
 
 

AN ABSTRACT OF THE DISSERTATION OF Kathleen J. Patenaude for the degree 

of Doctor of Education in Learning, Leadership, and Community presented on April 

29, 2014. 

Title: Exploring the Lived Experience of Newly Licensed Registered Nurses Enrolled 

in a RN-BS Completion Program Participating in a Cultural and Clinical Immersion 

Experience in Senegal, West Africa  

 

Abstract approved: 

 

_____________________________________________________________________ 

Kathleen Norris, MFA, Ed.D, CASE 

Dissertation Committee Chair  

 

Research priorities in nursing education include identifying education models focused 

on caring for diverse patient populations in various settings (NLN, n.d.).  The purpose 

of this qualitative study was to explore, discover, and analyze the values, beliefs, and 

practices of newly licensed registered nurses enrolled in an RN-BS completion 

program participating in a cultural and clinical immersion experience in Senegal, West 

Africa.  Leininger’s Culture Care Diversity and Universality Theory, ethnonursing 

research method, and research enablers provided the conceptual framework for this 

research.  A purposeful sample of six newly licensed RN-BS nursing students who 

chose the international cultural and clinical immersion experience participated in the 

study.  The analysis of the data revealed three major themes: (a) experience of care or 



 
 

caring, (b) experience of community, and (c) experience of transformation.  The 

results show that the participants expanded their worldview on nursing and gained the 

diverse perspectives of nurses from another culture.  The findings from this study 

illustrate the value of a global learning experience and support immersion experiences 

as a means to prepare new nurses to care for patients from diverse populations.  

Keywords: ethnonursing, international, cultural immersion, clinical immersion,  

       nursing student, qualitative study 

  



 
 

 

 

 

 

 

 

 

 

 

 

 

 

© Copyright by Kathleen J. Patenaude 

April 29, 2014 

All Rights Reserved 

 

 

 

 

  



 
 

Exploring the Lived Experience of Newly Licensed Registered Nurses Enrolled in a 

RN-BS Completion Program Participating in a Cultural and Clinical Immersion 

Experience in Senegal, West Africa  

 

 

By 

 

Kathleen J. Patenaude 

 

A DISSERTATION  

 

Submitted to  

 

Plymouth State University 

 

In partial fulfillment of 

The requirements for the degree of 

Doctor of Education 

 

Defended April 29, 2014 

Degree Conferred May 2014  

 

  



 
 

Dissertation of Kathleen J. Patenaude 

Presented on April 29, 2014 

APPROVED: 

_______________________________________________ 

Kathleen Norris, MFA, Ed.D, CASE 

Associate Professor, Educational Leadership, Learning and Curriculum  

(Committee Chair) 

 

_______________________________________________ 

Katherine Donahue, Ph.D 

Professor of Anthropology 

(Committee Member) 

 

_______________________________________________ 

Denise Baxter, Ed.D, APRN, CNE 

Professor of Nursing, Rivier University  

(Committee Member) 

 

_______________________________________________ 

Gail Mears, Psy.D 

Dean of the College of Education, Health, and Human Services 

Interim Associate Vice President for the College of Graduate Studies 

 

 

I understand that my dissertation will become part of the permanent collection of 

Plymouth State University, Lamson Library.  My signature below authorizes release of 

my dissertation to any reader upon request. 

________________________________________________ 

Kathleen J. Patenaude, Author 

 



i 
 

ACKNOWLEDGEMENTS 

 

“Never let the odds keep you from doing what you know in your heart you were meant 

to do” ~H. Jackson Brown Jr. 

My gratitude and appreciation to the chair of my dissertation committee, Dr. Kathleen 

Norris, for teaching me to be patient, genuine, and persistent.  I would also like to 

thank my committee members, Dr. Katherine Donahue and Dr. Denise Baxter, for 

their scholarly advice and unwearied guidance.  I was fortunate to be privy to your 

combined talents and wisdom.  

A special thanks to the Summer I cohort, also known as the “Summer Campers.”  I 

hold each one of you in my heart.  

Most importantly, I wish to thank my family for their love and encouragement.  To my 

best friend and husband Roger, who always believed in my abilities, and helped me 

through countless days and nights of printer errors and computer glitches.  To my 

amazing children Danielle, Laura, and Roger, for their unwavering support when I 

decided to go back to school - again.  To my sister Pat, who has been my best girl 

friend forever.  You are all my biggest cheerleaders.  

Finally, I dedicate this work to my mother, Jeanne, who told me a long time ago that I 

could do anything I wanted to - I did it! 

 

 



ii 
 

TABLE OF CONTENTS 

 

 

        Page 

Chapter One: Introduction............................................................................................... 1 

Nursing Education and Cultural Competence .................................................... 2 

Program Background ......................................................................................... 3 

Exploratory Visit .................................................................................... 4 

Pre-Departure Preparation ...................................................................... 5 

Clinical Immersion Experience .............................................................. 6 

Post-Trip Debriefing .............................................................................. 7 

Theoretical Framework for the Study ................................................................ 8 

Ethnographic Enabler ........................................................................... 10 

Stranger to Trusted Friend Enabler ...................................................... 10 

The Observation-Participation-Reflection Enabler .............................. 11 

The Sunrise Enabler to Discover Culture Care .................................... 11 

Statement of Purpose........................................................................................ 12 

Significance of the Study ................................................................................. 13 

Research Questions .......................................................................................... 13 

Summary of Methodology and Limitations ..................................................... 14 



iii 
 

Methodology ........................................................................................ 14 

Limitations of the Study ....................................................................... 16 

Orientational Definitions .................................................................................. 16 

Summary .......................................................................................................... 19 

Chapter Two: Review of the Literature ........................................................................ 21 

Review of Literature Search Process ............................................................... 23 

Theoretical Research ........................................................................................ 24 

Culture Care Diversity and Universality .............................................. 25 

Cultural Competence ............................................................................ 29 

Experiential Learning ........................................................................... 35 

Empirical Research .......................................................................................... 36 

Study Abroad ....................................................................................... 38 

Service Learning .................................................................................. 39 

International Clinical Immersion Experience ...................................... 44 

Methodology .................................................................................................... 46 

Combining Culture Care and Experiential Learning ........................... 46 

Conclusion ....................................................................................................... 46 

Chapter Three: Research Design and Methodology ..................................................... 48 

Overview of Purpose ........................................................................................ 49 

Population and Sample ..................................................................................... 49 



iv 
 

Data Collection and Enablers ........................................................................... 50 

Informant Selection .............................................................................. 50 

Use of Research Enablers..................................................................... 51 

Data Collection Strategies .................................................................... 53 

Data Analysis ................................................................................................... 56 

Data Analysis Guide ............................................................................ 56 

Validation Strategies ............................................................................ 57 

Limitations of the Study ................................................................................... 58 

Summary .......................................................................................................... 58 

Chapter Four: Findings and Data Analysis ................................................................... 60 

Description of the Participants ......................................................................... 60 

Setting .............................................................................................................. 62 

Research Methodology and Data ..................................................................... 65 

Presentation of Data and Results of the Analysis ............................................ 67 

Patterns of Experience...................................................................................... 67 

Theme One: Experience of Care or Caring .......................................... 68 

Theme Two: Experience of Transformation ........................................ 73 

Theme Three: Experience of Community ............................................ 80 

Summary .......................................................................................................... 84 

Chapter Five: Discussion, Conclusions, and Recommendations .................................. 86 



v 
 

Summary of the Study ...................................................................................... 86 

Summary of the Results ................................................................................... 88 

Discussion of the Results ................................................................................. 88 

Values, Beliefs, and Practices of RN-BS Nursing Students ................ 89 

Influences of Worldview, Culture and Social Structure, Language, and 

Ethnohistory on Values and Beliefs ..................................................... 92 

Influences of the Physical Environment on Values, Beliefs, and 

Practice ................................................................................................. 93 

Three Modes of Culture Care ............................................................... 95 

Limitations ....................................................................................................... 97 

Recommendations for Future Research ........................................................... 98 

Conclusion ....................................................................................................... 98 

References ................................................................................................................... 101 

 

 



vi 
 

APPENDICES 

 

Appendix             Page 

 

Appendix A  Rivier University Research Review Board (RRB) Approval ................ 117 

Appendix B  Plymouth State University Internal Review Board (IRB) Approval ..... 118 

Appendix C  Consent Form: Key Informant ............................................................... 120 

Appendix D  Consent Form: General Informant......................................................... 125 

Appendix E  Formulaire de consentement: Général informateurs .............................. 130 

Appendix F  Permission .............................................................................................. 135 

Appendix G  Open Inquiry Guide ............................................................................... 136 

Appendix H  Stranger to Trusted Friend Enabler ....................................................... 141 

Appendix I   Observation-Participation-Reflection Enabler ....................................... 143 

Appendix J   Sunrise Enabler ...................................................................................... 144 

Appendix K  Leininger’s Phases of Ethnonursing Qualitative Data Analysis Guide . 145 

Appendix L  Qualitative Criteria to Ethnonursing Research Studies ......................... 147 

Appendix M  Data Analysis Coding Guide ……...………………………………... 150 

Appendix N  Provisional Coding…………………………………………………... 156 



vii 
 

 

LIST OF TABLES 

 

 

Table              Page 

 

Table 1 Ethnodemographic data: Key informants ....................................................... 61 

Table 2 Ethnodemographic data: General informants ................................................. 62 

 

 

 

 

 

 

 

 

 

 



   

Exploring the Lived Experience of Newly Licensed Registered Nurses Enrolled in a 

RN-BS Completion Program Participating in a Cultural and Clinical Immersion 

Experience in Senegal, West Africa  

Chapter One: Introduction 

Nurse educators are challenged to provide students with learning opportunities 

that will provide the skills they need to function in an increasingly diverse and 

technology driven society.  More specifically, nursing students need to be educated in 

the discipline of transcultural nursing so that they may competently practice in a 

multicultural society (Leininger, 1995). The National League for Nursing (NLN), a 

professional organization for nursing faculty, calls for transformation in nursing 

education and recommends that nursing programs explore new pedagogies, use 

healthcare trends to inform program decisions, and “re-think” clinical education to 

prepare nursing graduates for today’s healthcare environment (2005, 2010). Therefore, 

clinical education research is a priority in order to transform nursing curricula.  

This is supported by The Institute of Medicine’s (IOM) assertion that “the 

ways in which nurses were educated and practiced during the 20th century are no 

longer adequate for dealing with the realities of health care in the 21st century” (2010, 

p. 29). To be more specific, the shift in the demographics in the United States toward 

populations of varied ethnic and cultural backgrounds demonstrates the need for 

nurses to practice in a multicultural environment (American Association of Colleges 

of Nursing [AACN], 2008b). The Joint Commission (TJC), the accrediting body of 

health care organizations in the United States, requires that healthcare organizations 

support and provide culturally competent care to patients and their families (TJC, 

2010). As the nation becomes more diverse, hospitals and other health care agencies 
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will need to integrate concepts of cultural competence into their organizational 

structure to ensure that all patients, regardless of their cultural or ethnic background, 

receive quality health care.  

According to the 2010 United States Census (United States Census Bureau, 

2011), the majority of population growth seen in the United States between the years 

2000 and 2010 came from non-white groups. Nurse educators recognize their 

responsibility in preparing nursing students as culturally competent caregivers.  

Because of the rapidly changing demographics of America, the call for transforming 

nursing education is urgent. 

Nursing Education and Cultural Competence 

National and international professional nursing organizations urge nursing 

programs to integrate concepts of culture and diversity into the nursing curricula 

(American Association of Colleges of Nursing, 2008a; International Council of 

Nurses, 2009; National League for Nursing, 2009) . For example, the American 

Association of Colleges of Nursing (AACN) advocates for new models in nursing 

education to prepare graduates to care for diverse populations and suggests providing 

learning opportunities through local, regional, and global experiences (2008b, 2009). 

The International Council of Nurses (ICN) further argues for “multiple and 

geographically distant clinical placements” (ICN, 2009, p. 12).  

Traditionally, nursing programs in the U.S. provide students with clinical 

learning experiences at the local or regional level.  However, global experiences in 

nursing education have become increasingly popular.  The National Association of 

Foreign Student Advisers (NAFSA), an association of international educators (2013), 
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reports that the majority of Americans believe that international education is crucial in 

preparing graduates to function in a competitive global workplace, and that higher 

education needs to do a better job preparing students for this challenge. According to 

Hudzik (2011), “the globalization of commerce, social forces, idea exchange, and 

growth in student mobility drive further significant internationalization of education” 

(p. 7). Foronda and Belknap (2012b) add that nurse educators have an ethical as well 

as an educational obligation to incorporate international experiences into the curricula.  

Program Background 

Rivier University was established in 1933 by the Sisters of the Presentation of 

Mary, a Roman Catholic order of nuns (Rivier University, 2012b). Today, the 

university has a variety of undergraduate and graduate programs, including the 

Division of Nursing (DON), which was established in 1982.  In the spring of 2013, the 

nursing faculty of the DON recognized the value of a global clinical immersion 

experience.  The DON collaborated with the university’s Office of Global 

Engagement (OGE) to develop a practice partnership and clinical affiliation with 

several healthcare agencies in Senegal, West Africa.  A community of the Sisters of 

the Presentation of Mary who serve in Senegal coordinated the efforts.  A 

collaboration between the university and the sisters aspire to fulfill the mission of the 

university: dedicated to “Transforming hearts and minds to serve the world” (Rivier 

University, 2012c).  The collaboration between Rivier University and the Sisters of the 

Presentation of Mary in Senegal resulted in the formation of the Rivier University 

Transformation Center (Meehan, 2013). The goal of the Transformation Center is to 
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provide experiential learning for undergraduate nursing students while providing 

health  care services to diverse communities within Senegal (Patenaude, 2013).  

Nursing faculty determined that the experience is best suited for fourth year 

undergraduate nursing students, as they are newly licensed registered nurses (RN).  

The university’s nursing program offers a Professional Track Bachelors of Science 

Degree in Nursing (BS).  This model allows students to complete three years of 

coursework to fulfill the requirements for an Associate of Science Degree in Nursing 

(AS) at the end of the junior year of college.  The students then take the National 

Council Licensure Examination for Registered Nurses (NCLEX-RN) at the end of the 

third year, allowing them to complete the fourth year (senior year) as an RN (Division 

of Nursing, 2013a). Therefore, newly licensed registered nurses enrolled in the RN-BS 

completion program were selected for the program.  For the purpose of this study, 

newly licensed is defined as an individual who passed the NCLEX-RN exam within 

six months of the immersion experience.  

Exploratory Visit  

The initial visit to Senegal occurred in March of 2013.  This researcher and 

two other university faculty members (herein called the team) traveled to Senegal to 

explore the potential for developing a global clinical site and to establish an official 

partnership with healthcare agencies within the country.  During the initial visit, the 

team met with physicians from Ziguinchor Regional Hospital in Ziguinchor, Senegal 

along with two nurse leaders who manage and provide primary care in two remote 

clinics located in the region.  During the March visit, the Rivier University 

Transformation Center conducted a needs assessment of the Senegalese communities.   
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Through a series of several meetings, it was determined that a practice 

partnership and clinical affiliation will offer a unique opportunity for the Rivier 

University and the Senegalese communities, and the plan for a global clinical site was 

developed.  The two village based clinical sites located in the Ziguinchor region are 

operated by the Sisters of the Presentation of Mary serving in the West African 

country and therefore would assist in carrying out the mission of the university.  

Moreover, the clinical immersion program realizes the vision of Anne-Marie Rivier, 

foundress of the Sisters of the Presentation of Mary, who is quoted saying, “My 

daughters will one day cross the sea” (Sisters of the Presentation of Mary, n.d.).  

During the exploratory visit to Senegal, one of the sisters added: “My daughters have 

returned” (Sister Ginette, personal communication, March 20, 2013).   

Pre-Departure Preparation 

The Division of Nursing and Office of Global Engagement hosted an 

information session in July of 2013 for all interested nursing students.  The 

information session provided interested students with information regarding the 

experience and to explore with the students their desire and readiness for an 

international clinical immersion experience (Smith-Miller, Leak, Harlan, Dieckmann, 

& Sherwood, 2010). Students were informed at that time that the trip was scheduled to 

take place between December 12 and the 21st of 2013.  Additional information 

included (a) background demographics on Senegal and its culture, (b) the Sisters of 

the Presentation of Mary and their presence in Senegal, (c) the university policies on 

the study abroad program, and (d) student eligibility.  Finally, students were informed 

that they must meet the following two criteria to be eligible for this experience: good 
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academic and disciplinary standing with a minimum GPA of 2.8 (Rivier University, 

n.d.) , and hold  a current unencumbered RN license.  

Interested students were encouraged to apply, and accepted students 

participated in a series of three pre-departure meetings at the university to develop 

cultural competence in preparation for encounters with the Senegalese.  Pre-departure 

information extended over the two meetings held in October and November of 2013, 

with the third meeting one week prior to departure to address any last minute 

questions and concerns.  According to the NLN (n.d.-a), preparation for an 

international educational experience is recommended and should include: (a) 

knowledge of the country and culture, (b) knowledge of nursing within the country, 

and (c) preparation for traveling abroad. Therefore, in addition to familiarizing the 

students with the Senegalese culture, the pre-departure sessions included information 

on (a) obtaining a passport and visa, (b) required immunizations, (c) transportation to 

and in country, (d) packing information, (e) contact information, (f) safety traveling 

abroad, (g) lodging, (h) nursing faculty and nursing student roles, and (i) the language.  

French is the primary language of Senegal, therefore the university provided students 

access to Transparent Language (2013), an online independent self-study language 

computer software program to facilitate learning French.  Finally, Canvas, the 

university’s learning management system (LMS), served as a repository for 

information shared during the meetings and for communication between meetings.   

Clinical Immersion Experience 

The Sisters of the Presentation of Mary serving in Senegal coordinated the 

clinical placements with the local hospital, and served as liaison between the faculty, 
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students, and the health care agency.  The Rivier nursing students and nursing faculty 

worked with and under the direct leadership of the sisters, who were also RNs.  

Moreover, the sisters ran the clinics that are located in their native villages and served 

to provide the students with a unique opportunity to observe the sisters as they provide 

primary care to the residents of the villages.  Nursing care included (a) disease 

prevention, (b) patient education, (c) direct nursing care, and (d) follow-up care as 

determined by the sisters. 

Post-Trip Debriefing 

Nursing students needed the opportunity to debrief following the cultural and 

clinical immersion experience.  Debriefing is  “the process whereby faculty and 

students reexamine the clinical encounter, fosters the development of clinical 

reasoning and judgment skills through reflective learning processes” (Dreifuerst, 2009, 

p. 109). Allowing the students’ time to reflect on their experiences was an important 

phase in the educational process.  Students participated in post-trip debriefings during 

the three months following the experience.  In debriefing, nursing students who 

participated in the cultural and clinical immersion experience were able to share and 

explore perceived successes and failures from the trip, as well as provided closure in 

processing their emotions on the experience (Saenz & Holcomb, 2009; Tremethick & 

Smit, 2009).  Moreover, debriefing served to provide formative (onsite experience) 

and summative (post-experience) feedback (Curtin, Martins, Schwartz-Barcott, 

DiMaria, & Soler, 2013).  
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Theoretical Framework for the Study 

 Leininger’s (2006a) theory of Culture Care Diversity and Universality 

provided the framework for this qualitative study which sought to discover the values, 

beliefs, and practices of newly licensed registered nurses enrolled in a RN-BS 

completion program who participated in a cultural and clinical immersion experience 

in Senegal, West Africa. Leininger conceptualized that to “care” is the “essence of 

nursing or what made nursing what it is or could be in healing, wellbeing, and to help 

people face disabilities and dying” (Leininger, 2006a, p. 3). Moreover, Leininger 

(1988) argued that “culture” is a universal attribute of all human beings and that the 

concepts of culture and care are embedded in each other and cannot be separated. 

Therefore, both culture and care play a role in the discovery of the patient’s care 

needs.  Additionally, the theorist conceptualized that cultural care diversity and 

universality considerations are essential in determining the differences (diversity) and 

similarities (universality) about care within and across cultures.  Thus, the goal of the 

culture care theory is to provide culturally competent and congruent nursing care that 

benefits human beings of diverse or similar cultures in regards to health and 

wellbeing.  (Leininger, 2006a; 1988).  

The theory is comprised of multiple dimensions to give a holistic or universal 

perspective on culturally competent and congruent care.  Leininger discovered through 

her research that care is deeply embedded in a person’s worldview, social and cultural 

structures, and values.   

In developing the theory of culture care, four major tenets frame the theory:   
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1. Culture care expressions, meaning, patterns, and practices are diverse and yet 

there are shared commonalities and some universal attributes. 

2. The worldview, multiple social structure factors, ethnohistory, environmental 

context, language, and generic and professional care are critical influencers of 

cultural care patterns to predict health, well-being, illness, healing, and ways 

people face disabilities and death. 

3. Generic emic [folk] and etic [professional] health factors in different 

environmental contexts greatly influence health and illness outcomes. 

4. From an analysis of the above influencers, three major actions and decision 

guides were predicted to provide ways to give culturally congruent, safe, and 

meaningful health care to cultures.  The three culturally based action and 

decision modes were: (a) culture care preservation and-or maintenance; (b) 

culture care accommodation and-or negotiation; and (c) culture care 

repatterning and-or restructuring.  Decision and action modes based on culture 

care were key factors predicted for congruent and meaningful care.  

Individuals, family, group, or community factors are assessed and responded to 

in dynamic and participatory nurse-client relationships.  (Leininger, 2006a, pp. 

17-18) 

Leininger identified the three nursing action and decision modes of (a) culture care 

preservation or maintenance, (b) culture care accommodation or negotiation, and (c) 

culture care repatterning or restructuring as decision making guides that can be used 

along with the nursing process of assessment, nursing diagnosis, planning, 

implementation, and evaluation.  Preservation or maintenance refers to nursing 
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decisions that maintain and preserve values and beliefs.  Accommodation or 

negotiation refers to the process of adaptation.  Repatterning or restructuring is the 

decision making process whereby the nurse modifies or changes the actions in order to 

achieve better outcomes.   

