy Tool
TSET Cognitive 0.009 .99
TSET Practical 0.979 41

TSET Affective 0.437 .73




Table 4.12

Differences on CAS and TSET by Country of Basigfra Attended (U.S. vs. non-U.S.)
(N =62)

Instrument F (1, 57) p

Cultural Attitude Scale

CAS White 2.999 .09
CAS Black 9.841 .003

CAS Asian 1.061 31
CAS Hispanic 1.761 .19

Transcultural Self-Efficacy Tool
TSET Cognitive 0.004 .95
TSET Practical 1.040 31

TSET Affective 1.979 A7




Table 4.13

Differences on CAS and TSET by Attending an Acad@ourse in Transcultural Nursing
(N =62)

Instruments F (3, 58)

p

Cultural Attitude Scale

CAS White 1.187 323

CAS Black 1.045 .380

CAS Asian 1.839 .150

CAS Hispanic 0.925 434
Transcultural Self-Efficacy Tool

TSET Cognitive 0.771 515

TSET Practical 0.161 .922

TSET Affective 0.757 .523




Table 4.14

Differences on CAS and TSET by Attending Continkohgcation in Transcultural Nursing
(N =62)

Instrument F (4, 57) p

Cultural Attitude Scale

CAS White 0.833 51
CAS Black 0.753 .56
CAS Asian 0.619 .65
CAS Hispanic 0.415 .80

Transcultural Self-Efficacy Tool
TSET Cognitive 1.556 .20
TSET Practical 1.210 .32

TSET Affective 1.045 .39
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Table 4.15

Differences on CAS and TSET by Participant Ethypisithite, Black, Other (Asian, Hispanic,
Multiracial, Asian: Other, Pacific Islander)] (N £2)

Instrument F (2, 58) p

Cultural Attitude Scale

CAS White 0.598 .62
CAS Black 0.870 46
CAS Asian 0.883 .46
CAS Hispanic 2.570 .06

Transcultural Self-Efficacy Tool

TSET Cognitive 0.009 .99
TSET Practical 0.979 41
TSET Affective 0.437 .73

Analysis by independent samptetest was done to determine if continuing educaition
transcultural nursing was associated with facuttiyuales and transcultural self-efficacy (Table
4.16). There was a significant difference betwémse in continuing education and those
participants not in continuing education on thergtige subscaleg = .037). Further analysis by
independent samplégest was done to determine if there was a sigmificglationship between
faculty with formal and informal education in tran$tural nursing and faculty without either
formal or informal continuing education in trandaudl nursing (Table 4.17). There was no
significant relationship which raises questionsidlibe effect of formal or informal education in

transcultural nursing on transcultural self-effizac
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Table 4.16
Relationship between CAS and TSET and Continuingdiwn in Transcultural Nursing

(N=62)

Instruments t (60) Sig (2-tailed)

Cultural Attitude Scale

CAS White 762 449
CAS Black 430 .669
CAS Asian -.032 974
CAS Hispanic -.197 .844

Transcultural Self-Efficacy Tool
TSET Cognitive 2134 037
TSET Practical 1.818 .074

TSET Affective 1.548 127
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Table 4.17
Relationship between Formal or Informal EducatiovddaNo Formal or Informal Education in

Transcultural Nursing (N =62)

TSET Subscale Levene’s Test for Equality of Varemc t-test for Equality of means
F Sig. t df
Cognitive .290 .592 1.241 60
Practical 319 574 .764 60
Affective 2.761 102 .785 60

Pearson correlation coefficients were computedhiferCAS and the TSET and the

demographic variables of age (Table 4.18) and \leamssed as a registered nurse (Table 4.19).

A significant correlation was found between the CAghette White and age € .013) and
years licensedp(= .017) indicating that older nursing faculty whadhbeen licensed for longer
duration had more positive attitudes toward the té&/patient. A significant correlation was also

found between the attitude toward the Asian patct aged = .048) and years licensepl £

.015) indicating that older nursing faculty who Hseen licensed for longer duration had a more

positive attitude toward the Asian patient. Thews Aowever, weak to moderate effect sizes for

these two findings. The significant findings oé tfrelationships between the vignettes of the
CAS and the subscales of the TSET and the demaogreghables analyzed indicate that age,

years licensed, and country of nursing programmd#d were covariates in this study.
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Pearson Correlations of Participant Age and CAS a&ET (N = 62)

44

Instruments r (p)

Cultural Attitude Scale

CAS White -.321 (.013)
CAS Black -.209 (.111)
CASAsan -.259 (.048)

CAS Hispanic -.012 (.926)

Transcultural Self-Efficacy Tool
TSET Cognitive .223 (.089)
TSET Practical .249 (.057)

TSET Affective .016 (.905)
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Table 4.19

Pearson Correlations of Number of Years LicenseR.&s and CAS and TSET (N =62)

