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Abstract 

A valid and reliable nursing culture assessment tool aimed at capturing 
general aspects of nursing culture is needed for use in health care settings 
to assess and then reshape indicated troubled areas of the nursing culture. 
This article summarizes the Nursing Culture Assessment Tool's (NCAT) 
development and reports on a cross-sectional, exploratory investigation of its 
psychometric properties. The research aims were to test the tool's psycho­
metric properties; discover its dimensionality; and refine the item structure 
to best represent the construct of nursing culture, an occupational subset of 
organiiational culture. Empirical construct validity was tested using a sample 
of licensed nurses and nursing assistants (n = 340). Exploratory and confirma­
tory factor analysis (CFA) and logistical regression yielded a 6-factor, 19-item 
solution. Evidence supports the tool's validity for assessing nursing culture as 
a basis for shaping the culture into one that supports change, thereby accel­
erating, improving, and advancing nursing best practices and care outcomes. 
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An effective health care workforce perfonning within the context of a posi­
tively toned cultural environment is central to a health care organization's 
ability to achieve high quality of care outcomes. Many factors that affect 
perfonnance of workers, organizational culture, and more specifically, nurs­
ing culture are believed to affect workplace efficiency, effectiveness, and 
safety of both workers and patients (Gibson & Barsade, 2003). Nursing cul­
ture is an occupational subculture of organizational culture (Kontos, Miller, 
& Mitchell, 2010). Although there are many overlapping features in the defi­
nitions of organizational culture and climate, culture underscores deeper tacit 
values and assumptions, whereas climate highlights the member's percep­
tions closer to the surface of the organization (Sleutal, 2000). There is a range 
of existing instruments measuring various characteristics of organizational 
culture, but experts do not agree on the essential dimensions of culture that 
should be measured (Scott, Mannion, Davies, & Marshall, 2003), and these 
existing tools typically focus on organizational culture, not occupational sub­
cultures such as the nursing culture. For example, Patient Safety Culture 
Assessment Tools (AHRQ, 2011) designed for hospital, medical office, and 
nursing home use assess safety-focused behaviors and expectations but do 
not assess the nursing culture. Also, tools that assess nurse perceptions of the 
work environment like the popular Nursing Work lndex-R (Aiken & Patri­
cian, 2000) ask respondents to rate the importance of work environment char­
acteristics that support their practice (Flynn, Dickson, & Moles, 2007), but 
does not capture the conunonly shared beliefs, values, and nonns that guide 
group behaviors. These aspects of culture are captured by the newly devel­
oped Nursing Culture Assessment Tool (NCAT). The purpose of this article 
is to present the steps in the NCA T's development and methods used in its 
psychometric testing along with a discussion of implications for leadership in 
practice and research. 

A positive nursing culture is one in which the beliefs, attitudes, values, and 
norms of the staff interact to develop patterns of behavior and care practices 
that consistently produce quality care outcomes. Nursing culture is manifested 
along six dimensions: behaviors, expectations, teamwork, communication, 
satisfaction, and professional commitment (Borchers, Kennerly, & Yap 
20 IO; Yap, Kennerly, Hemmings, & Beckett, 2010). These dimensions reflect 
shared rituals, norms, values, beliefs, and other assumptions and meanings 
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that guide actions and interactions of nursing staff. Every day nursing culture 
frames the workplace context within which nurses practice, for example, job 
roles to which registered nurses (RNs), licensed practical nurses (LPNs), and 
certified nursing assistants (CNAs) are assigned influence the fonnation and 
expression of the unique overall nursing culture because these job roles give 
rise to a set of shared expectations related to duties of each group. 

