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Structurational Divergence (SD) occurs when an individual reaches a “nexus”, this point 

of being in the position of needing to satisfy two sets of equally interpenetrating, but 

contradictory social rules, practices, cultures, or structures, as well as the resulting cycle 

of communication breakdowns (unresolved conflict, erosion of personal and professional 

development, and immobilization) that occur when the individual is unable to satisfy both 

structures (Nicotera & Clinkscales, 2010; Nicotera, Mahon, & Zhao, 2010). The purpose 

of this cross sectional, non-experimental, secondary analysis was to examine data from 

713 registered nurses from a large community hospital to determine if there were subsets 

of individual factors or communication attributes that predict SD. Correlations and simple 

linear regressions were used. SD was regressed with six individual factors and five 

communications attributes. Gender was a weak predictor of SD (r = -0.100; R
2
 =  



 

 

 

0.010; adj. R
2
 =.009; p = .008); but age, clinical specialty, ethnicity, experience, and 

education were not predictors. The Conflict Styles of Non-confrontational (r = 0.160; R
2
 

= 0.026; adj. R
2
 = 0.024; p = 0.000) and Controlling (r = 0.162; R

2
 = 0.026; adj. R

2
 = 

0.025; p = 0.000) were predictors of SD, but Solution-Orientation was not a predictor. 

Verbal aggression (r = 0.161; R
2
 = 0.026; adj. R

2
 = 0.025; p = 0.000), and ambiguity 

intolerance (r = 0.233; R
2
 = 0.054; adj. R

2
 = 0.053; p = 0.000) were predictors of SD, but 

argumentativeness was not a predictor.  Taking conflict personally (R
2
 = 0.054; adj. R

2
 = 

0.053; p = 0.000) was a predictor of SD, as well as all of the subscales of Taking Conflict 

Personally (Personalization (R
2
 = 0.010; adj. R

2
 = 0.008; p = 0.009), Persecution (R

2
 = 

0.078; adj. R
2
 = 0.077; p = 0.000), Stress Reaction (R

2
 = 0.034; adj. R

2
 = 0.033; p = 

0.000), Positive Relational Effects (R
2
 = 0.009; adj. R

2
 = 0.007; p = 0.013), and Negative 

Relational Effects (R
2
 = 0.010; adj. R

2
 = 0.009; p = 0.007)) were weak predictors of SD. 

This analysis supports findings by Nicotera, Mahon, and Zhao (2010), that SD is a 

systemic phenomenon. While much research has been conducted on the work 

environment, this is one of the earliest studies that specifically examine SD within the 

nursing population. Further exploration related to the presence and severity of SD in 

relation to organizational structures is required. 

Keywords:  Structurational Divergence, work environment, conflict, communication 
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Individual Factors that Predict Structurational Divergence Among  

Nurses: A Secondary Analysis 

CHAPTER ONE 

Background and Significance 

 

 

 

Background 

 

 Nurses are frequently placed in a position of taking directions from two different, 

legitimate, perhaps opposing forces. The nurse is faced with having to make a decision 

that will satisfy both (Nicotera & Clinkscales, 2010). These divergent forces that place 

sometimes competing expectations on the nurse might include patient and physician, 

administrator and staff, patients and other ancillary and support departments, or attending 

and consulting physicians. These dynamics often result in communication breakdowns, 

frustration, feelings of helplessness, and not being able to do one’s jobs effectively. These 

consequences lead many nurses to consider leaving a unit, a hospital, or even the 

profession (Aiken, Clarke, Sloane, Sochalski, & Silber, 2002; Apker, Ford, & Fox, 2003; 

Apker, Propp, Ford, & Hofmeister, 2006; HHS, 2010; Sofield & Salmond, 2003).  

Structurational Divergence (SD) occurs when an individual reaches a “nexus”, 

this point of being in the position of needing to satisfy two sets of equally 

interpenetrating, but contradictory social rules, practices, cultures, or structures, as well 

as the resulting cycle of communication breakdowns that occur when the individual is 
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unable to satisfy both structures, thereby slowing or stopping progress towards goals that 

may or may not be in alignment (Nicotera & Clinkscales, 2010; Nicotera, Mahon, & 

Zhao, 2010). Communication becomes a downward spiral characterized by unresolved 

conflict, immobilization, and erosion of individual and organizational development 

(Nicotera & Clinkscales, 2003, 2010). Nicotera and Clinkscales described several 

scenarios in which SD occurred. For example, a new nurse manager is committed to 

meeting her organization’s productivity goals and quality goals, but every day she finds 

herself justifying her staffing decisions. She becomes more frustrated each time she feels 

forced to justify why the low census did not lead her to send a nurse home at the 

beginning of the shift when she foresees increasing acuity over the time of the shift. The 

nurse manager knows she will become defensive in response to administrators’ questions 

about staffing, and finds herself struggling within staffing choices. She is caught between 

justifying her decisions to the administrator who controls her budget, and to her staff, 

who feel unheard in their concerns about patient safety. This nurse manager is caught 

between two incompatible, interpenetrating forces. That is, she cannot meet the goals of 

one without countering the goals of the other. She is caught in a nexus. This nexus creates 

a downward spiral in her communication with both her administrator and her staff. She 

further doubts her abilities and her decisions. 

   SD occurs when these multiple demands from two sets of interpenetrating 

organizational structures become irreconcilable, incompatible or contradictory (Nicotera, 

Mahon, & Zhao, 2010). “Those who experience SD are faced with simultaneous demands 

to engage in multiple actions or make multiple interpretations that are inherently 
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incompatible” (p. 366). SD can exist at the individual, unit, or organizational level; it is 

“a systemic phenomenon that manifests, in interaction, at the individual level” (p. 370).   

Research related to SD in healthcare is in its infancy; however, it is believed that factors 

that may mitigate or exacerbate SD include communication, conflict management style, 

argumentativeness, and intolerance of ambiguity (Nicotera, Mahon, & Zhao, 2010).  SD 

may be manifested by role conflict (the most closely related to SD), burnout, and lateral 

violence (bullying) which leads to nursing turnover and patient safety events (Nicotera & 

Mahon, in press; Nicotera, Mahon, Kim, & Conway-Morana, submitted for publication; 

Nicotera, Mahon, & Zhao, 2010). 

Significance 

 Sofield and Salmond (2003) found that 91% of Registered Nurses (RNs) surveyed 

had been the victim of verbal abuse within the previous month, usually by physicians. 

These nurses believed that verbal abuse played a role in nursing turnover on their units. 

The Department of Health and Human Services (HHS) (2008), estimated that 13.1% of 

registered nurses employed in nursing will seek other employment within the profession 

due to lack of collaboration and communication. Further, HHS researchers (2008) 

estimated that 17.2% of registered nurses are not employed in nursing, and, of those who 

left nursing, 10.2%  indicated that it was due to lack of collaboration and communication.  

The projections of replacement costs per nurse range from $82,000 to $88,000, 

excluding the cost of temporary nursing support that may exist during recruitment (Jones, 

2008). DeCola and Riggins (2010) found replacement costs to be 1.2 to 1.3 times nurses’ 

annual salaries. With an estimated 2020 shortage of 285,000 RN full time equivalents in 
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the U.S., interventions related to SD’s resulting voluntary turnover are necessary 

(Buerhaus, Staiger, & Auerbach, 2009).  

 Over the last several years, several professional and governmental organizations 

have taken a stand against workplace abuse and intimidation. In 2004, the Occupational 

Safety and Health Administration (OSHA) issued Guidelines for Preventing Workplace 

Violence for Healthcare and Social Service Workers, calling for  “workplace violence 

policies [that] indicate a zero-intolerance for all forms of violence from all sources” 

(OSHA website, 2004). Researchers at the Institute for Safe Medication Practices (ISMP) 

found seven percent of respondents admitted to committing a medication error, and that 

intimidation was a root cause (ISMP, 2004). In 2006, the American Nurses Association’s 

(ANA) House of Delegates passed a resolution defining and condemning workplace 

abuse of nurses (ANA, 2006). In 2007, the Council on Surgical and Perioperative Safety 

(CSPS), a coalition of seven professional organizations, stated “violence in the workplace 

must not be tolerated under any circumstances” (CSPS, 2007, p.1). In 2008, the Joint 

Commission developed standards and strategies to address workplace behaviors that 

contribute to patient safety events (The Joint Commission, 2008). Also, in 2008, the 

Center for American Nurses (CAN) developed a position statement in which was written: 

“Lateral violence has been extensively reported and documented among healthcare 

professionals, with serious negative outcomes for registered nurses, their patients and 

healthcare employers” (CAN, 2008, p.1). The Institute of Medicine (IOM, 2004) has 

conducted extensive research correlating the nursing practice environment with patient 
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safety, and patient errors; resulting in recommendations to enhance communication and 

collaboration. 

 Because a healthy work environment that is rich in collaboration and 

communication is important for the delivery of quality patient care and retention of 

competent nurses (Gormley, 2011; IOM, 2004; Kanai-Pak, Aiken, Sloane, & Poghosyan, 

2008; Ritter, 2011), several nursing organizations have developed position statements or 

programs describing elements of a healthy work environment (HWE). Contributing 

organizations included, among others: 

 Nursing Organizations Alliance (NOA, 2004, Ritter, 2011), 

 American Organization of Nurse Executives (AONE, 2004), 

 American Association of Critical Care Nurses Beacon Award (AACN, 

2005), 

 American Nurses Credentialing Center Magnet Recognition Program 

(ANCC, 2008), and 

 Association of periOperative Registered Nurses (AORN, 2009). 

Common themes in each of these statements included adequate staff, open 

communication and interdisciplinary collaboration. Each statement recognizes the 

contributions of nursing towards safe, cost efficient, high quality patient care. 

A phenomenon, such as SD, can be measured. Increased precision of the 

definition of SD is possible. A seventeen question self report tool to measure SD in 

healthcare has recently been developed and tested (Nicotera, Mahon, & Zhao, 2010). 

Understanding the extent of a systemic problem, such as SD, will allow appropriate 
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interventions to be developed. Findings from this secondary data analysis will provide 

descriptions of patterns across levels to identify groups of nurses who may be susceptible 

to SD. 

The phenomenon of SD is based in Communication science, and on the premise 

that adverse workplace outcomes (e.g.,  negative sequelae related to patient safety and 

nurses’ job satisfaction) are inversely related to good communication (Nicotera, Mahon, 

& Zhao, 2010; Nicotera, Mahon, Zhao, Conway-Morana, in preparation). This is 

demonstrated as communication between nurses, and also between nurses and 

professionals in other disciplines, including physicians, who play a primary role in patient 

care. Communication, conflict, hierarchy, and role ambiguity may be some of the primary 

influences that contribute to the SD cycle in relation to physician interactions 

(Manojlovich, 2010). Not all individuals react the same way to ambiguity, conflict, and 

argumentativeness (Hample & Dallinger, 1995; Infante & Rancer, 1982; Mahon & 

Nicotera, 2011; Norton, 1974; Rancer, Kosberg & Baukus, 1992). For example, some 

individuals understand conflict as healthy debate, while others believe it is inevitably 

destructive to relationships and organizations (Mahon & Nicotera, 2011).  

It is likely that individual factors, such as age, gender, ethnicity, years of 

experience, highest nursing education preparation, and clinical specialty influence 

communication, conflict management, and burnout (Browning, Ryan, Thomas, 

Greenberg & Rolniak, 2007; Farag, Tullai-Mcguiness, & Anthony, 2009; Hsu, Chen, Yu 

& Lou, 2010; Kanai-Pak, Aiken, Sloane & Poghosyan, 2008; McKenna, Smith, Poole, 

Coverdale, 2003; Poghosyan, Clarke, Finlayson, & Aiken, 2010). Understanding the 
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influence of individual factors provides an opportunity to develop strategies to mitigate 

the negative effects of SD. The development of strategies to mitigate SD is consistent 

with the Institute of Medicine’s (IOM) recommendations to enhance communication and 

conflict management knowledge and skills of nurses (IOM, 2011).  

Purpose Statement 

The purpose of this inductive, cross sectional study is to explore whether there is 

a predictive relationship between individual level factors (age, gender, ethnicity, highest 

education preparation, years of experience, and clinical specialty) and SD; and between 

communication attributes (intolerance of ambiguity, conflict management style, verbal 

aggression, and argumentativeness) and SD. If nursing leaders are able to identify staff 

members who may be susceptible to the effects of SD through a predictive model, then 

appropriate interventions can be implemented to mitigate these effects. 

Research Questions 

RQ1: Are there individual factors (age, gender, ethnicity, experience, education 

and specialty) that predict SD? 

RQ2: Are there communication attributes (verbal aggression, intolerance of 

ambiguity, conflict management, or argumentativeness) that predict SD? 

Theoretical/Conceptual Framework 

The theoretical framework for this study is Structurational Divergence, which is 

based in Structuration Theory developed by Giddens (1984). Giddens wrote: 

In structuration theory ‘structure’ is regarded as rules and resources recursively 

implicated in social reproduction; institutionalized features of social systems have 
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structural properties in the sense that relationships are stabilized across time and 

space. ‘Structure’ can be conceptualized abstractly as two aspects of rules – 

normative elements and codes of signification. Resources are also of two kinds:  

authoritative resources, which derive from the co-ordination of the activity of 

human agents, and allocative resources, which stem from control of material 

products or of aspects of the material world (p.xxxi). 

Giddens (1984) defined “structures” as “rules and resources, or sets of 

transformation relations, organized as properties of social systems” (p. 25). He defined 

“systems” as “reproduced relations between actors or collectivities, organized as regular 

social practices” (p. 25) such as the interactions between physicians and nurses. He 

defined “structuration” as “conditions governing the continuity or transmission of 

structures, as therefore the reproduction of social systems” (p. 25) such as policies and 

procedures that define how work within a health care system is performed. Giddens 

further discussed types of rules that replicate behaviors: habits, formulas, constitutive and 

regulative. Habits constitute routine practices that happen over time; for example, lunch 

breaks occur between 11:00 am and 1:00 pm daily. Formulas define generalizable 

practices, for example, physicians need to be notified when a patient’s vital signs are 

deteriorating from that patient’s baseline. Constitutive rules define how work is done, 

such as defining at what times scheduled medications are given. Regulative rules have 

sanctions attached to them, such as a Registered Nurse who administers a medication to a 

patient without an order.  
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Giddens (1984) further described three structural modalities: “signification as 

symbolic orders/modes of discourse; legitimation as political and economic institutions; 

and domination as legal institutions” (p. 31) as social practices that create meaning. 

Structures set the cultural systems or rules for behavior that produce outcomes (Nicotera, 

Mahon, & Zhao, 2010). Structures are produced and reproduced in interactions, and are 

thereby both perpetuated and transformed. SD prevents structural transformation by 

obscuring the sensibility of roles for social practice, thus it must be addressed as a 

systemic organizational phenomenon (Nicotera & Mahon, in press). 

Nicotera and Clinkscales (2003) studied Structuration Theory in the African-

American culture through a qualitative study in two organizations: a human services 

organization and an elementary school. Through their interviews with 121 employees, 

predominantly African-American, they described a negative spiral of communication that 

can occur when contradictory, interpenetrating structures exist. The findings of Nicotera 

and Clinkscales (2003) ground understanding of SD (Nicotera, Mahon, & Zhao, 2010). 

Nicotera and Clinkscales (2003, 2010) explained that when divergence occurs, the 

individual or organization experiences a spiral of negative communication resulting in 

unresolved conflict, immobilization, and erosion of organizational and human 

development.  

 As stated earlier, SD occurs when an individual reaches a “nexus”, this point of 

being in the position of needing to satisfy two equal sets of interpenetrating, but 

contradictory social rules, practices, cultures, or structures and the resulting cycle of 

communication breakdowns that occurs when the individual is unable to satisfy both 
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structures, thereby slowing or stopping progress towards goals that may or may not be in 

alignment (Nicotera & Clinkscales, 2010; Nicotera, Mahon, & Zhao, 2010). 

Communication becomes a downward spiral characterized by unresolved conflict, 

immobilization, and erosion of individual and organizational development (Nicotera & 

Clinkscales, 2003, 2010). Figure 1.1 demonstrates the downward spiral of structure and 

outcome in the SD-nexus and the SD-cycle (Nicotera, Mahon, & Zhao, 2010, p. 363). 

 

 

 

Figure 1.1 Structurational Divergence:  The SD-nexus and SD-cycle (Nicotera, Mahon, & 

Zhao, 2010). Used with Permission 

 

“Conceptually, the cycle is as follows:  (1) incompatibilities of intersecting 

cultural structures create unresolved conflict that immobilizes individuals, 

preventing them from individual progress and goal achievement; (2) this 

immobilization and inability to achieve individual-level goals then prevents 

development at both the individual and organizational levels; and (3) as 
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development is imbedded and eroded, unresolved conflicts are perpetuated, 

further entrenched, and deepened” (Nicotera, Mahon, & Zhao, 2010, p. 380). 

In their research of SD in the African-American culture, Nicotera and Clinkscales 

(2003) further identified fifteen themes they categorized in five constructs:  

 Relational/Task Orientation  

o Own orientation to work,  

o Others’ orientation to work,  

o Own orientation to relationships, and  

o Others’ orientation to relationships;  

 Communication and Interpersonal Dynamics  

o Communication and interpersonal dynamics;  

 Cultural Identity and Human Development  

o Organizational identity,  

o Professional identity,  

o Ethnic/racial identity, and  

o Individual human development;  

 Leadership and Management  

o Leadership and management; and  

 Power/Authority and Control  

o Power,  

o Authority, and  

o Control.   
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Each of these constructs and themes are important in healthful nursing practice 

environments; however, Nicotera and Clinkscales defined relationship and task 

orientation as “the basic cognitive mechanism for invoking structure in system” (2003, p. 

48). They stated:  “The tasks encompassed by a job are defined by relationships with 

others; organizational relationships are defined by tasks. Employees achieve tasks 

through highly committed interpersonal relationships that are specifically formulated for 

collective work on tasks” (Nicotera & Clinkscales, 2003, p. 272). In healthy 

organizations that have well-balanced relationship and task orientations, interpenetrating 

structures converge with successful negotiation of competitive interests and difficult 

interactions, organizational and individual goal attainment, and organizational and human 

development (Nicotera & Clinkscales, 2003). Organizations that experience SD quickly 

become dysfunctional. 

Nicotera and Clinkscales (2003) defined organizations’ verbal and written 

communication as the “nexus” through which the social coordination of actions allows 

tasks to be accomplished. “Problematics” refer to identifiable interactional processes that 

affect relationships within organizations. Four “problematics” in this model that have an 

impact on the “relationship” and “task” nexus commonly seen in SD have been identified 

as:  1) Power/Authority/Control; 2) Communication/Interpersonal Dynamics; 3) Cultural 

Identity/Human Development; 4) Leadership/Management (see Figure 1.3), with 

Power/Authority/Control being the most influential (Nicotera & Clinkscales, 2003; 

Nicotera, Mahon, & Zhao, 2010). Further, Nicotera and Clinkscales (2010, pg. 44) 
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concluded from this dataset, that within nursing “the most obvious incompatibility is a 

tension between relationship and task.”    

Nursing is a profession that is built on relationships with patients, physicians, and 

other members of the healthcare team and whose work is carried out through tasks (e.g., 

administering medications, performing procedures, teaching and collaborating with other 

members of the healthcare team). The “problematics” that have an impact on the 

“relationship” and “task” nexus commonly seen in SD and nursing are: 1) 

Power/Authority/Control; 2) Communication/Interpersonal Dynamics; 3) Cultural 

Identity/Human Development; 4) Leadership/Management (Nicotera & Clinkscales, 

2003; Nicotera, Mahon, & Zhao, 2010). In Figure 1.2, SD embedded in organizational 

communication is demonstrated (Nicotera & Clinkscales, 2003, p. 49; Nicotera, Mahon 

& Zhao, 2010, p. 367). The remainder of this dissertation will discuss SD in the realm of 

the Relationship and Task Orientation. 
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Figure 1.2. SD embedded in organizational communication (Nicotera & Clinkscales, 

2003, Nicotera, Mahon & Zhao, 2010). Used with permission. 

 

In nursing, the negative effects of communication difficulties may include poor 

quality, safety events, nursing turnover, lateral violence, and delayed professional 

development (Center for American Nurses, 2008; Joint Commission, 2008; Nicotera, 

Mahon, & Zhao, 2010). The workplace environment is complex. In a study of nurses in a 

large hospital system, researchers hypothesized that SD can have positive and negative 

effects on the workplace environment. It is from this initial study that the data set for this 

secondary analysis has been obtained. In the initial study researchers examined unit level 

analyses to explore these relationships; the primary study is described in Appendix A 

(Nicotera, Mahon, Zhao, & Conway-Morana, in preparation). 