Instruments r (p)

Cultural Attitude Scale

CAS White -.305 (.017)
CAS Black -.224 (.083)
CASAsian -.311 (.015)

CAS Hispanic -.145 (.266)

Transcultural Self-Efficacy Tool

TSET Cognitive .098 (.455)

TSET Practical 181 (.163)

TSET Affective -.058 (.654)
Hypothesis Test

The purpose of the study was to investigate thaiogiship between associate degree
nursing faculty attitudes toward culturally diversgtients and transcultural self-efficacy (the
perceived confidence in performing transculturatsimg skills). It was hypothesized that these
two variables would be significantly related. Pear correlation coefficients were computed to
determine the relationship between the CAS and 8t€T. The analysis revealed no significant
correlation between nursing faculty attitudes taweulturally diverse patients and transcultural

self-efficacy, failing to support the hypothesigble 4.20).
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Table 4.20

Pearson Partial Correlations of TSET and CAS (N=62)

TSE TSE Cognitive TSE Practical TSE Affective
r(p) r(p) r(p)

CAS White .079 (.54) .108 (.40) .032 (.81)

CAS Black -.096 (.46) -.034 (.79) -.065 (.62)

CAS Asian -.062 (.63) .001 (.99) -.067 (.61)

CAS Hispanic  -.203(.11) -.120 (.35) -.205 (.11)

Pearson correlation coefficients were also comptdddst whether the Social
Desirability Scale and the CAS and the TSET weseaated (Table 4.21). The analysis
revealed no significant correlations between thei@®esirability Scale and nursing faculty
attitudes toward culturally diverse patients amehscultural self-efficacy. It can be assumed that

faculty responses on the CAS and TSET were naienfted by the socially desirable response.
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Table 4.21

Pearson Partial Correlations of the Social DesirigtlgiScale with TSET and CAS (N = 62)

Instrument r (p)

Transcultural Self-Efficacy

TSET Cognitive -.01 (.95)
TSET Practical .24(.06)
TSET Affective 16 (.22)

Cultural Attitude Scale

CAS White -.08 (.53)
CAS Black -.12 (.35)
CAS Asian -.19 (.15)
CAS Hispanic .01(.93)
Summary

The results of the data analysis of the responisassociate degree nursing
faculty to the CAS, TSET, Social Desirability Scaled the background information
guestionnaire were presented in Chapter IV. Géaedspecific sample characteristics were
also presented. Psychometric evaluation of the O&AET and the Social Desirability Scale
indicated good to excellent reliability. ComparistfitCAS factor/subscale scores reported in
several studies and CAS total scores in this stvalyalso presented. Univariate analysis of
demographic variables and instrument responsesdigrassed. Correlation statistics failed to

support the hypothesized positive relationship bemwthe attitudes of associate degree nursing
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faculty toward culturally diverse patients and seutural self-efficacy. Chapter V discusses the

results of this research.
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Chapter V
Discussion
The purpose of this study was to investigate thaiomship between the attitudes of

associate degree nursing faculty toward culturdilgrse patients and transcultural self-efficacy
(the perceived confidence in performing transcaltaursing skills). A review of the literature
on attitude toward cultural diversity and transgtat self-efficacy suggested that the factors of
motivation, commitment and perceived confidencparforming transcultural nursing skills
would provide insight into the relationship betwelem. It was hypothesized that there would
be a significant positive relationship betweendttdudes towards culturally diverse patients and
transcultural self-efficacy. This research focusadhe attitudinal components of the nursing
faculty and patient relationship within the acades®etting and perceived confidence in
performing transcultural nursing skills. In acadesystems, as in any other interactive system,
interactions are affected by the attitudes, valbeBefs and expectations of the participants.
Nursing education must consider the cultural ateg) values and beliefs toward patients in the
educational process to enhance the cultural competaf their students and, in turn, nursing
practice. Awareness of cultural attitudes, valued beliefs promotes effective engagement with
culturally diverse patients and students (Jeffré@96). Failure to acknowledge one’s attitude

toward culturally diversity may lead to behavidnattcause cultural pain. (Jeffreys, 2006).

The research hypothesis was not supported; spabifibere was no significant
relationship between associate degree nursingtfaatiitudes toward culturally diverse patients
and transcultural self-efficacy. This chapter pras discussion of thfendings related to the

research hypothesis, the ancillary data findingd,the theoretical framework.
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Resear ch Hypothesis

The research hypothesis was not supported sindentliegs did not result in a
significant positive relationship between facultijtades toward culturally diverse patients and
confidence in performing transcultural nursinglIskilUnivariate and correlation statistical
analyses were performed, no significant relatigngl@tween the variables was found. The CAS
has not been used that often in the literaturettiiu@des of nursing faculty toward culturally
diverse patients. However, given the availablerimsents, it has been used with nursing faculty,
but these studies explored attitudes of baccaltifaaulty rather than associate degree faculty
(Jaffe-Ruiz, 1980; Kardong-Edgren et al., 200%) addition, the TSET has not been used in
studies with nursing faculty. It has been usestiries with associate and baccalaureate nursing

students and nurses in various practice settings.