The healthy work environment goes beyond shared role expectations by 
promoting values, nonns, and other aspects of positive culture related to 
teamwork, clear and respectful communication, and appropriate behavior 
toward both colleagues and patients (American Association of Critical-Care 
Nurses, 2005). Nursing culture and its interaction with patient care processes 
affect staff productivity and can contribute to high staff turnover (Castle & 
Engberg, 2005; Castle & Engberg, 2007). Such workforce instability leads to 
an increase in human and fiscal costs organizations experience, especially 
when high-performing staff leave and must be replaced. Prior research 
indicates that stabilized, lower turnover rates may be linked to effectual cul­
tures (Pfefferle & Weinberg, 2008). Reshaping the nursing culture is one 
means of promoting successful nursing workforce perfonnance, improving 
the workforce' s retention (Boan & Funderburk, 2003; Buerhaus, Donelan, 
Ulrich, DesRoches, & Dittus, 2007; Hooper & Charney, 2005), and promot­
ing achievement of high-quality care outcomes (Aileen, Clarke, Sloane, Lake, 
& Cheney, 2008; Castle, Wagner, Ferguson, & Handler, 2011). The develop­
ment of positive cultural patterns is an important springboard to the success­
ful adoption of evidence-based best practices and achievement of quality care 
outcomes. Nursing culture provides a critical connection between staff views 
of care standards and the set of behaviors they believe are appropriate to use. 
By examining nursing culture, nurse leaders can gain a new perspective on 
the values and beliefs that underlie staff perceptions of the work and use this 
knowledge to engage staff in activities that help align workplace behavior 
and expectations with known best practices. Hence, it is crucial to assess 
nursing culture so that interventions can be designed to actively shape/ 
reshape the culture into one that supports change, thereby improving, and 
advancing nursing care outcomes. 

An excellent first step in enabling nurse leaders to shape a positive culture 
would be the completion of a comprehensive assessment of the extant nurs­
ing culture; however, an appropriate, valid and reliable tool did not exist . 
Therefore, this interdisciplinary team of researchers (including an anthropologist/ 
sociologist and social linguist specialist) developed the NCA T based on 
Schein ' s (l 996) theoretical work on organizational culture (Borchers 
et al., 20 l O; Yap et al., 2010). With this tool, health care organization leaders 
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will ultimately be able to conduct a global or overall assessment, thereby 
enabling them to design and implement intervention strategies that can refine 
processes for known best practices, such as pressure ulcer and fall prevention 
practices. In keeping with an anthropological approach. this assessment can 
be used in combination with a leader' s own work-related observations to 
modify leadership behaviors and promote a nursing culture that reduces 
psychosocial stressors in the workplace, thus improving work-related out­
comes and reducing turnover and its negative latent impact on workload and 
worker performance. 

Defining and Measuring Nursing Culture 
Effective workplace change requires understanding what culture means in 
order to positively affect worker performance (Gibson & Barsade, 2003). 
Schein (1990) describes the "occupational culture" as the group of individuals 
who share a common culture, such as the subculture of nursing. By under­
standing nursing culture, it is more likely that goals and associated behaviors 
can be communicated clearly, thus influencing staff implementation of best 
practices, including adherence to care processes and standards in ways that 
can improve perfonnance effectiveness and lead to quality outcomes. 

An occupational culture, more specifically nursing culture, is configured 
by the contingency relationships demonstrated between behaviors, expecta­
tions, teamwork, communication, satisfaction, and professional commitment 
(Yap et al., 2010). For example, there is a dynamic interaction between 
behaviors that workers bring to the work situation and expectations leaders 
and colleagues hold for each other's behavior. Teamwork represents the 
work group's ability to exhibit behaviors that demonstrate respect and trust, 
and to carry out expected roles while reflecting a sense of connection to each 
other. Communication, the effective transfer of infonnation (Tourangeau, 
2010) or the "exchange of understanding between sender and receiver" 
(Forbes-Thompson, Gajewski, Cawiezell, & Dunton, 2006, p. 936), pro­
vides a critical link between knowledge of work practices and the ability 
to exercise behaviors that support team functioning and meet workplace 
expectations, while generating quality care outcomes. 