Leininger (1988) postulated that the purpose of a theory is to predict and guide 

the discovery of a phenomena, or domain of inquiry, through an open and naturalistic 

process.  In developing the Culture Care theory, Leininger  (2006a) designed the 

ethnonursing research method to fit the theory as a means to “tease out” hidden, 

complex, and unknown care and cultural phenomena to guide actions and decisions for 

providing culturally congruent care. The theorist developed several “enablers”, or 

research guides, to assist the researcher in discovering a domain of inquiry (Leininger, 

2006c).  An overview of the research enablers utilized for this study follows with 

further discussion of each research enabler in Chapters 2 and 3.  

Ethnographic Enabler            

The Ethnographic Enabler (Leininger, 2006c) is used to obtain key background 

information on the participant’s social and cultural factors, ethnic orientation, age, 

gender, and geographic locations. The data gleaned from this enabler therefore helped 

to understand the meaning of care and care practices of the nursing student.  

Stranger to Trusted Friend Enabler 

The Stranger to Trusted Friend Enabler (Leininger, 2006c) was developed to 

help the researcher develop a trusting relationship with people being studied in order 

to acquire authentic and meaningful data. This method was important to the 

ethnonursing research process for this researcher to be successful in “remaining with” 
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the participants (nursing students, general informants, and the Senegalese community) 

of the study.  Leininger (2006c) argues that the researcher needs to move from a 

distrusted person (stranger) to a trusted friend to obtain credible data.     

The Observation-Participation-Reflection Enabler 

The Observation-Participation-Reflection Enabler (Leininger, 2006c) assists 

the researcher in getting close to the people being studied by providing a process by 

which the researcher enters into, remains with, and concludes the study with the 

participant(s). Reflection is added as part of the process as a means for the researcher 

to confirm and ensure the accuracy of observations and the interpretation of findings.  

The Stranger to Trusted Friend Enabler and the Observation-Participation-Reflection 

Enabler assisted in determining when the researcher was able to move to a position of 

trusted friend and therefore began to become an active participant during the 

immersion experience.  

The Sunrise Enabler to Discover Culture Care 

The Sunrise Enabler is modeled on the Theory of Culture Care Diversity and 

Universality and serves as a conceptual guide for culture care research (Leininger, 

2006a). Researchers use this guide to explore the (a) worldview, (b) cultural and social 

structure, (c) environmental context, (d) language, (d) ethnohistory, (e) generic (folk) 

care, (f) nursing practices, and professional care practices of people, or (g) the domain 

of inquiry (Leininger, 2006c). The sunrise enabler served to guide observations as well 

as provided guidance for developing debriefing and interview questions.  Moreover, 

the sunrise model served as a guide for coding, analyzing, and interpreting the data.  
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Statement of Purpose 

Nurse educators are challenged to provide nursing students the necessary skills 

to care for patients from diverse ethnic and cultural backgrounds.  Due to accreditation 

mandates, baccalaureate nursing programs must incorporate cultural, ethnic, and 

socially diverse concepts into the curriculum (Accreditation Commission for 

Education in Nursing, 2013). The Accreditation Commission for Education in Nursing 

(ACEN) also recommends that nursing curricula should include regional, national, or 

global experiences.  The clinical immersion experience in Senegal, West Africa is a 

global initiative designed to augment the nursing program by providing RN-BS 

nursing students opportunities to provide care for, and learn from, individuals from 

another culture while enhancing their understanding of global health and diversity.  

Therefore, the purpose of this study was to explore and understand the lived 

experiences of newly licensed registered nurses enrolled in a RN-BS completion 

program who participated in a cultural and clinical immersion experience in Senegal, 

West Africa.  The goals of this research were to discover and describe the:   

 values, beliefs, and practices of RN-BS nursing students,  

 influences of worldview, culture and social structure, language, and 

ethnohistory on the values, beliefs, and practices on the students,  

 influences of the physical environment on values, beliefs, and practice, and  

  the ways in which the three modes of culture care preservation or 

maintenance, accommodation or negotiation, or repatterning or restructuring 

influenced care values, beliefs, and practices of the participants.  
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Significance of the Study 

 The NLN (n.d.-b) has as one of the research priorities in nursing education the 

“identification and evaluation of education models focused on delivery of team-based, 

patient-centered care to diverse patient populations in a variety of clinical settings” (p. 

1). The current nursing research is rich with empirical evidence that global 

experiences in nursing education have a positive impact on the students’ perception of 

their cultural competence through quantitative and retrospective inquiry.  However, 

little has been presented on the student’s perspective.  This study helped to provide a 

deeper understanding of the culture care values, beliefs, and practices of RN-BS 

nursing students participating in a cultural and clinical immersion experience.  

Research Questions 

 Several theoretical tenets and assumptions within the Culture Care Theory and 

ethnonursing research method guided the research (Leininger, 2006a). The research 

questions that guided this study were: 

1. What are the culture care values, beliefs, and practices of newly licensed 

registered nurses enrolled in a RN-BS completion program who participated in 

a cultural and clinical immersion experience in Senegal, West Africa? 

2. In what ways do worldview, culture and social structures, language, and 

ethnohistory influence care values, beliefs, and practices of newly licensed 

registered nurses enrolled in a RN-BS completion program who participated in 

a cultural and clinical immersion experience in Senegal, West Africa? 

3. In what way does the physical environment influence care values, beliefs, and 

practices of newly licensed registered nurses enrolled in a RN-BS completion 
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program who participated in a cultural and clinical immersion experience in 

Senegal, West Africa? 

4. Is there evidence that the modes of culture care preservation or maintenance, 

accommodation or negotiation, or repatterning or restructuring influence care 

values, beliefs, and practices of newly licensed registered nurses enrolled in a 

RN-BS completion program who participated in a cultural and clinical 

immersion experience in Senegal, West Africa?  

Summary of Methodology and Limitations 

Methodology 

The purpose of this study was to explore the first hand experiences of newly 

licensed registered nurses enrolled in a RN-BS completion program who participated 

in a cultural and clinical immersion experience in Senegal, West Africa.  In order to 

achieve this objective, data were collected directly from participating RN-BS nursing 

students as they described and reflected on their experiences immersed in the culture 

of Senegal.  This study drew on Leininger’s Culture Care Diversity and Universality 

Theory and the ethnonursing qualitative research method to discover the values, 

beliefs, and practices of the students as they cared for individuals from another culture 

in that culture’s physical and social environment (Leininger, 1997a).   

Leininger (2006) defines ethnonursing as “a qualitative research method using 

naturalistic, open discovery, and largely inductively derived emic modes and processes 

with diverse strategies, techniques, and enabling guides to document, describe, 

understand, and interpret the people’s meanings, experiences, symbols, and other 

related aspects bearing on actual or potential nursing phenomena” (pp. 47-48). This 
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method allowed the researcher to take part as an observer-participant as the students 

provided care to the Senegalese people while immersed in the culture.  

A purposive sample of six newly licensed RN-BS nursing students who 

selected an international community health experience in Senegal, West Africa were 

invited to participate in the study.  Newly licensed RNs belong to a distinctive group 

known as the Novice Nurse.  According to Benner (1984), the novice nurse is 

inexperienced and a neophyte to the practice environment: either entry level into 

practice, or entry into a new and unfamiliar setting.  As a result, the beginner is strict 

in terms of following the rules learned in their pre-licensure nursing education.  

Therefore, exploring the lived experience of newly licensed RN-BS nursing students 

provided a unique perspective into the beliefs, values, and practices of the novice 

nurse participating in an international clinical experience.  

Data collection during the immersion experience included: (a) direct 

observations recorded in a field journal, (b) audio-recorded focus group debriefings 

with key and general informants, (c) audio-recorded individual interviews with general 

informants, (d) photographs, (e) video recordings, (f) purchased mementos, (g) gifts, 

and (h) email correspondences with the sisters in Senegal.  Additionally, data collected 

during the three-month period immediately following the immersion experience 

included audio-recorded debriefing interviews with key informants, along with 

journals submitted by the participants.  Finally, select research enablers guided the 

collection, analysis, and interpretation of the data (Creswell, 2013a; Creswell, Hanson, 

Clark Plano, & Morales, 2007; Leininger, 2006c; Leininger & McFarland, 2006).  
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 Limitations of the Study 

An ethnonursing approach, as with all qualitative research, is limited by the 

fact that broad generalizations cannot be made.  Moreover, this was a study of a single 

instance in a new program, and the data collected and analyzed cannot be generalized 

to other programs or universities.   

Orientational Definitions 

 Leininger argues for the use of orientational definitions as opposed to 

operational definitions to guide qualitative research.  She asserts that orientational 

definitions encourage the discovery of new knowledge, while operational definitions 

focus on quantifiable meanings.  Therefore, the following orientational definitions 

were used within the ethnonursing method for this study to provide for an open 

discovery of the undergraduate nursing students’ values, beliefs, and practices.   

Care 

Refers to phenomena or expressions related to assistive, supportive, enabling, 

and facilitating ways the nursing students help others with actual or anticipated needs 

in order to improve or maintain health, or to face death with dignity (Leininger, 

1997a).  

Culture  

 Refers to the “lifeways of an individual or group with reference to values, 

beliefs, norms, patterns, and practices that are learned, shared, and transmitted 

intergenerationally”  (Leininger, 1997a, p. 38).  
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Culture Care 

 Is the culturally derived assistive, supportive, enabling, and facilitative ways 

the nursing students help the people of Senegal with actual or anticipated needs in 

order to improve or maintain health, or to face death with dignity (Leininger, 1997a). 

Culture Care Diversity 

 The cultural variabilities or differences in care meanings, patterns, values, 

symbols, and lifeways within and among the Senegalese and nursing student’s culture 

(Leininger, 1997a). 

Culture Care Universality 

 The cultural commonalities in care meanings, patterns, values, symbols, and 

lifeways within and among the Senegalese and nursing student’s culture (Leininger, 

1997a). 

Worldview 

 Refers to the way the nursing student looks out upon and understands their 

world to provide a value stance, picture, or perspective about their life and the world 

(Leininger, 1997a). 

Cultural and Social Structure Dimensions 

 Refer to the dynamic, holistic, and interrelated patterns or features of nursing 

student’s culture related to religion or spirituality, kinship (social), political (and  

legal), economic, education, technology, cultural values, language, and ethnohistorical 

factors while caring for and working with the people from Senegal (Leininger, 1997a). 
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Environmental Context 

 Is defined as the totality of an event, situation, or related life experiences of the 

nursing students that give meaning and order to guide human expressions and 

decisions within the particular environmental setting, situation, and geographic area of 

Senegal (Leininger, 1997a). 

Ethnohistory 

 Is defined as the sequence of facts, events, or developments over time as 

known or witnessed by the nursing students (Leininger, 1997a). 

Emic 

 Refers to the “local, indigenous, or insider’s cultural knowledge and view of 

specific phenomena”(Leininger, 2006a, pp. 13-14). Emic views are those of the key 

informants (the nursing students).  

Etic 

 Refers to the “outsider’s or stranger’s views and often health professional 

views and institutional knowledge of phenomena” (Leininger, 2006a, p. 14). Etic 

views are those of the general informants, nursing faculty, indigenous professional 

staff, and members of the Senegalese community.  

Culture Care Preservation or Maintenance  

 Refers to those assistive, supporting, facilitative, or enabling professional 

actions or decisions that help nursing students to maintain or preserve previously 

established care values, beliefs, and practices (Leininger, 1997a). 
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Culture Care Accommodation or Negotiation 

Refers to those assistive, supporting, facilitative, or enabling creative 

professional actions and decisions that help nursing students to adapt to or to negotiate 

to provide culturally congruent care (Leininger, 1997a).  

Culture Care Repatterning or Restructuring 

Refers to those assistive, supporting, facilitative, or enabling professional 

actions and decisions that help nursing students to reorder, change, or modify their 

practices for new, different, and beneficial health care patterns (Leininger, 1997a). 

International Clinical Immersion Experience 

 An international clinical experience is one in which an undergraduate nursing 

student participates in a clinical experience in a community health care setting in 

Senegal, West Africa.  This experience provides the student an opportunity to engage 

in interactions with patients from diverse ethnic and cultural backgrounds in a health 

care system unlike their own (Bentley & Ellison, 2007; Parker & Dautoff, 2007).  

Summary 

National and international professional nursing organizations recommend the 

integration of culture and diversity education into the nursing curricula to meet the 

needs of patients in a multicultural society (American Association of Colleges of 

Nursing, 2008a; International Council of Nurses, 2009; National League for Nursing, 

2009). Traditionally, nursing programs provide students with clinical learning 

experiences either locally or regionally.  However, global experiences have become 

increasingly popular and recommended as part of the college experience (NFSA: 

Association of International Educators, 2013). The Division of Nursing at Rivier 
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University in southern New Hampshire recognized the value of a global clinical 

immersion experience, and in collaboration with the university’s Office of Global 

Engagement, developed a practice partnership and clinical affiliation with several 

healthcare agencies in Senegal, West Africa. 

The partnership offered a unique opportunity for the nursing students and 

Senegalese community.  The Sisters of the Presentation of Mary serving in the West 

African country provided the leadership for students and faculty.  Nursing students 

assisted healthcare providers in Senegal in offering health care services to patients at 

the regional hospital.  The opportunity is unique in that students were able to practice 

within the established healthcare system of Senegal, thereby learning from cultural 

experience through a professional, as well as personal, immersion experience.  

With Leininger’s (2006a) theory of Culture Care Diversity and Universality, 

and the ethnonursing research method, this study sought to discover the values, 

beliefs, and practices of RN-BS nursing students who participate in an international 

cultural and clinical immersion experience.  Several research enablers developed by 

Leininger were used to guide and assist in obtaining in-depth knowledge about the 

domain of inquiry.  
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Chapter Two: Review of the Literature 

Nurses today are likely to care for patients from culturally diverse 

backgrounds.  The U.S. Census Bureau (2011) reports that non-white groups made up 

the majority of the population growth seen between the years 2000 and 2010, and that 

more than half of this growth is from the Hispanic population.  Furthermore, an influx 

of refugees into the country has contributed to this increase as people flee to the 

United States to escape persecution.  Nurses must therefore be prepared to care for 

patients who differ from them in cultural beliefs, values, and health care practices.  

The National League for Nursing (NLN), in its position on reforming nursing 

education recommends that nursing faculty explore new pedagogies, use healthcare 

trends to inform program decisions, and “re-think” clinical education to prepare 

nursing graduates for today’s healthcare environment (2010).  Moreover, the rapid 

growth of multicultural populations and changing demographics in the United States 

and an increased emphasis on cultural competence have prompted nursing education 

programs to offer international learning experiences as part of the curriculum 

(American Association of Colleges of Nursing, 2008a; National League for Nursing, 

2010) .  The American Association of Colleges of Nursing (AACN) supports the 

integration of classroom and clinical teaching strategies to cultivate students’ cultural 

competency (AACN, 2008c).  

While multiple definitions for cultural competence exist (AACN, 2008a; 

Campinha-Bacote, 2002; Giger & Davidhizar, 2002; Jeffreys, 2010), the basic tenet is 

that cultural competence is the integration of attitude, knowledge, and skill necessary 

for providing care to diverse populations.  The Essentials of Baccalaureate Education 
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for Professional Nursing Practice (AACN, 2008b) outline five competencies that serve 

as a framework for integrating the concepts of cultural competence into the curricula.  

The cultural competencies for baccalaureate nursing education are:  (a) apply 

knowledge of social and cultural factors that affect nursing and healthcare across 

multiple contexts; (b) use relevant data sources and best evidence in providing 

culturally competent care; (c) promote achievement of safe and quality outcomes of 

care for diverse populations; (d) advocate for social justice, including commitment to 

the health of vulnerable populations and the elimination of health disparities; and (e) 

participate in continuous cultural competence development.  

Furthermore, the NLN asserts that clinical nursing education is a significant 

element in transforming nursing education, and educators need to consider new 

clinical education methods and pedagogies to better prepare nurses for a challenging 

healthcare system (2008).  The NLN in its exploration of an “ideal clinical education 

model” envisions providing students with immersion experiences to help meet the 

learning objectives of the program while providing students with valuable experiences.  

Therefore, the integration of the standards set by the AACN and the NLN, both of 

which set national standards for nursing education programs, establishes the tone for 

the review of the literature that follows.  

The purpose of this review of the literature was to explore what evidence exists 

in regards to how nursing education incorporates cultural competence and 

international learning experiences into the curriculum.  This review of the literature 

demonstrated that many schools of nursing provide opportunities for students to 

participate in service learning projects or study abroad programs outside of the United 
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States (Bentley & Ellison, 2007; Carpenter & Garcia, 2012; Edmonds, 2010; Green, 

Comer, Elliott, & Neubrander, 2011; Harrowing, Gregory, O'Sullivan, Lee, & 

Doolittle, 2012; Larsen & Reif, 2011; Smith-Miller et al., 2010; Wilcox & Taylor-

Thompson, 2012).  However, few programs provide clinical practice experiences that 

fulfill the requirement for clinical learning outcomes (Ailinger, Molloy, & Sacasa, 

2009; Amerson, 2010; Egenes, 2012; Larson, Ott, & Miles, 2010; Lee, 2004; Levine, 

2009; Sloand, Bower, & Groves, 2008; Smith & Curry, 2011).  

This chapter outlines the search process used to review the literature and then 

examines the theoretical and empirical research.  More precisely, the theoretical 

research that follows includes a discussion of nursing theories related to transcultural 

nursing and cultural competence.  These theories include Leininger’s (2006) culture 

care theory, and the cultural competence models of  Campinha-Bacote (2002), Giger 

and Davidhizar (2002), and Jeffreys (2008).  Second, the review of the literature 

includes an exploration into the empirical research that exists on the three types of 

experiential learning models that contributes to the nursing student’s development of 

cultural competence.  The three models of experiential learning include study abroad, 

service learning, and international clinical experiences.  The review of the literature 

will conclude in a brief description of the literature to support the methodology used in 

this study. 

Review of Literature Search Process 

A search of the literature was conducted using the Cumulative Index to 

Nursing and Health Literature (CINAHL), Education Resources Information Center 

(ERIC), and Journal Storage (JSTOR).  The key terms used for the initial search of the 
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nursing literature includes cultural competence, clinical immersion, international 

learning experience, and nursing student.  Inclusion criteria were that the literature had 

to be peer reviewed and published within five years, unless such publications were 

seminal work.  The reoccurring themes that emerged from the preliminary review of 

literature include (a) transcultural nursing, (b) culture care, (c) cultural competence, 

(d) cultural immersion, (e) study abroad, (f) service learning, and (g) international 

clinical experience.  The theoretical review of the literature provides a basis for the 

empirical review that follows.   

Theoretical Research 

 This study drew on the concepts and principles of transcultural nursing 

(Leininger, 2002d). Leininger, the first nurse anthropologist and founder of 

transcultural nursing (Andrews, 2006; Leininger, 1988; McFarland, Mixer, Webhe-

Alamah, & Burk, 2012), recognized the role of culture in healing and wellbeing 

practices.  Leininger (1999) defines transcultural nursing as a “formal area of study, 

research, and practice, focused on culturally based care beliefs, values, and practices 

to help cultures or subcultures maintain or gain their health (well-being) and face 

disabilities or death in culturally congruent and beneficial caring ways” (p. 9).   In this 

context, each person is unique with their own cultural beliefs, values, and lifeways 

(practices) that influence how they view health care and how care is administered 

(Giger, 2013). The focus on transcultural nursing led to the development of a culture 

care theory that integrates the caring concepts explicit to nursing and the cultural 

context of anthropology (Leininger, 2006a).  
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Leininger (2006a) asserts that all theories are intended to “predict and lead to 

discovery of unknown or vaguely known truths about some phenomena” (p. 5). 

Therefore, the phenomena studied for this research was the international cultural and 

clinical immersion experience of newly licensed registered nurses enrolled in a RN-BS 

completion program.  Based on the review of the nursing literature, the following 

theories related to an international clinical immersion experience are culture care, 

cultural competence, and experiential learning.   

Culture Care Diversity and Universality 

Madeleine Leininger (1999) is considered to be the pioneer of transcultural 

nursing research and practice, and her theory of Culture Care Diversity and 

Universality is a significant contribution to the field of transcultural nursing.  

Leininger (1997a) developed this theory specific to the nursing discipline to include 

culture as a major tenet to nursing’s caring practice.  Additionally, the emphasis on 

diversity and universality recognizes the differences and similarities people share 

within and across cultures.  The theory is comprised of multiple dimensions to give a 

holistic perspective on culturally competent and congruent care.  Leininger found that 

the concept of “care” is deeply embedded in the person’s worldviews, social and 

cultural structures, and values.  The following assumptive theoretical premises 

summarize the major themes of the theory:  

1. Care is the essence of nursing and a distinct, dominant, central, and unifying 

force. 

2. Culturally based care (caring) is essential for well-being, health, growth, and 

survival and to face handicaps or death.  
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3. Culturally based care is the most comprehensive and holistic means to know, 

explain, interpret, and predict nursing care phenomena and to guide nursing 

decisions and actions. 

4. Transcultural nursing is a humanistic and scientific care discipline and 

profession with the central purpose to serve individuals, groups, communities, 

societies, and institutions. 

5. Culturally based caring is essential to curing and healing, for there can be no 

curing without caring, but caring can exist without curing. 

6. Culture-care concepts, meanings, expressions, patterns, processes, and 

structural forms of care vary transculturally and diversities (differences) and 

some universalities (commonalities). 

7. Every human culture has generic (lay, folk, or indigenous) care knowledge and 

practices and usually professional care knowledge and practices, which vary 

transculturally and individually. 

8. Culture-care values, beliefs, and practices are influenced by and tend to be 

embedded in the worldview, language, philosophy, religion (and spirituality), 

kinship, social, political, legal, educational, economic, technological, 

ethnohistorical, and environmental context of cultures. 