Ancillary Findings

Cultural Attitude Scale. The significant findings of the relationships betme
the vignettes of the CAS and the subscales of 8t€TTand the demographic variables of age,
years licensed, and country of nursing programmdgd indicate that they were covariates in this
study. Older faculty who were licensed for a langeriod of time had a more positive attitude
toward the Asian patient and the White patiente fihdings regarding the Asian patients may
be related to the Model Minority Myth. The Mythasperception that Asian Americans have
greater success than other minorities becausstodag work ethic, perseverance, and drive to
succeed as well as being studious, intelligent;essful, elitist and passive. The perception is
also that Asians are treated fairly and do not egpee racism (Yoo, Burrola & Steger, 2010).

The stereotype is damaging to Asian Americans inymeays that go beyond the scope of this



51

study. The finding that faculty who received thaitial nursing education in the United States
had a more negative attitude toward the Black patieay be related to racism, ethnocentrism
and stereotypical beliefs about this group (Mar&elilki, 2007). The positive attitude toward
the Asian patient and the negative attitude towledBlack patient found in this study are of
serious concern since these attitudes may indiaataty beliefs about false, damaging
stereotypes that have the potential to negativdlyence students.

Additionally, a comparison of total score meansdach vignette of the CAS showed a
decline in scorefom 1993 to 2012. Current results were compaodatidse obtained in
previous studies (Table 5.1). Results showed ntimean scores were lower than those
obtained in earlier studies indicating a more negadttitude toward culturally diverse patients.
The White patient three factor score mean wasfalsad to be significantly lower than those of
the Black, Asian, and Hispanic patiens(B,59) = 7.31, p = .000]This may be due to the low
instrument reliability (-.137 to .306) for the fact Cultural Attitudes and Beliefs.

The influence of the socioeconomic status of tispeadents may also be a factor in
these findings. Specific income information was olatained, but respondents were asked to
identify their current position in the communitynaspared to the position of their birth family.
Sixty-one percent saw themselves in a higher positiventy-nine percent saw themselves at the
same level, and sixteen percent saw themselve®inea position. Regarding educational level,
respondents were not asked specifically about itjieebt educational degree achieved. They
were asked if they had an advanced practice nudgggee, limiting the ability to analyze
educational level. These findings may indicateitiiluence of factors, such as racism,
ethnocentrism, socioeconomic status, educatiomeal,land world events, such as terrorist

attacks, on attitudes toward culturally diversaquds.
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Table 5.1

Comparison of CAS Total Score Means 1993 to 2012

Group Rooda (1993) Kardong-Edgren (2005) Current Sample (2012)
White 3.70 3.35 2.38
Black 3.63 3.35 2.57
Asian 3.54 3.20 2.58
Hispanic 3.31 3.20 2.59

Transcultural Self-Efficacy Tool. The significant finding of the relationship between
the vignettes of the CAS and the subscales of 8€TTindicated that faculty who attended
informal education in transcultural nursing hadrasreased score on the cognitive subscale of
the TSET. It was also found that there was noifsogimt difference in scores of faculty who had
formal or informal education in transcultural nagiand those who did not. Table 5.2 presents a
comparison of TSET subscale mean scores of stedesy(Toney, 2004), recent nursing
graduates from associate (AD) and baccalaureated&$gee programs (Ferguson, 2007), and
the current sample. The staff nurses had graddaisdBS (41%), diploma (31%), and AD
(29%) programs. Most (79%) had attended confeseanecultural competence and some (38%)
had classes on cultural competence in their nuesitugation (Toney, 2004). Ferguson (2007)
found no difference in the scores of AD (49%) ar®i(B1%) graduates. All had transcultural

nursing concepts in their curriculum.
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Table 5.2

Comparison of TSET Subscale Mean Scores of NuReegnt Nursing Graduates (AD/BS), and

Current Sample (AD Nursing Faculty)

TSET Subscale Staff Nurses AD Graduates BS Graeduat AD Faculty
Cognitive 6.6 7.63 7.62 7.81
Practical 6.7 6.95 7.11 7.70
Affective 8.3 8.52 8.46 9.02

Social Desirability Scale. There was no significant relationship between tAS@nd
TSET and the Social Desirability Scale indicatihgttthere was no social approval selection bias
in faculty responses to the CAS and TSET. It was Bound that mean scores on the Social

Desirabilty Scale indicated an above average corfoerthe socially acceptable response.

Theoretical Framework

The theoretical framework for this study which conda the constructs of attitude
toward culturally diverse patients and transcultaedf-efficacy was not sustained in that the
hypothesis was not supported. This was the #gorted study to investigate the relationship
between associate degree nursing faculty attittaleard culturally diverse patients and
transcultural self-efficacy (the perceived confidem performing transcultural nursing skills).