Members of a team that is high functioning are more likely to express job 
satisfaction and maintain commitment to the work and profession (Kalish, 
Lee, & Rochman, 2010). Furthermore, worker satisfaction, the positively 
toned state that results from a match between worker and workplace expecta­
tions (Han & Jekel, 2010), is generally associated with a sense of personal job 
commitment-responsibility or obligation-to the profession of nursing. 
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Similarly, professional commitment and job satisfaction that are also known 
to be connected to professional perfonnance (McCloskey & McCain, 1988; 
Teng et al., 2009) coupled with work expectations are inextricably linked to 
each other and are closely associated with worker intent to leave the job (Han 
& Jekel, 2010; Lachman & Aranya, 1986; Teng, Shyu, & Chang, 2007). 
Creation of a positive workplace culture is a necessary foundation for work­
ers to be able to see and experience the benefits of accountability, autonomy, 
safety, and teamwork and to become committed to the profession and organi­
zation and be satisfied with the job (Kennerly, 2000; McGuire & Kennerly, 
2006; O'Hagan & Persaud, 2009). 

Nursing culture, the driver of all nursing best practices, is a composite 
reflection of the dynamics among behaviors, expectations, teamwork, com­
munication, satisfaction, and professional commitment. These dynamics 
must be examined in totality to comprehend the overall influence of the nurs­
ing culture and implications for achieving high-quality care outcomes. The 
NCA T is the first tool that aims to effectively assess nursing culture from a 
multifaceted perspective in both hospital and nonhospital settings. Hence, the 
aim in NCA T design is to offer leaders a comprehensive, yet easy to use 
means of interpreting and identifying cultural patterns that can be targeted as 
the basis for designing/redesigning care practices. 

Development of the NCAT 

A multiphase, cross-sectional, qualitative field study (Yap et al., 20 I 0) that 
used researchers' interpretations of clinical field observations, transcribed 
interviews, validation by a panel of experts, and the literature to verify cul­
ture components and clarify interactions among organizational culture, turn­
over, and nursing care provider practices (resulting in a post hoc 
characterization using triangulation). These results identified core dimen­
sions of culture to conceptualize and develop a theoretical model to guide 
tool development. Schein' s ( 1990, 1996) theoretical work on organizational 
culture infonned researchers' decisions about how the concept of nursing 
culture would be explored and tool design and item structure would be 
refined. A total of22 items composed of declarative statements about nursing 
and organizational culture in the work setting using ordinal scaling for 
responses (strongly disagree = I, disagree =: 2, agree = 3, strongly agree= 4) 
were initially proposed and reviewed for representativeness of the construct 
by a panel of RN, LPN, and CNA experts. In addition, items were structured 
to achieve appropriate functional literacy and reading levels. The NCA T has 
two parts, one focused on nursing culture assessment within the health care 
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organization (18 declarative statements) and assessment of the worker's 
personal perceptions of professional commitment (four items) within that 
culture. Teng et al.'s (2009) Professional Commitment scale was selected as 
it already included all aspects of professional commitment as representative 
of this nursing culture dimension and had strong reliability estimates. The 
Professional Commitment scale's wording regarding profession was adapted 
to be consistent with the nursing profession. Six dimensions (expectations, 
behavior, satisfaction, teamwork, communication, and professional commit­
ment) were hypothesized as fonning the NCA T's subscale structure. Finally, 
the NCA T's empirical construct validity and properties were tested and item 
structure refined allowing common features of nursing culture that exist 
across health care settings to be ascertained. 

A total NCA T summed score inclusive of all 6 subscales of the final 
19-item tool has a range from 19 to 76 and can be calculated using unit-based 
weighting by summing the numerical value to the answer marked for each 
item (strongly disagree= l, disagree= 2, agree= 3, strongly agree= 4). As 
all items are stated in the declarative format, reverse scoring is not required 
for any item. In instances of missing data for an item, substitution of the 
group' s mean for that item is recommended. Expectations, Communication, 
and Satisfaction subscale scores can be calculated by summing item scores 
for that scale. In the case of Behavior and Teamwork subscales, Item 6 must 
be included in items summed for each of these subscales, as this item cross­
loaded on both subscales during conftnnatory factor analysis (CFA). Ideally, 
a positive nursing culture would be reflected by ratings that reflect strong 
agreement or agreement with the NCA T's items. 