9. Beneficial, healthy, and satisfying culturally based care influences the health 

and well-being of individuals, families, groups, and communities within their 

environmental context. 
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10. Culturally congruent and beneficial nursing care can only occur when care 

values, expressions, or patterns are known and used explicitly for appropriate, 

safe, and meaningful care. 

11. Culture-care differences and similarities exist between professional and client-

generic care in human cultures worldwide. 

12. Cultural conflicts, cultural impositions practices, cultural stresses, and cultural 

pain reflect the lack of culture-care knowledge to provide culturally congruent, 

responsible, safe, and sensitive care. 

13. The ethnonursing qualitative research method provides an important means to 

accurately discover and interpret emic and etic embedded, complex, and 

diverse culture-care data.  (Leininger, 2006a, pp. 18-19) 

The ethnonursing qualitative research method was designed by Leininger to 

correspond with the Theory of Culture Care Diversity and Universality to guide 

nursing research in transcultural nursing and the study of culture care (Leininger, 

2006a). However, it has been suggested that the ethnonursing method can be useful in 

other care disciplines (McFarland et al., 2012). The ethnonursing method is a 

qualitative nursing research method that uses “naturalistic, open discovery, and largely 

inductively derived emic modes and processes with diverse strategies, techniques, and 

enabling guides to document, describe, understand, and interpret the people’s 

meanings, experiences, symbols, and other related aspects bearing on actual or 

potential nursing phenomena” (Leininger, 2006c, pp. 47-48). To assist the researcher, 

several research enablers or tools have been developed to guide the study of culture 

care.  Leininger (2006c) argues that the terms tool or instrument does not fit well with 
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a qualitative paradigm, and that an “enabler” provides the researcher with resources to 

explore complex phenomena like human care.  

While Leininger developed several enablers, only those frequently used in 

ethnonursing research are discussed.  For example, Leininger’s Stranger To Trusted 

Friend Enabler (Appendix H)  was developed to help the researcher gain trust from the 

people being studied in order to acquire authentic and meaningful data (Leininger, 

2006c). This is important to the ethnonursing research process if the researcher is to be 

successful in “remaining with” the participants of the study.   

The Observation-Participation-Reflection Enabler (Appendix I) assists the 

researcher in getting close to the people being studied by providing a means to “enter 

into, remain with, and conclude” the process (Leininger, 2006c, p. 60) with the 

participants. In the observation phase, the researcher observes and actively listens to 

informants (participants) without actively participating.  In the second phase of 

participation, the researcher moves from an observer with limited participation to an 

increasingly more active role.  The final phase of reflection is done with the help of 

the informants to verify the accuracy of the data collected, and to confirm the findings.  

This approach differs from that of an ethnographic method in that 

ethnographies involve collecting primarily observational data (Creswell, 2013a), while 

Leininger’s approach recognizes the researcher as an onlooker first, then active 

participant once trust has been established (Leininger, 2006c).  Reflection is added as 

a means for the researcher to confirm and ensure accuracy in the observations and 

interpretation of findings.  
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The Sunrise Enabler to Discover Culture Care (Appendix J) provides a holistic 

view of culture care values, beliefs, and practices that serves as a conceptual guide for 

culture care research (Leininger, 2006a). The sunrise model is a pictorial diagram of 

the theory conceptualized to help the researcher study or utilize the theory to discover 

phenomena (Leininger, 1988).  The model shows influencers or potential influencers 

that might affect the various dimensions and factors related to worldview, cultural and 

social structure, environmental context, language, history, and care expressions 

(Leininger, 2006c). Other enablers guide the collection and analysis of data.  For 

instance, the Ethnodemographic Enabler (Appendix G) guides the collection of key 

background information on the research participant’s social and cultural factors, ethnic 

orientation, age, gender, and geographic locations (Leininger, 2006c). Moreover, 

Leininger’s Phases of Ethnonursing Data Analysis Guide as an Enabler provides a 

systematic process for collecting and analyzing data (2006c).  

This study was guided by Leininger’s theory of “Culture Care” and the 

ethnonursing research method, as it is considered seminal work and has been shown to 

effectively guide nursing research and education when addressing healthcare needs of 

diverse cultures (Farrell, 2006; Leininger, 2006b; McFarland, Mixer, Lewis, & Easley, 

2006; McFarland & Zehnder, 2006). The use of the ethnonursing research method for 

this research will be fully discussed in the study’s methodology.  

Cultural Competence 

The nursing literature is replete with information on preparing nurses to 

provide culturally competent care in an increasingly diverse healthcare system.  Many 

definitions describing cultural competence share common ideas and tenets (Campinha-
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Bacote, 2002; Giger, 2013; Jeffreys, 2010).  For example, Jeffreys (2010) and 

Campinha-Bacote (2002) note that cultural competence is an ongoing process of 

cultural awareness, knowledge, and skill to provide culturally congruent care.  

However, Giger and Davidhizer (2002) posit that while cultural competence is a 

continuous process, achieving competence is possible, and in doing so can “assist the 

astute nurse in devising meaningful interventions to promote optimal health among 

individuals regardless of race, ethnicity, gender identity, sexual identity, or cultural 

heritage” (p. 187).  

Several models describe the ongoing process of cultural competence.  The 

Process of Cultural Competence in the Delivery of Healthcare Services (Campinha-

Bacote, 2002) is a dynamic, continuous process that involves the integration of five 

constructs: (a) cultural awareness, (b) cultural knowledge, (c) cultural skill, (d) 

cultural encounters, and (e) cultural desire. Campinha-Bacote (2013), developed 

several instruments to assess the level of cultural competence of health care 

professionals and students.  The inventories for assessing the process of cultural 

competence among health care professionals and students measure the five cultural 

constructs of (a) awareness, (b) knowledge, (c) skill, (d) encounters, and (e) desire.  

Several studies utilized the Inventory for Assessing the Process of Cultural 

Competency Among Healthcare Professionals-R (IAPCC-R ©) (Kardong-Edgren & 

Campinha-Bacote, 2008; Kardong-Edgren et al., 2010), and the Inventory for 

Assessing the Process of Cultural Competence Among Healthcare Professionals-

Student Version (IAPCC-SV ©)(Fitzgerald, Cronin, & Campinha-Bacote, 2009).  
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Jeffreys’ (2006) approach to measuring cultural competence involves the 

influence of competence on the student’s self-efficacy, or transcultural self-efficacy 

(TSE). Jeffreys’ cultural competence and confidence model is designed to guide 

cultural competence education.  The main purpose of the model is to “promote 

culturally congruent care through the development of cultural competence” (Jeffreys, 

2006, p. 52). The following assumptions outline the cultural competence and 

confidence model:  

1. Cultural competence is an ongoing, multidimensional learning process that 

integrates transcultural skills in all three dimensions (cognitive, practical, and 

affective), involves TSE (confidence) as a major influencing factor, and aims 

to achieve culturally congruent care. 

2. TSE is a dynamic construct that changes over time and is influenced by 

formalized exposure to culture care concepts (transcultural nursing).  * 

3. The learning of transcultural nursing skills is influenced by self-efficacy 

perceptions (confidence).  ** 

4. The performance of transcultural nursing skill competencies is directly 

influenced by the adequate learning of such skills and by TSE perceptions.  ** 

5. The performance of culturally congruent nursing skills is influenced by self-

efficacy perceptions and by formalized education exposure to transcultural 

nursing care concepts and skills throughout the educational experience.  ** 

6. All students and nurses (regardless of age, ethnicity, gender, sexual orientation, 

lifestyle, religion, socioeconomic status, geographic location, or race) require 
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formalized educational experiences to meet culture care needs of diverse 

individuals.  * 

7. The most comprehensive learning involves the integration of cognitive, 

practical, and affective dimensions. 

8. Learning in the cognitive, practical, and affective dimensions is paradoxically 

distinct yet interrelated.  * 

9. Learners are most confident about their attitudes (affective dimensions) and 

least confident about their transcultural nursing knowledge (cognitive 

dimension).  * 

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

learners.  * 

11. Inefficacious individuals are at risk for decreased motivation, lack of 

commitment, and/or avoidance of cultural considerations when planning and 

implementing nursing care. 

12. Supremely efficacious (overly confident) individuals are at risk for inadequate 

preparation in learning the transcultural nursing skills necessary to provide 

culturally congruent care. 

13. Early interventions with at-risk individuals will better prepare nurses to meet 

cultural competency.  **  

14. The greatest change in TSE perceptions will be detected in individuals with 

low self-efficacy (low confidence) initially, who have then been exposed to 

formalized transcultural nursing concepts.  * (Jeffreys, 2006, pp. 53-54) 
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Jeffreys’ asserts that her assumptions have been empirically tested and are identified 

by one asterisk, while those assumptions that are currently under study are identified 

with two asterisks.  

Jeffreys’ work with transcultural self-efficacy is in response to a challenge put 

forth over a decade ago by Leininger who asks “ how best to prepare nursing students 

and registered nurses so that they are able to provide culturally congruent care 

practices” (McFarland & Leininger, 2002, p. 528). For example, Jeffreys and Dogan 

(2012) surveyed associate degree nursing students using the Transcultural Self-

Efficacy Tool (TSET) to measure cultural competence education initiatives.  The 

following strategies included faculty professional development, expanded resources 

(library holdings), as well as integration of teaching/learning strategies throughout 

nursing courses.  For instance, cultural competence is integrated throughout 

coursework in the classroom, clinical experiences, and laboratory.  The purpose of the 

study was twofold: to evaluate the influence of cultural competence education on 

transcultural efficacy, and compare and contrast the findings between a cross-section 

and longitudinal design.  Therefore, the TSET was administered at the beginning of 

the program with the novice students and again at the end of the program when 

students are considered advanced.  The results of the study indicate that there was a 

higher confidence level (self-efficacy) with the advanced students in both study 

designs indicating that some growth had occurred as hypothesized (Jeffreys & Dogan, 

2012).  The authors recommend focus groups to follow-up with students in order to 

gain greater insight into their findings.  
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Easterby et al. (2012) reported on an international immersion experience of 

nurse educators from the United States who participated in a trip abroad to Rome, 

Italy.  The educators kept detailed field notes of their observations and experiences as 

they visited several hospitals and met with health care professional to learn about their 

health care system.  Analysis of the field notes revealed five common concerns: (a) 

communication, (b) transportation, (c) culinary practices, (d) religion, and (e) public 

environment.  There was an overarching theme of culture shock, while not explicitly 

stated, is evident in the report.  For instance, the nurse educators expressed a concern 

with a transit system that was “complicated” (Easterby et al., 2012, p. 82).  From the 

educator’s perspective, anyone who is handicapped, with limited finances, or traveling 

with children may find it difficult to access healthcare using the current transportation 

system.  In another example, the nurse educators expressed a concern over the typical 

Italian diet.  The high salt content of the diet drew concern for the risk of heart disease 

and hypertension.  

Moreover, they expressed concern over the excessive use of alcohol by adults 

and teenagers.  They recommend that an effort should be made to accommodate 

patients’ dietary needs better.  While the concerns expressed by the nurse educators 

are altruistic, it is apparent that their perceptions raise a concern of cultural imposition.  

According to Leininger (2002c), cultural imposition refers to the “tendency of an 

individual or group to impose their beliefs, values, and patterns of behavior on another 

culture for varied reasons” (p. 51). A recommendation to nurse educators in general is 

to address issues of (a) cultural knowledge, (b) cultural awareness, (c) culture shock, 
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and (d) cultural imposition in order to prepare students to become culturally competent 

care providers (Campinha-Bacote, 2002; Leininger, 2002c).  

Experiential Learning 

Many theories explain experiential learning in education.  However, Kolb’s 

Experiential Learning Theory (ELT) aligns best with  a cultural and clinical 

immersion experience since it provides a holistic view of the learning process and 

allows for the unique ways people learn (Lisko & O'Dell, 2010). Moreover, Kolb’s 

theory of experiential learning supported the use of Leininger’s (2006c) Observation-

Participation-Reflection Enabler of the ethnonursing qualitative research method as a 

means to explore the experiences of RN-BS nursing students participating in an 

international clinical immersion experience.  

Kolb defines experiential learning as “the process whereby knowledge is 

created through the transformation of experience.  Knowledge results from the 

combination of grasping experience and transforming it” (Kolb, 1984, p. 41).  Kolb 

describes two dialectically related modes of grasping experience: concrete experience 

(feeling) and abstract conceptualization (thinking).  The theorist also describes two 

modes of transformation of experience through reflective observations (watching) and 

active experimentation (doing) (Kolb & Kolb, 2009; Kolb, 1984).  Kolb asserts that 

experiential learning is a process of constructing knowledge through transactions 

among the four learning modes.  Kolb’s theory therefore provides a foundation for 

selecting different learning methods in nursing education: reflective journaling, 

unfolding case studies, observational experiences, and clinical experiences.  
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In addition to the learning process, Kolb (1984) outlines four basic learning 

styles: diverging, assimilating, converging, and accommodating. Although originally 

developed for his Learning Style Inventory (LSI) to assess individual learning styles, 

these preferences (styles) can be a useful tool in nursing education research.  Several 

studies in the current (2008 and later) nursing literature utilized Kolb’s Experiential 

Learning Theory in their studies (An & Yoo, 2008; Lisko & O'Dell, 2010).  However, 

few studies incorporated the theory of experiential learning with international clinical 

experiences.  For instance, Levine (2009) reports on an international clinical 

immersion program where nursing students’ experiences were transforming.  The 

students used words to describe their experience as “taking risks, having life changes, 

assuming advocacy roles, and recognizing prejudice” (Levine, 2009, p. 160).  The 

researcher asserts that student learning was directly in line with Kolb’s four stages of 

learning through “hands-on” nursing practice.   

Empirical Research 

A review of the literature shows that three types of experiential learning: study 

abroad, service learning, and international clinical experiences, contribute to the 

student’s development of cultural competence.  However, the differences among the 

three types are in their focus of cultural learning.  Study abroad programs primarily 

focus on learning about one’s own culture and that of others, whereby service learning 

and clinical immersion experiences focus on cultural interactions and connective 

learning (Parker & Dautoff, 2007).  The nursing literature reveals that the terms “study 

abroad” and “service learning” are often used interchangeably.  However, for the 
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purpose of this study, the following definitions will be used to describe these types of 

learning in nursing education.   

McKinnon and Fitzpatrick (2012) assert that service learning is a process that 

“integrates community service with academic study to meet a community need and 

enrich student learning by providing planned community-based activities that provide 

students with meaningful and explicit learning” (p. 17).  Bentley and Ellison (2007) 

add that service learning is a reciprocal experience between the student and the 

community: both teacher and learner together.  Study abroad, however, is a 

“structured, credit-granting program of academic study in a foreign country” (Rivier 

University, 2012a, p. 2).  According to Parker and Dautoff (2007), the critical 

differences between service learning and study abroad are as follows:  

1. Students are the primary benefactor of study abroad programs, while service 

learning is a reciprocal experience for all stakeholders (student, faculty, and 

community).  

2. The outcome focus for service learning is one of civic or social responsibility, 

whereas study abroad focuses on personal outcomes (job skills and 

opportunities).  

3. Study abroad programs tend to focus more on learning about another culture, 

while service learning emphasizes cultural interactions. 

4. The differences between the two programs lie within the teaching methods.  (p. 

41)   



38 
 

It is important to note that while study abroad programs allow students to take college 

courses abroad, it is possible for students to earn college credit while participating in a 

service learning experience.  

Study Abroad 

Evidence exists that study abroad experiences have a positive impact on 

student learning and perceived cultural competence (Foronda & Belknap, 2012b; 

Saenz & Holcomb, 2009).  Carpenter and Garcia (2012) report on the outcomes of a 

study abroad course for nursing students that transformed a traditional classroom 

course to an immersion experience in Guadalajara Mexico.  The immersion experience 

consisted of students living with Mexican families, collaborating with nursing students 

from a local university, and collaborating with public health nurses in Guadalajara.  

Through qualitative and quantitative methods, students reported that the learning 

opportunity resulted in a deeper awareness, sensitivity, knowledge, and skills needed 

in nursing practice (Carpenter & Garcia, 2012).  

Edmonds (2010) reported similar results in a qualitative study that explored the 

lived experience of nursing students who participated in a study abroad course to 

either England or the Dominica (Edmonds, 2010).  The researcher conducted 

interviews with 11 participants who studied in England and 7 who studied in the 

Dominica, for a total of 18 participants.  Essential themes that emerged from the their 

findings include: (a) recognizing self as “other”; (b) encountering through “going, 

doing, and seeing,”; (c) adapting behaviors to “fit into” the host culture;  and (d) 

mastering or gaining experience (2010).   
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Still others describe study abroad programs that incorporate formal language 

lessons as part of the curriculum in order to prepare students to communicate with 

patients from diverse cultures (Giger & Davidhizar, 2002; Larson et al., 2010; Smith-

Miller et al., 2010).  One study reports on a nursing immersion program that 

incorporated language acquisition skills into the experience through language study 

and home stays while in Guatemala (Smith-Miller et al., 2010). Students reported the 

difficulties they experienced learning another language and the frustration with their 

inability to communicate.  Moreover, the students expressed an increased awareness of 

the language barriers faced by non-English speaking patients, as well as the need to 

learn a second language.  Leininger (2006) cautions that the inability to verbally 

communicate with someone from another culture not only poses a handicap for the 

nurse, but nonverbal “American” gestures could potentially be misinterpreted in their 

meaning and context. 

Service Learning 

The literature on service learning experiences in nursing education is 

comprehensive and includes both domestic and international learning opportunities.  

Domestic service learning experiences are those offered within the United States, 

while international service learning experiences occur in another country.  The 

literature is replete with evidence in support of service learning experiences for 

nursing students outside of the United States (Bentley & Ellison, 2007; Larson et al., 

2010; Mason & Anderson, 2007; Tremethick & Smit, 2009).  However, as the 

American population becomes more diverse, and with an influx of refugees entering 
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into the country, domestic service learning experiences have been found to meet the 

same learning outcomes as through international experiences (Lenz & Warner, 2011).   

Lenz and Warner (2011) discuss a community outreach project focused on 

emergency preparedness and disaster response for Somalia refugees in Minnesota.  

Nursing students conducted a community assessment to identify communication 

barriers to emergency preparedness among the refugees.  The outcomes of the 

community assessment revealed low literacy levels, variation in Somalia dialect, and 

problems with translation from English to Somali.  The nursing students then 

collaborated with the public health department to develop a community health 

communication plan to provide access to improve communication between the refugee 

population and public health services.  A service learning experience such as this 

provides students with a unique opportunity to collaborate with public health agencies 

while providing a valuable service to a vulnerable population.  

Yet another study reports on a service learning project in one community 

health nursing course that offered a local and international experience (Amerson, 

2010).  This study utilized Jeffreys’ Transcultural Self-Efficacy Tool (2010) in a pre 

and post course study involving a convenience sample of 69 baccalaureate nursing 

students who participated in either a domestic or an international community 

experience.  Their results indicated that all students, regardless of community 

placement, perceived an increase in all three domains (awareness, knowledge, and 

skill).  However, the international group scored highest in all areas on the posttest 

(Amerson, 2010).  



41 
 

The literature is mixed on the types of service learning experiences offered to 

nursing students.  These experiences can range from medical mission trips whereby 

students or professionals provide health care services to a community within another 

country (Amerson, 2010; Chapman, 2007; Green et al., 2011; Wilcox & Taylor-

Thompson, 2012) to cultural immersion experiences that incorporate service and 

learning.  McKinnon and Fealy (2011) emphasize that “classroom learning alone 

cannot provide students with the sorts of experiences that enable them to develop 

citizenship and civic responsibility” (p. 95).  This is illustrated in a mixed method 

study of a medical mission trip to Honduras (Green et al., 2011).  In the study, health 

care students (nurse practitioner, baccalaureate nursing, and medical) set up health 

clinics in remote areas of the country where families received healthcare services 

ranging from treatment for infections and tropical diseases to malnutrition screening 

and dental care.  The results of participant interviews revealed four major themes 

reflective of the experience: “stepping outside of my world”, “connecting with 

culturally different people”, “awe of the community”, and “learning innovation” 

(Green et al., 2011, p. 305).   

Similarly, Wilcox and Taylor-Thompson (2012) analyzed the reflective 

journals of 42 undergraduate nursing students who participated in a medical mission 

trip to Jamaica.  The researchers identified five themes that emerged:  

 clinical experiences that revolved around personal lessons;  

 interpersonal interactions between their peers, the faculty, and the community;  

 cultural issues related to socioeconomics, environment, and health care;  

 spirituality of self and others; and  
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 international travel.   

The results of these studies indicate that service-learning experiences can provide 

students with a learning opportunity while providing a valuable service to vulnerable 

populations.  The benefit of service learning for students is well documented in the 

literature.  However, little research has included the communities involved in 

evaluating service programs (Balčiūnienė & Mažeikienė, 2008; Hardy & Schaen, 

2000).  Of those reviewed, service learning is described as a “Win-Win” experience 

for students and the community served by the service learning programs.   

In a study by Hardy and Schaen (2000), 14 fourth year undergraduate students 

enrolled in a pediatric psychology course developed and implemented, with assistance 

from faculty and community agencies, programs for pediatric clients identified as at-

risk or in need of psychological services. At the conclusion of the program, the 

researchers surveyed students and recipients of services in the community.  The results 

indicated that the students and the community participants were satisfied with the 

experience.  The investigators concluded that with close oversight from faculty, 

service learning activities are beneficial to students and the communities involved 

(Hardy & Schaen, 2000).  Balčiūnienė and Mažeikienė (2008) report similar results in 

a study that included forth year undergraduate students enrolled in an applied ethics 

course.  The students were assigned to one of six community agencies, and the 

services provided were varied in scope.  For example, students helped to organize and 

pursue after-school activities of children and provided support to needy families.  At 

the conclusion of the program, students and members of the community serviced were 

asked to evaluate the program.  Through interviews, students reported the following 
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benefits from participating in the service-learning project: (a) emotional satisfaction, 

(b) academic benefit, (c) improved critical thinking, (d) increased civic and social 

responsibility, and (e) personal growth.  Similarly, community representatives 

reported that the students provided “ real help”, emotional support and satisfaction, 

and a means to strengthen ties between the university and the community (Balčiūnienė 

& Mažeikienė, 2008).  