 In this study, the relationships between nurses’ individual factors (age, gender, 

highest nursing education, years of experience, clinical specialty, and ethnicity), 
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intolerance of ambiguity, conflict management beliefs, verbal aggression, and 

argumentativeness and structurational divergence (those incidences where participants 

specifically indicate they are caught between interpenetrating, contradictory structures) 

will be examined. The variables in this study are shown in Figure 1.3. 

 

 

 

Figure 1.3 Predictors of SD – Proposed Model 

The conceptual and operational definitions of the variables are described in 

Appendix B, as are the existing instruments used by the principle investigators in the 

primary study to measure the variables. Two hundred sixteen questions from these 

existing instruments (as well as questions related to demographics) were included in the 

questionnaire used in the primary study. The items were used to measure intolerance of 

ambiguity, role conflict, workplace climate (communication), conflict management 
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styles, lateral violence (bullying), argumentativeness, locus of control, depression, 

burnout, professional/organization identity and intent to leave. 

Summary 

Structurational Divergence occurs when a person is immobilized in carrying out 

the responsibilities of the job because that person is caught between two sets of 

impenetrable forces with conflicting demands and expectations. When nurses can no 

longer tolerate the nexus caused by SD, they may leave the profession, exacerbating the 

current shortage of experienced nurses. In this study, the researcher attempts to identify 

predictors of SD so that appropriate interventions can be implemented to mitigate the 

effects of SD. 
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CHAPTER TWO 

Literature Review 

 

Introduction 

Structurational Divergence (SD) occurs when an individual reaches a nexus of 

multiple structures that create unresolvable, simultaneous demands, leading to a cycle of 

poor communication resulting in unresolved conflict, immobilization (the inability to 

make progress towards goals) and erosion of personal and professional development 

(Nicotera, Mahon, & Zhao, 2010). There has been significant research related to the 

symptoms of SD, such as burnout, poor communication, depression, poor 

interdisciplinary collaboration, and lateral violence, all of which can lead to nursing 

turnover, poor nursing outcomes and safety events (Browning, Ryan, Thomas, 

Greenberg, & Rolniak, 2007; Chen, Chen, Tsai, & Lo, 2007; Curtis, Tzannes, & Rudge, 

2011; Gormley, 2011; Havens, Vasey, Gittell, & Lin, 2010; Higgins, & MacIntosh, 2010; 

Hutchinson, Wilkes, Jackson, & Vickers, 2010; Laschinger, Leiter, Day, & Gilin, 2009; 

Poghosyan, Clarke, Finlayson, & Aiken, 2010). A literature search was conducted using 

CINAHL, Medline, PsycINFO, and Cochrane Library Review, among others, to identify 

over 212 articles related to SD, the work environment, and factors contributing to SD. 

Key words included, but were not limited to:  structurational divergence, burnout, 

turnover, communication, conflict management, work environment, bullying, lateral 
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violence, and ambiguity intolerance. Emphasis was placed on contemporary research 

articles written within the past four years, since 2008, as well as seminal articles on 

which SD Theory and the measurement instruments from the primary research study 

were based. 

Structurational Divergence  

 “SD is a widespread organizational problem, manifesting as recurrent cycles of 

unresolved conflict rooted in incompatible meaning structures” (Nicotera, Mahon, & 

Zhao, 2010, p. 362). The SD-nexus is that place where multiple social structures 

interpenetrate – when an individual feels compelled to fulfill obligations simultaneously 

from multiple systems of social rules, each normatively sanctioned by its own structure. 

When these intangible structures are each comprised of rules that sit in opposition to the 

rules of the other, the individual’s position is untenable (Nicotera & Clinkscales, 2010, p. 

32). “SD occurs when incompatible interpenetrating structures create an SD nexus and 

the individual(s) caught in that nexus experience the SD-cycle. The term SD-cycle 

identifies a downward communication spiral stemming from the SD-nexus, which creates 

unresolvable conflicts that lead to immobilization” (Nicotera, Mahon, & Zhao, 2010, p. 

362). This immobilization is manifested by lack of progress in achieving objectives and 

goals, repeatedly facing the same frustrations, and feelings of “futility and hopelessness” 

(Nicotera & Clinkscales, 2003, 2010; Nicotera, Mahon, & Zhao, 2010, p. 363). These 

feelings prevent development at the individual and organizational levels (skills and 

professional development) (Nicotera, Mahon & Zhao, 2010). This lack of development 

can create more conflict, deepening the downward communication spiral. At times, the 
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divergent social structures are not identifiable, which makes conflict management skills 

ineffective. Typically, conflict management skills focus on resolving goals and 

objectives. With SD, goals may be aligned, however, the conflict and frustration may 

evolve in different meanings and interpretations of the divergent social structures 

(Nicotera, Mahon, & Zhao, 2010). The solution to SD is convergence, where conflict 

management skills and negotiation skills are developed and used to create shared 

meaning of goal attainment and break the cycle creating immobilization (Nicotera, 

Mahon, & Zhao, 2010). The primary researchers believe that there are moderators that 

help or hinder nurses’ reactions to the structures that contribute to SD (Nicotera, Mahon, 

Zhao, & Conway-Morana, in progress). These moderators include beliefs related to 

communication, argumentativeness/verbal aggression, conflict management, and 

intolerance of ambiguity. 

Workplace Environment 

Job satisfaction refers to the affective response one achieves when the job meets 

the employee’s expectations and values (Spector, 1985). The work environment 

encompasses those structures that help achieve job satisfaction (Aiken, Clarke, Sloane, 

Lake, & Cheney, 2008; Davies, Wong & Laschinger, 2011; Gilbert, Laschinger, & 

Leiter, 2010; Kanter, 1997; Laschinger, Finegan, & Wilk, 2009; Laschinger, Grau, 

Finegan, & Wilk, 2010; Lewis & Malecha, 2011; Nicotera & Clinkscales, 2010; Roche, 

Morsi, & Chandler, 2009). In 2004, the Nursing Organizations Alliance (NOA), an 

alliance of sixty nursing specialty organizations, issued a statement in which they 

identified nine principles and elements that contribute to a healthy work environment 
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(HWE) for nurses and the definitions that describe each element (Ritter, 2011; NOA, 

2004). This position statement was adopted by the individual organizations composing 

NOA, and has been incorporated in many position statements and programs designating 

HWE’s (AONE, 2004; AACN, 2005; ANCC, 2008; AORN, 2009). The “Principles and 

Elements for a Healthful Practice/Environment” include: Collaborative Practice Culture 

(respectful collegial communication and behavior, team orientation, presence of trust, 

respect for diversity); Communication Rich Culture (clear, respectful, open, and trusting); 

A Culture of Accountability (clearly defined role expectations where everyone is 

accountable); The Presence of Adequate Numbers of Qualified Nurses (ability to provide 

quality care to meet client/patient’s needs while maintaining work/home life balance); 

The Presence of Expert, Competent, Credible, Visible Leadership (nursing leaders serve 

as advocates for nursing practice, support shared decision-making, allocate resources to 

support nursing); Shared Decision-Making at All Levels (nurses participate in system, 

organizational, and process decisions through formal structures to support shared 

decision-making and nurses’ control over their practice); The Encouragement of 

Professional Practice and Continued Growth/Development (continuing education/ 

certification is supported/encouraged, participation in professional associations 

encouraged, an information rich environment is supported); Recognition of the Value of 

Nursing’s Contribution (reward and pay for performance, career mobility and expansion); 

and Recognition for Nurses for Their Meaningful Contribution to Practice (NOA, 2004). 

In a non-experimental, correlational, comparative study on workplace incivility, 

Lewis and Malecha (2011) found that workplace incivility was higher in organizations 
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that did not have healthy work environments. They defined Healthy Work Environments 

as achieving the American Nurses Credentialing Center’s Magnet or Pathway to 

Excellence Recognition or achieved the American Association of Critical Care Nurses’ 

Beacon Recognition (p  < .001). This article implied that only organizations achieving 

these designations have healthy work environments, which may not be true. The 

researchers found that 85% of the 659 staff nurse respondents, even in environments that 

were designated as healthy, had experienced uncivil workplace behavior within the year. 

In addition, they found that workplace incivility cost $11,581 per nurse per year in 

productivity. Many elements of a Healthful Work Environment, such as Collaborative 

Practice Culture, Communication Rich Culture, A Culture of Accountability, 

Encouragement of Professional Practice, and Continued Growth/Development, do not 

exist in organizations in which there is SD. In addition to an unhealthy practice 

environment, other contributing factors of SD are believed to be lateral violence, burnout, 

intention to leave, role conflict, and depression (Nicotera & Clinkscales, 2010).  

In developing a tool to measure charge nurse stress, Admi and Moshe-Eilon 

(2010) concluded that charge nurses must take into consideration several constituencies 

in carrying out their role:  patients, staff, other disciplinary team members, and the best 

interests of the organization. Six stressors were identified in considering these 

constituencies:  authority/responsibility conflict, managerial decision making, deficiency 

of resources, role conflict, patient-nurse interaction, and overload. All of these 

constituencies and stressors may be linked to SD. 
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Researchers analyzed the effects of the work environment on nursing and patient 

outcomes, using data from 10,184 Pennsylvania nurses representing 168 Pennsylvania 

hospitals (Aiken, Clarke, Sloane, Lake, & Cheney, 2008). They used the Nursing Work 

Index to classify the hospitals’ work environments and found that 26% of the hospitals 

were classified in the poor work environment category, and 49% were classified in the 

mixed category. The mean proportion of baccalaureate prepared nurses was marginally 

lower in hospitals that had lower work environment scores (p < .10). The researchers 

concluded that baccalaureate prepared nurses seek organizations with better practice 

environments, such as organizations who have achieved Magnet Recognition. It may be 

surmised that better practice environments help mitigate the erosion of professional 

development seen with SD. In addition, poorer care environments were associated with 

higher burnout (Odds Ratio = .74; Confidence Interval = 95%), lower job satisfaction 

(Odds Ratio = .74; Confidence Interval = 95%, and higher intent to leave (Odds Ratio = 

.87; Confidence Interval = 95%).   

Several researchers studied the work environment using Kanter’s Theory of 

Structural Power in Organizations (Davies, Wong & Laschinger, 2011; Gilbert, 

Laschinger, & Leiter, 2010; Kanter, 1997; Laschinger, Finegan, & Wilk, 2009; 

Laschinger, Grau, Finegan, & Wilk, 2010; Roche, Morsi, & Chandler, 2009). In her work 

with multiple industries and businesses, Kanter (1997) identified several structures for 

empowering workers to do their jobs and make their own decisions, which resulted in 

good working environments: access to information necessary to do their jobs; support in 

risk-taking and decision making; resources, such as supplies, equipment, and human and 
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financial resources; and opportunities for professional growth and development (Gilbert, 

Laschinger, & Leiter, 2010; Kanter, 1997). When these structures are not present in the 

work environment, the outcomes of SD (unresolved conflict, immobilization and erosion 

of personal and professional development) may occur. Using Kanter’s Theory, Gilbert, 

Laschinger, and Leiter (2010) conducted a secondary analysis on data from 897 

healthcare professionals in five Canadian hospitals to examine the effects of these 

structures on behaviors directed at the organization and peers. Through regression 

analysis, the researchers found a relationship between empowerment and positive 

organizational citizenship behaviors (β = 0.230, p <0.001), and a relationship between 

empowerment and the emotional exhaustion associated with burnout (β = -0.208, p < 

0.001). They found a significant relationship between exhaustion and organizational 

behaviors (β = 0.141, p < 0.001) and determined empowerment and exhaustion were 

predictors of organizational behaviors (β = 0.207, p < 0.001 for empowerment and β =      

-0.097, p < 0.05 for exhaustion). 

In a longitudinal study of 415 newly graduated (< 3 years) Canadian nurses’ 

“perceptions of structural empowerment to their experiences of workplace bullying and 

burnout” (p. 2732), Laschinger, Grau, Finegan, and Wilk (2010) also used Kanter’s 

Theory for Structural Empowerment. The researchers found that “structural 

empowerment was statistically and negatively related to workplace bullying exposure (β 

= -0.37), which in turn, was statistically significantly related to all three components of 

burnout (Emotional exhaustion: β = 0.41, Cynicism: β = 0.28; Efficacy:  β = -0.17). 
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Emotional exhaustion had a direct effect on cynicism (β = 0.51), which in turn, had a 

direct effect on efficacy (β = -0.34)” (Laschinger, Grau, Finegan, & Wilk, 2010, p. 2732).  

Also using Kanter’s Theory on Structural Empowerment in an exploratory, 

predictive correlational study of 115 staff nurses, Roche, Morsi, and Chandler (2009) 

explored the relationship of work relationships and structural empowerment with the 

development of expertise in nurses (the ability to handle complex patient situations). The 

researchers believed that greater nursing expertise would lead to more autonomy, job 

satisfaction, and nurse-physician collaboration. They found that 26% of the nurses 

reported nursing expertise was linked to work relationships (16%) and structural 

empowerment (10%) (R
2
 =0.258, P = .000). This is important, not only in terms of 

creating a healthful practice environment, but also in providing safe patient care. When 

there is a lack of positive working relationships that foster nursing expertise, the personal 

and professional erosion seen in SD may be manifested. 

Finally, Davies, Wong, and Laschinger (2011) tested Kanter’s Theory on 

Structural Empowerment in a secondary analysis on data from 234 nurses that examined 

“relationships among structural empowerment, leader-member exchange quality and 

nurses’ participation in personal knowledge transfer activities” (p. 632). Through 

hierarchical multiple linear regression analysis, they found that empowerment was a 

significant predictor of knowledge transfer (β = .291, t = 4.012, P < 0.001). The 

researchers also found that staffs’ affinity for their leaders (affection and respect) was 

highly correlated with structural empowerment (r = 0.49, p < 0.001), and that effective 

leaders indirectly influenced personal knowledge transfer by facilitating opportunities for 
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growth and information. This is important information for nurse leaders to understand so 

they can seek opportunities for their staff to develop as a means to mitigate the erosion of 

professional development seen in SD. These researchers reinforce the importance of the 

positive structures of information sharing, risk-taking, and professional development 

opportunities to mitigate the negative effects of structures that are divergent. More 

research is needed to examine the relationship between structural empowerment and SD. 

Lateral Violence (Workplace Bullying). 

“Workplace bullying refers to a range of behaviours that are often hidden and 

difficult to prove. Perpetrators aim to harm their target through a relentless barrage of 

behaviours that may escalate over time and include being harassed, tormented, ignored, 

sabotaged, put down, insulted, ganged-up on, humiliated and daily work life made 

difficult” (Hutchinson, Wilkes, Vickers, & Jackson, 2008, p. 21). In developing a 

multidimensional modeling of bullying, Hutchison, Wilkes, Jackson, and Vickers (2010) 

used structural equation modeling and factor analysis on surveys returned from 370 

Australian nurses. Through a mixed method analysis, the researchers identified three 

organizational factors that enabled bullying: “informal organizational alliances, 

organizational intolerance and reward of bullying and misuse of legitimate organizational 

processes and procedures” (p. 175). All of these enablers are structures that may 

contribute to SD. The authors further found “bullying arising as a consequence of these 

factors, in turn, leads to avoidance and withdrawal at work, work and career interruption, 

negative health effects and the normalization of bullying behaviours in nursing teams” 
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(Hutchison, Wilkes, Jackson, & Vickers, 2010, p. 175). All of these sequelae contribute 

to the SD-nexus and SD-cycle. 

In a descriptive correlational study of 461 nurses to examine the relationship of 

verbal abuse and intent to leave in one large multi-hospital system, Sofield and Salmond 

(2003) found that 91% of nurses reported that they had been the victim of verbal abuse 

within the previous month. Sixty-seven percent reported experiencing verbal abuse from 

one to five times in the previous month, and 15% reported experiencing verbal abuse six 

to ten times in the previous month. Sources of abuse over the previous six months 

included physicians (62%), patients (56%), patients’ families (48%), peers (28%), 

immediate supervisors (16%) and subordinates (15%). The abuser was male 61% of the 

time. Responses to verbal abuse included anger (53%), feelings of powerlessness (15%), 

harassment (14.8%), embarrassment (14.8%), and the desire to problem-solve behavior 

changes (11%). The nurses surveyed believed that verbal abuse played a role in nursing 

turnover on their units. The researchers found a significant relationship between verbal 

abuse and intent to leave (r = .211, p < 0.01).  

In a qualitative study of ten Canadian perioperative nurses, Higgins and 

MacIntosh (2010) found the majority of the nurses interviewed indicated they had 

experienced psychological abuse by physicians in the form of belittling, ridiculing, or 

being yelled or sworn at. Several had experienced physical abuse by physicians including 

kicking, pushing, and having objects thrown at them. None reported sexual abuse. They 

indicated that physicians preferred to work with experienced nurses. Inexperienced 

nurses and charge nurses were typically the targets of physician abuse. The nurse 
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participants reported that if the abuse occurred early in the shift, their confidence was 

shaken for the remainder of the day. The nurse participants also reported that they 

believed that physicians took out their frustrations with administrators on the 

perioperative team on issues including supply issues, staffing and competence issues, and 

policy issues (scheduling, and operational issues such as room turnover). Participants 

emphasized their discomfort when they had to work with multiple physicians who did not 

like each other, as these frustrations were also taken out on the nursing staff. The nurses 

also reported that, when the abusive behavior was reported, administrators did not listen 

to their complaints. The nurses reported lack of communication with physicians, and 

learning and development were not supported. Following physicians’ psychological 

abuse, the nurses reported feelings of worthlessness, lacking confidence and judgment, 

second guessing their abilities, insecurity, guilt, disrespect, and feelings of inadequacy. 

The participants reported that once their confidence was gone, they were more prone to 

mistakes, low esteem, post traumatic stress disorder, and thoughts of suicide. They 

reported mental exhaustion, as well as physical symptoms including heavy breathing, 

racing heart, increased perspiration, slow thinking, skin disorders, gastrointestinal 

symptoms, weight loss, headache, backache, increased blood pressure, depression 

symptoms, increased sick time from work, and social isolation from friends and family.  

Burnout. 

 Maslach and Jackson (1981) described burnout as emotional exhaustion, reduced 

personal accomplishment, and depersonalization, and occurring most commonly in 

people who work in the service industry doing “people work” (p. 99). Psychologically, 
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staffs who are burned out believe they have nothing left of themselves to give and, as a 

result, become negative and cynical. These feelings are projected on those for whom they 

care. People who suffer burnout are dissatisfied with themselves and their 

accomplishments. Burnout leads to physical and interpersonal sequelae including 

insomnia, chemical dependency, strained relationships, and other symptoms; as well as at 

the organizational level, including absenteeism, and quality of care issues. 

 In a cross section study to predict burnout in 121 Taiwanese male nurses, Hsu, 

Chen, Yu, and Lou (2010) found that job stress was a significant factor in burnout (r = 

0.64, p < 0.001). This stress was composed of role conflict, job loading (tasks and 

amount of work to be done in a limited time), and organizational interaction, all of which 

may occur in SD. Job stress accounted for 45.8% of the variance in burnout and role 

conflict accounted for 40.8% of the variance in job stress. Organizational interaction, 

however, was the greatest source of job stress (Mean = 3.32, SD = 0.71) and role conflict 

was the least source of job stress (Mean = 2.6, SD = 0.82). 

Intent to Leave. 

An employee contemplating leaving an organization can create anxiety not only 

for the individual who may leave, but also for the team members who remain. Those still 

at the organization may be mourning the loss and wondering what effects both the loss 

and the replacement team member will have on the team (Scott, Connaughton, Diaz-

Saenz, Maguire, Ramirex, Richardson, Shaw, & Morgan, 1999). In addition, Scott and 

colleagues indicated that employee turnover incurs replacement costs for an organization. 

Using the Intent to Leave dimension of the Organizational Culture Profile (OCP), the 
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researchers found that the “two most frequently studied antecedents of intent to leave are 

job satisfaction and commitment” (p. 401). The researchers criticized previous studies, 

describing an inadequate focus on both the role of communication in these antecedents, 

and the role of communication on supervisor and peer relationships, and also in 

organizational and professional identity (Scott et al, 1999).  

Apker, Propp, and Ford (2009) also used the Intent to Leave dimension of the 

OCP in a study of 201 hospital nurses to examine the relationship between 

communication, organizational and professional identity and intent to leave. Using 

regression analysis, they found team synergy as a negative predictor (β = -.30) for intent 

to leave (the higher the team synergy, the lower the intent to leave). Behaviors 

exemplifying team synergy included: fostering a positive climate with humor, managing 

workplace stress, active listening to team mates, sharing workloads, mentoring peers, 

empowering assistive staff, and coordinating patient care (Apker, Propp, & Ford, 2009). 