Method 

Design, Sample, and Setting 

A cross-sectional design was used to collect survey data from a sample (n = 340) 
of Kentucky RNs (170) and LPNs (83) and Ohio CNAs (87). Use of different 
states was needed due to provisions in state laws related to purchase of address 
lists. Individuals invited to participate in the study were selected from publicly 
available lists purchased from their respective state boards by using a table of 
random numbers. The study's inclusion/exclusion criteria addressed threats to 
internal and external validity with greatest concerns emerging regarding poten­
tial bias from the self.selection process associated with voluntary participant 
consenting. Participants had to be either a licensed nurse or CNA with a U.S. 
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mailing address. The sample was drawn without regard to race, ages, ethnicity, 
physical ability, or gender. Age was not identified as a selection criterion, as 
nurses must be at least 18 years old to hold a U.S. nursing license. The only 
exclusion criterion was "unemployment." Each person had to be currently 
employed and working in a health care setting to be eligible for participa­
tion. After institutional review board approval (IRB), a mailed questionnaire 
approach was used to collect responses to a demographic tool and the NCAT. 
Based on results of power analysis, rolling participant enrollment was con­
ducted to achieve a minimwn of 300. Confidentiality of responses was pro­
tected via numerical coding of data collection materials. Each survey packet 
included the letter describing the study, demographic survey, NCAT, and IRB 
required consent to participate document. Participants were asked to answer 
the demographic survey and to rate each NCA T item from his or her own 
perceptions about the current health care work environment in which 
employed. A final separate page in the packet requested the participant's name 
and address, so that a US$5 coffeehouse gift card could be mailed to thank 
study participants contingent on return of the completed package within 3 
weeks. A gift card incentive was offered, as a low response rate was expected 
based on use of a single-mode survey (Dillman, Smyth, & Christian, 2009). A 
total of 369 individuals chose to participate, but surveys of 19 were removed 
from consideration due to issues with missing item responses resulting in a 
total of 340 participants. The study's overall response rate is 13% of rolling 
participant enrollment (Response rates: RN 19%, LPN 10%, CNA 10%) after 
accounting for mail returned due to bad addresses. Although a tailored design 
approach (Dillman et al., 2009; Huang, Hubbard, & Mulvey, 2003) may have 
elicited a higher response rate, this low overall response rate is consistent with 
the 10% to 16% minimwn response rates seen in nonprofit organizations 
(Hager, Wilson, Pollak, & Rooney, 2003). The lower LPN and CNA group 
response rates may also suggest this survey's topic was viewed as having lim­
ited salience for nursing practice. A lower response rate allows for potential 
nonresponse bias and coverage error (Dillman et al., 2009). In this case, poten­
tial coverage error cannot be addressed, as statistics are not available in pub­
licly accessible databases to explore the similarities of the study's sample 
and the total population in these states. However, this study' s sample 
characteristics are similar in distribution to the findings from the 2008 National 
Sample Survey of Registered Nurses (U.S. Department of Health and Human 
Services, Health Resources and Services Administration, 2010), which shows 
RNs by gender to be 93.4% females and 6.6% males and 75% of RNs to be at 
the age of30 to 59 years and 15.6% >60 years. In addition, statistical analyses 
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conducted in this study did not reveal statistically significant within and across 
group response differences. Power analysis detennined that with a sample size 
of 300, overestimation of a population value would not occur 95% of the time. 
With 300 nurses and CNAs responding to the survey, an 800/o power demon­
strated a Cronbach's alpha (a) statistic of .92 for the final 19-item NCAT and 
its six subscales. 