While most of the research reviewed suggests that international service 

learning experiences result in positive learning outcomes, a few present disparate 

results.  For example, 34 associate of science degree (AS) nursing students were 

interviewed following an observational and clinical experience in Ecuador (Foronda & 

Belknap, 2012a).  While the results indicated that all of the students demonstrated 

some learning, two less than positive themes emerged: comparison between the 

Ecuadorian and US culture related to cultural beliefs, health care practices, and level 

of poverty; and experiencing an emotional journey consumed with fear, frustration, 

shock, and sympathy.  Finally, the study revealed that none of the participants 

expressed intent to make any personal or professional changes.  However, Foronda 

and Belknap (2012a) assert that while the results were troublesome, the evidence can 

be used to make program changes; to include adequate preparation before, support 

during; and provide opportunity for debriefing and reflection after the experience.   

Harrowing et al. (2012) reported on similar results following a narrative 

analysis of student essays written before, during, and following a health promotion 

service-learning project in Malawi, Africa.  The authors conclude that the results of 

the participant’s reflection analysis reveal that while there was a less than dramatic 
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change in the students’ understanding of culture, the experience overall was 

transformative.  The results of the study did not contradict the findings from other 

studies that indicate the benefit from international immersion experiences.  However, 

the report suggests that the outcomes from the project are more modest.  The authors’ 

(Harrowing et al., 2012) use of “expert” as a measure of cultural competence may be 

ill-considered, since the cultural competence theories of Campinha-Bacote (2002), 

Giger (2013), and Jeffreys (2006) suggest that cultural competence is a process of 

becoming and not being. Nevertheless, the interpretations from both studies (Foronda 

& Belknap, 2012a; Harrowing et al., 2012) can be supported by Leininger’s culture 

care theory, in that the lack of culture care knowledge can result in cultural conflict, 

imposition practices, and stress which can impede the ability to provide culturally 

congruent care (Leininger, 2002d; Leininger, 1997b). Therefore, it would be beneficial 

to make the suggested changes and re-evaluate the program using the Sunrise Enabler 

as a conceptual model to guide program evaluation.  

International Clinical Immersion Experience 

There are various types of immersion experiences occurring locally, nationally, 

and globally.  The length of the experience varies from one week to a full semester 

experience.  For the purpose of this study however, the length of the international 

clinical immersion experience was ten days.  Therefore, an international clinical 

immersion experience is described as a short-term clinical practice experience that 

takes place in another country in which the nursing student provides direct nursing 

care to patients or support services to the community within that culture.  Clinical 

immersion is similar to service learning in that both experiences allow the student to 
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interact with the culture; focus on social responsibility; and provides for a reciprocal 

experience whereby the student, faculty, and community are both teacher and student 

(Bentley & Ellison, 2007; Parker & Dautoff, 2007).  Therefore, it can be concluded 

that an international clinical immersion experience is a form of service learning.  

The nursing literature on international clinical immersion experiences is 

robust.  However many articles are primarily informational and describe how 

individual programs developed clinical placements abroad (Ailinger et al., 2009; 

Sloand et al., 2008; Wright, 2010).  Of the research studies reviewed, all report 

positive student learning outcomes because of such experiences.  In one study, Smith 

and Curry (2011) surveyed graduates from an associate degree nursing (AS) program 

who had participated in an international clinical experience in Ecuador.  Data was 

collected 10 years following program completion using the International Education 

Survey (IES), an instrument that measures the effect of the experience in four areas: 

professional role as a nurse, international perspectives, personal development, and 

intellectual development (Smith & Curry, 2011).  The results of the study reveal that 

the nurses reported a gain in all four areas of the IES.  

Lee (2004) found similar results from a case study in which 18 students 

participated in an international nursing and health care module that included an 

international clinical experience.  The findings of the study support those of Smith and 

Curry (2011), in that the clinical experience contributed to a deeper understanding of 

nursing practice, development of their self-confidence and personal growth, and the 

development of interpersonal skills (Lee, 2004).  
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Methodology 

Nursing and education are two distinct disciplines that guide this research.  

Therefore, the conceptual models from Leininger’s Culture Care Diversity and 

Universality Theory (2006) and Kolb’s Experiential Learning Theory (Kolb, 1984) 

were utilized to frame the study.  McFarland et al. (2012)  and Leininger (2006c) 

argue that when using the ethnonursing method with another research method, the 

choice method should utilize a qualitative paradigm and “fit” with the domain of 

inquiry, or phenomena being studied. This was taken under consideration when the 

methodology of the study was developed and the data were analyzed.  

Combining Culture Care and Experiential Learning 

A major construct of Leininger’s culture care theory is the ethnonursing 

research method developed to study cultures within their naturalistic environment 

(Leininger, 2006c).  From a combined nursing and anthropological perspective, 

Leininger submits that ethnonursing is a “people centered’ method that is focused on 

“learning from the people through their eyes, ears, and daily life experiences” (1996, 

p. 76).  Leininger’s (2006c) Observation-Participation-Reflection Enabler and the 

Stranger-Friend Enabler of the ethnonursing qualitative research method supported the 

use Kolb’s (1984) four stages of learning: (a) concrete experience (feeling), (b) 

abstract conceptualization (thinking), (c) reflective observations (watching), and (d) 

active experimentation (doing).   

Conclusion 

The review of the literature demonstrates a reasonable blend of quantitative 

and qualitative inquiry.  However, Leininger (1997b) would argue that while 
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quantitative methods of inquiry have a purpose in nursing research, they are less 

useful when exploring the meanings, values, or beliefs in the cultural context.  She 

asserts that testing a cultural care theory using a scientific (quantitative) method 

requiring rigid and controlled methodologies would not allow for an accurate inquiry 

into the knowledge of care and its meanings  (Leininger, 1988).  

Unfortunately, of those studies utilizing a qualitative approach to examine 

cultural concepts in nursing education, only a small number employed an ethnonursing 

research method (McFarland et al., 2006; Mixer, 2011), and none used this method to 

study international clinical immersion experiences.  Therefore, this study sought to 

explore the lived experiences of undergraduate nursing students participating in an 

international cultural and clinical immersion experience using Leininger’s theory of 

Culture Care Diversity and Universality and the ethnonursing research method.  
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Chapter Three: Research Design and Methodology 

As the population of the United States becomes more culturally and ethnically 

diverse, healthcare agencies will need to integrate concepts of culturally competent 

care into their organizational structure (The Joint Commission, 2010).  Moreover, the 

International Council of Nurses (2009) reports that nursing graduates do not have the 

competencies needed to practice in today’s complex and diverse healthcare system.  

As a result, national and international professional nursing organizations urge nursing 

education programs to integrate culture and diversity education into the nursing 

curricula in order to prepare nurses to care for patients and families in a multicultural 

society (American Association of Colleges of Nursing, 2008a; International Council of 

Nurses, 2009; National League for Nursing, 2009) .  The inclusion of a global clinical 

immersion experience in the nursing curriculum is a means to augment cultural care 

education.  Hence, the undergraduate nursing program at Rivier University developed 

a practice partnership and clinical affiliation with several agencies in Senegal, West 

Africa.  With this model, nursing students had an opportunity to care for people from a 

different culture, in their native environment, as a means to develop critical skills.  

The intention of this study was to explore the first hand experiences of newly 

licensed registered nurses enrolled in a RN-BS completion program who participated 

in a cultural and clinical immersion experience in Senegal, West Africa.  The 

methodology for this research followed a qualitative approach as an inquiry into the 

meaning of the “lived experience” and the meaning the individuals attribute to specific 

phenomena.  According to Leininger (1997a), the purpose of qualitative research is to 

“discover the essences, patterns, symbols, attributes, and meanings of nursing 
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phenomena under study in the informants natural or familiar environments” (p. 43).  In 

contrast, quantitative study involves investigating a problem through the measurement 

and analysis of numbers to test a theory or theories (Creswell, 2013a).  Therefore 

qualitative research emphasizes the importance of studying lived experiences of 

people that gives meaning to both internal, as well as external realities of human 

expression (Leininger, 1998).   

Overview of Purpose  

The purpose of this study was to discover and analyze the values, beliefs, and 

practices of RN-BS nursing students participating in a cultural and clinical immersion 

experience in Senegal, West Africa.  In order to achieve this, data were collected 

directly from participating nursing students as they described and reflected on their 

immersion experiences in Senegal.  An adaptation of Leininger’s ethnonursing 

qualitative research method was chosen to discover the values, beliefs, and practices 

of the students while they provided care for and interacted with the people of Senegal 

(Leininger, 1997a).   

Population and Sample 

A purposive sample of six registered nurses enrolled in a RN-BS completion 

program who selected an international community health clinical experience in 

Senegal, West Africa were invited to participate in the study.  This was the first cohort 

of nursing students participating in an international community health clinical 

experience in Senegal, and therefore provided a unique opportunity to explore the 

lived experience.  The information gleaned from this study will help to inform the 

nursing and nursing education literature.  
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 Data Collection and Enablers 

Informant Selection 

Key informants were six registered nurses enrolled in a RN-BS completion 

program who participated in a cultural and clinical immersion experience in Senegal, 

West Africa.  Nursing students received a letter of informed consent (Appendix C) 

that invited them to participate in the study.  Consent was obtained in accordance with 

the ethical principles of research as outlined in the Belmont Report: Ethical Principles 

and Guidelines for the Protection of Human Subjects of Research (U.S. Department of 

Health & Human Services, 1979).  The letter of consent informed the key informants 

that participation in the study was voluntary and that refusal to participate did not 

affect their ability to participate in the immersion experience.  Additionally, the 

students were instructed that they had a right to refuse to answer any questions and 

may withdraw from the study at any time.  Furthermore, the participants were 

informed that there are no greater risks involved in this study than that encountered in 

daily life.   

General informants were individuals who had direct contact or interactions 

with the nursing students during the experience.  Their perspective added depth and 

breadth to the study.  Therefore, general informants consisted of three graduate nurse 

practitioner students and one nursing faculty from the university, and one of the 

Sisters of the Presentation of Mary who spent a great deal of time interacting with the 

team.  General informants received a letter of informed consent (Appendix D), and 

consent was obtained in accordance with the ethical principles of research as outlined 
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in the Belmont Report: Ethical Principles and Guidelines for the Protection of Human 

Subjects of Research (U.S. Department of Health & Human Services, 1979).  

French is the official language of Senegal (Central Intelligence Agency, 2013), 

therefore the informed consent letter was offered in English (Appendix D) and French 

(Appendix E) to the Senegalese Sister of the Presentation of Mary who participated in 

the study. She chose to read and sign the French version.  The letter of consent 

informed the general informants that participation in the study was voluntary and that 

refusal to participate did not affect their ability to participate in the immersion 

experience.  Additionally, general informants were instructed that they had a right to 

refuse to answer any questions and may withdraw from the study at any time.  

Furthermore, the participants were informed that there are no greater risks involved in 

this study than that encountered in daily life.   

Use of Research Enablers 

Leininger (2006c) developed several enablers, or research guides, to assist the 

researcher in exploring complex phenomena like human care. Several of the theorist’s 

research enablers were utilized to guide the study.  Permission was obtained 

(Appendix F) to use the following enablers.  

Ethnodemographic Enabler.  The Ethnodemographic Enabler (Appendix G) 

provided key background information on the participant’s (a) social and cultural 

factors, (b) ethnic orientation, (c) age, (d) gender, and (e) geographic locations (past 

and present).  The information gleaned from this data helped to understand the 

meaning of care and care practices of key and general informants (Leininger, 2006c). 
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Stranger to Trusted Friend Enabler.  The Researcher used the Stranger to 

Trusted Friend Enabler (Appendix H) as a guide to develop a trusting relationship with 

individuals being studied.  The purpose of this enabler was to acquire authentic and 

meaningful data from informants by reflecting on six indicators as the researcher 

moved from stranger to friend.  This was important to the ethnonursing research 

process if the researcher was to be successful in “remaining with” the participants of 

the study.  In her own research, the theorist discovered that the researcher needed to 

move from being a distrusted person (stranger) to a trusted friend in order to obtain 

credible data (Leininger, 2006c). Therefore, the Stranger to Trusted Friend Enabler 

assisted this researcher in self-assessment by reflecting on the indicators outlined in 

the appendix as one moved from stranger to friend.  

The Observation-Participation-Reflection Enabler.  The researcher used the 

Observation-Participation-Reflection Enabler (Appendix I) to get close to, and earn 

the trust of, people by providing a process by which this researcher entered into, 

remained with, and concluded the study with the informants (Leininger, 2006c). 

Reflection is included as a means for the researcher to confirm and ensure the 

accuracy of observations and the interpretation of findings, primarily with key 

informants.  The Observation-Participation-Reflection Enabler assisted this researcher 

in the process of moving from a primarily observational role with no active 

participation to an increasingly more participatory active role.  Additionally, reflection 

on observations and participatory experiences were conducted with the assistance of 

the informants to verify the accuracy of the data collected.  
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The Sunrise Enabler.  The Sunrise Enabler is derived from the Theory of 

Culture Care Diversity and Universality and served as a conceptual guide for this 

culture care research (Leininger, 2006a).  This researcher used this enabler, illustrated 

in the Sunrise Model (Appendix J), as a cognitive map of the theory to guide the 

exploration of influencers or potential influencers on care and culture (Leininger, 

2006c; McFarland et al., 2012).  Data focusing on the (a) worldview, (b) cultural and 

social structure, (c) environmental context, (d) language, (e) ethnohistory, (f) generic 

(folk) care, (g) nursing care practices, and (h) professional care practices of the 

nursing students were collected through observations, participatory experiences, 

interviews, artifacts, and documents (Leininger, 2006c).  The sunrise model also 

served as a guide in formulating interview questions, and for coding, analyzing, and 

interpreting the data.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                         

Data Collection Strategies  

The research questions were explored through an ethnonursing qualitative 

research design.  Data gleaned from (a) observations, (b) participatory experiences, (c) 

interviews, (d) public and private documents, (e) artifacts, and (f) the research enablers 

were incorporated in the data collection and analysis process (Creswell, 2013a; 

Leininger, 2006c).  The data were collected using a field journal to record observer 

and participant data, an audio recorder to record focus group and one-on-one 

interviews, and by reviewing documents and artifacts.  

Observations.  Direct and participant observations have been shown to be a 

major source of information in qualitative research (Leininger, 2006c; Patton, 2002; 
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Stake, 1995; Streubert & Carpenter, 2011; Yin, 2014).  The purpose of observational 

data collection is to: 

take the reader into the setting that was observed.  This means that 

observational data must have depth and detail.  The data must be descriptive-

sufficiently descriptive that the reader can understand what occurred and how 

it occurred.  The observer’s notes become the eyes, ears, and perceptual senses 

for the reader.  The descriptions must be factual, accurate, and thorough 

without being cluttered by irrelevant minutiae and trivia.  (Patton, 2002, p. 23) 

Direct observations, also referred to as non-participant observations (Streubert & 

Carpenter, 2011), were conducted as part of phase one of the study and took place 

during the students’ clinical experiences, as well as during social interactions with 

persons outside of the clinical area. The purpose of utilizing this source of evidence 

was to gain information on the interactions of students with the people of Senegal and 

their nursing peers.  This researcher was actively listening; observing the actions, 

behaviors, and interactions of students; and recording notes in a field journal.  

Creswell (2013a), recommends using an observation protocol as a method of 

recording field notes that include descriptive as well as reflective notes on what is 

observed.  

Participatory experiences.  The Stranger to Trusted Friend and Observation-

Participation-Reflection Enablers assisted this researcher in the process of moving 

from a non-participant observer to an increasingly more participatory role.  Observer 

as participant is rooted in anthropology and qualitative research as a means to obtain 

rich data into the lived experience of the domain of inquiry or phenomena being 
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studied (Creswell, 2013a; Leininger, 1997a; Leininger & McFarland, 2006; Streubert 

& Carpenter, 2011; Yin, 2014).  As the authors posit, it is difficult to observe human 

behaviors and interactions without taking an active part.  

Interviews.  Interviews were conducted with key and general informants 

individually as well as in focus groups.  According to Creswell (2013a), one-on-one 

interviews and focus group interviews allow the participants to share their experiences 

in private and in a social setting.  All interviews were audio recorded and then 

transcribed verbatim.  Recorded interviews allowed for a more natural conversation 

between researcher and informant(s) not necessarily found with note taking.  General 

informant questions were asked as an open statement such as, “I would like to learn 

about your views, ideas, or experiences working and interacting with the nursing 

students” (Leininger, 2006c). The data gleaned from the general informants added 

depth and breadth to the study.  

Nursing student interviews were framed using an open inquiry guide 

(Appendix G) adapted from Leininger’s Suggested Inquiry Guide for Use with the 

Sunrise Model to Assess Culture Care and Health (Leininger, 2002a).  The open 

inquiry guide directed focus group interviews with key informants while in Senegal, 

and one-on-one interviews at the conclusion of the experience.  Due to the short stay 

in Senegal, it was necessary to conduct one-on-one interviews with key informants 

after returning home.  Therefore, upon return home, students were invited to 

participate in a one-on-one reflective interview as part of the debriefing process.  

 Documents.  Recording the data is essential to the process of collecting, 

describing, and analyzing the information gleaned from data collection: (a) 



56 
 

observations, (b) participatory experiences, (c) interviews, (d) public and private 

documents, and (e) artifacts.  The documents gathered for this research include (a) 

field notes, (b) ethnodemographic information, (c) audio recording transcripts of 

interviews, and (d) inclusion of public and private documents.  Field notes allowed for 

this researcher to document what was heard, seen, thought, or experienced during the 

observations and participatory experiences (Streubert & Carpenter, 2011).  Public 

documents from student presentations, personal communications, and email 

correspondences provided additional information significant to the study.  

Artifacts.  Students purchased several items as mementos either for 

themselves or for family back home.  In addition, students were able to take pictures 

during their activities of daily living.  Finally, students received gifts from the Sisters 

of the Presentation of Mary during a farewell celebration prior to departure back to the 

United States.  

Data Analysis 

Data Analysis Guide 

Leininger’s Phases of Ethnonursing Data Analysis Guide (Appendix K) offers 

four sequenced phases of data analysis: First Phase; collecting, describing, and 

documenting raw data, Second Phase; identification and categorization of descriptors 

and components, Third Phase; pattern and contextual analysis, and Fourth Phase; 

major themes, research findings, theoretical formulations, and recommendations 

(Leininger, 2006c).  Data analysis therefore began on the first day of the study and 

continued until the study was completed in March of 2014.  The clinical immersion of 

Phase I occurred between December 12 and December 21 2013, and consisted of 
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collecting and recording data through field notes, audio recordings, and video 

recordings.  Additional documents and artifacts were reviewed and collected as well.  

Preliminary interpretations were made throughout this phase.  Phase II began 

on return to the United States, at which time (a) field notes, (b) audio recordings, (c) 

video recordings, (d) documents, and (e) artifacts were uploaded into a qualitative data 

analysis software program on the researcher’s secured, password protected computer.  

Data were then coded and classified using QSR-NVivo 10, a qualitative data analysis 

software package used in organizing raw data.  A data coding guide was developed 

based on the Leininger, Templin, and Thompson Field Research Ethnoscript 

(Leininger, 2006c; McFarland et al., 2012; Wehbe-Alamah, McFarland, Macklin, & 

Riggs, 2011).  The original ethnoscript was developed to facilitate analysis of 

ethnonursing data for the theory of culture care, and served as a provisional coding 

method for this study.  The information was then analyzed and major themes 

identified in phase III and IV of data analysis.  Further discussion regarding the results 

of data analysis will follow in Chapter 4.  Finally, the synthesis of the research 

findings will be discussed in Chapter 5.  For the purpose of confidentiality, all 

recorded data was destroyed at the conclusion of the study.  

Validation Strategies  

Multiple strategies were employed to validate the accuracy of the findings 

(Creswell, 2013b). Creswell and Miller (2000) suggest the use of validity strategies to 

assess the accuracy of the findings through multiple perspectives.  The authors assert 

that these strategies are assessed from two perspectives: the researcher and the 

participants.  The researcher uses multiple sources of information (triangulation) to 
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search for themes or categories in the study.  The study participant assesses the 

accuracy of the major findings and themes (member checking) to confirm the 

credibility of the information (Creswell & Miller, 2000).  Leininger  (2006c) 

developed specific criteria to establish the truthfulness of qualitative studies.  The 

qualitative criteria to ethnonursing research studies include: (a) credibility, (b) 

conformability, (c) meaning-in-context, (d) recurring patterns, (e) saturation, and (f) 

transferability.  A detailed description of each criterion is provided in Appendix L.  

Limitations of the Study 

An ethnonursing approach, as with all qualitative research, is limited by the 

fact that broad generalizations cannot be made.  Moreover, this was a study of a single 

instance of a new program, and the data collected and analyzed cannot be generalized 

to other programs or universities.   

Summary  

The purpose of this study was to discover and analyze the values, beliefs, and 

practices of newly licensed registered nurses enrolled in a RN-BS completion program 

who participated in a cultural and clinical immersion experience in Senegal, West 

Africa.  This research took an ethnonursing qualitative approach as an inquiry into the 

meaning of the “lived experience.”  The phenomena of culture care were explored 

with RN-BS nursing students who selected an international community health 

experience in Senegal, West Africa.  Leininger (2006c) developed the following 

research enablers that were utilized to guide the study: Ethnodemographic Enabler, 

Stranger to Trusted Friend Enabler, Observation-Participation-Reflection Enabler, 

Sunrise Enabler, and Leininger’s Phases of Ethnonursing Data Analysis Guide as an 
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Enabler.  Data collection and analysis using the enablers began on the first day of the 

study and continued throughout, and culminated in the summation of the findings.   
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Chapter Four: Findings and Data Analysis 

The purpose of this study was to discover and analyze the values, beliefs, and 

practices of newly licensed registered nurses enrolled in a RN-BS completion program 

participating in a cultural and clinical immersion experience in Senegal, West Africa.  