The Department of Health and Human Services (HHS, 2008) estimated that 

13.1% of registered nurses employed in nursing will change employment within the 

profession due to lack of collaboration and communication. Turnover can occur at the 

unit level, at the organizational level, or result in a nurse leaving the profession. HHS 

researchers (2008) estimated that 17.2% of registered nurses are not employed in nursing, 

and, of those who left nursing, 10.2%  indicated that it was due to lack of collaboration 

and communication.  

In a study of 2203 nurses across eleven countries, DeCola and Riggins (2010) 

found that 53% of the respondents indicated they planned to remain in nursing for the 
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next five years. Nurses in this study ranked elements of a positive practice environment 

on a scale of one to ten, with ten as “very important.”  Rankings included open 

communication, teamwork, and collegiality (Mean = 9.0); sufficient staff and skill mix 

(percent of staff who are nurses versus support staff) (Mean = 8.9); policies promoting 

staff safety (Mean = 8.9); sufficient information about best practices (Mean = 8.9); good 

relationships with managers (Mean = 8.76); respect (Mean = 8.67); and, training 

opportunities (Mean = 8.64). Unfavorable conditions that were cited included heavy 

workloads (42%), lack of recognition (15%), and too much bureaucracy (13%).  

Another study examining predictors for intent to stay involved a survey of 275 

nurses from three Jordanian public hospitals (AbuAlRub, 2010). These researchers also 

found that supervisor support was the most significant variable in nurses’ intentions to 

stay, accounting for 17% of the variation.  

In a Canadian study of 612 staff nurses, Laschinger, Leiter, Day, and Gilin (2009) 

found “emotional exhaustion, cynicism and supervisor incivility most strongly predicted 

turnover intentions” (p. 302). More than half of the nurses in this study had experienced 

uncivil behavior from their manager or their peers.  

In a study of Japanese nurses, researchers demonstrated that generations may be 

characterized by different national factors (for example, the atomic bomb and economic 

changes shaped Japanese generational characteristics different from American 

generational characteristics), but each generation perceived interpersonal relationships as 

a significant factor in their intent to leave the profession (Takase, Oba, & Yamashita, 

2009). 
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In a study of 336 nurses from two Midwestern hospitals, Gormley (2011) found a 

discrepancy in perceptions related to communication, teamwork, and quality of care 

between managers and the nurses they supervise. In a cross-sectional, non-experimental 

study of 296 staff nurses and 40 nurse managers, staff nurses consistently rated the work 

environment lower than their managers on all subscales of the work environment, with 

the exception of physician collaboration. This research is important in that it 

demonstrated that nurse managers may not be aware of what their staff are feeling in 

relation to the work environment or SD. Staff nurses’ intent to leave scores were 

moderately negatively correlated with their perceptions of the work environment (r = -

0.149 to -0.291, p < 0.05), especially in relation to shared decision making and nursing 

leadership. Turnover was not significantly correlated with nurse-physician collaboration 

or work schedules. The researcher found no demographic differences between nurses on 

a number of demographic variables related to perceptions of the work environment, with 

the exception of union membership. Nurses who were members of a collective bargaining 

unit perceived the work environment as worse in all key aspects. 

Leader-member exchange (LMX) leadership style takes into consideration the 

leader, the follower, and the relationship within this dyad that is built from the quality of 

the interactions between them (Han & Jekel, 2011; Laschinger, Finegan, & Wilk, 2009; 

Laschinger, Finegan, & Wilk, 2011). The quality of LMX includes contributions (doing 

more than expected), affect (friendly attitudes), loyalty, and professional respect for skills 

and knowledge (Laschinger, Finegan, & Wilk, 2009). Han and Jekel (2011) conducted a 

cross sectional survey study examining the effect of leader-member exchanges (LMX) on 
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job satisfaction and intent to leave on 181 nurses from seven different units within a U.S. 

hospital. Controlling for demographic factors (age, gender, education, and length of time 

at organization), they found that higher LMX was associated with higher job satisfaction 

(β = 0.50, p < 0.001; Pearson’s r = 0.5, p < 0.01) and lower intention to leave (β = -0.42, 

p < 0.001; Pearson’s r = -0.4, p < 0.01). When controlling for job satisfaction, however, 

the relationship between LMX and intention to leave became less significant (β = -0.12, p 

< 0.05).  

Laschinger, Finegan, and Wilk (2009) surveyed 3,156 nurses from 217 hospital 

units to examine LMX and structural empowerment at the individual level. They found a 

positive relationship between the quality of leader-member exchanges and elements of 

structural empowerment (β = .292) and with organizational commitment (β = .392). 

Laschinger, Finegan, and Wilk (2011) also performed a secondary analysis on these data, 

examining the quality of LMX on structural empowerment at the unit level. They found 

that nursing units with perceived higher LMX also had higher perceived unit level 

structural empowerment (β = 0.25, p < 0.05). More research is needed to examine the 

relationship between LMX and SD. 

Role Conflict 

Fontenot and Scott (2007) defined Communicative-Organizational Identification 

as “a type of behavioral identification that represents the manifestation of solidarity with 

the values of a collective through verbal and nonverbal behaviors expressed to internal 

and external audiences” (p. 4). This definition can be extrapolated to mean the extent that 

an individual identifies as part of an organization or part of the [nursing] profession. 
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Chen, Chen, Tsai, and Lo (2007) described role conflict or role stress as work overload, 

incompetence, over-qualification, and incongruity which “can arise from different 

patterns of mismatch in expectations, resources, capability and values about the role” (p. 

498).  

 Apker, Propp, and Ford (2005) described role dialectics as “the ongoing interplay 

of contradictions that produce, shape, and maintain behaviors associated with a particular 

role. Role contradictions are constructed and reconstructed by the dynamic and 

interdependent expectations for behavior of the self and other in multiple relationships. 

Role tensions are negotiated communicatively within the varied relationships which 

comprise social units” (p. 97).  In their research consisting of interviews and 

observations, they identified several dialectics, or contradictions. These dialectics shape 

how nurses communicate in interdisciplinary situations: 

 equal-subordinate dialectic (how nurses accommodate or deny the 

hierarchy from which they receive “orders”), 

 superior-equal role dialectic (how nurses interact with those in positions to 

whom nurses give “orders”), 

 detached-attached dialectic (maintaining autonomy while identifying with 

a team),  

Because these dialectics involve hierarchies, roles, teams, and autonomy, they may 

contribute to simultaneous, yet conflicting, demands associated with the SD-nexus and 

SD-cycle.  
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Individual Factors 

 There are not any studies in which interrelationships between individual factors, 

such as age, gender, experience, education, clinical specialty, or ethnicity contribute to or 

mitigate SD, have been explored. Researchers have examined relationships among some 

of these factors with burnout, lateral violence and turnover (DeCola & Riggins, 2010; 

Lewis & Malecha, 2011; Maslach & Jackson, 1981; Wieck, Dols, & Landrum, 2010). In 

this section, studies in which individual factors (age, experience, gender, education, 

ethnicity, and specialty) have been explored will be described. Studies examining 

multiple individual factors will be described once, but results will be shared where 

appropriate to the factor. 

Age. 

In their study of 1025 human service professionals experiencing burnout, Maslach 

and Jackson (1981) found that younger people, under 49 years old, experienced more 

intense depersonalization (F = 11.43, p < 0.001) and emotional exhaustion (F = 5.43, p < 

0.001) while older people, over 49 years old, experienced more frequent personal 

accomplishment (F = 4.70, p < 0.001). This substantiates the authors’ concern that if 

people do not learn to cope with burnout early in their career, they may leave their 

profession.  

In an exploratory study of 57 nurses across specialties, Mahon and Nicotera 

(2010) found no differences in nurses’ confrontation preferences related to age, but found 

“older nurses” (p. 161) were more inclined to use destructive strategies in confrontational 

situations (r = 0.35, p < 0.05). 
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Havens, Vasey, Gittell, and Lin (2010) described relational coordination as 

effective patient care coordination because goals are shared among those providing care, 

knowledge about the patient and disease process are shared, and there is mutual respect. 

In relational coordination, communication is “frequent, timely, accurate and problem-

solving, rather than blaming” (Havens, Vasey, Gittell, & Lin, 2010, p. 927). In their 

survey of 747 nurses they found that nurses’ age was negatively associated with 

frequency of communication with physicians (r = -0.10, p < 0.05).  

Several researchers have studied generational perceptions of, and differences 

between attitudes related to the workplace, but limited their findings to Generation X and 

Baby Boomers due to lack of participation from other age groups (Farag, Tullai-

McGuiness, & Anthony, 2009; Leiter, Price & Laschinger, 2010). Researchers 

consistently found that Baby Boomer nurses have more job satisfaction than their 

younger colleagues. The authors posited that this was due to socialization in their youth 

to be team players, to value long term and close relationships, and to be loyal to their 

employers. Generation X nurses and Millennials, the authors suggested, grew up more 

independent, often coming home from school alone to care for themselves while both 

parents worked (Farag, Tullai-McGuiness, & Anthony, 2009; Leiter, Price, & Laschinger, 

2010; Wieck, Dols, & Landrum, 2010; Wilson, Squires, Widger, Cranley, & Tourangeau, 

2008). 

Leiter, Price, and Laschinger (2010) found that Generation X nurses (born 

between 1963 and 1981) value collegiality, yet perceived more incivility in the workplace 

than Baby Boomers (born between 1943 and 1958). The distress Generation X nurses 
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experienced was related to the quality of their professional relationships. The researchers 

also found that Generation X nurses were more likely to experience stress and burnout if 

their personal values clashed with the perceived values of the organization than Baby 

Boomer nurses, who had different perceptions of collegiality and professional 

communication. This clashing of values could be SD. Generation X nurses desired 

regular and sincere feedback that valued their contributions to the team (Farag, Tullai-

McGuiness, & Anthony, 2009). Leiter and colleagues reported that Generation X nurses 

appeared to have different socialization needs, especially from their supervisors who they 

perceived to be uncivil. This higher stress level and perceptions of incivility resulted in 

higher intent to leave scores. Likewise, Farag, Tullai-McGuinness, and Anthony (2009) 

found that Generation X nurses (born between 1965 to 1980) and Baby Boomer nurses 

(born between 1946 to 1964) had similar perceptions of their managers’ leadership styles; 

however, Generation X nurses “had a less favorable perception of their unit climate 

related to warmth and belonging and administrative support” than their Baby Boomer 

colleagues (p. 26). 

Wieck, Dols, and Landrum (2010) described that nurses of all three generations 

(Baby Boomers, Generation X, and Millennials) found their relationships with physicians 

to be the most satisfactory work related structure, and found control over their practice as 

the least satisfactory structure. Millennial nurses (under 27 years old) were also not 

satisfied with organizational support; Generation X nurses (27 to 40 years old) were not 

satisfied with their lack of autonomy; and Baby Boomer nurses (over 40 years old) were 

not satisfied with the work environment. Overall, Baby Boomer nurses experienced more 
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job satisfaction than Generation X nurses, and Millennial nurses experienced the least job 

satisfaction; “one third” of the Millennial nurses indicated plans to leave their positions 

within the next two years, and “over two thirds” planned to leave their positions within 

five years (p. 12). 

In a Canadian study, Wilson, Squires, Widger, Cranley and Tourangeau (2008) 

found that Baby Boomer nurses were significantly more satisfied (p < .001) with their 

jobs than Generation X and Y nurses; however, there were no significant differences in 

the quality of the nurses’ interactions with other nurses and healthcare team members 

(2008). They also found no differences between Generation X nurses and Generation Y 

nurses’ overall job satisfaction or with individual components of job satisfaction, such as 

pay, recognition, control, scheduling or professional opportunities. 

A quasi-experimental study involving eight hospitals, 1,137 patients, 16 unit 

managers and 296 nurse observations was done to explore the effectiveness of nurse led 

interventions to improve the work environment, as well as patient outcomes. Hall, Doran, 

and Pink (2008) found that age “significantly influenced the perceptions of work quality 

found in this study at both the individual and unit level of data analysis” (p. 42). On an 

individual level, older nurses (51% of the sample was over 60 years old) perceived better 

unit leadership, and, on a unit level, units with older nurses scored higher regarding 

perceptions of unit leadership (p = .0358); lower regarding perceptions of work quality (p 

= .0218) and higher regarding perceptions of job stress (p = .0038).  
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Experience. 

Zakari, Al Khamis, and Hamadi (2010) used a cross sectional design to study 

conflict and perceptions of professionalism in 346 Saudi Arabian nurses and nurse 

managers. The only significant independent predictors of perceptions of professionalism 

was experience (β = -0.26). Specifically, there was conflict among more experienced 

nurses with technical training and less experienced nurses who had academic (university) 

training. Older, more experienced nurses believed that younger, better educated nurses 

did not have an appropriate level of respect for the older generation’s abilities and 

knowledge; this led to conflict between the two groups, and a negative perception of the 

less experienced nurses’ professionalism among the more experienced nurses. In another 

study involving eight organizations (previously described), nurses who had longer tenure 

within an organization perceived the quality of care provided by their organization as 

higher than the quality of care provided by other organizations (p = .0248) (Hall, Doran, 

& Pink, 2008). 

In their previously described study on relational coordination, Havens, Vasey, 

Gittell, and Lin (2010) found that years of experience on a nursing unit was not 

associated with higher nurse-physician relational coordination. Perhaps surprisingly, 

however, years of experience was negatively associated with accuracy of communication 

to physicians (r = -0.08, p = 0.05) and shared patient care goals (r = -0.11, p < 0.01).  

Schmalenberg and Kramer (2008) performed a secondary analysis on data 

obtained from 10,514 staff nurses from 34 hospitals to compare the work environment in 

Magnet and non-Magnet environments. Among their findings, they found that nurses 
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with less than three years of experience, and nurses with more than 30 years of 

experience perceived their work environments as more productive and satisfying (F = 

15.981, p <  .000) with Magnet Recognition accounting for the “dominant source” of the 

variance (Schmalenberg & Kramer, 2008 p. 8). In conclusion, consideration of the 

differences in motivators and perceptions among the generations is important in 

developing strategies to mitigate SD.  

Gender. 

 In the previously described study, Maslach and Jackson (1981) found that women 

experienced emotional exhaustion more frequently (F = 44.49, p < 0.001) and more 

intensely (F = 36.79, p < 0.001) than men. Men, however, experienced depersonalization, 

or detachment from their patients, more intensely (F = 6.33, p < 0.01) and frequently (F = 

12.42, p < 0.00) than women and personal accomplishment more intensely (F = 3.8, p < 

0.05) and frequently (F = 5.38, p < 0.005) than women. 

 In testing the revised instrument for measuring tendencies to take conflict 

personally, Hample and Dallinger (1995) examined a sample of 265 college students, of 

whom 58% were males. They found males had higher “levels of direct personalization, 

persecution feelings and stress reactions associated with the tendency to approach 

arguments and to be verbally aggressive” (p. 312). They also found that women 

experienced fewer feelings of persecution, but tended to have higher levels of direct 

personalization and be more inclined to avoid conflict. 

 Putnam and Wilson (1982) found that male and female workers were less likely to 

avoid conflict if their manager was a female, but were more likely to avoid conflict if 
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their manager were a male. They also found that women used avoidant conflict 

management strategies when first employed; as their tenure with an organization 

increased, so did their use of solution oriented conflict management strategies. On the 

other hand, the researchers found men to be just the opposite: the longer their tenure with 

an organization, the more likely men were to use nonconfrontational strategies.  

Education. 

In the previously described 1981 study on burnout, Maslach and Jackson found 

that more educated people experienced more frequent (F = 5.4, p < 0.003) and more 

intense (F = 3.95, p < 0.01) emotional exhaustion, personal accomplishment, and 

involvement, while less educated people experienced more frequent (F = 7.82, p < 

0.001), and more intense (F = 11.26, p < 0.001) depersonalization.  

In their study of communication preferences among 57 nurses, Mahon and 

Nicotera (2010) found no differences in nurses’ confrontation preferences related to the 

educational levels of the nurses studied. Havens, Vasey, Gittell and Lin (2010) found that 

higher education was not associated with higher nurse-physician relational coordination. 

Admi and Moshe-Eilon (2010) found that charge nurses with post-baccalaureate graduate 

clinical education experienced higher stress levels when assuming the charge nurse role. 

Nurses in the charge nurse role interact more frequently and intensely with 

administrators, physicians, other members of the healthcare team, and patients’ families 

than nurses providing direct patient care. Therefore, they may be more prone to SD due 

to the necessity to interact with more structures within the healthcare system in order to 

problem solve issues that arise.  
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In a study examining nurses’ interpersonal relationships in a diverse (age, 

education, experience, race-ethnicity) workforce, Beheri (2009) surveyed 194 nurses in 

the metropolitan Washington, DC area. Nurses with baccalaureate or higher education 

were found to be more associated with trusting of diverse groups (F = 2.852, p = .039) 

and more involved with inclusion (building relationships with other cultural groups) (F = 

3.645, p = .014) (Beheri, 2009). Valuing differences among co-workers was also 

significantly correlated with job satisfaction (F = 7.681, p = .006) among nurses with 

baccalaureate degrees. Job satisfaction was significantly associated with trusting 

relationships (F = 43.780, p = .000), which was significantly associated with intentions to 

stay in their positions (F = 34.688, p = .000). 

In the previously described study of sixteen patient care units in hospitals, Hall, 

Doran, and Pink (2008) found that nurses from units with fewer baccalaureate prepared 

nurses scored higher in perceptions of unit leadership (P = .0328). At the individual level, 

baccalaureate prepared nurses perceived more work related stress than diploma prepared 

nurses (P = .0491). In the previously described study comparing Magnet and non-Magnet 

environments, Schmalenberg and Kramer (2008) found nurses who were masters 

prepared experienced a more satisfying work environment (F = 3.354, p < 0.000). 

Ethnicity 

Maslach and Jackson (1981) found no differences in burnout related to ethnicity, 

but this may be due to the low number of minorities included in their sample. DeCola and 

Riggins (2010) did find differences in nurses’ intentions to leave their positions when 

they studied 2,203 nurses in eleven different countries. Forty percent of the nurses cited 
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improvements in nursing as a career in their country over the previous five years, most 

notably: Kenya, Brazil, and South Africa. Thirty percent of the nurses studied indicated 

nursing work environments in their country had deteriorated over the previous five years, 

which included Canada, the United States, Taiwan, and the United Kingdom. Nurses who 

indicated their intent to stay in nursing over the next five years as “very likely” included 

nurses from:  Portugal (77%), Brazil (75%), Canada (71%), Kenya (38%), South Africa 

(33%), Taiwan (33%), and Uganda (32%). 

 In a cross sectional study of 5,956 Japanese nurses from 302 units and 19 

hospitals, researchers found that, although 70% of the respondents had less than 10 years 

of experience, 60% of the respondents experienced job dissatisfaction and 56% 

experienced burnout (Kanai-Pak, Aiken, Sloane, & Poghosyan, 2008). Job dissatisfaction 

was reportly due to perceived lack of team work among nurses and physicians (60%) and 

lack of collaboration (joint practice) among nurses and physicians (66%) (Kanai-Pak, 

Aiken, Sloane, & Poghosyan, 2008). This finding is similar to another finding of nurses’ 

burnout in six countries. Researchers found that nurses from Japan (29.4%) experienced 

higher burnout levels on the emotional exhaustion scale than nurses from the United 

States (24.5%), Canada (22.5%), New Zealand (22.2%), the United Kingdom (21.8%), 

and  Germany (18.4%) (Poghosyan, Clarke, Finlayson, & Aiken, 2010). In this study, 

German nurses had the lowest level of burnout using the emotional exhaustion (18.4%) 

and depersonalization (5.2%) scales, while New Zealand nurses had the highest level of 

personal accomplishment (38.2%).  
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 In a large (478 nurses) Estonian study of the practice environment, nurses 

perceived nurse-physician relationships as more satisfying than they did their autonomy, 

control of their practice, and organizational support (Hinno, Partanen, Vehvilainen-

Julkunen & Aaviksoo, 2009). Nurses with more experience and older nurses had higher 

perceptions of organizational support. All of these structures could lead to SD. The 

current study may contribute to individual hospitals’ abilities to make changes to improve 

the practice environment; however, findings cannot be generalized to the nursing 

population. The reasons for the differences in perceptions of the nurses related to hospital 

size and region were attributed to age and experience. 

 Specialty. 

In their previously described research, Mahon and Nicotera (2010) compared 

nurses who work in inpatient and outpatient settings and found no differences in nurses’ 

confrontation preferences. The one exception was nurses who worked in outpatient 

settings were more inclined to use destructive strategies when confronting conflict (t = 

2.08, df = 51, P < .05, effect size r
2
 = 0.08). In the previously described study by Havens, 

Vasey, Gittel, and Lin (2010), researchers found relational coordination was highest with 

nurses and physicians in critical care areas (Mean = 3.64, SD = 0.47) and lowest between 

nurses and physicians on surgical units (Mean = 3.36, SD = 0.60).  