The sample of318 (93.5%) females and 22 (6.5%) males ranged in age 
from 18 to 60 years with 73% from 30 to 60 years and only 8% being greater 
than 60 years. Participants were health care workers employed in a variety of 
clinical settings, including long-term care (107; 31.5%), acute care hospital 
(132; 38.8%), and out-of hospital settings, such as home care (26; 7.6%), 
physician/advanced practice nurse office (20; 5.9%), outpatient/ambulatory 
care (22; 6.5%), and other settings (33 ; 9.7%). Other settings were described 
by participants as occupational health, rehabilitation and cancer centers, 
school nurse, and case management in home/community/insurance compa­
nies. Total years working at current institution ranged from l month to 
44 years (M = 8.06 years). In contrast, total number of years of experience 
working in nursing ranged from I month to 50 years (M = 15.23 years). 

Statistical Analysis 

Data analysis was conducted to ascertain the NCA T's dimensionality, reli­
ability, and empirical construct validity. SPSS (Version 18) software was 
used for descriptive analyses and to analyze overall scale and subscale inter­
nal consistency reliabilities using Cronbach's a. Cronbach's a internal con­
sistency reliabilities were computed for the groups of items on each scale. 
Principal components exploratory and confirmatory factor analyses (CFAs) 
were performed with structural equation modeling software Mp/us (Version 
6.1 ), to assess tool dimensionality and aid in investigating empirical con­
struct validity. Item cross-loadings and interitem correlations were examined 
to determine item functioning. The polytomous universal model (PLUM), an 
adaptation of the generalized linear model (GLZM) of McCullagh and 
Nelder (1989) also described by Norusis (2010) as the PLUM model of 
McCullagh (1980), was chosen as the proper model for probing differential 
item functioning (DIF). DIF analyses were then conducted to conclude 
whether uniform ( consistent across the range of the scale) or nonuniform 
DIF existed as a function of the nurses' licensure status or the setting 
(Holland & Wainer, 1993). These analyses were conducted using logistic 
regression models (LRM) and followed the recommended procedure in 
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Camilli and Shepard (1994) for using linear regression modeling to identify 
uniform and nonunifonn DIF. 

Results 
Descriptive Analysis 

Individual item responses in the 340 usable surveys included the full range 
of possibilities from l to 4, strongly disagree to strongly agree, respectively, 
with no data missing. Analysis of the original 22-item NCA T revealed a 
mean General Nursing Culture score of 45.5 (SD ::;; 8.3; range of 18 to 60) 
and a mean Total NCAT Scale score of 60 (SD::;; 9 .3) with a range from 22 
to 76. No significant differences were observed for participant Employment 
Setting in relation to total score for General Nursing Culture <:l = 13.56, p::;; .56) 
and Total NCAT Scale Score(x2 = 263.49, p = .78). In addition, significant 
differences were not observed for RN, LPN, and CNA participants. 

Factor Analysis 

The NCAT' s dimensionality was assessed using exploratory and CFA of its 
psychometric properties to detennine the extent of relationships between the 
hypothesized factors (subscales) and survey items. Empirical construct valid­
ity was sought by subjecting the item variance-covariance matrix to succes­
sive iterations of CF A (Muthen & Muthen, 20 l 0). A reciprocal weighting 
factor was applied to correct for inflation in goodness-of-fit indexes and by 
adding or subtracting a correction factor to alter the distribution's mean 
(Satorra & Bentler, 20 l 0). This approach is implemented in Mp/us as mean­
and variance-adjusted maximum-likelihood (MLMV) estimator. 

Nineteen items with six principal subscales labeled as Behaviors, 
Expectations, Teamwork, Communication, Satisfaction, and Professional 
Commitment emerged from factor analysis. The six principal instrument sub­
scales were estimated as six correlated factors, and a second-, or higher order 
factor was estimated to represent an overall or total score for the instrument. 
The fit of the six-factor model was improved by progressive examination of 
the model to improve goodness-of-fit and by allowing several factors to cor­
relate. The second-order factor did not account for all of the correlations 
among the factors, and Item 6 cross-loaded on both Factor 2 , Behavior, and 
Factor 3, Teamwork. The completely standardized factor loadings resulting 
from the CF A ranged from .508 to . 90 for all items retained in the NCA T 
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Table I, Standardized Factor Loadings and Standard Errors 