The functional approach to attitudes (trying to emstiind the reasons people hold the

attitudes they do) (Katz, 1960) and the Culturainpetence and Confidence model (Jeffreys,
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2006) were the conceptual frameworks used in thidys These models were the basis for
development of the CAS and the TSET respectively.

According to Katz (1960), attitudes can servéilgarian, ego defensive, value
expressive (positive expression of one’s centrhles or knowledge function for individuals.
The conditions needed to modify an attitude aretas motivation and can be the stimulus for
attitude change. Motivation for the attitude ag foal one is trying to achieve is the basis of
Katz’'s perspective and, therefore, can help exm@auh predict human behavior. Parental and
group influences as well as personality charadtesisontribute to attitude development.
Attitudes, however, are demonstrated within thetextis established by culture.

Jeffreys’ (2006) Cultural Competence and Confidg/@@C) model focuses on the
teaching learning process of cultural competeneeldpment as influenced by transcultural
self-efficacy (TSE). It incorporates the cognitipeactical and affective domains and
transcultural nursing theory. The CCC model prosittee framework for teaching and learning
cultural competence development in self and othins. based on self-efficacy theory (Bandura,
1986) and on the motivation to engage in the poébecoming culturally competent (Jeffreys,
2006). Self-efficacy theory proposes that straglfiefficacy perceptions result in higher levels
of goal commitment, motivation, persistence, leagnand skill performance (Bandura, 1986);
essential components in achieving cultural compstane commitment and motivation
(Campinha-Bacote, 1999, 2003; Chang, 1995). T3keiperceived confidence one has to
perform behaviors that are culturally competenpdesardships and obstacles and the degree to
which individuals perceive they have the abilityy@éarn or perform specific transcultural skills

needed for culturally competent and congruent Ghetfreys, 2006, p. 37). It is assumed that
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TSE perceptions will directly influence culturalmpetency through commitment and

motivation (Jeffreys, 2006).

Motivation is a key component of the functional eggeh to attitudes and the Cultural
Competence and Confidence model. This led therelser to hypothesize a significant
relationship between the attitude of associateadegursing faculty toward culturally diverse
patients and transcultural self efficacy. Howeteg, findings of this research that there is not a
significant relationship between the variables rhayue to their complexity and the population
sampled. This study raises the questions of facuoditivation to have positive attitudes toward
culturally diverse patients and their perceivedficamce in performing transcultural nursing

skills.

Summary

The discussion of the research hypothesis, anciiladings and theoretical framework
were presented in Chapter V. The research hypsthes not supported since the findings did
not result in a significant positive relationshigtlween faculty attitudes toward culturally diverse
patients and confidence in performing transcultataking skills. Ancillary findings indicated
that older, longer licensed faculty had more pesitttitudes toward the White and Asian patient
and faculty who received their nursing educatiothenUnited States had a more negative
attitude toward the Black patient. Regarding traitscal self-efficacy, faculty who had no
formal or informal education in transcultural naggihad the same mean scores on the TSET.
The theoretical framework of the study was not sufgal. Conclusions, implications for nursing

education and research, and study limitations s@idsed in Chapter VI.
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Chapter VI
Conclusions, Implications, and Study Limitations

The effects of globalization are reflected in tinersity of populations in most parts of
the world, each with their own values and belidfew health and health care. The cultural
diversity of patients in need of and receiving bieahre is further evidenced by the regulatory
and accreditation standards in the United Stattsrdguire health care organizations to provide
information and care that respects patients’ lagguaulture and ethnicity (The Joint
Commission, 2010). Nursing programs in acadenstitutions are also required to provide
education about caring for culturally diverse patisein a culturally competent way (Commission
on Collegiate Education in Nursing (CCNE), 2009tidlaal League for Nursing Accrediting
Commission, Inc. (NLNAC), 2008). Nursing studeats taught by nursing faculty who may or
may not be culturally competent (Jeffreys, 200@1&g Burnett & Johnson, 2006). The
educational interaction between faculty and studeay be affected if faculty have ethnocentric
beliefs about the superiority of Western healtteqaactices and beliefs, minimize the
significance of the diverse beliefs and practidgsatients or have negative attitudes about

cultural diversity.

In this study, the researcher investigated thatiogiship between the attitudes of
associate degree nursing faculty toward cultumdilgrse patients and transcultural self-efficacy.
The Cultural Attitude Scale and the Transcultuf-&fficacy Tool were completed by 65
associate degree nursing faculty from a large plyblunded university in the northeastern
United States. The Social Desirability Scale amémographic background questionnaire were

also completedThe findings of this study are relevant for nursaalyication and research. This
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chapter presents the investigator’s conclusiongligations for nursing education and research,
recommendations for future research, and studydirons.