In order to achieve this, data was collected directly from participants as they described 

and reflected on their immersion experiences in Senegal.  An adaptation of Leininger’s 

ethnonursing qualitative research method was chosen to discover the values, beliefs, 

and practices of the students while they provided care for and interacted with the 

people of Senegal (Leininger, 1997a).   

Description of the Participants 

Six newly licensed registered nurses (RN) enrolled in a RN-BS completion 

program at Rivier University were invited to participate in the study.  The RN-BS 

students (herein called the students) were part of a team of nurses from the university 

that chose to participate in a cultural and clinical immersion experience in Senegal, 

West Africa.  All six students, also known as key informants, agreed to participate in 

the study and provided written consent.  All of the key informants were female and the 

majority of students were 21 years of age, with one student 23 years old.  All resided 

in either New Hampshire or Massachusetts, and all spoke English as their first 

language.  Table 1 outlines additional demographic variations among the key 

informants: (a) religious affiliation; (b) cultural background, or ethnic orientation; (c) 

issue date of initial RN license; and (d) employment status.  
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Table 1.  

Ethnodemographic data: Key informants 

Key 

Informant  

Age Religious 

Affiliation 

Cultural Background or 

Ethnic Orientation 

Issue Date of  

Initial license  

Employee Status 

 

FN 

 

 

21 

 

Roman Catholic 

 

Italian/French/Irish 

 

08/28/2013 

 

Student 

PB 

 

21 Catholic Unassigned 07/02/2013 Part-time: Home Health 

Aid 

ML 

 

21 Catholic Irish/Italian/American 07/10/2013 Employed/student 

CR 

 

21 Catholic Caucasian 08/06/2013 Part-time 

BN 

 

21 Catholic Caucasian 07/23/2013 Employed part-time 

DO 23 Protestant/Christi

an 

Irish/Scottish 06/14/2013 Student/Employed 

 

Five general participants were also invited and consented to participate in the 

study (Table 2).  The general participants consisted of three graduate nurse practitioner 

students and one nursing faculty from the university, and one of the Sisters of the 

Presentation of Mary who spent a great deal of time interacting with the team.  These 

participants (general informants) were in direct contact and interacted with the nursing 

students during the experience, and their perceptions and perspectives added depth and 

breadth to the data.   
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Table 2.  

Ethnodemographic data: General informants 

Informant 

Number 

Age Gender Religious Affiliation Language(s) 

spoken 

Cultural Background or 

Ethnic Orientation 

Employee Status 

 

 

JW 

 

 

 

31 

 

Female 

 

 

 

None (Christian, 

spiritual, but not 

religious) 

Portuguese, 

English 

 

Brazilian 

 

Employed/Student 

 

 

MR 

 

39 Female Catholic English Caucasian American 

Full time 

student/SAHM 

 

IK _ _ _ _ _ _ 

 

VH 57 Female Episcopal English French Canadian 

Full time nursing 

instructor 

MN 

 

40 

 

Female 

 

Roman Catholic 

 

 

French,  

English 

Senegalese 

 

 

Sister of the 

Presentation of 

Mary/Nurse 

Note.  Dash (-) indicates data not reported by informant.  

 

A number of indigenous culture informants provided additional meaningful data.  

While not directly part of the study, their contributions added to the richness of the 

experience.  The indigenous culture informants included (a) professional nursing and 

medical staff of Ziguinchor Regional Hospital, (b) Sisters of the Presentation of Mary 

serving in Senegal, and (c) members of the Senegalese community.  Detailed 

presentation of data and results of the analysis follows.  

Setting 

Six newly licensed RN-BS nursing students, three graduate nurse practitioner 

students, and two nursing faculty, one of which is the researcher, made up the nursing 

team.  The researcher’s role as a primary observer and active listener without 

participation, phase one of Leininger’s observer-participant-reflection enabler, began 

at the airport waiting to board the plane from the United States to Senegal.  While 

waiting, both the RN-BS students and graduate students set out to find a restaurant to 
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eat.  This was an opportunity for the group to get to know each other and begin 

developing a relationship.  Even though the students had been together during the pre-

visit sessions, this time together before departing was essential in fostering their 

identity as a group. 

The immersion experience began on day two with the arrival of the team in 

Dakar, Senegal.  The team spent one day in Dakar, as there was only one flight each 

day between Dakar and Ziguinchor, the team’s final destination.  While in Dakar, the 

team took the opportunity to “take in” the culture and enjoy some of the sights the city 

had to offer.  For example, the group visited Goree Island, a tourist attraction 

memorializing the slave trade.  The team also walked about the city and ate a local 

restaurant for lunch.  As D.O. recalled:  

on the way, the most amazing thing happened, the world stopped, everyone 

started washing [their] feet, ears, eyes, [and] face.  The streets started to fill 

with hundreds of people facing the sun.  They began praying, it was an unreal 

moment to see: this would never happen in the U.S.  

The event that D.O. described was a demonstration of the salat, or Islamic prayer.  

Islamic prayer requires a set of rituals (cleansing of the body), followed by a series of 

prostrations that occur at specific times of the day (Sirry & Omar, 2014). At the time 

of the salat, the individual will stop and pray wherever they are, just as the team 

observed on the way to the restaurant.  

Following a day filled with delays at the airport, the team finally arrived in 

Ziguinchor on day three.  The city of Ziguinchor is located in the southwestern region 

of Senegal on the banks of the Casamance River.  The team of students and faculty 
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stayed at a neighborhood Auberge (Inn) that provided an opportunity for the team to 

engage socially with the people within the community.  Each day locals would come 

into the Auberge to visit with the students and faculty, and on several occasions, some 

shared an evening meal.  The original plan was for the team to stay with the sisters at 

one of their boarding schools.  However, due to a lack of accommodations for the 

entire group, the decision to stay in the guesthouse proved to be beneficial.  

The clinical immersion experiences took place at Ziguinchor Regional 

Hospital, a five-minute taxi ride from the inn.  The hospital is located on a compound 

with a system of one and two story buildings connected by a series of covered 

walkways, as each building house a different department.  The faculty leadership, 

along with one of the Sisters, met with the hospital’s medical director who arranged 

for the students to work in various departments: (a) pediatrics and the special care 

nursery, (b) obstetrical labor & delivery, (c) obstetrical post-partum, (d) medical, and 

(e) emergency care.  It was with the team’s arrival in Ziguinchor and the time in the 

hospital that the researcher transitioned from a no-participating observer to a primary 

observer with increasing participation.  The students worked in the hospital over a 

three-day period, and were assigned to various departments based on their interests.   

The hospital was old and run down, and garbage littered the grounds.  Several 

feral cats roamed freely about the compound and within the hallways of the buildings.  

Nevertheless, everything was clean and the floors washed several times a day with a 

bleach solution.  The hospital did not supply the patient with bed linens, towels, or 

clothing, as it was the family’s responsibility to bring these items from home.  The 

family was also responsible for bringing in food, preparing, and feeding the patient.  
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Since the family had a major role in the care of the patient, they were “camped out” 

either right outside of the patient’s room, or nearby in the courtyard cooking over an 

open fire.  In addition to providing for the patient’s basic needs, the family was 

responsible for purchasing all medications and medical supplies prescribed by the 

physician.  The physician would write out the prescriptions, hand them to the family 

member, and the family would then go to the pharmacy located across the street from 

the hospital to purchase the needed supplies. 

Research Methodology and Data  

 Leininger’s Phases of Ethnonursing Data Analysis Guide facilitated the data 

collection and data analysis process.  During phase one of the study, consent forms 

were distributed and signed by interested key and general informants.  Informants 

were able to read the consent form and freely ask any questions regarding the study.  

Datum was then collected and recorded while interacting with key and general 

informants during the 10-day immersion experience, and for three months 

immediately following the immersion experience.  Reflection and Reconfirmation of 

findings with the informants, Leininger’s fourth phase of the ethnonursing 

observation-participation-reflection enabler, occurred during the immersion 

experience, and continued during analysis of the findings.  Team debriefings 

conducted in Senegal and individual debriefing interviews following the experience 

allowed for reflection and validation of the findings.  Moreover, the individual 

debriefing interviews provided the researcher with an opportunity to summarize 

information gleaned from the data to determine accuracy.  Finally, an electronic copy 
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of the preliminary analysis of the data was sent to the participants to reconfirm the 

findings.  

Data collection during the immersion experience included: (a) direct 

observations recorded in a field journal, (b) audio-recorded focus group debriefings 

with key and general informants, (c) audio-recorded individual interviews with general 

informants, (d) photographs, (e) video recordings, (f) purchased mementos, (g) gifts, 

and (h) email correspondences with the sisters in Senegal.  Additionally, data collected 

during the three-month period immediately following the immersion experience 

included audio-recorded debriefing interviews with key informants, and journals 

submitted by the participants.  The following data was then imported into NVivo 10, 

the qualitative software package used to organize and analyze the data:  

 Audio-recordings transcribed verbatim and proofread. 

  Annotations added to photographs submitted by the researcher and 

participants. 

 Annotations added to video-recordings. 

 Researcher field notes and participant journals scanned and logged. 

 Gifts and mementos logged. 

 Personal communications imported.   

Each participant has been assigned pseudonym initials for the following presentation 

of data and results of the analysis to assure anonymity.   
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Presentation of Data and Results of the Analysis 

Datum was coded and classified during the second phase of data analysis using 

a data coding guide developed from an adaptation of the Leininger, Templin, and 

Thompson Field Research Ethnoscript (Leininger, 2006c; McFarland et al., 2012; 

Wehbe-Alamah et al., 2011).  This provisional coding method  (Creswell, 2013a; 

Saldana, 2012) was determined to be helpful in the initial coding process (See 

Appendix M). Caution was taken to be open to emerging and diverging themes while 

using the data-coding scheme, and several new themes emerged in vivo (i.e. safety and 

communication).The initial coding of the raw data revealed a wide frequency 

distribution of the data (Appendix N), and further analysis using a qualitative approach 

to content analysis was necessary.  Therefore, second cycle coding using a pattern 

coding method was employed to discover relationships between codes (Saldana, 

2012). Several pattern codes emerged as patterns of experience were then explored 

based on the dominant themes.  

Patterns of Experience 

During phase three of data analysis the students’ worldview, cultural, social, 

and professional emic beliefs were examined for recurring patterns of similar or 

different meanings.  The data showed that the students’ emic beliefs and worldview 

changed over the course of the study, and the interpretation of these changes provide 

meaningful insight into the lived experience of the participants (Leininger, 2006c). 

Three major themes, along with seven sub-themes, emerged from the data during 

phase three:  
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1. Experience of Care or Caring: (a) giving compassionate care, (b) providing 

comfort care, and (c) providing end-of-life care.  

2. Experience of Community: (a) Interprofessional Relationships, and (b) Esprit 

de corps.  

3. Experience of Transformation: (a) getting by with what you have, (b) 

appreciation for cultural differences, (c) using nursing knowledge, and (d) 

learning to communicate.  

Theme One: Experience of Care or Caring   

The content analysis revealed that the domains of professional nursing care, 

human care, folk care, and professional care, were found to have common 

characteristics that involved the students’ care beliefs, values, and nursing practices.  

All of the key informants reported experiencing dissonance and frustration with 

healthcare practices during the hospital rotation.  However, the data also showed that 

their worldview changed over time.  Three sub-themes that emerged from exploring 

the students’ experiences of care or caring were (a) giving compassionate care, (b) 

providing comfort care, and (c) providing end-of-life care.  

Sub-theme one: Giving compassionate care.  Early in the experience, key 

informants struggled with the delivery of care by the hospital staff.  One key informant 

reported feeling “angry” during her first encounter in a clinical situation in which the 

patient experienced a difficult labor and delivery.  The student felt that the patient’s 

sister, who was also a midwife, was “rough” with the patient.  C.R. recalled that the 

midwife used delivery practices that she was unfamiliar with: extreme fundal pressure 

to assist in the delivery of the fetus, and manual placental extraction to assist in the 
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delivery of the placenta.  According to C.R., the sister was aggressive toward the 

patient, often yelling at her during labor and delivery.  C.R. concluded her account of 

the evening’s events with “I think they need to learn a little compassion.” 

Students consistently reported throughout the experience, and in the months 

following, that it was important for them to show compassion to the patients, 

especially during those times when communication with the patients was difficult.  

The students’ inability to converse with the patients in French was a significant factor 

in providing care.  For example, D.O. shared a conversation that she had with a 

laboring mom who did not speak English:  “I said to her: ‘I can’t speak to you but I 

can feel for you.  I will still care for you. . . .  I have love for you.’  Honest, she 

seemed so happy when I sat there and I rubbed her back.”  Similarly, P.B. stated: 

being compassionate was a huge factor, like the instance with the language 

barrier and there was a postpartum mother.  I think she had a C-section and she 

was just crying, and even though I couldn’t communicate. . .  I was holding her 

hand and just kind of like you know, using therapeutic touch I guess. 

The students also expressed that it was important to provide compassionate care 

despite the nursing practices at the hospital.   

For example, C.R. noted that:  

I feel like we were taught compassion, and that’s how we were taught to care 

for every patient.  So it’s funny when you would go in and you’d see all of us 

holding our [babies] hands and like rubbing our [babies] heads, and they [the 

staff] kind of look at us like we are nuts. 
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When questioned whether they returned the babies to their bassinets once they saw 

how the nursing staff reacted to them, the student said: “No.”  

Sub-theme two: Providing comfort care.  Most of the students expressed 

disparate views on how nurses should care for their patients, and how in their 

professional opinion, the nursing staff did not provide the same level of “comfort” for 

the patients that the students were accustomed.  This was most evident in two patient 

areas of the hospital: maternity and the special care nursery.  The following account 

from B.N. demonstrates the level of frustration she experienced in labor and delivery:  

Yesterday, when I was in the postpartum area, I was really upset . . . she [the 

patient] was in a lot of pain.  I was holding her hand and was rubbing her 

head…she was clearly upset and nobody else was really paying attention.  

They did give her pain med eventually, but it was not very timely.  

Similarly, all of the students described patterns of incongruity and “shock” 

with the lack of comforting measures provided to the babies in the special care 

nursery.  During the experience, the students cared for (a) premature infants, (b) 

infants with congenital disorders, and (c) infants with malaria.  There were from seven 

to nine babies in the special care nursery at any given time.  Two nurses staffed the 

unit: a charge nurse and a staff nurse.  Several Senegalese nursing students would 

arrive in the morning to carry out procedures at the direction of the charge nurse and 

staff nurse, such as instillation of eye prophylaxis and umbilical cord care.  The 

Senegalese nursing students would then leave the unit once the tasks were completed, 

and returned later in the day to attend rounds with the physician and medical students.  



71 
 

The students felt that there was little human contact with the infants.  C.R. 

described the nursing care at the hospital in this way: “I provide the care.  I don’t even 

talk to my patient half the time.  It’s very detached.”  Another common argument was 

that the nurses do not hold the babies for the sake of providing human contact and 

comfort.  This however did not deter the students from providing what they believed 

to be comforting measures.  As P.B. described, “. . . we spoiled that baby that was 

crying…they don’t pick the baby up when the baby is crying.  We do.”  

However, while the students expressed conflicting views with the healthcare practices 

at the hospital, they could appreciate how difficult it was to provide care with so few 

resources.   

Although the students clashed at times with nursing care practices, none of the 

students regretted the experience, and all said that they “want to come back,” as this 

experience has changed them both personally and professionally.  As D.O. reflected 

during her debriefing interview, “This has changed me. . . .  I do find myself caring 

even more…even [for] people I don’t know.”  Similarly, B.N. noted that: 

it was very eye opening, and especially for me, I’ve never even been out of the 

United States as I mentioned before, and to just, you know, open my eyes to 

something so drastically different from the way we live and practice healthcare 

over here. 

Sub-theme three: Providing end-of-life care.  The team witnessed several 

deaths over the three-day rotation at the hospital: two infants and one child.  All three 

deaths were related to conditions that could easily have been treated, or cured, in the 

United States.  For example, one infant died from complications associated with an 
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untreated bowel obstruction.  The other infant died from an untreated esophageal 

atresia, a congenital defect where the esophagus does not develop properly.  In both 

cases, the students were acutely aware that treatment was only available at the larger 

medical center in Dakar.  Unfortunately, these infants died because of the family’s 

inability to pay for transportation to the medical center, or the medical expenses 

required once there.   

The other death was a child brought into the emergency room by his parents 

for symptoms associated with rabies.  During the discussion with the child’s father, it 

was determined that he had been bitten by a dog two weeks prior and was 

subsequently brought to the hospital for abnormal behavior and hallucinations.  Sadly, 

the boy died within several hours of arriving at the hospital.  The students struggled 

with knowing that if this had happened in the U.S., because of public education, 

treatment would have begun at the time of the dog bite thus preventing death from 

rabies. 

Meanwhile, there was a young boy in the pediatric ward, about the age of four, 

who had ingested a household cleanser.  He had severe chemical burns to his lips, 

mouth, and according to the staff nurse, the digestive tract as well.  Due to limited 

resources, all that the hospital was able to do was to treat him with topical applications 

of methylene blue to the burns.  The nurse informed the students that his prognosis 

was poor, as the family could not afford to bring him to Dakar for treatment.  The 

students expressed frustration over the fact that in all three infant death cases, the 

conditions were treatable, and several considered pooling their funds to pay for 
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transporting the child with the chemical burns to Dakar for treatment.  As C.R. 

recalled: 

Even some of the girls were . . . going to give them money so they can send 

[the child] to Dakar.  But that’s not going to help them, because then how are 

they supposed to get back, and how are they going to pay for the care once he’s 

there? 

Students also disclosed distressing views on the depersonalized way in which the 

hospital physicians and nurses cared for the infants before and after they died.  As P.B. 

shared: “. . . not that the baby died, and obviously that did make me upset, but it was 

just the way that the whole situation was handled”.  Most striking to the students was 

the lack of family inclusion during the last few moments of life.  For example, D.O. 

noted during the debriefing interview that “maybe they could have let the mom come 

in and hold it [the baby] until it was ready to go.  They were also surprised to find the 

infants shrouded in a cloth immediately after death without the family first offered to 

view or hold the body.  

Theme Two: Experience of Transformation   

All of the students acknowledged that they “didn’t know what to expect” from 

the experience.  However, all expressed openness to new experiences.  As D.O. 

shared, “It would be either a good experience we’d talk about for the rest of our lives, 

or it could be a bad experience that we’d talk about for the rest of our lives.”  The 

same student wrote in her journal that “many thoughts are running through your head: 

scared, excited, and nervous.  Pure adreneline [sic] is what it is.  It’s a new opportunity 

and stage in my life, we just have to see what’s behind the door, and where it will 
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bring us.”  Regardless of what the experience would bring, F.N. and D. O. stressed 

that it was important for them to keep an open mind to a different culture’s beliefs and 

traditions.  

Sub-theme one: Getting by with what you have.  All of the students at one 

time or another during the experience compared the differences in the nursing care in 

Senegal versus the United States.  Many of the medical interventions employed at the 

hospital were obsolete by American standards.  As C.R. noted, “I’ve been trying to 

figure out if it’s their culture that makes it different or they’re just old school.”  

Several of the key informants described the nursing care in Senegal as “different.”  

M.R. recounted a conversation she had with the medical staff in the emergency room 

over a patient with pulmonary edema:  

and then we asked them “do you give morphine for the shortness of breath 

because I think he has pulmonary edema,” that's the x-ray we were looking at 

[pointing to a picture on her cell phone].  And the student grabbed me, “Come 

here, tell the doctor.” . . . So she runs me over and I’m trying to explain to him 

in very very broken French and she’s [Doctor] like, “No, that’s for pain.”  I 

said, "Well, in the US.” . . . “We give it to help with breathing.” . . .  He says, 

“No No No, in Senegal, only for pain.”  They said there is a step-wise 

approach to following things and that’s the top [pain] because morphine is so 

scarce.  

Still others expressed extreme frustration over not having basic equipment. For 

instance, V.H. was frustrated that the nurses did not have a stethoscope when 

performing a newborn assessment: she had left hers back at the Auberge and was 
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unable to listen to the baby’s heart rate.  Several days later during an interview with 

the same individual, she reflected back on that day:  “…if I really want to know that 

babies heart rate I could have put my hands on his chest and felt it.  What was I 

thinking”?  Similarly, D.O. recalled:  

in post-partum care he was percussing the abdomen to see. . . if they [the 

patient] had built up blood.  He was percussing and tapping and I understood 

why.  I could hear the different pitches and you probably have no idea what 

you’re listening for unless you had already had that [health assessment course].  

I thought that was kind of cool, because here [United States] we don’t do that.  

I didn’t see it during my whole OB [obstetrical] rotation.  So it was kind of 

interesting to see because we would probably most likely do an ultrasound if 

we suspected that. 

The students also learned to be resourceful with supplies and to “get by” with 

what they had on hand: nothing went to waste.  V.H. noticed that the nurses would 

save the paper liners from the sterile glove kits and use them for various procedures: 

(a) sterile field for surgical instruments, (b) sterile field for catheterization procedures, 

or (c) as liners for the infant scale.  Other students recalled how the nurses used the 

disposable gloves as tourniquets when they were starting an I.V.  Several of the 

graduate students added that they had used similar practices back home, citing that 

there were times when these items were not readily available on their units.  

Sub-theme two: Appreciation for cultural differences.  Initially, students 

were critical of unfamiliar practices used by the doctors and nurses in the delivery of 

patient care.  However, over time, the participants began to express an appreciation for 
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the differences in the delivery of health care in Senegal.  For example, the respect for 

the doctors’ and nurses’ ability to conduct a comprehensive physical assessment, and 

then to form a diagnosis without the use of modern equipment was highlighted by 

J.W.:  

It’s much better than what I had imagined.  I’m amazed by how much they are 

able to do with [the] little they have.  They don’t have a lot to rely on and they 

are amazing.  I’m like so jealous of their physical assessment.  They Rock!  