Subscale Item number Factor loading SE 

Expectations I 1.00 
2 0.89 .02 
3 0.90 .02 

Behaviors 4 1.00 
5 0.81 .04 
6 0.26 .06 

Teamwork 6 1.00 
7 0.51 .05 
8 0.83 .02 
9 0.85 .03 

10 0.84 .02 
Communication 11 1.00 

12 0.76 .03 
13 0.62 .04 

Satisfaction 14 1.00 

IS 0.81 .03 
Commitment 16 1.00 

17 0.78 .03 
18 0.87 .04 
19 0.88 .03 

except for Item 6. Cross-loading estimates were .255 and .529 with the larger 
loading on Teamwork. Table l summarizes the completely standardized fac­
tor loadings of selected NCA T items. The first item on each scale was set to 
one to fix the factor scale and to aid in identification, a common procedure 
recommended by Gorsuch ( 1983 ). Correlations between subscales were low 
to moderate (.270 to .740) indicating sufficient unique variance among the 
subscales. In addition, overall, the goodness-of-fit indexes for the final model 
(.,_2/df = 159.64/80; comparative fit index= .94; root mean square of approxi­
mation = .057) suggest that the model provides an acceptable fit to these data 
in support of the empirical construct validity of the instrument (Bollen & 
Long, 1993). 

Differential Item Functioning (DIF) Analyses 

DIF is the current tenn used to describe a construct and set of method­
ological procedures for quantifying and providing empirical support for 
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identifying what was formerly referred to as item bias (Hambleton & 
Swaminathan, 1985; Holland & Wainer, 1993). DIF refers to the probability 
that studied subgroups will score differently on a given item. Identification 
ofDIF is a key element of the scale construction process. A wide variety of 
methods exist to identify DIF (Camilli & Shepard, 1994). The PLUM 
approach applied in this study is implemented under the general rubric of 
ordinal regression based on what Norusis (2010) terms the PLUM model of 
McCullagh (1980). PLUM is an adaptation of the GLZM ofMcCullagh and 
Nelder (1989). 

The PLUM was selected over the one-parameter (Rasch) models, and 
two- and three-parameter models and the broadly termed contingency table­
based approaches, an example of which is the Mantel-Haenszel log odds 
ratio (1959), due to its adequacy and efficiency in detecting uniform and 
nonunifonn DIF (Camilli & Shepard, 1994). The PLUM is similar in 
approach to the proportional odds LRM (Agresti, 2002) that produces much 
less output by assuming that the dependent variable (DV) is ordinal and that 
the slope of the odds is the same across DV categories. A total of 80 DIF 
analyses were conducted as the model was applied to gender, age, licensure/ 
certification, job title, and employment setting. No significant differences 
were observed for participant's Employment Setting in relation to the total 
score for General Nursing Culture (i = 13.56, p = .56) and Total NCAT 
Scale Score(:x.2 = 263.49, p = .78). The PLUM model could not be estimated 
in 18 analyses, and an alternative multinomial LRM was used where the DV 
was considered to only be at least at the nominal measurement level. No evi­
dence ofDIF was found in analyses for the Iastthree Professional Commitment 
items by Setting. 

In the foregoing analyses, remarkably, only one analysis, Professional 
Commitment-Item 2 by Nursing Licensure status, demonstrated possible 
DIF. Nonuniform DIF was detected by the presence of a significant interac­
tion term, indicating a complex relationship between levels of Professional 
Commitment-Item 2 and Nursing Licensure status across the dimension of 
the total Professional Commitment score. Further study is indicated to explore 
this interaction. 