Conclusions

The conclusions that can be drawn from this stedte to the constructs of the study, the
procedure used for data collection, and the pojumaampled. A negative attitude toward people
that are different from faculty can be a disturbiaglization. Bonaparte (1977) and Jaffe (1980)
identified dogmatism and ethnocentric beliefs asdlies influencing nurses and nursing faculty
attitudes toward diverse patients. The more desaded and ethnocentric an individual, the more
negative their attitude is toward culturally diversatients. More recent studies investigate alltur
attitudes and knowledge about cultural diversitthait exploring the influence of personality
variables (Kardong-Edgren et al., 2005; Bond ¢t28l01; Jones et al, 2004; Kardong-Edgren, 2007).
These studies also mention the influence of sgcakirable responses on the study results and
recommend measuring that variable. In this sth@yrésults on the Social Desirability Scale showed
that the sample had an above average concerndai spproval. There was not, however, a
statistically significant relationship between reispes to the CAS and TSET and the Social

Desirability Scale.

The complexity of the elements that define attitndeds to be explored to provide potential
areas for faculty preparation and development asatdrs in a diverse world. The question of how
faculty form their attitude about culturally diverpatients needs to be asked. The decline in mean
scores on the CAS over the past 25 years, indgatimore negative attitude toward culturally
diverse patients, is a surprising finding in viettee mandated emphasis in nursing programs on
cultural competence. The impact of world evenishsas terrorist attacks, the negative media
portrayal of diverse ethnicities, economic hardsttip increasing diversity of New York City, and

high unemployment rates may be factors in thisifigd Exploring faculty professional and personal
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experience with diversity and personality charasties of faculty may provide insight into the

decline in attitude scores found in his study.

Transcultural self-efficacy is an ongoing, multidinsional process. It may be confused with
cultural competence (knowing about different ethigis). Classifying people by race and ethnicity
continues in the Zicentury and contributes to the many health andbkdisparities in the United
States (IOM, 2002). The finding of no differenoemean scores between faculty who had formal or
informal transcultural nursing education and theke had no education is worthy of future study.
This may validate the contention that faculty avéadequately prepared to teach or value cultural
competence (Jeffreys, 2006). Faculty in this s@dyteaching in colleges with diverse students who
interact with diverse patient populations. Thisyraacount for the scores indicating they are
confident in caring for culturally diverse patietdcMillan, 2012; Burke, 2011; Wilson, Sanner &

McAllister, 2010).

Data collection procedures and the sample chosgrheae influenced response rates.
Faculty could self-select to participate or noheTuse of online surveys with open-ended questions
rather than paper and pencil forced choice sureggincrease response rates and provide
additional data not captured in this study. Theagraphics of nursing faculty (older and
predominately white) may have influenced the figdiof this research in ways that reflect the

culture, values, and beliefs of their age, racadamic, and professional experience.

Implicationsfor Nursing Education

Based on the findings of this research, there @reral implications for nursing education.
The use of standardized patient case studies dighpsimulators (human or computerized) with

culturally diverse patients can enhance faculty stadent knowledge and skill in caring for this
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patient population. Carefully designed debriefsegsions with participants can provide an
opportunity for improved practice as well as seflection on one’s attitude toward culturally
diverse patients. Disseminating the results of shuidy in peer reviewed journals and at profesdion
conferences can challenge faculty to reflect on they are teaching students about cultural
diversity and how students are being preparedr®foa diverse patients. Lastly, faculty
development activities that focus on the issuaseghtive attitudes toward diversity, such as racism
and ethnocentrism, may address the barriers toiy@$aculty attitudes toward diversity in the

clinical and academic setting.

Implicationsfor Nursing Resear ch

There are several implications for nursing resebeded on the findings of this study. The
use of current technologies, such as online suraegissimulation activities, to further investigéte
variables, may address the limitation of the nundfeespondents in this study. Mixed method and
qualitative studies to explore faculty experiendthwliverse patients and students can provide
insight into the complexity of the variables ofitatie toward culturally diverse patients and
transcultural self-efficacy. Collecting more contprasive demographic data, such as faculty
economic status and highest level of educationJavprovide a clearer picture of the sample studied
and the possible relationship of that data to tmeables studied. The use of shorter, valid, bédia
guantitative instruments may increase response &e provide a different perspective on cultural
competence. Campinha-Bacote’s (1999) InventorABsessing the Process of Cultural
Competence among Healthcare Professionals-ReWABEC-R) is one such instrument. This 24-
item, four choice Likert scale measures culturaimde cultural awareness, cultural knowledge,
cultural skill and cultural encounters. Lastlyfimement of the Cultural Attitude Scale to incluale

guestion about what race and/or ethnicity the gigeint thinks the patient is, may elicit an acoeirat
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indication of the participant’s perception of tlaee and ethnicity of the person portrayed in the

vignettes.