Furthermore, student comments demonstrated an awareness and appreciation for the 

differences in the healthcare system in Senegal.  For example, P.B. commented: “They 

provide amazing care in different aspects . . .  because they save lives here with stuff 

that we wouldn’t have saved lives with [in the U.S.]”.  Similarly, B.N. noted “. . . 

that’s the way they have done it and…has [sic] always done it. . . .  Here they would 

probably think that we were doing things wrong.”  

Students also struggled to understand the differences they perceived in regards 

to end-of-life care practices.  The students took issue with how the nursing staff cared 

for the babies after they died.  Once the babies passed, the nurse would wrap the infant 

in a cloth and place him on an empty crib at the other end of the nursery.  A slip of 

paper with the infant’s information was then placed on top of the wrapped body.  The 

students also noticed that it was not customary to have the parents come in to view or 

hold the baby.  As P.B. noted, “If this had happened at ‘home’ the parents would have 

been brought in to see the baby.”  The infant’s body would then have been brought 

down to the morgue, and not “set aside” in the nursery.  P.B. continued: “. . . in my 
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mom’s work, they give them a bath.  You do the postmortem care and then my mom 

would bring the baby down to the morgue.”  

 However, the students strived to put into perspective the nurses’ response to 

the babies’ deaths.  As D.O. reported, “it must be difficult to practice under less than 

ideal conditions.”  

C.R. responded:  

Like that baby who died and nobody would even come into the room.  That 

was just horrifying to me.  But they see it so much that they have to put up a 

wall, kind of, and that’s why they don’t show their patients compassion.   

Similarly, F.N. remarked:  

I’m so mad that they didn’t even care about that baby.  I was so angry about it.  

But just being able to…step back and realized okay they couldn’t do anything 

about it.  They’re accepting it.  I’m sure they’re mourning, but their way of life 

is to show it as okay.  It’s okay then, "they’re going up,” that’s what one of the 

nurses said. 

Sub-theme three: Using nursing knowledge.  All of the students reported the 

experience changed them in some way: whether personally, professionally, or both.  

Several of the students expressed that the experience helped them to be a “better 

nurse.”  D.O. started looking into working with the homeless when she returned from 

the trip stating: “I want to give back to our community because I gave to their 

community.”  Still others share that the experience changed how they view caring for 

someone from another culture.  For example, P.B. noted:  
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I remember in school being so nervous if I were to get a patient that couldn’t 

speak the same language, or was of a certain religious background…I was 

worried that I wasn’t competent enough to do that and I wouldn’t know how to 

handle it.  But now, I could see myself offering to take on a patient of a 

different culture.  

Several of the general informants articulated the transformation in different ways.  

According to V.H.: 

 it was an experience I will never forget. . . today it hit me, today I was sitting 

alone with this young woman, and she had her head on my shoulder and I have 

my arms around her rocking back and forth, but this is it; this is what it’s all 

about.  It brought tears to my eyes, and I don't cry easily.”   

Another general informant exclaimed that “they [the students] have learned a lot; they 

learned a lot this week about themselves too.”  Several students reflected on how this 

experience changed their nursing practice.  For example, M.L. explained:  

Well I mean before, everything was kind of list oriented.  I know that’s like a 

beginner thing, to just kind of check stuff off a list, and now I’m . . .  truthfully 

asking, and I want to know why you’re here.  “How are you doing?”  Where 

before it was just casual conversation.  “How are you feeling today?”  And 

now, I’m. . .  kind of further exploring why.  Is it because they’re depressed?  

Is it because they haven’t eaten a good meal?  Is it because their family is 

halfway across the country?  Kind of trying to see the person as a whole, rather 

than just as a patient: she has pneumonia, she needs her medicine. . . .  I still do 

things off a list but … 
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B.N. described a similar pattern: “. . .it was connecting with the patients on a whole 

other level, and reminding yourself of what’s. . . truly important.  I mean it’s all about 

patient centered care, and they’re the focus.”  

Sub-theme four: Learning to communicate.  Communicating with the 

patients and staff at the hospital was a major obstacle for the students to overcome.  

The staff at the hospital continually apologized for not knowing English and the 

nursing team in response would apologize for not knowing French.  All of the 

participants noted that not being able to articulate or carry on a conversation in French 

was problematic.  Several of the participants had a French-English translator 

application (app.) on their cell phones that provided some assistance with 

communication.  Students knew few words in French beyond bonjour, au revoir, or 

merci, and the cell phone app. allowed them to learn new words and phrases.  

Additionally, the participants received help from the hospital staff and the sisters in 

learning key words and phrases needed for communicating with the patients.  

While the students understood that not being able to converse in French was an 

issue, students believed that this experience would help them provide better care to 

non-English speaking patients in the future.  As M.L. stated: 

Before, if they [the patient] didn’t speak [English] I would kind of avoid 

[them] as much as I could.  I know that sounds so bad, but when you were 

young like I was, and afraid… How am I supposed to communicate with 

somebody who doesn’t speak [English], I don’t know how to pick up this 

phone and use this thing, so I just kind of mumbled under my breath and like 

showed…my stethoscope.  Now I feel like I’ll try and do everything just to 
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figure out what they had to say: and sometimes really, they just want to talk, 

and sometimes they have something really important to tell you.  

Additionally, during the debriefing interview, M.L. explained how she has since cared 

for several patients in the hospital from different cultures and how her experience 

helped her relate to them.  For example, she talked about a patient who was from 

Guinea Bissau, a country on the southern border of Senegal.  According to M.L., the 

patient had been very quiet and had not “talked to anybody” during most of her 

hospital stay.  M.L. recognized her accent and began a conversation about her clinical 

immersion experience.  Later on that day, the husband went looking for M.L. to tell 

her how happy the patient was to talk to someone who had been to West Africa.  

Theme Three: Experience of Community  

The students developed a rapport with the sisters and Senegalese people from 

the beginning that developed over the course of the experience that they described as a 

“friendship” and a sense of “belonging.”  The immersion experience began on day two 

with the arrival of the team in Dakar, Senegal.  Immediately the students connected 

with the children at the convent school.  Several of the students taught an English 

lesson to a fourth grade class, while others played with the children in the courtyard.  

As D.O. wrote in her journal, “After lunch we worked and played with the kids.  They 

all love you so much and just smile.  They touch your heart so very much, cuddle, hug, 

[and] blow kisses.  Today alone was worth it.”   

Sub-theme one:  Interprofessional relationships.  Although the participants 

consistently reported disparate views in the delivery of health care, they described 

feeling welcomed by the physicians and nurses at the hospital.  For example, the 
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students working in the emergency room were invited to participate in grand rounds 

by the director of the emergency room.  There they became active participants in 

discussing patients’ medical problems and treatments.  Additionally, students cared for 

laboring mothers, and several students observed Cesarean section births in the 

operating room.  The students assigned to pediatrics were able to assist the nurses in 

giving the infants their morning bath and administer their routine treatments.  The 

students expressed surprise at the amount of freedom they had in moving about the 

different departments in the hospital.  

On the last day at the hospital, the team of students and faculty met with the 

Director of Pediatrics who expressed his appreciation for the help the students 

provided.  He invited the team to return, but pointed out that the students needed a 

longer experience so that they “can see the patients go from being gravely ill and 

watch their progress until they are better.”  As M.L. recalled from that same meeting, 

“the medical director that we spoke to seems so grateful that we were there and he was 

so interested in teaching.”  However, the medical director did point out that the 

experience could have been better if the team were able to speak French to the level 

that they could contribute during medical rounds.  Finally, the team visited each 

department to thank the doctors and nurses for their kindness in allowing the students 

to work with them.  The recurring themes from the staff were “come back soon,” “stay 

longer.” and “learn to speak French.”  

Sub-theme two: Esprit de corps.  “Esprit de corps,” a French term that 

describes “the common spirit existing in the members of a group” (Merriam-Webster's 

online dictionary, 2014), was a phrase used by one of the community members to 
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describe the relationship between his people and the “Americans.”  Similarly, the local 

butcher, who also came to the Auberge every evening to speak to the students, 

summed it up in this way:  “You are good people; you do good for not only us, but 

good for you.”  As D.O. noted, the experience helped her with “Understanding people 

in a different environment.  Just like not medically, but just being able to connect 

better, makes us better.”  All of the students equally reported feeling welcomed by the 

people of Senegal.  F.N. recalled, “They were always smiling back at us and I think 

that within a couple of days, I felt so loved by everybody.  Every time you walked 

somewhere, they were smiling, saying ‘Bonjour’.  ”  

There were, however, a few instances when the students were uneasy with 

their surroundings.  The first incident occurred on the first night in Ziguinchor when 

groups of four students were dropped off at the wrong Auberge.  It was an intense 

evening as the team, along with the sisters and the innkeeper, attempted to determine 

their whereabouts.  D.O., one of the students in the taxi, recalls the incident:  “all I 

could think of when I got out of that taxi was Taken [the movie], and I was like, “This 

isn’t happening to us . . .  stupid American movies.”  Fortunately, the people in the 

community assisted them and found a sister from another order of nuns that helped 

them return to the sisters’ residence.  The other incident involved the team going to a 

local bus station to hire a driver to bring everyone to Binona, a village 30 kilometers 

away.  This researcher remembered it as a “hellish place” with wall-to-wall scammers.  

Fortunately, everyone arrived safely to the small village and visited with a local 

ophthalmologist.  It was there that D.O. presented the physician with over 50 pairs of 

eyeglasses donated from her local Rotary Club.  



83 
 

Most of the students reported that they felt a sense of belonging, and as F.N. 

stated on the last day in Dakar, “I belong here.”  Several of the students exchanged 

email addresses with the innkeepers, and have since been in contact with them 

following the experience.  It was important to the students that their families and 

friends at home had a positive image of the people in Senegal, and some expressed 

frustration with how some people “back home” created a negative image of the 

country and its people.  For example, P.B. recalled: 

a lot of people were very interested in seeing the pictures of the poverty.  

Which was kind of hard…I tried to take pictures of the nice places too because 

everybody has this image of Africa from what you see on TV: from those 

commercials with the horrible songs. 

F.N. also recalled the struggle she had trying to explain to everyone back home about 

the incident that occurred on the last day of the trip when her cell phone was stolen:  

…people ask me, “Oh my gosh, you got pick pocketed?”  I’m like, I didn’t 

even care.  At the moment in time I did, but now thinking of it, that’s like the 

littlest thing about the trip that doesn’t bother me at all.  Like I don’t look back 

on it and dwell like “Oh my gosh.  I wish I did this or,” . . . I just don’t care. 

She recalls how upset she was at the time it was stolen: not so much that it was 

stolen, but more that she was upset over losing her cell phone while “these people 

don’t even know what an iPhone is.”  She went on to say that the person who took her 

phone probably needed the money to buy food for his family.  When hearing F.N. 

recount of the story about her phone, D.O. recites something that one of the sisters 

said: “Don’t speak for tomorrow, speak of today, here and now.” 
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Summary 

The purpose of this study was to discover and analyze the values, beliefs, and 

practices of newly licensed registered nurses enrolled in a RN-BS completion program 

participating in a cultural and clinical immersion experience in Senegal, West Africa.  

This chapter presented the process of data collection, method of inquiry, as well as the 

findings and themes.  Three major themes, along with seven sub-themes, emerged:  

1. Experience of Care or Caring: (a) giving compassionate care, (b) providing 

comfort care, and (c) providing end-of-life care.  

2. Experience of Community: (a) Interprofessional Relationships, and (b) Esprit 

de corps.  

3. Experience of Transformation: (a) getting by with what you have, (b) 

appreciation for cultural differences, (c) using nursing knowledge, and (d) 

learning to communicate.  

The data demonstrates that the students’ worldview on values, beliefs, and 

practices both personally and professionally changed over the course of the study.  

The evidence shows that the modes of culture care influenced the care and caring 

values, beliefs, and practices of the RN-BS students through affirmation of current 

practice, appreciation for cultural differences, and transformation of knowledge.  

Moreover, an immersion experience in an international setting provided the 

participants with an opportunity to “experience” nursing in a different environment.  

 It was important for the students to articulate that while they did not 

necessarily agree with or condone certain care or caring practices of the physicians 

and nurses at Ziguinchor Regional Hospital, they could appreciate “their way” of life 
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and how they provided care.  Chapter Five continues the discussion with interpretation 

of the findings and analysis of the themes presented in Chapter 4.  Additionally, 

implications of the limitations on present and future research will be examined.   
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Chapter Five: Discussion, Conclusions, and Recommendations 

The aim of this study was to explore and understand the lived experiences of 

newly licensed registered nurses enrolled in a RN-BS completion program who 

participated in a cultural and clinical immersion experience in Senegal, West Africa.  

This chapter relates the data gleaned from multiple sources to begin to answer the 

research questions.  A summary of the study is followed by a summation of the results.  

The remainder of the chapter includes a discussion of the findings, the limitations of 

the study, and recommendations for future research.   

Summary of the Study  

Nursing education has a responsibility to prepare nursing students to practice 

in a 21st century healthcare system that provides care for diverse populations.  

National and international professional nursing organizations urge nursing education 

programs to integrate culture and diversity education into the nursing curricula in 

order to prepare nurses to care for patients and families from diverse backgrounds 

(American Association of Colleges of Nursing, 2008a; International Council of 

Nurses, 2009; National League for Nursing, 2009).  Additionally, the Accreditation 

Commission for Education in Nursing (ACEN) recommends that nursing curricula 

include regional, national, or global experiences.  Furthermore, the American 

Association of Colleges of Nursing (2009) recommends that nursing education 

provide students with international experiences through study abroad programs.  

While many colleges and universities provide opportunities for students to take 

credit-bearing courses outside of the United States, few participate in providing 
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clinical immersion experiences.  The Division of Nursing (DON) and the Office of 

Global Engagement (OGE) of Rivier University recognized the value of an immersion 

experience and developed a partnership and clinical affiliation with several healthcare 

agencies in Senegal, West Africa.  Hence, the cultural and clinical immersion 

experience in Senegal, West Africa is a global initiative designed to augment the 

nursing curricula by providing RN-BS nursing students an opportunity to provide care 

for, and learn from, individuals from another culture while enhancing their 

understanding of global health and diversity.  In December of 2013, the first cohort of 

six RN-BS nursing students traveled to Senegal to participate in a cultural and clinical 

immersion experience.  

An adaptation of Leininger’s ethnonursing qualitative research method was 

chosen to discover the values, beliefs, and practices of the students while they 

provided care for and interacted with the people of Senegal (Leininger, 1997a).  The 

ethnonursing qualitative research method was designed by Madeleine Leininger to 

correspond with her Theory of Culture Care Diversity and Universality aimed at 

guiding nursing research in transcultural nursing and the study of culture care 

(Leininger, 2006a). Transcultural nursing is defined as a “formal area of study, 

research, and practice, focused on culturally based care beliefs, values, and practices 

to help cultures or subcultures maintain or gain their health (well-being) and face 

disabilities or death in culturally congruent and beneficial caring ways” (Leininger, 

1999, p. 9).    

The four research questions were based on the following goals aimed to 

discover and describe the:   
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 values, beliefs, and practices of RN-BS nursing students; 

 influences of worldview, culture and social structure, language, and 

ethnonursing on the students’ values, beliefs, and practices; 

 influences of the physical environment on the students’ values, beliefs, and 

practices; and  

 the ways in which the three modes of culture care preservation or maintenance, 

accommodation or negotiation, or repatterning or restructuring influenced care 

values, beliefs, and practices of the students.  

Summary of the Results 

The clinical immersion experience took place at Ziguinchor Regional Hospital 

in the southern region of Senegal, West Africa.  Meanwhile, a local Auberge (Inn) 

provided the opportunity for the participants to live among and engage socially with 

the people within the community.  Data collection occurred over the 12-day 

experience in Senegal and for three months following the experience.  Data consisted 

of (a) direct observations by the researcher, (b) audio-recordings of focus group 

debriefings with key and general informants, (c) audio-recordings of interviews with 

general informants, (d) photographs, (e) video recordings, (f) mementos, (g) gifts, (h) 

email correspondences, and (i) audio-recordings of debriefing interviews with the 

students.  Data collection and analysis utilized Leininger’s Phases of Ethnonursing 

Data Analysis Guide to facilitate the research process (2006c).  

Discussion of the Results  

Three overlapping and interconnected patterns emerged from the data, (a) 

experience of care or caring, (b) experience of community, and (c) experience of 
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transformation.  As the discussion of the results will show, the three major themes and 

their subthemes influence and affect each other.  Furthermore, the discussion will 

relate each theme and subtheme in regards to the research questions and goals.  

Values, Beliefs, and Practices of RN-BS Nursing Students 

According to Leininger (2002b), nursing is a distinct culture that has “learned 

and transmitted lifeways, values, symbols, patterns, and normative practices” (p. 183) 

that are different from other healthcare professional cultures.  However, while part of 

the same mainstream culture of nursing, the differences in the values, beliefs, and 

practices of the RN-BS nursing students from those of the nurses at Ziguinchor 

Regional Hospital are attributed to a subculture of nursing (Leininger, 2002b). These 

students belong to a unique subculture of nurses known as the novice nurse.  The 

beginner, or novice nurse, relies heavily on what has been taught and is rigid in terms 

of following the rules (Benner, 1984). Additionally, the novice nurse gains experience 

through the acquisition of knowledge, attitude, and skill (KAS).  Moreover, the RN-

BS students depend on the experiences they received through their nursing education 

in the United States to guide their clinical decisions.  This researcher posits that the 

experiences of the RN-BS nursing students in Senegal assisted in their progression 

from novice nurse to the next stage of experience, advanced beginner (Benner, 1984; 

Kolb & Kolb, 2009).   

This is evident in the students’ responses during the follow up debriefing 

interviews where most of the students reported they held steadfast to the idea that the 

nurses in Senegal needed to “learn compassion.”  However, they developed a level of 

respect for the differences between the two cultures.  The theme of giving 
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compassionate care is deeply rooted in the students’ educational program.  The 

nursing curriculum at Rivier University incorporates compassion as a functional and 

ethical manifestation of caring.  Students are taught that compassion is the “ability to 

understand and share in people’s experiences, and to exhibit a sensitivity and 

responsiveness to others” (Division of Nursing, 2013b, p. 3).  Therefore, the RN-BS 

students believed that the Senegalese nurses did not exhibit sensitivity to their patients 

in the way that the students were accustomed.  As novice nurses, the students 

struggled with knowing that nurses have a responsibility to provide compassionate 

care, however, they worked to understand how the nurses expressed caring.  Initially, 

the students exhibited signs of cultural stress when faced with a nursing practice that 

was different from their values and beliefs.  For example, the students used the words 

“angry” and “shock” to describe their reaction to the differing practices of the 

Senegalese nurses.  Yet, as emerging advanced beginners, the students began to 

demonstrate an awareness and sensitivity with respect toward the differences in the 

nursing cultures.  

Next, the students focused on providing comfort care, another concept 

integrated throughout the nursing curriculum.  The RN-BS nursing students, as 

beginning practitioners of care, are expected to: “utilize therapeutic communication 

skills to promote positive outcomes and establish trusting relationships” (Division of 

Nursing, 2013b, p. 4). Students described noncaring actions demonstrated by their 

Senegalese nursing peers in relation to pain management.  For example, students 

perceived that laboring mothers did not receive sufficient comfort measures, both non-

pharmacological and pharmacological, to help manage their pain.  The students felt 
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compelled to provide non-pharmacological comfort care measures to the laboring 

mothers through (a) massage, (b) hand holding, (c) being present, (d) coaching, and (e) 

encouragement.  Leininger (2002c) urges caution, since efforts such as these could be 

perceived as a cultural imposition by their Senegalese nursing peers. The theorist 

posits that “cultural imposition remains a major serious and largely unrecognized 

problem in nursing as a result of cultural ignorance, blindness, ethnocentric 

tendencies, biases, racism, and other factors” (Leininger, 2002c, p. 51). One could 

argue, however, that the differences were due in large part to the cultural and linguistic 

barrier.  The students’ based their “perceived” quality of care on non-verbal 

communication with the patients.  They did not see the nurses holding the patient’s 

hands or rubbing their back.  Therefore, believed the nurses were not providing 

comfort.  The fact that the students did not speak French fluently and only learned a 

few words in Wolof influenced their worldview on the nurses’ culture care values, 

beliefs, and practices (Leininger, 2006c).  While students did not speak fluent French 

or Wolof, they did learn a few rudimentary words and phrases to communicate with 

the patients.   

The theme providing end-of-life care is consistent with compassion.  Early 

student feedback revealed a critical view of noncaring actions demonstrated by the 

nurses and doctors toward the dying infants in the special care nursery.  They believed 

that the families of the infants “should have been allowed” to come into the nursery, 

and be present at the time of death, or at the very least, allowed to see or hold the 

infant’s body.  As such, the students struggled with the cultural and social structure of 
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the hospital environment.  However, the students reported that they learned to develop 

an open mind to a different culture’s value and belief system.   

Influences of Worldview, Culture and Social Structure, Language, and 

Ethnohistory on Values and Beliefs 

As discussed previously, newly licensed registered nurses (novice) belong to a 

subculture of nurses, and as such, possess unique values that heavily influence how 

they believe nurses should provide care (worldview).  The ways in which the nursing 

students were educated (ethnohistory) also affect their worldview on the culture of 

nursing.  Leininger asserts that self-awareness of one’s own culture is critical in 

guiding nursing behavior.  Without it, nurses are at risk for experiencing culture 

shock.  Several accounts by the students illustrate the “conflicts, frustrations, and 

imposition practices” (Leininger, 2006d, p. 283) associated with culture shock. For 

example, students describe their “shock” with the diversity in “compassion” care.  Yet, 

the students eventually began to respect the differences between the nursing cultures.  

Moreover, the students’ inability to communicate effectively with the patients, 

nurses, or other healthcare providers influenced their worldview on culture care 

values, beliefs, and practices (Leininger, 2006c). All of the students report English as 

their primary language, and none of the students knew “how to speak French” fluently, 

nor did they have a working knowledge of the language.  As part of the pre-departure 

preparation, the students had access to Transparent Language, the self-study software 

program.  However, the students reported that either they did not have enough time to 

utilize the program, or felt that the program was inadequate in helping them learn 

French.  
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Finally, following several weeks of reflection, students report that the 

experience changed their lives and made them a better nurse, and hoped that the 

nurses learned from them as much as they learned from the nurses.  The students were 

able to recognize the different culture care values and practices, and their descriptions 

demonstrate a transformation through transcultural adaptation and a process of 

personal growth that occurred over time.  Kolb (1984) describes this as a learning 

process “whereby knowledge is created through the transformation of experience. 