Reliability 

The indexes representing the Cronbach's a internal consistency reliability 
for each scale are presented in Table 2- Reliability Statistics. All subscales, 
with the exception of Behavior that performed at the .60 level, are within 
the commonly accepted threshold of .70 for Cronbach's a (Nunnally & 
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Table 1. Reliability Statistics 

Scale 

Expectations 
Behavior 
Teamwork 
Communication 
Satisfaction 
Professional commitment 
General nursing culture 
NCAT total scale score 

Scale items 

1,2,3 
4,5,6' 

6',8,9,10 
II, 12, 13 

14.15 
16, 17, 18, 19 

1-15 

1-19 

Note: NCAT = Nursing Culture Assessment Tool. 

Cronbach's a 

.86 

.60 

.83 

.75 

.79 

.91 

.93 

.92 

•ouring confirmatory factor analysis (CFA), Item 6 cross-loaded on Behavior and Teamwork 
subscales. 

Bernstein, 1994). The Behavior subscale's less than desirable reliability 
may be accounted for in part by the previously discussed cross-loading of 
Item 6 on Behavior and Teamwork subscales. Standardized factor loadings 
for the final factor model reported in Table 1 do not suggest low consistency 
in the factor structure. Indeed, allowing Item 6 to cross-load enhanced the 
factor model stability. Although variation in reliability values is expected 
for attitudinal measures (Nunnally & Bernstein, 1994), the lower reliability 
for the behavior subscale does suggest the need for further subscale evalu­
ation with a larger sample. The .92 Cronbach' s a for the NCAT Total Scale 
score is adequate to support the NCAT's use in assessing worker percep­
tions of the nursing culture and the use of the results to guide change in 
workplace culture. 

Study Limitations 

Limitations of this study are associated with sampling and response. The 
research was performed with the convenience sampling method, so partici­
pants should not be considered fully representative of the population. In 
addition, response rates were lower than desired given the large number of 
surveys distributed. Although random selection was used to mail requests, 
those responding were mostly female and well educated; the CNA group had 
numerous uncompleted returned surveys due to address changes. Thus, the 
sample may not reflect the general nursing population. However, Berent & 
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Table 3. Sample NCAT ltem(s) for Each Subscale Domain 

NCAT subscale domain 

Expectations 

Behaviors 
Communication 
Teamwork 

Satisfaction 

Professional 
commitment 

Sample item(s) 

Standards of care tasks and rules are followed by staff in 
their daily duties 

Nurses effectively carry out their roles and responsibilities 
Staff use appropriate language with residents and family 
Staff show respect for one another 
Staff feel connected to one another 
Overall, the culture of this organization is positive and 

helps to make sure residents are given high-quality care 
I really care about the nursing care profession 

Note: NCA T = Nursing Culrure Assessment Tool. 

Anderko (2011) states that "past research has found that a smaller percentage 
of survey response in homogeneous populations, which is true for this study, 
is often acceptable" (p. 207). Other limitations of the current study pertain to 
external validity of the results. Coffeehouse cards chosen for the participant 
incentive were later learned to be potentially less of a preference for this 
population than a superstore shopping gift card that may have led to an 
increased participation rate. It is recognized that the study could have been 
enhanced with more advance consideration to these tailored preferences of 
the participants. 

Furthermore, researchers acknowledge limitations in the generalizability 
of the tool due to the cross-sectional approach selected for Phase 3. 
Researchers detennined that it was first important to ascertain the common 
features of nursing culture that exist across health care settings, instead of 
examining how the features of nursing culture cluster in a given organization 
and in differing regions and countries. As culture is best understood when the 
patterns of shared experiences are considered, the next phase of the tool's 
development should be a revalidation of the tool within selected organiza­
tions with attention given to potentially differing perceptions of culture based 
on length of employment. This revalidation will offer new insights into the 
functionality of the NCAT and will pennit researchers to examine participant 
responses in relation to the design of care processes and best practices for 
selected quality outcomes. 
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Discussion and Application 
Use and Interpretation of the NCA T 
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The NCAT is designed to measure worker perception of the cultural environ­
ment. The psychometric validation process confinns its reliability and valid­
ity for use in a wide variety of inpatient and outpatient health care settings. 
Each of the tool's six subscales and the overall tool performed well 
regardless of whether completed by a RN, LPN, or CNA. Thus, the NCA T 
is regarded as appropriate for use in all health care settings, requires less than 
15 min to complete, can be self-administered, easily scored, and is designed 
to be used to capture perspectives about occupational subculture of nursing 
that exists within differing types of nursing staff work groups. 