Recommendationsfor Future Research

Separate studies that examine nursing faculty @llattitudes and transcultural self-efficacy
are warranted because of the lack of significandle relationship between the two variables ia thi
research. The classification of generic ethniaigso(White, Black, Asian, Hispanic) does not
account for the subgroups within each of theseggou he development of valid, reliable
guantitative instruments to measure the attitudetd subgroups within each ethnic group, such as
Dominican, Colombian, Puerto Rican for the genkligpanic group, may provide more specific
information about attitudes toward cultural diversiQualitative investigations with nursing fagult
about their experience with culturally diverse pats and students may also provide insight into the

complexities of cultural attitudes and cultural quetence.

Study Limitations

The limitations identified for this study are redtto sample size, sample studied and
instruments used. There were not enough partigdangeneralization of the study findings.
Several reasons may account for this. The usepdpand pencil instruments and their length may
have contributed to the number of participantsve®a participants wrote on the instruments that
they were too long. Questionnaire packets wereiliged at the end of the spring and at the
beginning of the fall academic semester when fgaekponsibilities for teaching rather than
completing a lengthy questionnaire packet may len their priority. Cultural competence
competes with many other areas nursing facultyegaired to know and teach. Simulation, online
teaching, and electronic health records are ofdyeof the current technologies faculty are expeécte

to integrate in nursing curricula. This may acddona shift in faculty focus to areas of intertst
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them rather than areas, such as cultural divetsiag, may make them feel uncomfortable or are of
little interest. Interest in cultural competencaynmave prompted some faculty to respond to the
surveys while those who have negative attitudesitatadturally diverse patients, no interest in the

concept, or think they are knowledgeable may neéhasponded.

This study was also limited by the instruments usetieasure attitudes toward culturally
diverse patients and transcultural self-efficate vignettes of the Cultural Attitude Scale did no
clearly indicate the race or ethnicity of the patsedescribed. The description of Mr. Andrews, the
White patient, could have been interpreted froro@ad class rather than a race or ethnicity
perspective. Refinement of the instrument to idela question at the end of each vignette about the
race and ethnicity of the patient may provide agrawcurate indication of attitude toward culturally
diverse patients. The low reliability of the faGtcultural attitudes and beliefs, is another fation
of the CAS. A factor analysis of the instrumentynidentify different factors measured in this study
Regarding the Transcultural Self-Efficacy Tool, e¥lrough the instrument had high reliability, the
length of the instrument was of concern to somi@ffaculty participating in the study.
Administering these instruments in separate stunlied different times may provide a more accurate

measure of attitudes toward culturally diverseqrasi and transcultural self-efficacy.

Lastly, the background information collected irsteiudy was incomplete for faculty.
Asking specific questions on socioeconomic statusedducational level may provide information
that adds insight into the factors influencing viaeiables investigated. The inclusion of questions
personality characteristics may also contributelémtifying traits that influence attitudes toward

culturally diverse patients and transcultural sélicacy.

In summary, although there was not a significalatti@nship found between the variables

studied, this study contributes to the knowledggelaf nursing by identifying the need for further
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study of faculty attitudes toward cultural diveysaind transcultural self-efficacy. Faculty may het
able to meet the mandate of accrediting bodiesdioide cultural competence in nursing education if
they do not consider it a priority, are not prepa@teach the concepts, or are uncomfortable in
culturally diverse settings. The development afthement of instruments that measure attitudes
toward diversity, including ethnic subgroups, andlgative studies of faculty experiences with
diversity may provide answers that may ensure siisd@e taught about and provide culturally

competent health care.
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Re: Fw: Dr. Beverly Bonaparte's Email or Contaébimation

From: <BBonaparte@sgu.edu>

To: <rblair@sgu.edu>

CC: <ekontzamanis@CityTech.Cuny.Edu>, <keville.fredesan@lehman.cuny.ed
Date: Tuesday - October 19, 2010 9:18 AM

Subject: Re: Fw: Dr. Beverly Bonaparte's EmaiContact information

AttachmentsPart.002; Mime.822

Ms. Kontzamanis has my permission to use my Cultural Attitude Scale.Both she and Dr. Frederickson
may contact me directly if she needs additional assistance. My contactact information is attached

Regards,
Beverly
Ranel L Blair/USL/SGU_LN To Beverly Bonaparte/FACULTY/SGU_LN@SGU_LN
cc
10/19/2010 08:43 AM Subject Fw: Dr. Beverly Bonaparte's Email or Contact information
Ranel Blair

Assistant Director, USS Registrar
631-665-8500 ext. 9242
1-800-899-6337 ext. 9242
631-665-2047 fax

————— Forwarded by Ranel L Blair/USL/SGU_LN on 10/19/2010 08:43 AM -----

"Emma Kontzamanis" <ekontzamanis@CityTech.Cuny.Edu>
To: <regmail@sgu.edu>
cc:

10/18/2010 06:00 PM Subject: Dr. Beverly Bonaparte's Email or Contact information

To Whom It May Concern:

I am a doctoral student in nursing at the Graduate Center, City University of New York, NYC. My advisor,
Dr. Keville Frederickson, suggested I use Dr. Bonaparte's Cultural Attitude Scale (CAS) in my dissertation,
An Investigation of the Relationship between the Attitudes of Associate Degree Nursing Faculty towards
Culturally Diverse Patients and Transcultural Self-Efficacy. Could you please forward me her address? 1
would like to request her permission to use the CAS.