Using ANOVA in their previously described research on incivility in hospitals 

with healthy work environments, Lewis and Malecha (2011) found there were significant 

differences in means between types of clinical units (OR’s, ED’s, and general medical-

surgical units) and experiences of workplace incivility (F = 4.27, p < .001).  The 



 

 

44 

 

researchers found higher levels of general incivility in the OR’s than in medical-surgical 

units, ICU’s, and emergency departments (p < .001);  lower  levels of general incivility in 

the ICU’s than in the ED’s (p <.002); lower levels of lateral nurse-nurse hostility in the 

ICU’s and medical-surgical units than the OR’s (p < .001); and lower levels of physician 

hostility in the ICU’s, medical-surgical units, and ED’s than the OR’s (p < .001 for ICU 

and medical-surgical nurses and p < .002 for ED nurses) (Lewis & Malecha, 2011). The 

researchers found, however, that the OR nurses experienced less hostility from patients 

than nurses from other departments (p < .001). While incivility is not always linked to 

SD, incivility can contribute to burnout and unresolved conflict which may contribute to 

the SD cycle. 

In their comparison of Magnet and non-Magnet environments as previously 

described, Schmalenberg and Kramer (2008) found that a larger percentage of nurses “on 

medical-surgical specialty units (oncology, orthopedics and telemetry) or outpatient units 

reported more satisfying and productive work environments than did nurses in psychiatry 

and in operating and recovery rooms” (Schmalenberg & Kramer, 2008, p. 8). The 

researchers also found “nurses on general medical-surgical units reported less productive 

work environment with respect to Staffing, RN-MD Relationships, and Quality of Patient 

Care” (Schmalenberg & Kramer, 2008, p. 12). Unfortunately, the researchers did not 

provide statistics to support these statements. The researchers believed that general 

medical-surgical units perceived less productive environments was due to structural 

issues on medical-surgical units, including poorer staffing, inadequate support staff, more 
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incidences of “floating”, and more physicians to interact with, thereby reducing 

opportunities for nurse-physician collaboration.  

Beliefs Related to Locus of Control, Communication, Conflict Management, 

Argumentativeness and Verbal Aggression, and Ambiguity Intolerance.  

The primary researchers believed that communication is the core of SD. This 

includes how people perceive their locus of control, their beliefs towards conflict 

management and argumentativeness, and their intolerance of ambiguity (Nicotera, 

Mahon, Zhao, & Conway-Morana, in progress). The primary researchers believe these 

moderators influence how individuals communicate and collaborate with competing 

structures to make progress towards goals. These moderators, however, can also 

contribute to the SD-nexus that starts the SD-cycle. 

Beliefs Related to Locus of Control. 

Rotter defined locus of control as “the degree to which the individual perceives 

that the reward follows from, or is contingent upon, his own behavior or attributes versus 

the degree to which he feels the reward is controlled by forces outside of himself and may 

occur independently of his own actions” (Rotter, 1966, p. 1). People with external loci of 

control behave as if they are not in control of their destinies (Rotter, 1966). They believe 

that much of what happens to them is not in their control, but the result of luck or other 

external forces. Those subjects with an external locus of control developed better coping 

strategies. People with internal loci of control behave as if they are in control of how they 

react to events and decisions they make. In addition, individuals with an internal loci of 

control are more likely to repeat their behaviors if those behaviors were successful in the 
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past. An individual with an internal locus of control is also more likely to “learn from 

their mistakes” if the behavior brought unwanted consequences. That individual is, then, 

more likely not to repeat the behavior when similar circumstances arise. The Rotter 

Internal-External (I-E) Locus of Control Scale is a 60 item scale with subscales for 

achievement, affection, social attitudes, political attitudes and social desirability.   

Learning is based on skill, not chance. The primary researchers surmised that people who 

have an internal locus of control belief can react to SD more effectively than people who 

have an external locus of control belief, and will repeat that behavior that has allowed 

them to negotiate, communicate and collaborate with others to achieve what they want. A 

nurse, who has “stood up” to a physician successfully to advocate for a patient is more 

likely to “stand his or her ground” should a similar situation arise. While the primary 

researchers believe that locus of control may play a role in SD, the researchers of the 

primary study decided not to include the Rotter Internal- External (I-E) Locus of Control 

Scale to decrease subject burden. 

Beliefs Related to Communication/Collaboration. 

Nurses commonly find themselves in situations requiring assertive behaviors that 

may produce apprehension in some, for example:  speaking with other members of the 

healthcare team, speaking at staff meetings, and speaking with each other in providing 

care and meeting unit needs. These scenarios represent two different communication 

dynamics. McCroskey defined communication apprehension as: “an individual’s level of 

fear or anxiety associated with either real or anticipated (oral) communication with 

another person or persons” (McCroskey, 1978, p. 192). Communication apprehension 
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refers to the anxiety that some people experience in the following situations: “public 

speaking, speaking in meetings, speaking in small groups, speaking in dyads, speaking in 

interviews, and…speaking in situations requiring assertiveness” (McCroskey, Beatty, 

Kearney, & Plax, 1985, p. 167).  

Norton and Warnick (1976) defined verbal and nonverbal assertive behaviors as 

“refusal of unreasonable requests, initiation of requests, insistence on fair treatment of 

self, spontaneous expression of one’s feelings, outgoingness and willingness to take the 

initiative in social situations, and active (as opposed to passive) disagreement” (p. 62-63). 

Duran and Spitzberg (1995) defined four “discrete mental processes essential to cognitive 

communication competence:  1) the anticipation of contextual variables that may 

potentially influence one’s communication choices, 2) perception of the consequences of 

one’s communication choices, 3) immediate reflection, and 4) general reflection upon the 

choices one has made” (p. 259). Effective communication requires planning and tools, 

such as SBAR, (Situation, Background, Assessment, and Recommendations) (Havens, 

Vasey, Gittell, & Lin, 2010) that can help nurses and others communicate effectively and 

succinctly. A key component of communication is reflection on how effective the 

communication was, in order to repeat successes and modify communication techniques 

to avoid communication breakdowns (Duran & Spitzberg, 1995). Verbal and nonverbal 

communication and actions are essential elements in helping individuals feel 

identification to an organization or profession (Fontenot & Scott, 2007). 

Downs and Hazen (1977) wrote that “communication satisfaction is 

multidimensional rather than unidimensional” (p. 64). They stressed the importance of 
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two-way communication: communication being received and understood by staff, and the 

ability of staff to initiate communication as a means to enhance satisfaction with 

organizational communication. Staffs want communication related to individual and 

organizational development and progress toward organizational goals. Spector (1985) 

indicated that in non-human service industries, employee satisfaction is not synonymous 

with employee performance, however, in the human service industry, such as hospitals, 

satisfied employees tend to perform better and their clients/patients tend to have better 

outcomes.    

In 1977, Downs and Hazen developed The Communication Satisfaction 

Questionnaire I (CSQ). In their instrument development, they identified seven 

dimensions of communication satisfaction: climate, superiors, organizational integration, 

media quality, horizontal informal communication, general organizational perspective, 

and communication with subordinates. Two of the factors describe types of 

communication and five describe relationships, with climate being the most significant 

factor with 22% of the explained variance. Three factors were described upon further 

factor analysis:  narrower communication climate, personal feedback, and 

communication timing. They summarized employees’ communication expectations to be: 

1. “Explanation of policies, in answer to employee questions, 

2. Understanding what is expected of one in job performance,  

3. Advance notice of changes, through official sources, 

4. Freedom to make suggestions to superiors,   



 

 

49 

 

5. Adequacy of information on those company matters regarded by the 

receiver as relevant to him, 

6. Extent to which important information is obtained from sources or media 

preferred by the receiver, 

7. Freedom to make complaints, to ‘sound off,’ 

8. Accessibility or approachability of superiors, 

9. Degree to which the supervisor makes an effort to understand feelings and 

problems of subordinates, 

10. Degree to which supervisors express appreciation of good performance by 

subordinates, and 

11. Degree to which higher officers or management is open and willing to 

initiate communication” (Downs & Hazen, 1977, p. 64). 

While communication satisfaction is conceptually a dimension of a healthy 

workplace environment, the primary researchers chose not to include the CSQ to 

decrease subject burden. HHS researchers (2008) estimated that 17.2% of registered 

nurses are not employed in nursing, and, of those who left nursing, 10.2%  indicated that 

it was due to lack of collaboration and communication.  

Havens, Vasey, Gittell, and Lin (2010) described Relational Coordination as 

“exemplified by shared goals, shared knowledge and mutual respect; and high quality 

communication that is timely, frequent, accurate and problem solving” (pg. 926). In their 

study of 747 Registered Nurses across five hospitals and six types of patient care units, 

they found that Relational Coordination was highest among nurses on the same unit; 
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followed by nurses on different units, especially the operating room staff who interact 

with multiple nursing units; between nurses and physicians; and finally, between nurses 

and allied health staff, such as therapists. The researchers noted that healthcare workers 

of different disciplines have different “thought worlds” due to their training, 

socialization, and expertise. Mutual respect, they concluded, may be difficult to attain due 

to the hierarchical status in healthcare and individuals with high self importance (SD) 

may exhibit disrespect.  

In their review of the literature, Australians Curtis, Tzannes, and Rudge (2011) 

identified five barriers to effective nurse-physician communication: traditional 

hierarchical organizational and social structure; increasing nursing workload; mobile 

workforce; differing perceptions and language; and prior experience. When 

communication, by either party, has been contentious in the past, the parties may avoid 

future communication and suppress anger or anxiety, which may be expressed in future 

communications as verbal aggression or lateral violence (Curtis, Tzannes, & Rudge, 

2011).  

Beliefs Related to Conflict Management. 

When SD occurs, two or more structures have incompatible demands that result in 

conflict (Nicotera, Mahon, & Zhao, 2010). When this conflict cannot be effectively 

managed and resolved, the SD nexus and SD cycle can occur (Nicotera, Mahon, & Zhao, 

2010).  

“Conflict strategies are those communicative behaviors, both verbal and 

nonverbal, that provide a means for handling conflict” (Putnam & Wilson, 1982, p. 633). 
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Conflict management styles are situational and are planned verbal and nonverbal 

behaviors reflecting choices on how to deal with conflict based on the goals of the self 

and the person or structure in conflict. Putnam and Wilson (1982) defined three 

predominant conflict management strategies: nonconfrontational, or avoidant (lose-lose), 

controlling (win-lose) and solution oriented (win-win). While conflict has traditionally 

been seen as negative to organizations and relationships, solution oriented conflict 

management processes can be beneficial and promote personal and organizational growth 

and development (Mahon & Nicotera, 2011).  

In 1995, Hample and Dallinger revised the Taking Conflict Personally Scale that 

they originally developed in 1989. The revisions were based on their research with 265 

college students that included measurement of respondents’ tendency towards 

argumentativeness and verbal aggression. Following completion of the measurement 

instrument, respondents were presented a scenario and asked questions related to their 

perceptions of the scenario. The researchers found that people who believe conflict can 

have positive relationship and organizational results tended to approach conflict (r = .28) 

and tend to use more verbal aggression (r = .12). People who believed conflict has 

negative effects on relationships and organizational results, however, tended to use more 

avoidance strategies (r = .39) and use less verbal aggression (r =-.12). This revision to 

their measurement instrument included a dimension measuring like/dislike of conflict. 

Their research found some people enjoy the stimulation of participating in conflict 

discussions and approach arguments, although these results were not quantified. 
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In an exploratory study with a sample size of 57 nurses, Mahon and Nicotera 

(2011) found that conflict can be seen as a positive influence within an organization in 

which there are healthy relationships and when conflict is resolved with socially 

appropriate negotiation. This positive approach to conflict resolution can result in 

accomplishing goals, mitigating the immobilization effects of SD. They found, however, 

that nurses perceived conflict as negative, and avoided conflict; this is not only 

ineffective, but can cause more damage to relationships and may lead to lateral violence. 

They also found that nurse managers are more inclined to use direct communication than 

staff nurses (t = 4.37, df = 48, P < .001, effect size r
2
 =0.28, Manager Mean = 37.12, SD 

= 5.7; Non-manager Mean = 27.72, SD = 9.74). Nurses were more likely to use the chain 

of command to avoid conflict. Even though nurses do not like confrontation, when they 

do confront, they tend to use constructive strategies (dependent t =5.74, df = 54, P < .001, 

effect size r
2
 =0.38, Constructive Mean = 3.01, SD = 0.95; Destructive Mean = 2.47, SD 

= 0.86).  

To resolve conflict constructively, one must first recognize that conflict exists, 

and accept responsibility for the role one plays in it. Both parties must commit to a 

mutually beneficial solution (Mahon & Nicotera, 2010). When conflict is avoided or 

handled inappropriately, relationships can be damaged and the people involved in the 

conflict may become immobilized, unable to achieve resolution and inhibit progress 

toward organizational goals (SD). 

Zakari, Al Khamis, and Hamadi (2010) used a cross-sectional design to study 

conflict among 346 Saudi Arabian nurses and nurse managers. The researchers found 
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four categories of conflict: 1) intrapersonal, in which an individual is caught between two 

competing demands (SD); 2) interpersonal, in which there is miscommunication or 

incongruence of values between individuals; 3) intergroup/support, in which there is 

teamwork when competition for resources and power arise; and 4) intergroup/other 

departments, in which competition for resources and power becomes disruptive. Zakari 

and colleagues observed that conflict within nursing tended to generate negative feelings 

among nurses, but can have constructive effects. They found some nurse managers spend 

up to 20% of their time managing conflict. In this study, interpersonal conflict was the 

most prevalent while intrapersonal conflict was the least prevalent. They summarized 

their findings as “a higher level of professionalism is associated with a higher level of 

conflict” (Zakari, Al Khamis, & Hamadi, 2010, p. 303). 

Behfar, Peterson, Mannix, and Trochim (2008) performed a qualitative study on 

57 teams to assess if there were associations between tasks, relationships and conflict 

resolution processes on team performance. They found high performing teams (teams 

who meet their goals and have high member satisfaction) are proactive in conflict 

resolutions and use multiple strategies for resolving conflicts. They also found three 

strategies contributed to team success: focusing on content, discussing rationale for 

decisions and assignments, and assigning tasks by expertise.  

Morrison (2008) conducted a quantitative study of 92 nurses in three Mississippi 

hospitals to examine the relationship between the emotional intelligence clusters (self-

awareness, self-management, social awareness, and relationship management) and 

conflict management preferences. Of the five conflict management preferences identified 



 

 

54 

 

by Kilmann and Thomas (1977) (competing, collaborating, compromising, avoiding and 

accommodating), collaborating was correlated with higher levels of emotional 

intelligence in all four clusters (self-awareness r = 0.247, self-management r = 0.322, 

social awareness r = 0.307, and relationship management r = 0.368). Accommodating 

was correlated to lower levels of two of the emotional intelligence clusters (self-

awareness r = -0.22, and relationship management r = -0.22) (Morrison, 2008). In 

another study of 97 female RNs in Southern Mississippi, Whitworth (2008) found no 

correlation between personality factor of extraversion and conflict management 

preferences. 

Siu, Laschinger, and Finegan (2008) found that core self-evaluations were 

predictors of conflict management skills. Core self-evaluations (CSE) are described as 

how individuals evaluate themselves on self-esteem (worth), self-efficacy (abilities to 

control their behavior and coping skills), locus of control (ability to control their 

outcomes) and neuroticism (emotional stability) (Judge, 2009; Judge & Bono, 2001; 

Judge, Locke, Durham, & Kluger, 1998; Kacmar, Collins, Harris, & Judge, 2009). Siu, 

Laschinger and Finegan (2008) studied 678 nurses who worked in hospitals in 

metropolitan Ontario in a non-experimental, predictive design to examine perceptions of 

the practice environment on conflict management and unit effectiveness. They found that 

“professional practice environment, conflict management, and core-self evaluation 

explained approximately 46.6% of the variance in unit effectiveness” (Siu, Laschinger, & 

Finegan, 2008, p. 250). The nurses studied reported that they believed they worked in 

environments that supported their professional practice (mean [SD] =2.58 [0.49]); they 
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had moderately high conflict management skills (mean [SD] = 3.51 [0.72]); their units 

were highly effective (mean [SD] = 4.07 [0.63]); and they had high CSE (mean [SD] = 

5.12 [0.79]) (Siu, Laschinger, & Finegan, 2008). The researchers found that the 

professional practice environment had a positive effect on conflict management (β = 

0.48) and on unit effectiveness (β = 0.36); that conflict management had a positive effect 

on unit effectiveness (β = 0.37); and that CSE had a positive effect on professional 

practice environment (β = 0.22) and effective conflict management (β = 0.10) (Siu, 

Laschinger, & Finegan, 2008).  

In a study of two samples (N = 137 and N = 226) examining perceptions of 

organizational politics and leader effectiveness, Kacmar, Collins, Harris, and Judge 

(2009) found CSE was not a predictor of performance; there was variance between 

supervisors in relation to staff performance ratings (.33); the CSE and job performance 

relationship varied significantly (β = .37, p < .01, CI = 95%) in environments in which 

the leader was not perceived as effective; and there was a “negative association between 

perceptions of organizational politics and performance” (t = 2.11, p < .05) (Kacmar, 

Collins, Harris, & Judge, 2009, p. 1575). Judge, Locke, Durham, and Kluger (1998) 

found individuals with high CSE reported higher job and life satisfaction. As locus of 

control has been identified by the primary researchers as a moderator of SD (Mahon, 

Nicotera, Zhao, & Conway-Morana, 2009), and locus of control is a component of CSE, 

future research is needed on whether there is a relationship between CSE and SD.  
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Beliefs Related to Argumentativeness and Verbal Aggression. 

Argumentativeness is described as “a generally stable trait which predisposes the 

individual in communication situations to advocate positions on controversial issues and 

to attack verbally the positions which other people take on these issues” (Infante & 

Rancer, 1982, p. 72). The person who is high on the argumentativeness scale enjoys a 

good argument, feels excitement during the argument, and is satisfied with a sense of 

accomplishment when the argument is over (Infante & Rancer, 1982). This person is self- 

confident, however; and can also exhibit verbal aggression. The person low on the 

argumentativeness scale dreads arguments, avoids arguments, and feels drained when the 

argument is over. This person is not self-confident and perceives him or herself to be 

judged during arguments. People between low and high on the argumentativeness scale 

will argue based on the incentive variables leading to the argument issue. 

Argumentativeness can be situational, based on the perceived probability of influencing 

the other person, and the importance of the issue being argued (Infante & Rancer, 1982). 

In SD, one can surmise that a nurse low on the argumentativeness scale does not have the 

confidence to confront the structure that is causing the divergence, starting the SD-nexus. 

Argumentativeness differs from verbal aggression, as verbal aggression is 

motivated to attack the person, while argumentativeness is motivated to attack the 

position or idea the person has taken on a controversial issue (Infante & Rancer, 1982). 

Verbal aggression can result from frustration, social learning, psychopathology, or 

argumentative skill deficiency (Infante & Wigley, 1986). Verbal aggression that results 

from frustration, or having goals blocked, could result from the immobilization seen in 
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SD by the aggressor, as well as result in SD for the victim. Repeated verbally aggressive 

behaviors may be related to lateral violence (bullying) as the motivation is to exert 

superiority and place the opponent on the defensive or humiliate him or her (Infante & 

Wigley, 1986; Sofield & Salmond, 2003). Verbal aggression can be expressed as 

“character attacks, competence attacks, insults, maledictions, teasing, ridicule, profanity 

and nonverbal emblems” (Infante & Wigley, 1986, p. 61). The damage of verbal 

aggression not only affects the individual (“hurt feelings, anger, irritation, 

embarrassment, discouragement”) (Infante & Wigley, 1986, p. 61) but also affects 

relationships, such as marriages. Verbal aggression can lead to physical violence (Infante 

& Wigley, 1986). Curtis, Tzannes, and Rudge (2011) purported that assertive 

communication is evidence of self confidence, while verbal aggression exhibits a lack of 

respect for the target of the aggression. 

The difference between argumentativeness and verbal aggression can be 

demonstrated by an example of an interaction between a nurse and resident physician. 

When the nurse says, “Dr. Smith, researchers indicate these two medications should not 

be ordered together because their combined properties may lead to depression,” she is 

arguing her position backed with evidence. When the nurse says, “I am so tired of doing 

the work of you residents because you don’t know what you are doing when you order 

medications”, she is using verbal aggression, labeling and belittling, leading to 

embarrassment, humiliation, and possibly anger. 