Knowledge results from the combination of grasping experience and transforming it” 

(p. 41).  

Influences of the Physical Environment on Values, Beliefs, and Practice 

Working at Ziguinchor Regional Hospital influenced the values, beliefs, and 

practices of the participants.  The recurring theme that had the greatest impact on the 

students’ experience was learning to communicate.  All of the key and general 

informants confirmed that the language barrier was a major issue.  The students were 

not fluent in French, nor did they have a working knowledge of the language, and as 

such, had a great deal of difficulty in communicating with the nurses, doctors, and 

patients at the hospital.  However, the students and hospital staff worked with each 

other to overcome the language barrier with the use of hand gestures and electronic 

French/English translators.  Moreover, the students’ inability to speak French became 

a point of casual conversation and impromptu French and English lessons between the 

students and people within the community.   

Second, not having the resources and equipment they were accustomed to 

using compelled the students to learn to negotiate the hospital environment in an effort 
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to interact with the healthcare providers and patients.  Their experience taught them to 

practice nursing under less than ideal conditions.  The theme getting by with what you 

have became evident when the participants reported learning alternatives to patient 

care.  As the data showed, the participants were able to obtain an infant’s heart rate 

without the use of a stethoscope, used basic “low tech” physical assessment skills in 

place of relying on “high tech” equipment, and learned how to rethink the usefulness 

of sterile supplies instead of discarding them.  

The students’ appreciation for cultural differences illustrates growth toward 

developing cultural competence (Campinha-Bacote, 2002; Jeffreys, 2010).  Initially, 

the students maintained harsh criticism toward the nurses for their lack of compassion 

shown to the patients.  However, as time passed, the students worked to understand 

their actions from the nurses’ perspective.  Additionally, the students felt welcomed 

into the community of doctors and nurses, despite the fact that they were strangers 

working in a strange place.  The interprofessional relationships between the students 

and hospital staff  was evident, as the students expressed their gratitude for the doctors 

and nurses who took the time to discuss patient’s medical cases, or show them how to 

perform various tests and interventions.  The students also felt complimented when the 

hospital staff would ask them questions about how they provide care in the United 

States   

Interestingly, the students did not have the same difficulty adapting to living 

and interacting with people in the community.  One possible reason is that the students 

did not have a pre-conceived opinion of the people of Senegal.  They all reported that 

they did not know what to expect from the experience, and as such, entered into the 
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experience with an open mind.  Their openness to live among and learn from the 

Senegalese community was characterized by the remark made by one of the members 

of the community: esprit de corps.  This researcher interprets this to mean that the 

students and the people of Senegal, as a group, have a common bond to “do good” for 

each other.   

Three Modes of Culture Care 

While initial student accounts of the experience revealed criticisms toward 

what they viewed as noncaring actions by the doctors and nurses at the hospital, they 

did share that their worldview broadened over time.  The evidence shows that the 

modes of culture care influenced the care and caring values, beliefs, and practices of 

the RN-BS students through affirmation of current practice, appreciation for cultural 

differences, and transformation of knowledge.  They came to appreciate the 

differences between the American nursing culture and the Senegalese nursing culture, 

and used the experience to (a) maintain some of their values, beliefs, and practices, (b) 

learn to adapt to a different nursing environment, and (c) transform personally and 

professionally.  

Preservation or maintenance.  All of the students maintained that they 

respect the differences in nursing cultures (Senegal versus the United States), and the 

experience reaffirmed that it is essential for nurses to provide for the comfort of all 

patients and families, regardless of cultural background.  The experience also 

confirmed that the act of caring is universal.  

  Accommodation or negotiation.  Through the experience, the students 

learned to adapt their nursing care practices in order to provide the best care possible 
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for their patients.  For example, the students came to appreciate their physical 

assessment skills learned in the classroom and clinical laboratories.  The students 

needed to rely on their keen observational skills to make clinical decisions, as high 

tech equipment was not available at the hospital (Stegall, 2011). Moreover, they 

learned to provide quality care in less than favorable conditions.  

Repatterning or restructuring.  All of the students reported that the 

experience changed them in some way.  The majority of the students reported during 

the three months following the experience that they now view caring for someone 

from another culture differently.  They expressed empathy for patients who are 

different, i.e., different culture, different background, different language, or different 

country.  This is in contrast to the study by Foronda and Belknap (2012a) who 

reported that the participants in their study did not demonstrate a change in thinking 

based on a single immersion experience. One could argue that the authors’ findings 

were in contrast to this study and other research due to several limitations of their 

study: (a) use of one form of data (telephone interviews); (b) findings not validated 

with participants; (c) use of one general, non-exploratory interview question; and (d) 

purpose of the study not fully discussed with the participants.   

Instead, the RN-BS nursing students in this study confirmed that they gained 

knowledge and confidence in their nursing skills through the cultural and clinical 

experience.  Moreover, their accounts confirm that by the end of the experience they 

were less rigid in adhering to the textbook and began to use their discretionary 

judgment as situations warranted.  As a result, it was advantageous for the students to 
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experience dissonance as part of the process in the transition from novice nurse to 

advanced beginner (Benner, 2004; Kolb, 1984).  

Limitations 

There are several limitations to this study.  First, the purposive sampling 

technique used to select the participants decreased the generalization of the findings, 

as the study used a homogenous sampling.  The insight generated from this study has 

come from the perspective of a non-random sample of RN-BS nursing students whose 

personal investment in the experience may reflect a bias.  However, the advantage to 

using a non-probability sampling technique for this study is that the information 

focused on individuals that had a particular expertise or characteristic that was lacking 

in the literature: newly licensed RNs.   

The second limitation of this study is that the sample size was small.  

According to Leininger (2006a), a mini ethnonursing study has at least six key 

informants and 12 general informants, and is conducted over a six to eight month 

period. While this study did inquire into the lived experience of six registered nurses 

enrolled in an RN-BS completion program, the study was limited to five general 

informants.  However, several indigenous culture informants provided additional 

meaningful information.  A mentioned previously in Chapter 4, while not directly part 

of study, their contributions added to the richness of the students’ experience.   

The third limitation of this study is that only one case was studied, and the 

study of more cases at different locations might produce different results.  However, 

while limited in scope, it would have been a lost opportunity to explore the experience 

from the inaugural trip had this study not been carried out (Leininger, 1985).  
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Additionally, one could argue that this group had few preconceived ideas to the 

experience to obscure their expectations.  

Finally, the students’ inability to speak French may have influenced how the 

students and Senegalese interacted with each other.  It is possible that if the language 

barrier did not exist, the students could have had a different experience, and therefore, 

a different worldview on the culture (personally and professionally).  

Recommendations for Future Research 

This ethnonursing study allowed the investigator to explore the worldview of 

RN-BS nursing students participating in an international cultural and clinical 

immersion experience in relation to their values, beliefs, and practices.  Future 

research could involve either a mini ethnonursing study carried out over a longer 

period or a maxi ethnonursing study with a larger cohort of participants.  Additionally, 

further research to examine the theory of culture care in a new context, location, or 

culture will provide additional information into the experiences of nurses with varying 

degrees of nursing experience.  Finally, further research into the students’ perspective 

about the experience to evaluate the program will provide insight for future 

experiences.   

Conclusion  

This study explored the lived experiences of newly licensed registered nurses 

enrolled in a RN-BS completion program who participated in a cultural and clinical 

immersion experience in Senegal, West Africa.  An adaptation of Leininger’s 

ethnonursing qualitative research method guided the discovery of the values, beliefs, 

and practices of the six RN-BS nursing students while they provided care for, and 
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interacted with, the people of Senegal (Leininger, 1997a). Several ethnonursing 

enablers guided the study, including the Ethnodemographic Enabler, Stranger to 

Trusted Friend Enabler, Observation-Participation-Reflection Enabler, Sunrise 

Enabler, and Ethnonursing Qualitative Data Analysis Guide.  Multiple sources were 

used to collect data from key and general informants: (a) direct observations recorded 

in a field journal, (b) audio-recorded focus group debriefings with key and general 

informants, (c) audio-recorded individual interviews with general informants, (d) 

photographs, (e) video recordings, (f) purchased mementos, (g) gifts, and (h) email 

correspondences with the sisters in Senegal.   

Influencers on the worldview of newly licensed registered nurses enrolled in a 

RN-BS completion program participating in a cultural and clinical immersion 

experience in Senegal West Africa include language, formal education factors, the 

hospital environment, and the values, beliefs, and practices of the nursing culture 

(Leininger, 2006a). Certain assumptions about the students’ nursing practice were 

challenged: (a) giving compassionate care, (b) providing comfort care, and (c) 

providing end-of-life care.  The students’ initial feedback describing noncaring actions 

by the Senegalese nurses working at Ziguinchor Regional Hospital challenged the 

nursing students to step outside of their known cultural worldview as novice nurses 

and experience nursing from another perspective.  Based on Kolb’s (1984) theory of 

experiential learning, two dialectically related modes of grasping experience occurred: 

concrete experience (feeling), and abstract conceptualization (thinking).  Additionally, 

two modes of transformation of experience occurred through reflective observations 

(watching) and active experimentation (doing).   
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All participants reported learning about themselves as nurses, as well as 

learning about the Senegalese culture.  As a result, the students expanded their 

worldview on nursing to include the diverse perspective of nurses from another 

culture, and developed an appreciation for other nursing cultures.  In closing, this 

study adds to the body of knowledge supporting a global experience as a means to 

prepare new nurses to care for patients from diverse populations.
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Appendix A 

Rivier University Research Review Board (RRB) Approval  
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Appendix B 

Plymouth State University Internal Review Board (IRB) Approval  

Plymouth State University 

Institutional Review Board 

 

December 12, 2013  

Dear Kathleen J. Patenaude: 

 

On behalf of the Institutional Review Board (IRB) at Plymouth State University, your project 

entitled 

"Exploring the Lived Experience of Undergraduate Nursing Students Participating in an 

International Clinical Immersion Experience” emotions, attitudes, beliefs, and academic 

achievement” has been granted approval for one year effective December 12, 2013.  

 

If, during the course of you project you intend to make changes which may significantly affect 

the human subjects involved (particularly methodological changes), you must obtain IRB 

approval prior to implementing these changes.  Any unanticipated problems related to your 

use of human subjects must be promptly reported to the IRB.  The IRB may be contacted 

through Dr. David Mackey, Chair of the IRB.  This is required so that the IRB can update or 

revise protective measures for human subjects as may be necessary.   

 

You are expected to maintain as an essential part of your project records, any records 

pertaining to the use of humans as subjects in your research.  This includes any information or 

materials conveyed to and received from the subjects as well as any executed forms, data and 

analysis results.  If this is a funded project (federal, state, private, other organization), you 
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should be aware that these records are subject to inspection and review by authorized 

representatives of the University, State of New Hampshire, and/or the federal government. 

 

Please note that IRB approval cannot exceed one year.  If you expect your project to continue 

beyond this approval period, you must submit a request for continuance to the IRB for renewal 

of IRB approval.  IRB approval must be obtained and maintained for the entire term of your 

project or award. 

 

Please notify the IRB in writing when the project is completed.  We may ask that you provide 

information regarding your experiences with human subjects and with the IRB review process.  

Upon notification we will close our files pertaining to your project.  Any subsequent 

reactivation of the project will require a new IRB application. 

 

Please do not hesitate to contact the IRB if you have any questions or require assistance.  We 

will be happy to assist you in any way we can.  Thank you for your cooperation and efforts 

throughout this review process.  We wish you success in this endeavor. 

 

Sincerely, 

David Mackey 

David A. Mackey, Chair 

Institutional Review Board 

Plymouth State University 

damackey@plymouth.edu 
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Appendix C 

Consent Form: Key Informant  

 

STUDY TITLE:  Exploring the Lived Experience of Newly Licensed Registered 

      Nurses Enrolled in a RN-BS Completion Program Participating in a 

      Cultural and Clinical Immersion Experience in Senegal, West 

      Africa  

 

INVESTIGATOR’S NAME: Kathleen J. Patenaude, MS, RN, CNE 

 

INVESTIGATOR’S AFFILIATION: Doctoral of Education student at Plymouth State  

                                                                   University in Plymouth, New Hampshire  

 

PURPOSE OF THE STUDY 

The purpose of this research study is to explore the first-hand experience of Rivier 

University undergraduate nursing students participating in an international clinical 

immersion experience in Senegal, West Africa. 

I am being asked to be a participant in the study because I am a senior nursing student at 

Rivier University taking part in the experience.  

 

DESCRIPTION OF THE STUDY 

Data will be collected and recorded while caring for and interacting with the people of 

Senegal, West Africa.  Data collection will be in the form of observations, focus 
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group, and one-on-one interviews with the investigator.  Any interviews, either as part 

of a group or individual, will be audio recorded.  The investigator while in Senegal 

will conduct focus group interviews, and the investigator will conduct individual 

interviews after my return.  

I understand that any cultural artifact that I collect may add to the description and 

meaning of my experience.  Finally, public documents may be collected to provide 

additional information significant to the study.  Public documents may include 

newspaper clippings, thank you notes, and personal communications.  

The amount of time required for participation in the focus group and one-on-one 

interviews is estimated to take approximately one hour for each.   

There are no additional costs to participate in the study.  

 

RISKS AND DISCOMFORTS  

As a participant in this study, I may experience no greater risks than those ordinarily 

encountered in daily life.  

 

BENEFITS  

There may be no direct benefits of participating in this study; however, the knowledge 

received may be of value to me as I reflect on my experiences in Senegal, West Africa.  

I also understand that the results of the study will add to nursing’s body of knowledge. 

 

ALTERNATIVE PROCEDURES 

 The alternative is to not participate in the study. 
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CONFIDENTIALITY 

All documents and information pertaining to this research study will be kept confidential 

in accordance with all applicable federal, state, and local laws and regulations.  I 

understand that data generated by the study may be reviewed by Plymouth State 

University's Institutional Review Board, which is the committee responsible for ensuring 

my welfare and rights as a research participant, to assure proper conduct of the study and 

compliance with university regulations.  I will not be identified by name if any 

presentations or publications result from this research.  

 

The investigator will assign me a number and my name and number will be kept in the 

possession of the investigator, or in a separate locked file cabinet.  My name will be 

removed from all records.  The investigator and those people who are helping with the 

study will only see the information.  At the end of the study, all of the written and 

audio-recorded materials will be destroyed.  In this manner, information regarding my 

participation will be kept confidential.  

 

TERMINATION OF PARTICIPATION  

I may choose to withdraw from this study at any time and for any reason.  If I choose to 

drop out of the study, I will contact the investigator and my research records will be 

destroyed.  
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COMPENSATION 

I will not receive payment for being in this study.  Participation in this study is strictly 

voluntary, and there will be no cost to me for participating in this research. 

 

INJURY COMPENSATION 

Neither Plymouth State University nor any government or other agency funding this 

research project will provide special services, free care, or compensation for any injuries 

resulting from this research.  I understand that treatment for such injuries will be at my 

expense and/or paid through my medical plan. 

 

QUESTIONS  

All of my questions have been answered to my satisfaction and if I have further questions 

about this study, I may contact Kathleen J. Patenaude at 

kpatenaude1@mail.plymouth.edu.  If I have any questions about the rights of research 

participants, I may call the Chairperson of the Plymouth State University’s Institutional 

Review Board at 603-535-3193. 

 

VOLUNTARY CONSENT 

I am free to withdraw or refuse my consent, or to discontinue my participation in this 

study at any time without penalty or consequence.  

I voluntarily give my consent to participate in this research study.  I understand that I will 

be given a copy of this consent form. 
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Signatures: 

 

________________________ 

Participant’s Name (Print)     

     

 

________________________    ____________ 

Participant’s Signature     Date 

 

I, the undersigned, certify that to the best of my knowledge, the subject signing this 

consent form has had the study fully and carefully explained by me and have been given 

an opportunity to ask any questions regarding the nature, risks, and benefits of 

participation in this research study.  

 

Kathleen J. Patenaude  

Investigator’s Name (Print)    

      

________________________    _____________ 

Investigator’s Signature     Date 

 

Plymouth State University’s IRB has approved the solicitation of participants for the 

study until____.  
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Appendix D 

Consent Form: General Informant  

 

STUDY TITLE:  Exploring the Lived Experience of Newly Licensed Registere   

                              Nurses Enrolled in a RN-BS Completion Program Participating in a 

                              Cultural and Clinical Immersion Experience in Senegal, West  

                              Africa  

 

INVESTIGATOR’S NAME: Kathleen J. Patenaude, MS, RN, CNE 

 

INVESTIGATOR’S AFFILIATION: Doctoral of Education student at Plymouth State 

                                                                   University at Plymouth, New Hampshire  

 

PURPOSE OF THE STUDY 

The purpose of this research study is to explore the first-hand experience of Rivier 

University undergraduate nursing students participating in an international clinical 

immersion experience in Senegal, West Africa. 

Since I will be interacting with the nursing students during their experience, my input 

will be valuable.   

 

DESCRIPTION OF THE STUDY 

Data will be collected and recorded while I am interacting with the nursing students. 

Data collection will be in the form of observations, focus group, and one-on-one 
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interviews with the investigator.  Any interviews, either as part of a group or 

individual, will be audio recorded.  

I understand that any cultural artifact that I collect may add to the description and 

meaning of my experience.  Finally, public documents may be collected to provide 

additional information significant to the study.  Public documents may include 

newspaper clippings, thank you notes, and personal communications.  

The amount of time required for participation in the focus group and one-on-one 

interviews is estimated to take approximately one hour for each.   

 

There are no additional costs to participate in the study.  

 

RISKS AND DISCOMFORTS  

As a participant in this study, I may experience no greater risks than those ordinarily 

encountered in daily life.  

 

BENEFITS  

There may be no direct benefits of participating in this study; however, the knowledge 

received may be of value to me as I reflect on my experiences with the nursing 

students.  

 

ALTERNATIVE PROCEDURES 

 The alternative is to not participate in the study. 
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CONFIDENTIALITY 

All documents and information pertaining to this research study will be kept confidential 

in accordance with all applicable federal, state, and local laws and regulations.  I 

understand that data generated by the study may be reviewed by Plymouth State 

University's Institutional Review Board, which is the committee responsible for ensuring 

my welfare and rights as a research participant, to assure proper conduct of the study and 

compliance with university regulations.  I will not be identified by name if any 

presentations or publications result from this research.  

 

The investigator will assign me a number and my name and number will be kept in the 

possession of the investigator, or in a separate locked file cabinet.  My name will be 

removed from all records.  The information will only be seen by the investigator and 

those people who are helping with the study.  At the end of the study, all of the written 

and audio-recorded materials will be destroyed.  In this manner, information regarding 

my participation will be kept confidential.  

 

TERMINATION OF PARTICIPATION  

I may choose to withdraw from this study at any time and for any reason.  If I choose to 

drop out of the study, I will contact the investigator and my research records will be 

destroyed.  
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COMPENSATION 

I will not receive payment for being in this study.  Participation in this study is strictly 

voluntary, and there will be no cost to me for participating in this research. 

 

INJURY COMPENSATION 

Neither Plymouth State University nor any government or other agency funding this 

research project will provide special services, free care, or compensation for any injuries 

resulting from this research.  I understand that treatment for such injuries will be at my 

expense and/or paid through my medical plan. 

 

QUESTIONS  

All of my questions have been answered to my satisfaction and if I have further questions 

about this study, I may contact Kathleen J. Patenaude at 

kpatenaude1@mail.plymouth.edu.  If I have any questions about the rights of research 

participants, I may call the Chairperson of the Plymouth State University’s Institutional 

Review Board at 603-535-3193. 

 

VOLUNTARY CONSENT 

I am free to withdraw or refuse my consent, or to discontinue my participation in this 

study at anytime without penalty or consequence.  

 

I voluntarily give my consent to participate in this research study.  I understand that I will 

be given a copy of this consent form. 
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Signatures: 

 

________________________ 

Participant’s Name (Print)     

     

________________________    ____________ 

Participant’s Signature     Date 

 

I, the undersigned, certify that to the best of my knowledge, the subject signing this 

consent form has had the study fully and carefully explained by me and have been given 

an opportunity to ask any questions regarding the nature, risks, and benefits of 

participation in this research study.  

 

Kathleen J. Patenaude  

Investigator’s Name (Print)    

      

________________________    _____________ 

Investigator’s Signature     Date 

 

Plymouth State University’s IRB has approved the solicitation of participants for the 

study until____.  
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Appendix E 

Formulaire de consentement: Général informateurs  

 

Titre de l'étude : Explorer l'expérience vécue des infirmières nouvellement autorisés  

                             inscrits à un programme d'achèvement de RN-BS participer à une 

                             experience d’Immersion culturelle et cliniques au Sénégal, en  

                             Afrique de l'ouest 

 

Nom de l'enquêteur : Kathleen J. Patenaude, MS, RN, CNE 

 

AFFILIATION du chercheur : Étudiant au doctorat de l'éducation à la Plymouth State  

                                                        Université  à Plymouth, dans le New Hampshire  

BUT DE L'ÉTUDE 

Le but de cette étude est d’explorer l'expérience de première main de Rivier Université 

étudiants de premier cycle de sciences infirmières participant à une immersion 

clinique internationale expérience au Sénégal, en Afrique de l'Ouest. 

Puisque j'ai sera en interaction avec les étudiants en soins infirmiers au cours de leur 

expérience, ma contribution sera précieuse. 

 

DESCRIPTION DE L'ÉTUDE 

Données seront recueillies et enregistrées pendant que j'interagis avec les étudiants en 

soins infirmiers. Collecte de données sera sous la forme d'observations, groupes de 

discussion et des entrevues individuelles avec l'enquêteur. Les entretiens, soit dans le 

cadre d'un groupe ou un individu, sera audio enregistré.  