Thank you very much for your time and attention to my request.

Sincerely,
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Emma Kontzamanis

This email has been scanned by the MessagelLabs Email Security System.
For more information please visit http://www.messagelabs.com/email

This email has been scanned by the MessagelLabd Getairity System.
For more information please visit http://www.messabs.com/email
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Re: Permission Request

From: "Carrie Neff" <cneff@springerpub.cor
To: <ekontzamanis@citytech.cuny.edu>
Date: Tuesday - November 24, 2009 3:53 PM

Dear Ms. Kontzamanis,

Thank you for your interest in using the Transcultural Self-Efficacy Tool (TSET) from Teaching Cultural
Competence in Nursing and Health Care: Inquiry, Action, and Innovation in your research study. Due to
the fact that this material will be used for academic rather than commercial purposes, only a proper
citation of the title within your own work will be required.

Thank you,

Carrie Neff

Carrie Neff
Sales Administrator
11 W. 4204 Street, F1. 15

New York, NY 10036

212.431.4370 x221
212.941.7848 (f)
cneff@springerpub.com

www.springerpub.co.
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CUNY REVISED: DECEMBER 2006 PAGE 1 OF 2
CUNY-Wide IRB

Office of Research Conduct

535 E 80w Street

New York, New York 10075

212.794.5504

212.794.5378, fax

TO: Emma Kontzamanis RN

New York City College of Technology

FROM: Reverend David Kossey

CUNY-Wide IRB: IRB00000149

SUBJECT: IRB Approval (Expedited Review)

STUDY: 11-02-027-0149 An Investigation of the Relationship  between Nursing
Faculty Attitudes toward Culturally Diverse Patient s and

Transcultural Self-Efficacy

DATE: May 18, 2011

The CUNY-Wide IRB: IRBO0000149 has approved the above study involving humans
as research subjects. This study was Approved - Expedited Category: 7 - based on
45CFR46.

IRB Number: 11-02-027-0149 This number is a CUNY-Wide IRB: IRB0O0000149
number that should be used on all consent forms and correspondence.

Approval Date: May 17, 2011

Expiration Date: May 16, 2012

THIS APPROVAL IS FOR A PERIOD OF ONE -YEAR OR LESS. YOU SHOULD RECEIVE A COURTESY

RENEWAL NOTICE BEFORE THE EXPIRATION OF THIS PROJEC T'S APPROVAL . HOWEVER, IT IS
YOUR RESPONSIBILITY TO INSURE THAT AN APPLICATION F OR CONTINUING REVIEW APPROVAL

HAS BEEN SUBMITTED BEFORE THE EXPIRATION DATE NOTED ABOVE. IF YOU DO NOT RECEIVE
APPROVAL BEFORE THE EXPIRATION DATE , ALL STUDY ACTIVITIES MUST STOP UNTIL YOU
RECEIVE A NEW APPROVAL LETTER . THERE WILL BE NO EXCEPTIONS. IN ADDITION, YOU ARE
REQUIRED TO SUBMIT A FINAL REPORT OF FINDINGS AT TH E COMPLETION OF THE PROJECT.
Consent Form: All research subjects must use the approved and stamped consent
form. You are responsible for maintaining signed consent forms for each research
subject for a period of at least three years after study completion.

Mandatory Reporting to the IRB:  The principal investigator must report, within five

business days, any serious problem, adverse effect, or outcome that occurs with
frequency or degree of severity greater than that anticipated. In addition, the principal
investigator must report any event or series of events that prompt the temporary or
permanent suspension of a research project involving human subjects or any deviations
from the approved protocol.

Amendments/Maodifications:  All amendments/modifications of protocols involving
human subjects must have prior IRB approval, except those involving the prevention of
immediate harm to a subject. Amendments/modifications for the prevention of
immediate harm to a subject must be reported within 24 hours to the IRB.

Stipulations: None

If you have any questions, please do not hesitate to contact Arita Winter in the IRB
Office at 212.794.5504.
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Good luck on your project.

cc: Keville Frederickson EdD

Sign the Verification Statement below. Return the original signed copy of this memo to
the IRB Office and retain a copy for your records. The IRB Office must receive a copy
of the signed verification statement before research may begin.