  “Five composite beliefs about arguing (enjoyment, self-concept, pragmatic 

outcomes, dysfunctional outcomes, and ego-involvement) were found to explain 
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significant variance in underlying motivation to argue and to discriminate between 

individuals who vary in the predisposition” (Rancer, Kosberg, & Baukus, 1992, p. 375). 

Highly argumentative people are more verbose in presenting their argument and less 

willing to be flexible in their position (Rancer, Kosberg, & Baukus, 1992). People who 

have enjoyment belief perceive arguing as a form of entertainment (β = 0.5, R
2
 = .25, F = 

166.47. P < 0.0001). People who have self-concept belief are discriminate about with 

whom they choose to argue (β = -.45, R
2
 = .43, F = 189.61. P < 0.0001). People who have 

pragmatic outcomes belief use arguments to resolve conflict (β = 0.16, R
2
 = .53, F = 

139.43. P < 0.0001), while people who have dysfunctional outcomes beliefs believe 

issues are not discussed fully enough to resolve outcomes β = -0.27, R
2
 = 0.51, F = 

167.81. P < 0.001). Finally, people who have ego-involvement belief will only argue if 

they have strong beliefs about the subject of the argument (β = -0.14, R
2
 = .55, F = 

120.97, p < 0.0001). (Rancer, Kosberg, & Baukus, 1992). 

 Rancer, Kosberg, and Baukus (1992) concluded that: “high argumentative 

individuals tend to believe arguing is a communication act with enjoyment and pragmatic 

outcomes, a positive impact on self-concept, functional outcomes, and high ego-

involvement. Low argumentative individuals tend to believe arguing is a communication 

act with negative impact on self-concept, dysfunctional outcomes, and little ego-

involvement, with little enjoyment or pragmatic outcomes” (p. 381). People with high 

argumentativeness scores tend to be considered lifelong learners and see 

argumentativeness as a way to decrease conflict. They tend to have stronger egos and feel 

better about themselves (Rancer, Kosberg, & Baukus, 1992). Rancer, Kosberg, and 
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Baukus (1992) created an argumentative measurement instrument that was not 

operationalized in the primary study in order to prevent subject burden. 

 Beliefs Related to Intolerance of Ambiguity. 

 “Intolerance of ambiguity is a tendency to perceive or interpret information 

marked by vague, incomplete, fragmented, multiple, probable, unstructured, uncertain, 

inconsistent, contrary, contradictory, or unclear meanings as a actual or potential sources 

of psychological discomfort or threat” (Norton, 1975, p. 608). The primary researchers 

believed that individuals who can tolerate ambiguity may have better coping mechanisms 

in response to SD, where they may be put in situations with incomplete and/or conflicting 

information. 

 In developing the Role Conflict and Ambiguity Scale, House, Schuler, and 

Levanoni (1983) surveyed 272 public utility employees to examine the effects of 

ambiguity on role conflict and self confidence. The measurement instrument they 

developed measures four factors: Role Ambiguity (Variance = 53.9%, Reliability = .90), 

Role Conflict (Variance = 12.9%, Reliability = .84), Comfort Self and Others (Variance = 

10%, Reliability = .60), and Role Conflict Self and Stress (Variance = 4.8%, Reliability = 

.60). They concluded that ambiguity can be comforting for those people who do not like 

to be micromanaged, or can be stressful for those people who need direction. In addition, 

ambiguity leading to role conflict can be internally generated or externally imposed. 

 In their previously described study on Saudi Arabian nurses’ perceptions of 

conflict and professionalism, Zakari, Al Khamis, and Hamadi (2010) concluded that role 
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ambiguity can be a cause of conflict when the (non-nurse) manager and staff have 

different perceptions of the role/scope of practice or there is no job description.  

Secondary Data Analysis 

Secondary data analyses are performed on datasets that have been collected for 

other studies and purposes, however, they test new research questions/hypotheses. 

Because data are already collected, secondary analysis are efficient and economical (Polit 

& Beck, 2008). The researcher must “identify, locate and gain access to the appropriate 

databases” (Polit & Beck, 2008, p. 325). The existing database must be assessed to 

determine if it is appropriate for the new proposed research question(s), and whether the 

quality is adequate and technically usable (Polit & Beck, 2008). In addition, the database 

must be assessed to determine whether there are issues that may compromise validity, 

reliability and generalizability (Magee, Lee, Guiliano, & Munro, 2006). 

Poor selection of the variables and data from which the analysis will occur poses a 

significant threat to both external and internal validity. If the researcher first asks 

a question and then looks for the data set from which to answer the question, then 

external validity is threatened because the data set may or may not adequately 

represent the target population that is most pertinent to the research question. 

Conversely, if the researcher obtains a data set and then asks the question, internal 

validity is potentially threatened—the data set may or may not have the 

robustness needed for appropriate control of any confounding variables or 

influences that may affect the outcome measure….External validity, a design 

characteristic, is influenced by judgments that the researcher makes during 
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sampling procedures. In contrast to the possible limitations regarding internal 

validity when using large data sets, external validity has the potential to be 

stronger. Because many large data sets use complex sampling designs, the results 

obtained using large data set analysis may be more generalizable than many 

smaller individual prospective studies (Magee, Lee, Guiliano, & Munro, 2006, p. 

S52-S53). 

Prior to using secondary data, the researcher must ascertain the “owner” of the 

data (who did the original data collection and under what circumstances, including 

funding the collection). The researcher must then obtain permission to use the data for the 

secondary analysis, agree on whether the data will be purchased, if necessary, and to 

what extent, if any, the primary investigator will be involved and credited in any 

publication. 

While not unique to secondary data analysis, Clarke and Cossette (2000) 

described three methodological concerns that researchers conducting a secondary 

analysis must consider:  sampling (biases, representativeness, missing data, subgroup 

selection), measurement (instrument concerns from primary research, proxy measures 

and conceptual slippage), and, external and ecological validity (original measurement 

conditions not congruent with current interests, and age of the original data). All of these 

concerns can jeopardize generalizability to the population of study, which is driven by the 

original researchers’ inclusion criteria. The secondary researcher must be very familiar 

with how the original researcher selected and recruited the sample of interest. 
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It is imperative there be congruence in the theoretical framework between the 

original study the data was collected for and the proposed secondary analysis (Clarke & 

Cossette, 2000; Magee, Lee, Guiliano, & Munro, 2006). Secondary data analysis may be 

very beneficial when testing relationships among variables and concepts in relation to 

theories (Magee, Lee, Guiliano, & Munro, 2006). Secondary data analysis can be used to 

examine different relationships among the variables or to examine subsets of the sample 

(Polit & Beck, 2008). A secondary analysis to examine individual factors related to SD is 

appropriate because new knowledge will be sought from different variables and statistical 

analysis related to SD, which is the theoretical concept explored in the primary study. In 

addition, the researcher conducting the secondary analysis was involved in the sample 

recruited for the primary study and in coding the data. 

Databases may be purchased from universities or public health organizations for 

secondary analysis. Since the researcher may not be involved in the collection of data 

and/or measurement instruments used, unless the researcher was part of the primary 

research team, one major disadvantage is potential differences of fit in the database in 

terms of sample used and variables (Clarke & Cossette, 2000; Polit & Beck, 2008). The 

researcher conducting secondary research must be aware of the instruments used in the 

primary study: do they reflect current science, and are they psychometrically sound?  

Psychometric properties should be assessed by the secondary researcher (Clarke & 

Cossette, 2000), rather than just accepting the publications of the primary authors. 

Because the researcher using secondary data may not have an opportunity to 

participate in planning error mitigation on the front end, to minimize Type I errors, it is 
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important that error reduction and correction techniques be used. This might include data 

cleaning and management for missing data, data accuracy, sampling techniques and re-

coding for different data management software conversion than the software intended 

(Magee, Lee, Guiliano, & Munro, 2006). According to Clarke and Cossette (2000), if 

missing data force the secondary researcher to use a subset of the sample, sample size and 

power may be compromised, thus exacerbating selection bias and further compromising 

generalizability, especially if there are already concerns regarding representativeness of 

the sample. 

 It is helpful for the researcher using secondary data to consult with the primary 

researcher about the use of statistical software and the use of weighted versus non-

weighted data (Magee, Lee, Guiliano, & Munro, 2006). Many times the data are in a 

format that is not easily utilized by the secondary researcher, because of the data 

management software used and available. Data must be converted to a usable format 

without compromising it (Clarke & Cossette, 2000; Magee, Lee, Guiliano & Munro, 

2006). It is important that the researcher using secondary data include this as a limitation 

of the study, in that the data was not collected under a design for this specific research 

question (Clarke & Cossette, 2000). While the data used in this secondary analysis was 

not collected specifically for this study, this researcher was involved in the sample 

recruitment for the primary study and has confirmed that the variables under 

consideration has been appropriately included in the data set. 
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Literature Review Summary 

The primary study was built on an understanding of Nicotera’s (2003, 2010, 

2011) theory of SD. SD is consonant with many of the challenges that have confronted 

nurses for decades. In this chapter, concepts found in the nursing literature that informed 

advancements in the understanding of SD were described. The primary study was 

undertaken to explore the effects of SD on patient safety events and nursing turnover. 

This secondary analysis will focus on individual factors. Researchers have reinforced the 

primary researchers’ assumptions that intolerance of ambiguity, conflict management 

beliefs, verbal aggression, and beliefs toward argumentativeness may be related to SD 

(Behfar, Peterson, Mannix & Trochim, 2008; Curtis, Tzannes, & Rudge, 2011; Hample & 

Dallinger, 1989; House, Schuler, & Levanoni, 1983; Infante & Rancer, 1982; Infante & 

Wigley, 1986; Kacmar, Collins, Harris, & Judge, 2009; Mahon & Nicotera, 2011; 

Morrison, 2008; Nicotera, Mahon, & Zhao, 2010; Norton, 1975; Putnam & Wilson, 1982; 

Rancer, Kosberg, & Baukus, 1992; Siu, Laschinger, & Finegan, 2008; Sofield & 

Salmond, 2003; Zakari, Al Khamis, & Hamadi, 2010). The literature review also 

indicated that relationships with supervisors affect intentions to leave (AbuAlRub, 2010; 

Apker, Propp & Ford, 2009; DeCola & Riggins, 2010; Gormley, 2011; Laschinger, 

Leiter, Day & Gilin, 2009). Supervisors can help create and sustain an environment in 

which the symptoms and effects of SD can be mitigated through support (AbuAlRub, 

2010; Apker, Propp & Ford, 2009; DeCola & Riggins, 2010; Gormley, 2011; Laschinger, 

Leiter, Day & Gilin, 2009). More research is necessary to demonstrate how the 

consequences of SD (unresolved conflict, immobilization, and  erosion of personal and 
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professional development) can be identified and influenced. The purpose of this 

secondary analysis is to identify individual factors that may help identify individuals and 

groups that are experiencing or at risk for SD. This would allow nursing leaders to 

anticipate causes, and develop strategies to mitigate the effects of SD so the 

organizational culture can support individuals and work groups. 
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CHAPTER THREE  

Methodology 

 

 This is a secondary analysis of data from a study conducted to explore nurses’ 

work environments. This cross-sectional study uses data collected from a survey of 

Registered Nurses from a large community hospital located in a suburban community of 

a mid-Atlantic state. The purpose of this secondary analysis was to explore the 

prevalence of SD, focusing on whether subsets of factors predict SD. If SD can be 

predicted, interventions can be implemented to prevent or ameliorate the negative effects 

of SD (turnover, lateral violence, and safety events). 

SD Instrument Development 

 To identify SD within, as well as beyond nursing, an objective measurement 

instrument was necessary to provide empiric data that had not been attained through 

previous qualitative research. Such a tool was developed to diagnose the severity of SD, 

in order to determine appropriate interventions to mitigate the effects of SD (Nicotera, 

Mahon & Zhao, 2010).  Four qualitative studies (one involving public school employees 

(Nicotera & Clinkscales, 2003) and three studies involving nurses from multiple 

organizations, across education levels, and across nursing specialties) were conducted. In 

these qualitative studies, information was obtained through interviews and focus groups 

which generated four datasets. The four datasets were used to create 56 self-report items 
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derived from interview quotes. The items represented all aspects of the SD-cycle 

(unresolved conflict, immobilization, and erosion of organizational and human 

development), as well as incompatible structures. Criterion measures were taken from 

various measurement instruments capturing contributory factors and outcomes of SD 

(See Appendix B). Criterion measures included immobilization/individual development, 

unresolved conflict, managerial/organizational development, role conflict, emotional 

exhaustion, and reduced personal accomplishment. To determine face validity the pilot 

tool was reviewed by content experts who rated each question on a five point Likert scale 

with 1 being “strongly disagree” to  5 being “strongly agree” that the question reflected 

the SD-nexus and the SD-cycle. Nine items were removed when the content experts rated 

the question at or below three. 

 Between March and July, 2009, nurses and nursing graduate students from eight 

states and the District of Columbia completed the pilot questionnaire either online or in a 

written document. Demographic data, except for geographic location, were also obtained. 

The pilot questionnaire was completed by 281 nurses and the respondents’ average age 

was 42 years old. Distribution properties, exploratory factor analysis, and confirmatory 

factor analysis were used to create the final tool. Construct validity was evaluated by 

comparing the final questions with established tools. In the exploratory factor analysis, 

three factors (first order factors) that contribute to SD were identified. Factor One is 

Immobilization which encompasses “the inability to accomplish 

professional/organizational goals, so individual development is reflected here” (Nicotera, 

Mahon & Zhao, 2010, p. 375). Factor Two is unresolved conflict. Factor Three is 
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 “…managerial communication, which reflects poor organizational development. 

Further, in their positively worded form, the reverse-scaled items would represent 

functional managerial communication that builds convergence. These three 

factors appear to match the conceptual model reasonably well. The first two 

factors fully captured two of the concepts in the cycle of SD, plus the individual 

aspect of development; the third factor completed the conceptual structure with 

the organizational aspect of development contained in the conceptualization of 

SD” (p. 375).  

The higher order factor is SD. To measure SD (SD-nexus and SD-cycle) the final 

seventeen items were randomized in scale administration. The questions and factors 

measured in the SD Instrument are shown in Table 3.1. 

 

Table 3.1. Structurational Divergence Measurement Instrument 

Item First Order Factors 

 

Order of 

Administration 

if 

Randomization 

is Not Possible 

1. Administrative procedures get in 

the way of what’s best for the 

patient. 

Immobilization/Individual-

Development 

15 

2. The politics of the 

hospital/organization prevent 

patients from having their needs 

addressed. 

Immobilization/Individual-

Development 

6 

3. The concerns of the 

hospital/organization surpass the 

needs of the patient. 

Immobilization/Individual-

Development 

8 

4. I feel like I am “between a rock and 

a hard place.” 

Immobilization/Individual-

Development 

17 
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Item First Order Factors 

 

Order of 

Administration 

if 

Randomization 

is Not Possible 

5. Nurses and physicians/surgeons 

view patients differently, and this 

causes conflict. 

Immobilization/Individual-

Development 

13 

6. I am “damned if I do, damned if I 

don’t.” 

Immobilization/Individual-

Development 

10 

7. I feel obligated to fulfill opposing 

demands at the same time. 

Immobilization/Individual-

Development 

3 

8. I feel like I am fighting unnecessary 

fires at work. 

Immobilization/Individual-

Development 

1 

9. Backstabbing is a problem at my 

hospital/organization 

Unresolved Conflict 14 

10. People are caught in a cycle of 

undermining one another. 

Unresolved Conflict 2 

11. People at my work place sabotage 

one another. 

Unresolved Conflict 9 

12. I experience unnecessary stress at 

work because of people “playing 

games.” 

Unresolved Conflict 5 

13. People at my hospital/organization 

hold personal vendettas. 

Unresolved Conflict 12 

14. I am treated with respect by 

management. (reverse scaled) 

Managerial/Organizational 

Development 

4 

15. My supervisor will help me out if I 

tell her/him I am feeling 

overwhelmed. (reversed scaled) 

Managerial/Organizational 

Development 

15 

16. People at my hospital/organization 

are team players. (reverse scaled) 

Managerial/Organizational 

Development 

7 

17. I can’t go to my nurse manager for 

help resolving conflicts because 

s/he won’t do anything to help. 

(reverse scaled) 

Managerial/Organizational 

Development 

16 

 

Nicotera, Mahon, and Zhao (2010, p. 379) further identified “immobilization and 

erosion of individual development” as the strongest factor of SD. In addition, they 



 

 

70 

 

determined that, while many outcomes are manifestations of SD, immobilization (the 

inability to achieve progress) is the most noticeable, and the identification of this “in 

individuals’ organizational experiences is the first step to the identification of SD” (p. 

379). Once immobilization is identified, the cause of the unresolved conflict and the 

deterioration of development are identified. The person in SD is not paralyzed as 

“immobilization” may imply. The person in SD is working hard, expending energy, but 

despite accomplishing daily tasks, does not perceive there is movement toward larger 

organizational or personal goals. This person may feel that he/she is putting out the same 

fire over and over; this results in frustration. This frustration is the strongest indicator that 

an individual is in SD and it may be the SD-nexus that causes the downward spiral in 

communication and the SD-cycle.  

SD items were scored using a five point Likert scale: “rarely (1),” “sometimes 

(2),” “moderately often (3),” “usually (4),” or “very frequently (5).”  In diagnosing SD, 

Nicotera and Mahon (2011) defined the presence of high SD as the midpoint (three), or 

higher, on the five point scale since this was an indication that the individual experienced 

SD at least moderately often. 

Because SD, or other related factors (discussed in Chapter Two), tend to be 

identified at the individual level, organizations typically do not examine the phenomena 

to determine whether the causes and opportunity for interventions exist at the 

organizational level (Nicotera, Mahon, & Zhao, 2010). This scale may be used to 

diagnose SD as the root of morale and productivity issues, as well as the impact of SD at 



 

 

71 

 

the individual, unit or organizational level. Only then can appropriate interventions be 

identified and implemented to break the cycle. 

In the primary study, SD items were scored using a five point Likert scale:  

“rarely,” “sometimes,” “moderately often,” “usually,” or “very frequently.”  In addition, 

an open ended question allowed participants to describe specific communication 

problems in the workplace. To minimize subject burden, the entire instrument from the 

primary study, using sixteen measurement instruments, was designed to not take longer 

than thirty minutes to complete.  

Sampling Methodology 

 The primary study was approved by the University’s Human Subjects Review 

Board (HSRB) and Hospital Institutional Review Board. The University HSRB classified 

this secondary analysis as exempt from HSRB review under Category 4. All of the 

hospital’s Registered Nurses (approximately 2300) were invited, via SurveyMonkey, to 

complete the 216 item survey. Participants were recruited through flyers over 

approximately eight months, and the hospital registered nurse population received regular 

feedback about the number of surveys completed. Participation was voluntary and 

anonymous. Participants gave informed consent. Prizes were awarded as incentives to 

participation. 

 Even though this is a secondary analysis of a pre-existing sample, calculations of 

whether the sample size was adequate to avoid Type I (false positive) and Type II (false 

negative) errors have been done. Using conventional power analysis, the significance 

criteria (α) of.05; power of 0.80 and a moderate effect size of 0.3, the sample needed to 
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be at least 174 respondents (Polit & Beck, 2008). A sample size of 713 valid responses 

was therefore adequate.  

Statistical Analysis 

The sample was described using descriptive statistics. Interrelationships among all 

of the study variables were explored using the appropriate level of analysis. All of the 

scales used in the survey are ordinal measurements (Structurational Divergence 

(Nicotera, Mahon, & Zhao, 2010), Argumentativeness Scale (Infante & Rancer, 1982), 

Organizational Communication Conflict Instrument (OCCI) (Putnam & Wilson, 1982), 

Taking Conflict Personally (Hample & Dallinger, 1995), Verbal Aggression Scale 

(Infante & Wigley, 1986), and Measurement of Ambiguity Intolerance (MAT-50) 

(Norton, 1975). Scales used in the primary survey questionnaires included:   

 Rarely, sometimes, moderately often, usually, or very frequently (SD);  

 Strongly disagree, disagree, neither agree nor disagree, agree or strongly 

agree (Argumentativeness Scale, TCP, MAT-50, Verbal Aggressiveness); 

 Almost never, seldom, sometimes, usually, almost always (OCCI). 

Reliability for each scale related to this sample was determined using correlations 

and Cronbach’s alphas. The dependent variable is SD (ordinal). The independent 

variables and measurement levels are listed in Table 3.2. Bivariate linear regressions, 

(Pearson’s r) were calculated to determine whether the independent variables predict SD 

(Mertler & Vannatta, 2005; Polit & Beck, 2008). 
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Table 3.2. Level of Measurement for Independent and Dependent Variables and 

Statistical Tests 

Research Questions Dependent 

Variable 

Independent 

Variables 

Statistical 

Tests 

RQ1: Are there individual 

factors (age, gender, ethnicity, 

experience, education and 

specialty) that predict SD? 