Table 3 presents selected items for subscale domains. Each NCAT subscale 
can be interpreted individually. Total and subscale score interpretations should 
be done within the organization's context and goals. The NCAT offers a reli­
able means of ascertaining staff perceptions of their work relationships through 
an examination of individual and group attitudes and behaviors. The tool offers 
a vehicle for baseline assessment of clinical unit or facility nursing culture. A 
desired positive overall culture is reflected by a total scale score ranging from 
57 to 76, which reflects agreement to strong agreement with eacb NCA T item. 
The higher the staff member's rating or scores the more positive their percep­
tion of the culture. The NCAT can be useful in the initial assessment to bring 
about targeted culture change or in monitoring the impact of organizational 
change that has the potential for direct or latent impact on the nursing culture. 

Implications for Leadership 
Nurse leaders play a pivotal role in determining how and whether changes in 
health care culture will result in improved and sustainable practices that lead 
to quality care outcomes. Although further exploratory evaluation of the 
NCAT's usability in all settings and in varied regions and countries is appro­
priate, leaders can be confident in the process undertaken to develop the tool 
and can begin to use it as a means of establishing a baseline assessment of 
their nursing culture. For example, the tool could be used to conduct a facility­
or unit-based assessment of nursing culture and then introduce and guide 
changes in workplace environments, engaging in periodic reassessments. 
NCA T assessment results provide leaders with knowledge of staff percep­
tions along the identified six dimensions of nursing culture. Closer examina­
tion of total scores for individual groups will help the leader identify one or 
more nursing culture dimensions that are in need of change or could be 



Kennerly et al. 481 

strengthened through additional support. For example, strategies can be 
designed to engage staff by clarifying behaviors and expectations, enabling 
teamwork, modifying communication patterns, and probing areas that could 
enhance satisfaction and professional commitment. When shared decision 
making is applied, staff can self-administer and interpret the NCA T for their 
respective clinical group and work collaboratively with nursing leaders 
to design and bring about changes in cultural patterns of concern. 

NCA T results can be used to guide targeted quality improvements in care 
practices and care outcomes. By better understanding the nursing culture and 
its effect on licensed nurses and CNAs, it will be possible to design interven­
tion strategies to reduce psychosocial stressors, thus reducing turnover and its 
latent impact on worker performance. 

Future Research Implications 

As with any newly developed and tested tool, there is the continued need to 
conduct follow-up validation studies to further explore cross-loading of 
Item 6, cross-validation of the internal consistency reliability of the Behavior 
subscale at or above a preferred .70 level, and to further enhance the tool's 
generalizability. More specifically, the 19-item NCA T's psychometric prop­
erties should be cross-validated in a larger sample that is representative of 
nursing's ethnic, racial, and gender diversity and encompasses regional and 
national participation. Protection against single- and multiple-group threats 
to internal and construct validity should be closely considered in the sample 
selection process and the evaluation of research with a larger sample. 
Additional strategies need to be explored to encourage higher voluntary par­
ticipation rates to ensure broad representation of the sample selected. As a 
follow-up to the large sample study, it would also be appropriate to conduct 
additional field observations ofnursing culture in multiple settings to reeval­
uate and reconfirm the construct validity of the NCA T. 

The initial validation of the NCA T sets the stage for its use in all types of 
inpatient and outpatient health care organii.ations in perfonning culture assess­
ments to guide group and system thinking about the organization. This creates 
the possibility of being able to further explore factors that contribute to culture 
formation and its evolution as planned and unplanned organizational changes 
occur. These insights will no doubt add to the body of knowledge about the 
nursing role, care processes, and other aspects of work environment that affect 
behaviors, expectations, teamwork, communication, satisfaction, and profes­
sional commitment. 
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