VERIFICATION:

BY SIGNING BELOW, | ACKNOWLEDGE THAT | HAVE RECEIVED THIS APPROVAL AND AM AWARE OF , AND AGREE
TO

ABIDE BY, ALL OF ITS STIPULATIONS IN ORDER TO MAINTAIN ACTIVE APPROVAL STATUS, INCLUDING TIMELY
SUBMISSION OF CONTINUING REVIEW APPLICATIONS AND PR OPOSED PROTOCOL MODIFICATIONS, AS WELL AS
PROMPT REPORTING OF ADVERSE EVENTS, SERIOUS UNANTICIPATED PROBLEMS , AND PROTOCOL DEVIATIONS. |
AM AWARE THAT IT IS MY RESPONSIBILITY TO BE KNOWLED GEABLE OF ALL FEDERAL , STATE AND UNIVERSITY
REGULATIONS REGARDING HUMAN SUBJECTS RESEARCH INCLU DING CUNY’S FEDERALWIDE ASSURANCE (FWA)
WITH THE DEPARTMENT OF HEALTH AND HUMAN SERVICES OFFICE OF HUMAN RESEARCH PROTECTIONS.
Signature of Principal Investigator Date

Signature of Faculty Advisor for Student Research Date
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Graduate Center Letterhead

Dear Chairperson:

| am a doctoral student in the Department of Ny Stience at the Graduate Center of the City
University of New York (CUNY). | am conducting tudy about nursing faculty and their
attitudes toward culturally diverse patients anctewed confidence in performing transcultural
nursing skills. Nursing faculty teaching in assteidegree programs are being asked to
participate. It is anticipated that about 65 indiirals will do so. Completion of a demographic
data sheet, a social desirability scale and twwunsents is required. Total completion time is
about 45 minutes.

If possible, | could come to a faculty meeting ganlthe semester to ask for participation and

completion of the documents mentioned above. ¢aation is voluntary, but would be helpful

in improving nursing education as well as havingrapact on professional nursing practice by
promoting positive patient health care outcomes.

If you have any questions about the study, youcoaatact me at (347) 922-8036,
ekontzamanis@gc.cuny.edumy dissertation sponsor, Dr. Keville Frederakat (212) 817-
7985 ,keville.frederickson@lehman.cuny.edu

Thank you for your time and consideration of myuest.

Sincerely,

Emma Kontzamanis, RN, MA, DNS (c)
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Graduate Center Letterhead

CONSENT FORM
My name is Emma Kontzamanis and | am a doctoralestuin the Department of Nursing
Science at the Graduate Center of the City Unitsec$iNew York (CUNY). | am conducting a
study about nursing faculty and culturally divepsients. You are being asked to participate in
a study which explores attitudes towards culturdilyerse patients and perceived confidence in
performing transcultural nursing skills. You haeen identified as a possible participant
because you are a nursing faculty member in arcedealegree program. It is anticipated that
about 65 individuals will participate in this studiarticipation in this study is voluntary and
refusal to participate will involve no penalty tow
You are being asked to participate by completinigmographic information sheet, a social
desirability scale, and two instruments. Completime will take about 45 minutes.
The risks from participating in this study are normthan encountered in everyday life;
however, it is possible that the questions coulkraensitive issues for you. In the event that
this happens, you may stop completing the packatbyatime without penalty.
There is no direct benefit to you by participatinghis study. However, participating in this
study may increase understanding of nursing fa@aittiudes about cultural diversity which
could improve nursing education and practice.

The packets containing the demographic data shesefgial desirability scale and the two
instruments will be distributed and collected. p&ysonal identifiers will be linked to the data.
All materials will be kept in a locked cabinet. 1my faculty advisor and | will have access.
The data will be stored for a minimum of three geahfter that time, all materials may be

destroyed. As long as the data exists it will bptisecured. The information will be used to
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produce a doctoral dissertation. The results @fstndy may be published; however, all
identifying information about you and others whaot#pate will be omitted or disguised. I, as
the researcher, am mandated only to report toriy@ep authorities if there is any concern of
imminent danger of harming yourself or others.

You may discontinue participation at any time withpenalty. If you have questions
about the study, you can contact me, Emma Kontzenain(347) 922-8036,

ekontzamanis@gc.cuny.edur my dissertation sponsor, Dr. Keville Fredesiohk at (212) 817-

7985,keville.frederickson@lehman.cuny.eddisummary of results will be provided to you

upon request. If you have any questions about gghts as a participant in this study, you can
contact Arita Winter, IRB Administrator, Office &esearch Conduct, CUNY, at (212) 794-

5504, arita.winter@mail.cuny.edu

Thank you for your participation in the study.

| have read the contents of this consent form awe lbeen encouraged to ask questions. | have
received answers to my questions. | give consepatticipate in this study. | have received a

copy of this form for my records and future refaren
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