131 
 

Je comprends que n'importe quel artefact culturel que je collectionne peut 

correspondre à la description et la signification de mon expérience. Enfin, les 

documents publics peuvent être collectés pour fournir des informations 

supplémentaires importantes à l'étude. Documents publics peuvent inclure des 

coupures de journaux, de notes de remerciement et de communications personnelles.  

La quantité de temps requis pour la participation dans le groupe de discussion et des 

entrevues individuelles est estimée à environ une heure pour chacun.  

Il n'y a pas de frais supplémentaires pour participer à l'étude.  

 

RISQUES ET DÉSAGRÉMENTS  

Comme un participant à cette étude, je peux éprouveras plus de risques que ceux 

habituellement rencontrés dans la vie quotidienne. 

 

AVANTAGES  

Il ne peut y avoir aucun avantage direct de participer à cette étude, cependant, la 

connaissance reçue peut être utile pour moi comme je l'ai réfléchir sur mes expériences 

avec les étudiants en soins infirmiers. 

PROCÉDURES ALTERNATIVES 

L'alternative consiste à ne pas participer à l'étude. 

 

CONFIDENTIALITÉ 

Tous les documents et informations se rapportant à cette étude de recherche seront tenues 

confidentielles conformément aux règlements et lois fédéraux, provinciaux et les 

applicables. Je comprends que les données générées par l'étude peuvent être révisées par 
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Plymouth State Université Institutionnel Rêviez Bocard, qui est le Comité chargé 

d'assurer mon bien-être et les droits comme un participant à la recherche, pour assurer le 

bon déroulement de l'étude et la conformité aux règlements de l'Université. Je ne serai 

pas identifié par le nom si les présentations ou publications résultant de cette recherche.  

L'enquêteur m'assignera un numéro et mon nom et mon numéro est mémorisées la 

possession de l'enquêteur, ou dans une armoire verrouillée distincte. Mon nom sera 

supprimé de tous les enregistrements. L'information sera seulement vue par 

l'enquêteur et les personnes qui aident à l'étude. À la fin de l'étude, toutes les matières 

écrites et enregistrées seront détruites. De cette manière, les informations concernant 

ma participation seront confidentielles.  

 

CESSATION DE PARTICIPATION  

Je peux choisir de se retirer de cette étude à tout moment et pour n'importe quelle raison. 

Si je choisis d'abandonner l'étude, je prendrai contact avec l'enquêteur et mes dossiers de 

recherche seront détruits.  

 

COMPENSATION 

Je ne recevrai pas de paiement pour avoir été dans cette étude. Dans cette étude, la 

participation est strictement volontaire, et il n'y n'aura aucun coût à moi pour participer à 

cette recherche. 

 

INDEMNISATION DU PRÉJUDICE 

Ni Plymouth State Université, ni aucun gouvernement ou autre organisme de 

financement de ce projet de recherche fournira des services spéciaux, soins gratuits ou 



133 
 

compensation pour toute blessure résultant de cette recherche. Je comprends que le 

traitement pour ces blessures est à ma charge et/ou payés par mon régime médical. 

 

QUESTIONS  

Toutes mes questions ont été répondues à ma satisfaction et si j'ai encore des questions au 

sujet de cette étude, je peux contacter Kathleen J. Patenaude au 

kpatenaude1@mail.plymouth.edu. Si j'ai des questions concernant les droits des 

participants à la recherche, je peux appeler la Présidente de la Plymouth State Université 

Institutionnel Rêviez Bocard à 603-535-3193. 

 

CONSENTEMENT VOLONTAIRE 

Je suis libre d'annuler ou de refuser mon consentement, ou de mettre fin à ma 

participation à cette étude à tout moment sans pénalité ou la conséquence.  

Volontairement, je donne mon consentement pour participer à cette étude. Je comprends 

que j'ai recevront une copie de ce formulaire de consentement. 

Signatures : 

 

__________________________ 

Nom du participant (imprimé)  

 

 

________________________              ____________ 

 Signature du participant   Date  
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Je, soussigné, atteste qu'au meilleur de ma connaissance, le sujet en signant le présent 

formulaire de consentement a l'étude entièrement et soigneusement expliqué par moi et 

ont eu la possibilité de poser des questions au sujet de la nature, les risques et les 

bénéfices de la participation à cette étude.  

 

Kathleen J. Patenaude  

Nom de l'enquêteur (imprimé)  

________________________ _____________ 

Date de Signature de l'enquêteur 

 

La CISR de Plymouth State Université a approuvé l'invitation des participants pour 

l'étude jusqu'au____.  
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 Appendix F 

Permission 
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Appendix G 

Open Inquiry Guide 

Exploring the Lived Experience of Undergraduate Nursing Students Participating in 

an International Clinical Immersion Experience  

I. Ethnodemographic  

Name: 

 

 

 

Informant # (Assigned by the researcher) 

Religious Affiliation: 

 

 

 

Cultural Background/Ethnic Orientation:  

Gender: 

 

 

 

Age: 

Place of Residence: 

 

 

 

Previous Place of Residence: 

Employment Status: Place of Employment (If employed): 
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Language(s) Spoken:  

 

 

 

 

Date(s) of Interview(s):  

Time(s) of Interview(s) 

 

 

 

Place of Interview(s)  

 

II. Cultural Values, Beliefs, and Practices 

I am interested in learning about your experience in Senegal. 

A. Worldview 

1. Could you share with me your views of how you see things in Senegal? 

2. Have your views changed? 

B. Kinship and Social Factors 

1. Tell me about your family and friends and how they view you coming to 

Senegal? 

2. Could you describe for me your relationship with the people of Senegal, 

your peers, and the nursing faculty? 

3. Have your relationships changed? 
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C. Religious and Philosophical Factors 

1. Tell me what role religion or spiritual beliefs play on your life. 

2. How do you think your beliefs and practices help or hind your 

relationships with the people of Senegal, your peers, or the nursing 

faculty? 

3. Have your beliefs or practices changed? 

D. Technical Factors 

1. In what ways does the technology in Senegal help or hinder your ability 

to care for and interact with the people of Senegal, your peers, or the 

nursing faculty?  

2. Has your view on technology changed? 

E. Economic Factors 

1. How do you think the economy of Senegal affects your ability to care for 

and interact with the people of Senegal, your peers, or the nursing 

faculty?  

2. Has your view on the economy of Senegal changed? 

F. Political and Legal Factors 

1. Tell me if you think the political or legal system in Senegal affects your 

ability to care for and interact with the people of Senegal, your peers, or 

the nursing faculty. 

2. Have your views of the political or legal system in Senegal changed?  

G. Educational Factors 



139 
 

1. How do you think your nursing education affects your ability to care for 

and interact with the people of Senegal, your peers, or the nursing 

faculty? 

2. Have your views on your nursing education changed? 

H. Language and Communication Factors 

1. The Senegalese speak mostly French and Wolof.  What barriers in 

language or communication influence your ability to care for and interact 

with the people of Senegal?  

2. What verbal or nonverbal problems have you seen or experienced that 

influences interactions between you and the people of Senegal? 

3. Has your ability to overcome language or communication factors 

changed?  

I. Professional Care 

1. What can you tell me about your experiences with health care providers 

in Senegal? 

J. Generic (Folk) Care 

1. What can you tell me about your experiences with traditional or local 

healers in Senegal? 

K. Nursing Care Practices 

1. Tell me how your values, beliefs, and practices influence the way you 

provide nursing care for and interact with the people of Senegal.  

2. Has your values, beliefs, and practices changed? 

L. Closing Question 
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1. Is there anything else you want to tell me about your experience in 

Senegal? 

2. Is there anything else you want to share with me before we close? 

M. Thank you for participating in the interview.  Your responses will be kept in 

strict confidence.  

Adapted from Leininger’s Suggested Inquiry Guide for Use with the Sunrise Model to 

Assess Culture Care and Health. Leininger, M. (2002). Culture care assessments for 

congruent competency practices. In M. Leininger & M. McFarland (Eds.), Transcultural 

nursing: Concepts, theories, research, and practice (pp. 117-154). New York, NY: 

McGraw-Hill. 
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Appendix H 

Stranger to Trusted Friend Enabler  

The purpose of this enabler is to facilitate the researcher (or it can be used by a 

clinician) to move from mainly distrusted stranger to a trusted friend in order to obtain 

authentic, credible, and dependable data (or establish favorable relationships as a 

clinician); The user assesses him or herself by reflecting on the indicators as he/she 

moves from stranger to friend.   

Indicators of Stranger  

(Largely etic or outsider’s view) 

Informant(s) or people are:  

Date 

Noted 

Indicators as a Trusted Friend  

(Largely emic or insider’s views) 

Informant(s) or people are: 

Date 

Noted 

1. Active to protect self and 

others.  They are “gate keepers” 

and guard against outside 

intrusions.  Suspicious and 

questioning.   

 1. Less active to protect self.  

More trusting of researchers 

(their ‘gate keeping is down or 

less’).  Less suspicious and less 

questioning of researchers. 

 

2. Actively watch and are 

attentive to what researcher does 

and says.  Limited signs of 

trusting the researcher or 

stranger. 

 2. Less watching the researcher’s 

words and actions.  More signs 

of trusting and accepting a new 

friend. 

 

3. Skeptical about the 

researcher’s motives and work.  

May questions how findings will 

 3. Less questioning of the 

researcher’s motives, work, and 

behavior.  Signs of working with 

 



142 
 

be used by the researcher or 

stranger. 

and helping the researcher as a 

friend. 

4. Reluctant to share cultural 

secrets and views as private 

knowledge.  Protective of local 

lifeways, values, and beliefs.  

Dislikes probing by the 

researcher or stranger 

 4. Willing to share cultural 

secrets and private world 

information and experiences.  

Offers most local views, values, 

and interpretations spontaneously 

or without probes. 

 

5. Uncomfortable to become a 

friend or to confide in stranger.  

May come late, be absent, and 

withdraw at times from 

researcher. 

 5. Signs of being comfortable 

and enjoying friends and a 

sharing relationship.  Gives 

presence, on time, and gives 

evidence of being a ‘genuine 

friend.’ 

 

6. Tends to offer inaccurate data.  

Modifies ‘truths’ to protect self, 

family, community, and cultural 

lifeways.  Emic values, beliefs, 

and practices are not shared 

spontaneously.   

 6. Wants research ‘truths’ to be 

accurate regarding beliefs, 

people, values, and lifeways.  

Explains and interprets emic 

ideas so researcher has accurate 

data.   

 

 

Reprinted with permission from the author. 
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Appendix I 

Observation-Participation-Reflection Enabler 

 

               1                                         2                                    3                                    4 

 

Primary  

Observation and 

Active Listening  

(no active 

participation) 

Primary  

Observation  

with limited 

participation 

Primary 

Participation  

with continued 

observations  

Primary 

Reflection  

and Reconfirmation  

of findings  

with informants  

 

Reprinted with permission from the author. 
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Appendix J 

Sunrise Enabler 

 

Reprinted with permission from the author. 
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Appendix K 

Leininger’s Phases of Ethnonursing Qualitative Data Analysis Guide 

Fourth Phase (Last Phase) 

Major Themes, Research Findings, Theoretical Formulations, and Recommendations 

This is the highest phase of data analysis, synthesis, and interpretation.  It requires 

synthesis of thinking, configuration analysis, interpreting findings, and creative 

formulation from data of the previous phases.  The researcher’s task is to abstract and 

confirm major themes, research findings, recommendations, and sometimes make new 

theoretical formulations. 

 

Third Phase 

Pattern and Contextual Analysis 

Data are scrutinized to discover saturation of ideas and recurrent patterns of similar or 

different meanings, expressions, structural forms, interpretations, or explanations of 

data related to the domain of inquiry.  Data are also examined to show patterning with 

respect to meanings-in-context and along with further credibility and confirmation of 

findings. 

 

Second Phase 

Identification and Categorization of Descriptors and Components 

Data are coded and classified as related to the domain of inquiry and sometimes the 

questions under study.  Emic or etic descriptors are studied within context and for 

similarities and differences.  Recurrent components are studied for their meanings. 
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First Phase 

Collecting, Describing, and Documenting Raw data (Use of Field Journal and 

Computer) 

The researcher collects, describes, records, and begins to analyze data related to the 

purposes, domain of inquiry, or questions under study.  This phase includes: recording 

interview data from key and general informants; making observations, and having 

participatory experiences; identifying contextual meanings; making preliminary 

interpretations; identifying symbols; and recording data related to the DOI or 

phenomenon under study mainly from an emic focus.  Attention to etic ideas is also 

recorded.  Field data from the condensed and full field journal can be processed 

directly into the computer and coded, ready for analysis. 

 

Reprinted with permission from the author. 
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Appendix L 

Qualitative Criteria to Ethnonursing Research Studies 

 

1. Credibility—refers to the ‘truth’, accuracy, or believability of findings that 

have been mutually established between the researcher and the informants as 

accurate, believable, and credible about their experiences and knowledge of 

phenomena.  These truths, beliefs, and values (largely from emic findings) 

have been substantiated through the researcher’s observations and with 

documentation of meanings-in-context, specific situations, or events.  In 

addition, direct experiences of the researcher with the people over time and the 

people’s interpretations or explanations are used to substantiate this criterion.  

 

2. Confirmability—refers to the repeated direct and documented evidence largely 

from observed and primary informant source data, and with repeated 

explanations or interpretive data from informants about certain phenomena.  

Confirmability means reaffirming what the researcher has heard, seen, or 

experienced with respect to the phenomena under study.  It reflects evidence of 

the informants restating or reaffirming ideas or instances that have occurred 

over time in familiar and natural living contexts.  Audit trails or confirmed 

informant checks with direct people feedback are ways to establish 

confirmability. 

 

3. Meaning-in-context—refers to data that has become understandable with 

relevant referents or meanings to the informants or people studied in different 
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or similar environments.  Situations, instances, settings, and life events or 

experiences with meanings known to the people are evident.  This criterion 

focuses on the significance of interpretations and understandings of the actions, 

symbols, events, communication, and other human activities within specific or 

total contexts in which something occurred or happened. 

 

4. Recurrent Patterning—refers to repeated instances, sequences of events, 

experiences, or lifeways that tend to reoccur over a period of time in 

designated ways and contexts.  Repeated experiences, expressions, events, or 

activities that reflect identifiable sequenced patterns of behavior over time are 

used to substantiate this criterion. 

 

5. Saturation—refers to the ‘taking in’ of occurrences or meanings in a very full, 

comprehensive, and exhaustive way all information that could generally be 

known or understood about certain phenomena under study.  Saturation means 

that the researcher has conducted an exhaustive exploration of whatever is 

being studied, and there is no further data or insights forthcoming from 

informants or observed situations.  There is a redundance of information in 

which the researcher gets the same (or similar) information, and the informants 

contend there is no more to offer as they have said or shared everything.  Data 

reveals redundancies and duplication of content with similar ideas, meanings, 

experiences, descriptions, and other expressions from the informants or from 

repeated observations of some phenomena. 
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6. Transferability—refers to whether particular findings from a qualitative study 

can be transferred to another similar context or situation and still preserve the 

particularized meanings, interpretations, and inferences of the completed study.  

While the goal of qualitative research is not intended to produce 

generalizations but to obtain indepth knowledge of a particular study, this 

criterion looks for any general similarities of findings under similar 

environmental conditions, contexts, or circumstances that one might make 

from the findings.  It is the researcher’s responsibility to establish if this 

criterion can be met in a new research context.  

 

Reprinted with permission from the author. 
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Appendix M 

Data Analysis Coding Guide  

 

CATEGORY I: GENERAL CULTURAL DOMAINS OF INQUIRY  

CODE  DESCRIPTION  

 1   Worldview  

 2   Cultural-social lifeways and activities (typical day/night)  

 3   Ethnohistorical (includes chrono-data, acculturation, cultural contacts, 

etc.)  

 4   Environmental contexts (i.e. physical, ecological, cultural, social)  

 5   Linguistic terms and meanings  

 6   Cultural foods related to care, health, illness, and environment  

 7   Material and non-material culture (includes symbols and meanings)  

 8   Ethnodemographics (numerical facts, dates, population size and other 

numerical  

data)  

 9   Racism, prejudice, race  

 

CATEGORY II: DOMAIN OF CULTURAL AND SOCIAL STRUCTURAL DATA  

(Includes normative values, patterns, functions, and conflicts)  

CODE   DESCRIPTION  

 10   Cultural values, benefits, norms  

 11   Economic factors  
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 12   Educational factors  

 13   Kinship (family ties, social network, social relationships, etc.)  

 14   Political and legal factors  

 15   Religious, philosophical, and ethical values and beliefs  

 16   Technological factors  

 17   Interpersonal relationships (individual groups or institutions)  

 18   Recreation  

 19   Safety* 

 

CATEGORY III: CARE, CURE, HEALTH (WELL-BEING) AND ILLNESS OF 

FOLK AND  

PROFESSIONAL LIFEWAYS  

CODE   DESCRIPTION  

 20   Folk (includes popular health and illness benefits, values, and practices)  

 21   Professional health  

 22   Human care/caring and nursing (general beliefs, values, and practices)  

 23   Folk care/caring (etic or indigenous beliefs, values, and lifeways)**  

 24   Professional care/caring (etic beliefs, values, lifeways)  

 25   Professional nursing care/caring (etic and emic) lifeways (congruence 

and  

conflict areas)  

26   Non-care/caring beliefs, values, and practices  

 27   Human cure/curing (general ideas, beliefs, values, and practices)  



152 
 

 28   Folk cure/curing (etic beliefs and practices)** 

 29   Professional cure/curing (emic and etic perspectives)  

 30   Alternative (new) or emergency care/cure systems  

 31   Caring for others  

 32   Reciprocal care  

 33   Self-care  

 34   Communication* 

 

CATEGORY IV: HEALTH AND SOCIAL SERVICE INSTITUTIONS  

(Administrative norms, beliefs, and practices with meanings-in-contexts)  

CODE   DESCRIPTION  

 35   Cultural-social norms, beliefs, values, and context  

 36   Political-legal aspects  

 37   Economic aspects  

 38   Technological factors  

 39   Environmental factors  

 40   Educational factors (formal and informal)  

 41   Social organization or structural features  

 42   Decisions and action patterns  

 43   Interdisciplinary norms, values, and collaborative practices with 

medicine, social  

work, nursing, auxiliary staff, etc.  

 44   Nursing Specialties and features  
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 45   Non-nursing specialties and features  

 46   Ethical/moral aspects  

 47   Religious aspects  

 48   Unassigned  

 49   Unassigned   

 

CATEGORY V: LIFE CYCLE and INTERGENERATIONAL PATTERNS  

(Includes ceremonies and rituals)  

CODE   DESCRIPTION  

 50   Life cycle male and female socialization and enculturation  

 51   Infancy and early childhood  

 52   Adolescence or transitions to adulthood  

 53   Middlescence  

 54   Advanced years  

 55   Cultural life cycle values, beliefs, and practices  

 56   Cultural life cycle conflicts and congruence areas (i.e. 

intergenerational)  

 (independence vs. dependence)  

 57   Special subculture  

 58   Life passages (i.e. birth, marriage, death, etc.)  

 59   Unassigned  

 60   Unassigned   
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CATEGORY VI: METHODOLOGICAL AND OTHER RESEARCH FEATURES 

OF THE  

STUDY  

CODE   DESCRIPTION  

 61   Specific methods or techniques used  

62   Key informants  

 63   General informants  

 64   Enabling tools or instruments used  

 65   Problem areas, concerns, or conflicts  

 66   Strengths, favorable and unanticipated outcomes of researcher and 

informants  

 (i.e., subjective data and questions)  

 67   Unusual incidents, interpretations, and questions, etc.  

 68   Factors facilitating or hindering the study (i.e., time, staff, money, etc.)  

 69   Emic data  

 70   Etic data  

 71   Dialogue by interviewer  

 72   Dialogue by someone other than informant or interviewer  

 73   Additional contextual data (including non-verbal symbols, total view,  

environmental features, etc.)  

 74   Informed consent factors  
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CATEGORY VII: CULTURE CARE MODES 

75  Preservation and/or maintenance 

76  Accommodation and/or negotiation 

77  Re-patterning and/or restructuring 

 

* Italics indicates code created specifically for this study  

** Italics indicates code revised specifically for this study 
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Appendix N 

Provisional Coding 

 
0 50 100 150 200 250

25 Professional nursing care or caring (etic…

01 Worldview

20 Folk (includes popular health and…

58 Life passages (i.e. birth, marriage,…

22 Human care caring and nursing (general…

17 Interpersonal relationships (individual…

38 Technological factors

02 Cultural-social lifeways and activities (…

23 Folk care caring (emic or indigenous…

24 Professional care or caring (etic beliefs,…

04  Environmental contexts (i.e. physical,…

10 Cultural values, benefits, norms

35 Cultural-social norms, beliefs, values,…

39 Environmental factors

42 Decisions and action patterns

13 Kinship (family ties, social network,…

15 Religious, philosophical, and ethical…

41 Social organization or structural features

40 Educational factors (formal and informal)

03 Ethnohistorical (includes chrono-data,…

37 Economic aspects

16 Technological factors

75 Preservation and or maintenance

43 Interdisciplinary norms, values, and…

34 Communication

30 Alternative (new) or emergency care or…

05 Linguistic terms and meanings

55 Cultural life cycle values, beliefs, and…

76 Accommodation and or negotiation

11 Economic factors

36 Political-legal aspects

19 Safety or Security (congruence or…

12 Educational factors

18 Recreation

47 Religious aspects

26 Non-care or caring beliefs, values, and…

77 Re-patterning and or restructuring

07 Material and non-material culture…

31 Caring for others (non nursing)

44 Nursing Specialties and features

06 Cultural foods related to care, health,…

14 Political and legal factors

21 Professional health

46 Ethical or moral aspects

33 Self-care

27 Human cure or curing (general ideas,…

09 Racism, prejudice, race

29 Professional cure or curing (emic and…

32 Reciprocal care

45 Non-nursing specialties and features

73 Additional contextual data (including…

48 Cultural Pride
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