 

SD (Ordinal) Age (Interval) 

Gender  

(Nominal) 

Ethnicity  

(Nominal) 

Years of Nursing 

Experience 

(Interval) 

Highest Education 

(Nominal) 

Clinical Specialty 

(Nominal) 

 

 

 

Bivariate 

Correlations 

(Pearson’s r) 

 

RQ2: Are there communication 

attributes (verbal aggression, 

intolerance of ambiguity, 

conflict management, or 

argumentativeness) that predict 

SD? 

 

SD (Ordinal) Verbal Aggression 

(Ordinal) 

Intolerance of 

Ambiguity  

(Ordinal) 

Conflict 

Management Style 

(OCCI) 

(Ordinal) 

Taking Conflict 

Personally (TCP) 

(Ordinal) 

Argumentativeness 

(Ordinal) 

Bivariate 

Correlations 

(Pearson’s r) 
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Limitations of the Secondary Analysis 

 As with any secondary analysis, a limitation of this secondary analysis is that the 

researcher must live within the limitations of the measurement instrument(s) and sample 

selection from the primary study (Clarke & Cossette, 2000).   

Another limitation is sample. The sample used was a convenience sample from a 

single organization, so there is a possibility that responses reflect factors that are unique 

to this organization. Further, because respondents might be motivated to participate 

because they are either very pleased or very displeased with their work environment, the 

sample might not reflect the true responses of nurses in the organization (Gormley, 

2011). It is hoped that the incentives to participation (i.e., prizes) were a positive 

incentive to offset purely negative incentives to participate. 
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CHAPTER FOUR 

Analysis 

 

Introduction 

Data were analyzed to identify predictors of Structurational Divergence (SD). 

Results of these analyses are presented in the following order: Characteristics of the 

Sample, Description of the Study Variables, Analysis of Question One, Analysis of 

Question Two, Exploratory Analysis and Conclusions. Data were “cleaned” (recoded) 

and entered into SPSS by the primary research team. SPSS 19 was used in the analysis of 

data. Missing data, by variable, were minimal and did not compromise the minimum 

number of valid responses required through power analysis described in Chapter Three. 

Items requiring recoding (reverse coding) were re-coded to ensure all data were 

directionally coded properly for analysis. These items are described later in this chapter. 

This secondary analysis used the demographic data and data from six of the fifteen 

measurement instruments used in the primary study.  

Characteristics of the Sample 

A convenience sample of registered nurses was used in this study. Nurses who 

were working in a large, Magnet designated hospital in the Eastern United States were 

invited to participate (approximately 2300 nurses). The hospital was also part of a large 

health system. The sample consisted of 713 nurses, primarily female (95.2%), white 
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(78.6%), and baccalaureate prepared or higher (74%). Consistent with the population of 

nurses nationally, ages ranged from 22 to 68 years old with a mean of 40.8 years (HHS, 

2010). The years of nursing experience ranged from 0.5 years to 45 years with a mean of 

14.5 years. The descriptive statistics of the sample are shown in Table 4.1 and the 

demographics of the respondents are summarized in Table C.1 in Appendix C. 

 

Table 4.1. Descriptive Characteristics of the Sample 

 

 

Variable    n(%)       Missing  Mean         Standard   

                 Deviation  

 

Unit (Specialty)   692  21            

Age     670  43  40.8  11.797  

Gender     692  21                 

Experience    653  60  14.5  11.946  

Highest level of education  687  26        

LPN/LVN       2 (0.3) 

Diploma     38 (5.5) 

ADN               133 (19.4) 

BSN               371 (54.0) 

 MSN      65 (9.5) 

 Other Masters      31 (4.5) 

 DNP         2 (0.3) 

 PhD        2 (0.3) 

 Other      43 (6.3)      

Ethnicity    688  25 

European-American (White) 541 (78.6) 

 Asian      65 (9.4) 

 African-American (Black)   32 (4.7) 

 Latino/Latina     21 (3.1) 

 Native American      6 (0.9) 

 African       4 (0.6) 

 Middle Eastern      4 (0.6) 

 Caribbean       1 (0.1) 

 Other      14 (2.0) 
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Nurses from clinical practice areas throughout the facility participated in the 

study; clinical specialty areas were clustered based on patient acuity. Clinical specialty 

responses are summarized in Table 4.2.  Responses by unit within each specialty are 

shown in Table C.2 in Appendix C. 

 

Table 4.2. Responses by Clinical Specialty 

 

Unit         n (%)  

 

Medical/Surgical         96 (13.9) 

Women’s Services         98 (14.2) 

Pediatrics          91 (13.2) 

Adult Critical Care         87 (12.6) 

Stepdown/Intermediate Care        73 (10.5) 

Adult/Trauma/Pediatric Emergency Services     68 (9.8) 

Perioperative Services        60 (8.7) 

Behavioral Health           9 (1.3)    

Float Pool          24 (3.5)  

Non Direct Care Areas        35 (5.1) 

Predominantly Outpatient Areas       32 (4.6) 

Other/Unknown         21 (3.0) 

 

 

Description of the Study Variables 

Study variables drawn from the primary data set included Structurational 

Divergence, individual factors (age, gender, ethnicity, experience, highest education, and 

specialty) and communication attributes (taking conflict personally, conflict style, 

argumentativeness, intolerance of ambiguity, and verbal aggression). Descriptive 

statistics of the study variables are summarized in Tables 4.1 and 4.3 
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Table 4.3. Descriptive Statistics of the Communication Attributes Study Variables 

 

 

Variable     n       Missing Mean Standard   

          Deviation  

      

Structurational Divergence (Overall)  713    0   2.1     .780   

Unresolved Conflict   712    1   1.8     .891 

Immobilization   713      0   2.2     .872 

 Erosion of Development  712    1   2.2     .921 

Argumentativeness (Overall)   710    3   2.5     .592         

Taking Conflict Personally (Overall)  710    3   3.0     .416         

 Personalization   709    4          3.0         .732 

 Persecution    707    6   2.6     .509 

 Stress Reaction   706    7   3.2     .732 

 Positive Relational Effects  710    3   3.1     .648 

 Negative Relational Effects  709    4   3.1     .336 

Intolerance of Ambiguity (Overall)  702  11   3.2     .546         

Verbal Aggression (Overall)   704    9   1.6     .539         

Nonconfrontational Conflict Style  701  12   2.6     .604 

Controlling Conflict Style   697  16   2.4     .626 

Solution-Oriented Conflict Style  699  14   3.7     .478 

   

 

The dependent, or outcome, variable was SD. The development of the SD 

instrument is described in Chapter Three. The SD descriptive statistics are displayed in  

Table 4.3 and the positively skewed distribution is displayed in Figure 4.1 
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Figure 4.1  Distribution of the Dependent Variable:  Structurational Divergence 

 

According to Nicotera and Mahon (2011, in preparation), the SD instrument can 

also be used to diagnose SD. Scores higher than the midpoint of the scale indicate the 

presence of “high SD.” In this sample, 85.4% of the respondents experienced low levels 

of SD, and 14.6% experienced high levels of SD. (See Figure 4.3). 

 

 

 

  



 

 

80 

 

 

 

Figure 4.2 Box Plot of Dichotomous (< 2.9 and > 3.0) Overall SD Variable 

 

The independent (predictive) individual factor variables that were used in the 

analysis of the first research question are shown in Figure 4.3. None of these variables 

were normally distributed. This sample is representative of the nursing population (HHS, 

2010), therefore, the data were not converted to normal distribution.  
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Figure 4.3 Distribution of the Independent Variables:  Individual Factors  
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The descriptive statistics for the independent communication attributes (predictive 

variables) used in the analysis of Question Two are displayed in Table 4.3. With the 

exception of verbal aggression, which is positively skewed, the independent 

communication attribute variables are normally distributed. (See Figures 4.4 and 4.5) 

 

 

Figure 4.4 Distribution of Independent Variables:  Argumentativeness, Verbal 

Aggression, and Intolerance of Ambiguity 
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Figure 4.5 Distribution of the Independent Variables:  Taking Conflict Personally and 

Conflict Styles (Nonconfrontational, Controlling, and Solution Orientation) 

 

 

Reliability of the Measures 

To minimize subjects’ burden relating to completing lengthy surveys, a subset of 

items were selected from the measurement instruments. Parts or all of six measurement 

instruments were used in this secondary analysis. According to Polit and Beck (2008), 

“In some cases, a modest reduction in reliability is worth the benefit of lowering 

respondent burden. Scale developers must consider the best tradeoff between brevity and 

reliability” (p. 491). The development of the measurement instruments, as well as the 
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psychometric evaluations and number of items from each subscale used, are summarized 

in Appendix B. All measurement instruments used self-reported Likert-type format of 

structured responses. Cronbach’s alphas of 0.7 are considered to have acceptable levels of 

reliabilities (Cortina, 1993). 

The Structurational Divergence measurement instrument is composed of 17 items 

from three subscales: unresolved conflict, immobilization, and managerial 

communication, as described in Chapter Three (Nicotera, Mahon, & Zhao, 2010). Each 

item has five self-report Likert type response categories consisting of “rarely” to “very 

frequently.”  Three items were reverse coded for consistency with the remaining 

questions. These items included: “I am treated with respect by management”, “People at 

my organization are team players”, and “My supervisor will help me out if I tell him/her 

that I am feeling overwhelmed.” In this analysis, the overall Structurational Divergence 

measurement instrument and the three subsets were found to be extremely reliable: 

Overall Cronbach’s alpha = .93: Immobilization subset Cronbach’s alpha = .88; 

Unresolved Conflict subset Cronbach’s alpha = .91; Managerial/Organizational 

Development subset Cronbach’s alpha = .75. 

The Taking Conflict Personally (TCP) measurement instrument contains thirty 

items from five subscales: direct personalization, persecution feelings, stress reaction, 

positive relational effects, and negative relational effects (Hample & Dallinger, 1995). 

Items are measured on a self-report five point Likert type scale from “strongly disagree”, 

to “strongly agree.” Four items were reverse coded: “When people criticize something I 

say, I don’t take it personally”, “Conflicts are not stressful for me”, “Arguing is not very 



 

 

85 

 

stressful for me”, and “It doesn’t bother me to be criticized for my ideas.”  The subscales 

of Positive Relational Effects, and Negative Relational Effect were reliable with 

Cronbach’s alphas of .85, and .78, respectively. The subset Personalization with recoded 

items was reliable (Cronbach’s alpha = .86). The Cronbach’s alpha for the subset, 

Persecution, was reliable (Cronbach’s alpha = .83). The subscale of Stress Reaction was 

reliable (Cronbach’s alpha = .71). The overall TCP score uses a reversed positive 

relational effects score so that TCP overall is considered to be undesirable. The overall 

reliability of the TCP Instrument was reliable (Cronbach’s alpha = .90).  

The Putnam-Wilson Organizational Communication Conflict Instrument (OCCI) 

contained 19 items from three subscales: confrontation, solution-orientation, and control 

(Putnam & Wilson, 1982). A seven point self-report Likert type scale ranging from 

“strongly agree” to “strongly disagree” was used. The OCCI instrument was reliable with 

Cronbach’s alphas of .88 (Nonconfrontational), .72 (Controlling), and .84 (Solution-

Oriented). The three subscales are intended to be used separately with Solution-Oriented 

style as the one constructive style. Controlling and nonconfrontational are considered 

ineffective conflict styles. 

The Verbal Aggressiveness Scale, as modified by Levine, Beatty, Limon, 

Hamilton, Buck, and Chory-Assad (2004) was used in its entirety. Levine and colleagues 

reduced the unidimensional scale from twenty items to ten items keeping it a 

unidimensional scale measuring verbal aggression (Kotowski, Levine, Baker, & Bolt, 

2009). A five point self-report Likert scale from one (“almost never true”) to five 
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(“almost always true”) was used. The unidimensional Verbal Aggressiveness Scale was 

reliable (Cronbach’s alpha = .91). 

The Argumentativeness scale modified by Kotowski, Levine, Baker, and Bolt 

(2009) was comprised of eight items and was unidimensional. This scale was used in its 

entirety. Items are measured on a five point self-report Likert type scale from “almost 

never true” to “almost always true.”  Two items were reverse coded:  “I enjoy avoiding 

arguments,” and “Once I finish an argument, I promise myself I will not get into 

another.”  The instrument was reliable (Cronbach’s alpha = .76). 

The Intolerance of Ambiguity (MAT-50) Scale measures five items from the 

Interpersonal Communication subscale. A five point self-report Likert type scale was 

used from “strongly disagree” to “strongly agree.”  The reliability was somewhat lower 

than desired (Cronbach’s alpha = .61). Table 4.4 summarizes the Cronbach’s alphas for 

the dependent and independent communication attributes variables and subsets. 

 

Table 4.4. Reliabilities of Communication Attributes Measurement Instruments 

 

Variable     n Cronbach’s alpha  

 

Structurational Divergence (Overall)   671   .93 

 Unresolved Conflict    691   .91 

Immobilization    698   .88 

 Erosion of Development   699   .75 

Argumentativeness (Overall)    692   .76  

Taking Conflict Personally (TCP Overall)  636   .90   

 Personalization (TCP-Person)   693   .86 

 Persecution (TCP-Persecut)   690   .83   

 Stress Reaction (TCP-SR)   686   .71 

 Positive Relational Effects (TCP-PRE) 690   .85  
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Table 4.4. Reliabilities of Communication Attributes Measurement Instruments 

 

Variable     n Cronbach’s alpha  

  

Negative Relational Effects (TCP-NRE)  689   .78  

Intolerance of Ambiguity (TA Overall)   694   .61 

Verbal Aggression (VA Overall)   684   .91   

Nonconfrontational Conflict Style (CS-NC)   668   .88  

Controlling Conflict Style (CS-C)   677   .72   

Solution-Oriented Conflict Style (CS-SO)  675   .84 

 

 

Analysis of Research Question One 

Correlation and simple linear regression were used in the data analysis to answer 

the first research question: Are there individual factors that predict SD?  (See Tables 4.5. 

through 4.11.)  The six independent variables (age, gender, ethnicity, experience, 

education and clinical specialty) were regresses on the dependent variable, SD. 

Regression analysis results were statistically significant for one of the independent 

variables, gender; however, the R
2
 value was small, explaining only 0.9% of the variance, 

and belies the likelihood of clinical significance. Statistical significance may have been 

due to the large sample size. According to Munro (2005), with large sample sizes, greater 

than 100, statistical significance may be demonstrated, but this may not be associated 

with clinical importance. Critical thinking and clinical knowledge are necessary to 

determine if the significance is meaningful as well as statistically significant.  Gender 

was a statistically significant, but weak, predictor of two SD subscales, unresolved 

conflict and erosion of development, accounting only for less than 1% of the SD variance 

(Table 4.11). Highest education was a statistically significant predictor of erosion of 
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development at the 94% confidence level, predicting only 0.4% of the variance. 

Regressions were not significant for age, ethnicity, experience, or specialty. These 

findings confirm the systemic effects of SD (Nicotera, Mahon, & Zhao, 2010). More 

stringent analyses were not conducted due to non-normal distribution and weak 

relationships. 

 

Table 4.5. Pearson’s Correlation Matrix for Individual Factor Predictors  

  

Variable     1      2             3       4              5           

 SD 1.000 

    Age -0.017 1.000 

   Gender -0.100 0.005 1.000 

  Experience -0.016 0.829* 0.047 1.000 

 Education 0.057 0.098 0.076 -0.002 1.000 

 

*correlation is significant at the 0.01 level (2-tailed) 

 

Table 4.6. Spearman’s rho Correlation Coefficient Matrix for Education 

  

Variable    1     2        3     4  

1.     SD 1.000 

   2.     Education -0.037 1.000 
  

 

*correlation is significant at the 0.01 level (2 tailed) 
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Table 4.7. Spearman’s rho Correlation Coefficient Matrix for Gender 

  

Variable      1               2        

1.     SD 1.000 

 2.     Gender -.072 1.000 

 

*correlation is significant at the 0.01 level (2 tailed) 

 

Table 4.8. Correlations between Structurational Divergence Subscales and Interval 

Predictors (Age and Experience) 

 

Variable   1     2         3        4     5  

1. SD-UC 1.000 

    2. SD-IM 0.703* 1.000 

   3. SD-D 0.603* 0.562* 1.000 

  4. Age -0.028 -0.009 0.006 1.000 

 5. Experience -0.044 0.032 -0.008 0.829* 1.000 

 

*correlation is significant at the 0.01 level (2 tailed) 

 

Table 4.9. Correlations between Structurational Divergence Subscales and Education 

Variable   1             2               3            4  

1. SD-UC 1.000 

   2. SD-IM 0.640* 1.000 

  3. SD-D 0.574* 0.526* 1.000 

 4. Education -0.027 -0.032 -0.063 1.000 

 

*correlation is significant at the 0.01 level (2 tailed) 
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Table 4.10. Regression Analysis – Structurational Divergence and Individual Factors  

 

Variable         R
2
      Adj R

2
         B      SE               β      p 

Age 0.000 -0.001 -0.001 0.003 -0.017 0.663 

Gender 0.010 0.009 -0.364 0.138 -0.100 0.008 

Experience 0.000 -0.001 -0.001 0.003 -0.016 0.691 

Education 0.003 0.002 -0.029 0.019 -0.057 0.135 

  

 

Table 4.11. Regression Analysis – SD Subscales and Gender 

 

Variable               R
2
       Adj R

2
         B       SE    β     p 

SD-Unresolved Conflict 0.011 0.009 -0.429 0.158 -0.103 0.007 

SD-Immobilization 0.005 0.003 -0.287 0.155 -0.07 0.065 

SD-Erosion of 

Development 0.001 0.008 -0.418 0.162 -0.098 0.010 

  

 

Analysis of Research Question Two 

Correlation and simple linear regression were used in the data analysis to answer 

the second research question: Are there communication attributes that predict SD? (See 

Tables 4.12 through 4.16)  The five independent variables (verbal aggression, intolerance 

of ambiguity, conflict management style, taking conflict personally, and 

argumentativeness) were regressed on the dependent variable, SD. Results were 

statistically significant for four of the independent variables: taking conflict personally, 

verbal aggression, intolerance of ambiguity, nonconfrontational conflict style, and 

controlling conflict style; however, the R
2
 values were small accounting for less than 
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5.3% of the total variance of SD; again, there is likely no clinical significance (Munro, 

2005). Regressions were not significant for argumentativeness. Because of the weak R
2
’s, 

multiple regressions were not done.  

All of the TCP subscales were statistically significant predictors of SD, though 

none of them accounted for more than 7.7% of the variance. Intolerance of Ambiguity 

and Verbal Aggression were statistically significant predictors of all three SD subscales, 

but none accounted for more than 5% of the variance.  

 

Table 4.12. Pearson’s Correlation Matrix for Communication Attributes and  

 

Structurational Divergence 

 

Variable   1     2       3         4  5  6     7      8  

SD (Overall) 1 
       Argumentativeness 

(Overall) 0.015 1 
      TCP (Overall) .232* -0.275* 1 

     Verbal Aggression 
(Overall) .161* .270* .098* 1 

    Ambiguity 
Intolerance (Overall) .233* .233* .092** .269* 1 

   Conflict Style: 
Nonconfrontation .160* -0.256* .479* .188* 0.019 1 

  Conflict Style: 
Control .162* .348* -0.048 .394* .337* 0.002 1 

 Conflict Style: 
Solution-Oriented 0.015 -0.066 -0.137* -0.212* 0.032 -0.045 -0.089** 1 

 

*correlation is significant at the 0.01 level (2 tailed) 

**correlation is significant at the 0.05 level (2 tailed) 
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Table 4.13. Pearson’s Correlation Matrix for Structurational Divergence Subscales and 

Taking Conflict Personally Subscales 

 
Variable              1            2          3         4        5         6          7          8          9           10 

SD (Overall) 1 
         SD: 

Immobilization .931* 1 
        SD: Unresolved 

Conflict .864* .703* 1 
       SD: Development .786* .603* .562* 1 

      TCP (Overall) .232* .163* .251* .223* 1 
     TCP: 

Personalization .098* 
.086*

* .106* .063 .725* 1 
    TCP: Persecution .279* .199* .325* .230* .635* .458* 1 

   TCP: Stress 
Reaction .184* .160* .181* .141* .749* .509* .420* 1 

  TPC: Positive 
Relational Effects .085** .013 .098* .164* .604* .128* .092** .200* 1 

 TCP: Negative 
Relational Effects .102* .069 .106* .108* .350* .135* .194* .109* .103* 1 

 

*correlation is significant at the 0.01 level (2 tailed) 

**correlation is significant at the 0.05 level (2 tailed) 

 

Table 4.14. Pearson’s Correlation Matrix for Structurational Divergence Subscales and 

Conflict Styles 

 

Variable         1           2    3        4            5    6        7             8 

SD Overall 1.000 

       SD-IM  0.931* 1.000 

      SD-UC  0.864* 0.703* 1.000 

     SD-D  0.786* 0.603* 0.562* 1.000 

    CS-NC  0.160* 0.117* 0.177* 0.138* 0.799* 1.000 

  CS-C  0.162* 0.158* 0.1478 0.103* 0.274* 0.002 1.000 

 CS-SO  0.015 0.056 0.038 0.098* 0.4678 -0.045 -0.089* 1.000 

 

*correlation is significant at the 0.01 level (2 tailed) 
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Table 4.15. Regression Analysis – Structurational Divergence and Communication  

 

Attributes 

 

Variable       R
2
   Adj R

2
          B     SE            β               p  

Argumentativeness 0.000 -0.001 0.019 0.049 0.015 0.697 

TCP 0.054 0.053 0.435 0.068 0.232 0.000 

Verbal Aggression 0.026 0.025 0.231 0.053 0.161 0.000 

Ambiguity Intolerance       0.054 0.053 0.330 0.052 0.233 0.000 

CS Nonconfrontational 0.026 0.024 0.206 0.048 0.160 0.000 

CS Controlling 0.026 0.025 0.199 0.046 0.162 0.000 

CS Solution Oriented 0.000 -0.001 ,025 .061 .015 .686 

 

 

 

Table 4.16. Regression Analysis – Structurational Divergence and Taking Conflict 

Personally Subscales (Predictor Variables) 

 

Variable          R
2
       Adj R

2
            B            SE           β               p  

  

TCP  0.054 0.053 0.435 0.068 0.232 0.000 

TCP-Personal  0.010 0.008 0.103 0.039 0.098 0.009 

TCP Persecution  0.078 0.077 0.423 0.055 0.279 0.000 

TCP-SR  0.034 0.033 0.194 0.039 0.184 0.000 

TCP-PRE  0.009 0.007 0.111 0.045 0.093 0.013 

TCP-NRE  0.010 0.009 0.236 0.087 0.102 0.007 
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Exploratory Analysis 

Given the limited results, additional exploratory analyses were conducted to 

identify linkages among SD and the proposed predictive variables. Interval level 

independent variables were re-coded into categorical variables to explore whether there 

were subsets of the sample that predicted SD. Farag, Tullai-McGuiness, and Anthony 

(2009) and Leiter, Price, and Laschinger (2010) discussed differences in generational 

workforces, specifically Generation X and Baby Boomers; therefore, age was categorized 

as under forty years old (26.9%) and over forty years old (73.1%). Ethnic affinity was 

categorized as white (78.6%) and non-white (21.4%). Consistent with the emphasis on 

education in the recent Institute of Medicine Report (2011), education was categorized as 

non-BSN (31.4%) and BSN and higher (68.6%) educational preparation. The majority of 

the nurses (50.8%) had ten or less years of experience (range = .05 - 45; mean = 14.5; 

median = 10; mode = 5; SD = 11.946); therefore, experience was categorized as less than 

ten years of experience and greater than ten years of experience. Gender was already 

dichotomous.  

In light of previous findings by Mahon and Nicotera (2011), who demonstrated 

that nurses in outpatient settings tend to use more destructive strategies when confronting 

conflict, specialty units were categorized as inpatient and other clinical areas (including 

outpatient areas, procedural areas and non-clinical areas). Binary logistic regressions 

were run with the dichotomous variables in exploratory analysis, with non-significant 

results. Table 4.17 shows the dichotomous variables. 
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Gender, the only statistically significant individual factor predictor, was cross 

tabulated with low SD (less than 2.9) and high SD (greater than 3.0) (Table 4.18.).  The 

Pearson’s Chi-Square was a statistically significant, but weak, predictor of low SD (Table 

4.19.) 

 

Table 4.17. Dichotomous Variables 

 

Variable    Definitions  Measurement  n (%) 

        

Age    20-39 years  Ordinal   180 (26.9%) 

    40-70 years     490 (73.1%) 

 

Ethnicity   White   Nominal  541 (78.6%) 

    Non-white     147 (21.4%) 

 

Education   Non BSN  Ordinal  216 (31.4%) 

    >BSN      471 (68.6%) 

 

Experience   1-10 years  Ordinal  332 (50.8%) 

    >11 years     321 (49.2%) 

 

Gender    Female   Nominal           659 (95.2%) 

Male      33 (4.8%) 

 

Specialty   Inpatient Units  Nominal  606 (87.6%) 

    Other Clinical Areas      86 (12.4%) 

 

SD    1-2.99 (low)  Ordinal  609 (85.4%)  

    3-5 (high)     104 (14.6%) 

SD (Conflict)  1-2.99 (low)  Ordinal 

   3-5 (high)  

SD (Immobilization) 1-2.99 (low)  Ordinal 

   3-5 (high) 

SD (Organizational 1-2.99 (low)  Ordinal 

  Development)  3-5 (high) 
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Table 4.18. Crosstabs – High/Low Structurational Divergence and Gender (Predictors) 

                                                  

          Male             Female               Total 

Low SD < 2.9 22 573 595 

 

3% 83% 86% 

High SD > 3.0 11 86 97 

 

2% 12% 14% 

Total 33 659 692 

 

5% 95% 100% 

  

 

Table 4.19. Chi-Square Tests – High/Low Structurational Divergence and Gender 

(Predictors) 

 

                                                Value      df      Asymp.Sig     Exact Sig     Exact Sig 

            (2 sided)     (2 sided)       (1 sided)         

Pearson Chi-Square 10.727    1 0.001 

  Continuity Correction 9.110    1 0.003 

  Likelihood Ratio 8.384    1 0.004 

  Fisher's Exact Test 

   

0.003 0.003 

Linear-by-Linear Association 10.712    1 0.001 

  N of Valid Cases 692 

      

 

Chi-Square analysis of High SD (ordinal measure) with communication attributes 

(ordinal measures) did not show any significant relationships.  

Conclusion  

In conclusion, none of the individual factors or communication attributes was 

clinically significant predictors of SD. These results are consistent with the theoretical 
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proposition that SD is a multi-dimensional system concept (Nicotera, Mahon, & Zhao, 

2010). The complex interrelationships among the factors that contribute to the nurses’ 

experiences of SD confirm that SD is a systemic phenomenon. In response to the first 

research question, variance in SD was not explained by age, experience, gender, 

ethnicity, or education. The variance attributed to gender, while statistically significant, 

was not clinically significant at only 0.9% 

 In response to the second research question, variance in SD was not explained by 

the communication attribute of argumentativeness. In addition, while statistically 

significant, the communication attributes of verbal aggression, intolerance of ambiguity, 

taking conflict personally, and conflict style were not clinically significant (> 7% of the 

variance). Table 4.20 displays predictors of SD, in descending order. 

 

Table 4.20. Predictors of SD 

 

Variable       Adjusted R
2 
 

TCP       0.054 
Ambiguity Intolerance     0.053 
Verbal Aggression     0.025 
Controlling Conflict Style     0.025 
Nonconfrontational Conflict Style    0.024 
Gender       0.009 

 

Further research is needed to identify characteristics of the nurse and the 

processes of communication that contribute to experiencing SD. 
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CHAPTER FIVE 

Discussion 

Discussion and Implications for Practice 

Structurational Divergence (SD) is a systemic phenomenon that occurs in 

organizations when an individual reaches a “nexus”, the point of being in the position of 

needing to satisfy two equally interpenetrating, but contradictory social rules, practices, 

cultures, or structures. SD is also the resulting cycle of communication breakdowns that 

occur when the individual is unable to satisfy both structures, thereby slowing or stopping 

progress towards goals that may or may not be in alignment (Nicotera & Clinkscales, 

2010; Nicotera, Mahon, & Zhao, 2010). Communication becomes a downward spiral 

characterized by unresolved conflict, erosion of individual and organizational 

development, and immobilization (Nicotera & Clinkscales, 2003, 2010). In organizations, 

SD is a systemic phenomenon (Nicotera, Mahon, & Zhao, 2010).  

This secondary analysis examined data from a large community hospital; there 

were weak correlations between SD and gender and SD and clinical specialty, but no 

significant correlations between SD and age, ethnicity,experience, or education. Based on 

the literature review, the researcher expected there to be a relationship between SD and 

the independent variables of age, experience, education, and specialty. These findings 

confirm that SD is a systemic phenomenon that cannot be predicted by individual factors. 
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Significant correlations were also found between SD and taking conflict 

personally, verbal aggression, intolerance of ambiguity, and conflict style, but no 

correlation between SD and argumentativeness. The correlations between SD and 

communication attributes were weak; however, as expected, these data indicated that SD 

may be predicted by communication attributes, specifically, verbal aggression, 

ambiguity, taking conflict personally, and conflict style.  

Nurses who are experiencing SD may react in such a way that their actions may 

make them appear indecisive and incompetent. Consider the case of a nurse who is caring 

for a patient not normally cared for on her unit, by a physician whose reputation is that he 

is verbally aggressive and uses confrontational conflict management. Because of an 

ambiguous order, this nurse may have a question regarding the patient’s clinical 

condition, but she does not seek the physician’s clarification due to fear of his reaction. 

She has missed an opportunity to learn what she needs to know, and the physician has 

missed an opportunity to teach her what he wants her to know about his patient. By not 

seeking clarification, if the nurse is not correct in her interpretation of the order, she runs 

the risk of the physician verbally attacking her, and her abilities; this may cause her to 

question herself.  

On the other hand, a nurse may be caring for the patient of a physician whose past 

behavior has been collaborative and supportive of the nurse’s professional growth. The 

nurse is more likely to seek out this physician for clarification, and to learn about the 

patient’s clinical needs. When the medical staff structures do not address the behavior of 

the first physician, the organization’s growth and development is eroded, because the 
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medical staff leaders have not acquired, or used the skills needed to address disruptive 

behavior. The medical staff structures will continue to warn the offending physician 

about his behavior, however, because they have never taken action in the past, the 

offending physician doubts they will take action in the future and the behavior continues, 

thus the beginning the SD-cycle. The medical staff and the nursing staff resent the time 

and effort the disruptive physician takes away from them doing what they find most 

rewarding – taking care of patients, leading to unresolved conflict. The nurse’s fear of the 

disruptive physician’s behavior leaves her to be immobilized about when and how to 

approach the physician to get information she needs to care for the patient. 

The ability to predict SD based on individual factors and communication 

attributes would allow healthcare leaders to use this information in the hiring process of 

new team members. This might involve techniques, such as behavioral interviewing. In 

addition, the ability to predict SD would allow healthcare leaders to tailor ongoing 

training specific to communication strategies. Because SD is systemic, and cannot be 

predicted among nurses, training efforts should include all nursing staff. 

Recommendations  

Communication skills, conflict management skills and intercultural frameworks 

should be incorporated in the curriculum of basic nursing educational programs (Mahon 

& Nicotera, 2010; Zakari, Al Khamis, & Hamadi, 2010). Education and training cannot 

stop at the time of graduation, but must be ongoing. Communication competence includes 

effectiveness (meeting goals) and appropriateness (meeting social norms for the situation) 

(Nicotera, Steele, Catalani, & Simpson, 2012; Spitzberg, 2000). Spitzberg (2000) 



 

 

101 

 

included satisfaction, efficiency, verisimilitude (use of symbols), and task achievement in 

the definition of communication competence. Spitzberg (2000) also reported that 

“perceived understanding is far more important than actual understanding in 

relationships” (p. 108). This reinforces that SD is rooted in meaning, or understanding the 

intent and context of communication. Nicotera, Steele, Catalani, and Simpson (2012) 

used Spitzberg’s (2000) model of communication competence in developing a model for 

aggression competence building upon sufficing, minimizing, maximizing, and 

optimizing. This model builds upon argumentativeness that is effective and appropriate, 

but not verbally aggressive. The verbally aggressive person is motivated to attack the 

opponent, not the opponent’s ideas, making the communication both ineffective and 

inappropriate. 

In training students, Spitzberg (2000) stressed anxiety management and 

understanding of the goals and motivation of communication. Personal consideration 

means controlling anxiety in communication by not taking confrontation, which was a 

predictor of SD, personally. “SD is a widespread organizational problem, manifesting as 

recurrent cycles of unresolved conflict rooted in incompatible meaning structures” 

(Nicotera, Mahon, & Zhao, 2010, p. 362). Therefore, before reacting, meaning and intent 

of communication should be understood.   

Training programs, such as TeamSTEPPS (AHRQ), and Crucial Conversations 

(Patterson, Grenny, McMillan & Switzler, 2002, 2005) use strategies to uncover the 

meaning of communication and overcome obstacles to communication. These strategies 

are especially effective in communication with physicians (Curtis, Tzannes, and Rudge, 
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2011; Havens, Vasey, Gittell, & Lin, 2010). Both of these programs use structured 

communication and graded assertiveness coupled with simulations, observing, coaching, 

feedback and mentoring. Peer support may help individuals cope with the SD-nexus 

through the support of trained conflict coaches, as well as coping and support group 

interventions (Brinkert, 2010; Gunusen & Ustun, 2010; Patterson, Grenny, McMillan & 

Switzler, 2002, 2005; Spitzberg, 2000). 

Nicotera and Mahon (in press) and Nicotera, Mahon, Kim, and Conway-Morana 

(submitted for publication) reported on a study in which 36 subjects self-referred for 

consciousness raising training on SD and communication strategies. Nineteen subjects 

completed the training. Compared to their pretest scores and compared to the control 

group, participants who completed the training had lower feelings of persecution 

(pre/post test t = 2.12, p < .05; control t = -2.40, p < .05), recognized the positive effects 

of conflict on relationships (pre/post test t = 2.83, p < .01; control t = 3.83, p < .01), 

perceived fewer negative effects of conflict on relationships (pre/post test t = 2.96, p < 

.05; control t = 4.43, p < .01), had higher intolerance of ambiguity (pre/post test t = 2.88, 

p < .01; control t = n.s.), and were less likely to triangulate (bring a third party into the 

conflict) (pre/post test t = 2.59, p < .05; control t = 2.40, p < .01). It was not the 

individual consciousness raising that made the difference in the reactions to conflict, but 

the understanding that goals are shared, though meaning may be different between the 

various disciplines (Nicotera & Mahon, in press). 

Nursing leaders must be visible and model effective communication skills. The 

nurses in Higgins and MacIntosh’s (2010) qualitative study indicated that they noticed a 
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change in physician behavior when authority figures were present; and participants would 

have liked to have their leaders more present in their work areas through frequent 

rounding.  

As intolerance of ambiguity was a predictor of SD, nursing leaders must reduce 

the effects of ambiguous and/or conflicting structures by implementing processes that 

reduce role ambiguity (Zakari, Al Khamis, & Hamadi, 2010).  Managers must also 

observe for repeated patterns of bullying complaints and behaviors (Hutchison, Wilkes, 

Jackson, & Vickers, 2010). These patterns may reveal relationships that enable and 

encourage an environment of lateral violence. Many times, managers remove the victim 

of lateral violence thinking this may help salvage the individual, when in reality, this 

action reinforces the perpetrators’ behaviors, further harming the organization because 

this action does not remove the source of the lateral violence allowing it to resurface. 

Interventions should be based on identification of the root causes of the SD-nexus and 

SD-cycle (Nicotera, Mahon, & Zhao, 2010).  

Operational recommendations that may be beneficial since they are systemically 

focused include: 1) Hiring all providers (including physicians) for teamwork abilities 

through behavioral interviewing, pre-employment screening tools, and setting 

expectations that foster collaboration; 2) Measuring and rewarding team performance; 3) 

Proactive resolution of cross-disciplinary conflict; 4) Investing in front line leadership 

training; 5) Developing cross disciplinary care pathways; 6) Conducting interdisciplinary 

patient rounds; 7) Sharing information systems; and 8) Interdisciplinary interviewing, 

orientation, committees, and care conferences (Havens, Vasey, Gittell, & Lin, 2010). 
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There are tools available to help individuals assess communication and work 

preferences, such as the Insight Inventory (Handley, 2006). This tool assesses how an 

individual prefers to express thoughts (indirect/direct), respond to others 

(reserved/outgoing), make work decisions (urgent/steady) and structure time and organize 

work (unstructured/precise). Use of these tools may provide insight as to whether an 

individual has the communication preferences and competencies to be successful in a 

specific environment. In other words, a nurse who has indirect and steady preferences 

may experience SD if placed in an intensive care unit in which direct and urgent traits are 

required. Another such tool to assess conversation skills, identify skills in which an 

individual is proficient, and identify communication skills in which an individual could 

benefit from additional training and coaching, is the Conversation Skills Rating Scale 

(Spitzberg, 1995). This scale assesses attentiveness, composure, expressiveness, and 

coordination. 

Organizations must create model managers through the selection process, ongoing 

training and mentoring of managers (Havens, Vasey, Gittell & Lin, 2010; Wieck, Dols, & 

Landrum, 2010). Nursing leaders should be educated on SD and taught the signs and 

symptoms of the effects of SD (unresolved conflict, immobilization, and erosion of 

personal and organizational development). If nursing managers have the competencies to 

observe and recognize when their staffs are in distress because their work and 

communication preferences are not aligned with the workplace, they may be able to 

intervene and coach staff when situations require communication strategies that are 

uncomfortable for the individual. 



 

 

105 

 

Limitations of the Study 

 As with any secondary analysis, a potential limitation of this secondary analysis is 

the limitations of the measurement instruments and sample selection from the primary 

study which were chosen without the benefit of knowing what research questions may be 

chosen in future research initiatives using the same data set (Clarke & Cossette, 2000).  

Another limitation is the sample. This sample was a convenience sample from a single 

organization. The sample respondents may create a limitation, as respondents of this type 

of study tend to be very motivated to participate because they are either very pleased or 

very displeased with their work environment (Gormley, 2011). In this case, the 

organization had undergone tremendous leadership and structural changes in the year 

preceding the survey and some staff respondents may have been disgruntled. 

Implications for Further Research 

Future research on the effect of SD in healthcare will likely focus on individuals, 

groups of individuals, and organizations. Specific questions might include:  Do staff 

nurses experience more SD than nurse managers?  There was statistical significance in 

the secondary analysis, though very small, that the SD variance was explained by gender 

(0.2%) and specialty (0.4%), thus future research may be warranted. 

Healthcare systems are becoming increasingly complex, as demonstrated by 

organizations that have matrix reporting relationships. Matrix organizations are those that 

are structured along product lines (such as cardiology) as well as functions (such as 

nursing), thus the work group has dual accountability to those responsible for setting and 

meeting organizational goals for the product line as well as the function (Griffith, 1999). 
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This type of structure might be a natural set up for SD, given the dual structure, hence the 

possibility for conflicting demands. In addition, as hospitals become part of health 

systems, work groups have dual accountabilities to local (hospital) leaders as well as to 

corporate (system) leaders. Future research on SD in healthcare organizations should 

focus on organization type. Are there higher SD scores, and scores on the subscales of 

SD, in matrix organizations than in traditional hierarchical organizations?  

Organizationally, what are the effects of SD on decision making and goal attainment in 

matrix organizations compared to hierarchical organizations?   

Much research has been performed regarding hospitals that have achieved the 

American Nurses Credentialing Center’s Magnet Recognition; Magnet standards are 

intended to improve the work environment and patient outcomes (Kelly, McHugh, & 

Aiken, 2011; McClure & Hinshaw, 2002; Ulrich, Buerhaus, Donelan, Norman, & Dittus, 

2007). Further research can examine the presence and severity of SD (and SD subscales) 

in Magnet facilities as compared to non-Magnet facilities. 

Conclusion 

Structurational Divergence (SD) occurs when an individual reaches a “nexus”, the 

point of being in the position of needing to satisfy two equally interpenetrating, but 

contradictory social rules, practices, cultures, or structures, as well as the resulting cycle 

of communication breakdowns (unresolved conflict, immobilization, and erosion of 

personal and professional development) that occur when the individual is unable to 

satisfy both structures (Nicotera & Clinkscales, 2010; Nicotera, Mahon, & Zhao, 2010). 

This purpose of this cross sectional, secondary analysis was to examine data from 713 
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registered nurses from a large community hospital to determine if there were subsets of 

individual factors or communication attributes that predict SD. There were weak 

(statistically, but not clinically significant) correlations between SD and gender and SD 

and clinical specialty, but no significant correlations between SD and age, ethnicity, 

experience, or education. Weak correlations were also found between SD and taking 

conflict personally, verbal aggression, intolerance of ambiguity, and conflict style. There 

were no significant correlations between SD and argumentativeness. Implications for 

practice include making sure there is appropriate fit between work and communication 

preferences with an environment that fosters healthy communication against unhealthy 

communication; providing leaders with education related to SD, signs, symptoms, and 

effects of SD, as well as strategies to break the SD cycle; and providing staff with 

training, education and support on communication strategies.. 
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APPENDIX A   

Description of Primary Study, “Improving Patient Care through Understanding the 

Nursing Workplace” 

 

In 2009, Nicotera, Mahon, Zhao, and Conway-Morana (in preparation) 

collaborated on a primary study to examine in depth a number of factors that have been 

shown to negatively affect nurses as well as the larger health care environment. This 

study was funded by a grant by the hospital and university collaborative fund, and by a 

seed grant from the American Organization of Nurse Executives (AONE). The primary 

researchers believe the factors identified in the model, in a congruent organization, can 

have positive effects as well. The specific challenges focus on burnout, role conflict, 

adverse events, bullying and turnover within the context of SD arising from cultural 

conflict (Mahon, Nicotera, Zhao, & Conway-Morana, in preparation). The primary study 

examined the effects of SD on hospital quality outcomes and nursing turnover at the unit 

level. Approximately 2300 registered nurses were invited to complete the survey, which 

consisted of 216 questions (including demographic information) from all or portions of 

the following measurement instruments: 

A. Worklife Quality 

a. Structurational Divergence (Nicotera, Mahon, & Zhao, 2010) 
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b. The Communication Satisfaction Questionnaire I (CSQ) (Downs & 

Hazen, 1977) (This instrument was in an early draft, but eventually 

dropped to reduce subject burden.) 

c. Job Satisfaction Survey (Spector, 1985) 

B. Moderators of SD 

a. Conflict Management Beliefs 

i. Taking Conflict Personally (Hample &  Dallinger, 1995) 

b. Argumentativeness Beliefs 

i. Argumentativeness Scale (Rancer, Kosberg, & Baukus, 1992) 

(This instrument was in an early draft, but eventually dropped to 

reduce subject burden.) 

ii. The Argumentativeness Scale (Infante & Rancer, 1982; Kotowski, 

Levine, Baker, & Bolt, 2009) 

c. Verbal Aggression Beliefs 

i. The Verbal Aggressiveness Scale (Infante & Wigley, 1986; 

Levine, Beatty, Limon, Hamilton, Buck, and Chory-Assad (2004) 

d. Intolerance of Ambiguity Beliefs 

i. Measurement of Ambiguity Intolerance (MAT-50) (Norton, 1975) 

e. Locus of Control Beliefs 

i. The I-E (Internal-External) Scale (Rotter, 1966) (This instrument 

was in an early draft, but eventually dropped to reduce subject 

burden.) 
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f. Communication Beliefs 

i. Personal Report of Communication Apprehension (PRCA-24) 

(McCroskey, Beatty, Kearney, & Plax, 1985) 

ii. Measure of Cognitive Communication Competence (Duran & 

Spitzberg, 1995) 

C. Negative Effects of SD 

a. Burnout 

i. Maslach Burnout Inventory (MBI) (Maslach & Jackson, 1981) 

b. Conflict Management 

i. House, Schuler & Levanoni Role Conflict Measurement 

Instrument (House, Schuler, & Levanoni, 1983) 

ii. Organizational Communication Conflict Instrument (OCCI) 

(Putnam & Wilson, 1982) – Nonconfrontational and Control 

c. Lateral Violence (Bullying) 

i. Hutchinson Bullying Inventory (Hutchinson, Wilkes, Vickers, & 

Jackson, 2008, 2010) 

d. Intent to Leave (Turnover) 

i. Organizational Culture Profile (OCP); O’Reilly, Chatman, & 

Caldwell (1991) 

e. Depression 

i. Center for Epidemiological Studies – Depression Scale (CES-D) 

(Radloff, 1977) 
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D. Positive Effects of SD 

a. Conflict Management Beliefs 

i. Organizational Communication Conflict Instrument (OCCI) 

(Putnam & Wilson, 1982) Solution Orientation 

b. Organizational and Professional Identity 

i. Communicative Organizational Identification (C-OI) (Fontenot & 

Scott, 2007) 

To decrease subject burden, not every instrument was used or used in its entirety. 

The survey was conducted electronically using Survey Monkey.  

The hypotheses in the primary study were: 

H01a:  Structurational divergence and workplace climate predict burnout, role 

conflict, conflict management style, horizontal violence, organizational 

identification and professional identification among nurses. 

H01b:  Negative effects are moderated by individual factors (taking conflict 

personally, beliefs about arguing, intolerance for ambiguity, locus of control, 

argumentativeness, verbal aggressiveness). 

H02:  Burnout, role conflict, conflict management style, horizontal violence, 

organizational identification, and professional identification together predict 

nursing outcomes (adverse events, cost, and quality) and turnover (actual rate and 

intentions). 

 Figure B1 conceptualizes SD from the primary study, including the moderators 

influencing SD; and the effects of SD.  
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Figure A.1:  Positive and Negative Effects and Outcomes of SD 

 

The primary study was approved by the University Human Subjects Review 

Board (HSRB) and Hospital Institutional Review Board. Participants were recruited 

through flyers, and regular feedback was provided to the hospital registered nurse 

population related to number of questionnaires completed. Participation was voluntary 

and anonymous, and participants gave informed consent. Prizes were awarded as 

incentives to participation. Seven hundred sixty seven Registered Nurses from inpatient 

and outpatient units participated in the survey for a response rate of approximately 33% 

(713 valid responses). 

Information related to turnover was obtained from the hospital’s human resources 

department; information related to patient safety was obtained from the hospital’s 

quality/risk management department; and information related to cost and efficiency were 
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obtained from the hospital’s finance department. The primary researchers used multilevel 

modeling for the statistical analysis and ideally would have liked to have achieved thirty 

responses from thirty units. While this number fell short, the primary researchers believed 

there was an adequate sample size for statistical analysis. Data was analyzed using a 

variety of statistical techniques, including ordinary least squares regression, structural 

equation modeling and multilevel modeling. A statistical model was created to test the 

conceptual model. Individual level predictors were converted into hospital level 

predictors on a unit based level (matching participants’ responses with unit level quality, 

turnover and cost data) (Mahon, Nicotera, Zhao, & Conway-Morana, in preparation).  

The primary researchers found that there are variables that distinguish high SD 

from low SD and there are no relationships between SD and age, nursing experience, 

managerial experience, education or clinical setting. They found that SD was 

significantly related to verbal aggressiveness (r = .16; p = .000; N = 704), controlling 

management style (r = .16; p = .000; N = 697), nonconfrontational conflict management 

(r = .16; p = .000; N = 701), and taking conflict personally (r = .25; p = .000; N = 710). 

Further, the primary researchers found that SD is significantly related to ambiguity 

intolerance (r = .23; p = .000; N = 702), cognitive communication competence in the 

opposite predicted direction (r = .14; p = .000; N = 694), job satisfaction (r = -.74; p = 

.000; N = 695), organizational identification (r = -.38; p = .000; N = 697), and 

professional identification (r = -.24; p = .000; N = 696. The researchers found that SD is 

significantly related to destructive variables:  role conflict (r = .68; p = .000; N = 690), 

burnout (r = .54; p = .000; N = 696), bullying (r = .59; p = .000; N = 695), depression (r 
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= .32; p = .000; N = 697), turnover (r = .47; p = .000; N = 692), and intent to leave the 

profession (t = 4.98; DF = 90.24; p = .000; d = .68). Data related to nursing outcomes 

(adverse events, cost, and quality) and turnover (actual rate and intentions) are still being 

analyzed. 

This study represents the first steps of describing the work environment for nurses 

in relation to SD. These findings will provide the foundation for interventions to improve 

quality, safety events, turnover, and efficiency. 
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APPENDIX B 

Conceptual and Operational Definitions of Terms and Psychometric Properties of 

Measurement Instruments 

 

Variable Conceptual 

Definition 

Operational 

Definition 

(Measurement 

Items) 

 

Measurement 

Instrument 

and Citation 

Psychometrics 

Of Measurement 

Instruments used 

in the Secondary 

Analysis 

Structurational 

Divergence 

(SD) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

“SD is a 

widespread 

organizational 

problem, 

manifesting as 

recurrent cycles 

of unresolved 

conflict rooted in 

incompatible 

meaning 

structures.” 

(Nicotera, Mahon 

& Zhao, 2010, p. 

362) 

SD Assessment 

Instrument 

I feel like I am 

fighting 

unnecessary 

fires at work. 

People are 

caught in a cycle 

of undermining 

one another. 

I feel obligated 

to fulfill 

opposing 

demands at the 

same time. 

I am treated 

with respect by 

management 

I experience 

unnecessary 

stress at work 

because of 

people “playing 

games.” 

The politics of 

the 

hospital/organiz

ation prevent 

patients from 

SD 

Assessment 

Instrument; 

Nicotera & 

Mahon, 2011; 

Nicotera, 

Mahon, & 

Zhao 2010  

 

Through exploratory 

and parallel 

confirmatory factor 

analysis, Nicotera, 

Mahon, and Zhao 

(2010) developed 

the SD self report 

scale which consists 

of 17 items 

measuring three 

dimensions of the 

concept: unresolved 

conflict (five items), 

immobilization 

(eight items),  and 

managerial 

communication 

(four items). Each 

item has five Likert 

type response 

categories consisting 

of “rarely” as 1, 

“sometimes” as 2, 

“moderately often” 

as 3, “usually” as 4, 

and “very 

frequently” as 5. For 

unresolved conflict, 

the possible 
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Variable Conceptual 

Definition 

Operational 

Definition 

(Measurement 

Items) 

 

Measurement 

Instrument 

and Citation 

Psychometrics 

Of Measurement 

Instruments used 

in the Secondary 

Analysis 

 

 

having their  

needs addressed. 

People at my 

hospital/organi-

zation are team 

players. 

The concerns of 

the 

hospital/organi-

zation surpass 

the needs of the 

patient. 

People at my 

workplace 

sabotage one 

another. 

I am “damned if 

I do, damned if I 

don’t.” 

My supervisor 

will help me out 

if I tell her/him I 

am feeling 

overwhelmed. 

People at my 

hospital/organi-

zation hold 

personal 

vendettas. 

Nurses and 

physicians/surge

ons view 

patients 

differently, and 

this causes 

conflict. 

Backstabbing is 

a problem at my 

hospital/organi-

zation. 

Administrative 

procedures get 

summary score 

range is 1-5 with 

higher scores 

indicating higher 

levels of unresolved 

conflict. For 

immobilization, the 

possible  

summary score 

range from 1-5, with 

higher score 

indicating higher 

levels of 

immobilization. For 

managerial 

communication, the 

possible summary 

score range is from 

1-5 using positively 

worded, reverse 

scale. Model fit was 

evaluated with 

Comparative Fit 

Index (CFI) and 

Root Mean Square 

Error of 

Approximation 

(RMSEA). Model fit 

was adequate with 

X
2 
(113, N = 142) = 

179.73, p<.001, CFI 

= .95, RMSEA = 

.06, 95% 

Confidence Interval 

of RMSEA=.05 to 

.08. The reliability 

co-efficients were 

0.77 to 0.94. Face 

validity was 

determined with 

review by an expert 

panel. Construct 
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Variable Conceptual 

Definition 

Operational 

Definition 

(Measurement 

Items) 

 

Measurement 

Instrument 

and Citation 

Psychometrics 

Of Measurement 

Instruments used 

in the Secondary 

Analysis 

in the way of 

what’s best for 

the patient. 

I can’t go to my 

nurse manager 

for help 

resolving 

conflicts 

because s/he 

won’t do 

anything to help. 

I feel like I am 

“between a rock 

and a hard 

place.” 

validity was 

determined to be 

stable and consistent 

through examination 

with existing 

nursing scales on 

role conflict, 

emotional 

exhaustion and 

reduced personal 

accomplishment. 

Correlations ranged 

from .66 to .92 (p = 

.001). 

This instrument, 

along with 

behavioral 

observation, can also 

be used to diagnose 

the presence of SD. 

Individual scores 

above the scale 

midpoint (3) 

indicate the 

individual suffers 

from SD. Aggregate 

group scores with a 

mean above the 

midpoint indicate 

the group suffers 

from SD. 

 

The survey 

instrument was used 

in its entirety in the 

primary study. 

Conflict 

Management – 

Taking 

Conflict 

Personally 

“Taking conflict 

personally is a 

multi-

dimensional 

concept that we 

understand to be 

Taking Conflict 

Personally 

(TCP) Scale  

I usually take 

criticisms 

personally. 

Taking 

Conflict 

Personally 

(TCP) Scale; 

Hample & 

Dallinger, 

Through exploratory 

and confirmatory 

factor analysis to 

determine construct 

validity, Hample and 

Dallinger (1995) 
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Variable Conceptual 

Definition 

Operational 

Definition 

(Measurement 

Items) 

 

Measurement 

Instrument 

and Citation 

Psychometrics 

Of Measurement 

Instruments used 

in the Secondary 

Analysis 

an index of one’s 

affective climate. 

The TCP 

instrument 

measures 

predispositions to 

personalize 

conflict, to 

experience stress 

during it, to feel 

persecuted, to 

project the 

possibility of 

positive or 

negative 

relational 

consequences, 

and to enjoy or 

dislike conflict 

interactions” 

(Maple & 

Dallinger, 1995, 

p. 299) 

Conflict can 

really help a 

relationship. 

Conflict is a 

very personal 

thing for me. 

When people 

criticize 

something I say, 

I don’t take it 

personally. 

Sometimes you 

can discover 

admirable 

features in a 

person who is 

arguing strongly 

It really hurts 

my feelings to 

be criticized. 

Conflict can 

really hurt a 

relationship. 

In conflict 

discussions I 

often feel that 

other people are 

trying very hard 

to make sure 

that I lose. 

A deep conflict 

can really bring 

people together 

after it’s over. 

I think that some 

of the people 

that I often have 

conflict 

discussions with 

really like to 

pick on me. 

Conflict 

1995 developed the TCP 

scale which consists 

of 37 self report 

items measuring six 

subscales: direct 

personalization 

(seven items); 

persecution feelings 

(six  items);  

stress reaction (five  

items); positive 

relational effects 

(seven items); 

negative relational 

effects (five  items); 

and like/dislike 

valence (seven 

items). Items are 

measured on a five 

point Likert type 

scale:  “strongly 

disagree,” 

“disagree,” “neither 

agree nor disagree,” 

“agree,” and 

“strongly agree.”  

Alpha reliabilities 

were:  direct 

personalization = 

.866; persecution 

feelings = .756; 

stress reaction = 

.769; positive 

relational effects = 

.842; negative 

relational effects = 

.718; and like/dislike 

valence = .860. 

Pearson’s 

correlations with 

argumentativeness 

approach, 
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Variable Conceptual 

Definition 

Operational 

Definition 

(Measurement 

Items) 

 

Measurement 

Instrument 

and Citation 

Psychometrics 

Of Measurement 

Instruments used 

in the Secondary 

Analysis 

discussions can 

really strengthen 

working 

relationships 

with other 

people in the 

group. 

Conflicts have a 

positive impact 

on a 

relationship. 

Conflict 

situations leave 

me feeling 

victimized 

Conflict 

discussions can 

really jeopardize 

working 

relationships 

with other 

people in the 

group. 

Conflict 

discussions can 

really strengthen 

friendships. 

Sometimes 

when there are a 

lot of conflicts 

in a week, I feel 

like I’m getting 

an ulcer. 

The honesty that 

often results 

from a conflict 

situation can 

lead to stronger 

relationships 

between people. 

Conflicts are not 

stressful for me. 

argumentativeness 

avoidance, verbal 

aggression and 

congeniality ranged 

from -.603 to .579. 

Validity was tested 

with canonical 

correlations between 

the six dimensions, 

argumentativeness, 

verbal aggression, 

sex, class standing, 

and age with ranges 

from -.876 to .964. 

“The congeniality 

variable was 

associated with four 

of the TCP 

subscales. Negative 

relational effects, 

persecution feelings, 

and direct 

personalization 

correlated negatively 

with congeniality, 

while positive 

relational effects 

associated positively 

with it (Hample & 

Dallinger, 1995, p. 

312).  

 

Since its 

development, the 

TCP instrument has 

been used in several 

research studies with 

acceptable 

reliability. 

 

To decrease subject 

burden, not all 
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Variable Conceptual 

Definition 

Operational 

Definition 

(Measurement 

Items) 

 

Measurement 

Instrument 

and Citation 

Psychometrics 

Of Measurement 

Instruments used 

in the Secondary 

Analysis 

Stressful 

discussions 

make my 

stomach hurt. 

Conflict 

discussions can 

really jeopardize 

friendships. 

When the rest of 

the group rejects 

one of my 

suggestions, I 

take it very 

personally. 

After a stressful 

meeting, my day 

is usually 

ruined. 

If you make a 

bad suggestion, 

people think you 

are stupid. 

Arguing is not 

very stressful to 

me. 

Conflicts have a 

negative impact 

on a 

relationship. 

It doesn’t bother 

me to be 

criticized for my 

ideas. 

A conflict can 

really wreck the 

climate in the 

workplace. 

Conflict 

situations make 

me feel 

persecuted. 

I have a strong 

instruments were 

used in their 

entirety. The 

instrument used in 

the primary study of 

SD contained the 

following subscales 

of the TCP 

instrument:  Direct 

personalization, 

persecution feelings, 

stress reaction, 

positive relational 

effects and negative 

relational effects. 
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Operational 

Definition 

(Measurement 

Items) 

 

Measurement 

Instrument 

and Citation 

Psychometrics 

Of Measurement 

Instruments used 

in the Secondary 

Analysis 

emotional 

reaction to being 

criticized. 

I think that 

people often 

attack me 

personally. 

Conflict 

Management 

Style 

“Indirect 

strategies for 

handling a 

conflict; choices 

to avoid or 

withdraw from a 

disagreement; 

such 

communicative 

behaviors as 

silence, glossing 

over differences, 

and concealing ill 

feelings” 

(Putnam & 

Wilson, 1982, p. 

647). 

Organizational 

Communication 

Conflict 

Instrument 

(OCCI) 

Nonconfronta-

tional 

(Avoidant) 

Conflict 

Management 

Style 

I shy away from 

topics that are 

sources of 

disputes. 

I steer clear of 

disagreeable 

situations. 

I avoid a person 

I suspect of 

wanting to 

discuss a 

disagreement. 

I keep quiet 

about my views 

in order to avoid 

disagreements. 

I downplay the 

importance of 

the 

disagreement. 

I reduce 

disagreements 

by saying they 

are insignificant. 

The Putnam-

Wilson 

Organizational 

Communi-

cation Conflict 

Instrument 

(OCCI); 

Putnam & 

Wilson, 1982 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The OCCI (Putnam 

& Wilson, 1982) 

contains 29 items 

measuring three 

conflict management 

styles using a seven 

point Likert type 

scale ranging from 

“strongly agree” to 

“strongly disagree. 

The conflict 

management styles 

measured include 

confrontation 

(twelve items with 

Cronbach’s alpha of 

.93); solution-

orientation (eleven 

items with 

Cronbach’s alpha of 

.88); and control (six 

items with 

Cronbach’s alpha of 

.82). 

 

“Intercorrelations 

between the three 

scales yielded 

nonsignificant co-

efficients with the 

exception of r = 0.33 

between control and 

nonconfrontational” 

(Putnam & Wilson, 

1982, p. 639). Social 



 

 

122 

 

Variable Conceptual 

Definition 

Operational 

Definition 

(Measurement 

Items) 

 

Measurement 

Instrument 

and Citation 

Psychometrics 

Of Measurement 
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in the Secondary 

Analysis 

I withdraw when 

someone 

confronts me 

about a 

controversial 

issue. 

I sidestep 

disagreements 

when they arise. 

I try to smooth 

over 

disagreements 

by making them 

appear 

unimportant. 

I hold my 

tongue rather 

than argue. 

I ease conflict 

by claiming our 

differences are 

trivial. 

acceptability of the 

three conflict 

management styles 

resulted in the 

moderate range 

(non-confrontation = 

.48; Control = .11 

and Solution-

orientation = .28). 

“The correlations 

between 

nonconfrontation 

and control 

strategies were 

negative (r = -.13)” 

(Putnam & Wilson, 

1982, p. 639). 

Construct validity 

was supported by 

comparing the 

instrument with the 

Lawrence and 

Lorsch (1967) 

Aphorism Scale and 

Kilmann and 

Thomas (1977) 

MODE instrument. 

Correlations for 

Nonconfrontation 

ranged from -.08 to 

.41 (p < .001); 

Solution-Orientation 

ranged from -.31 to 

.48 (p <.001); and 

Control ranged from 

-.29 to .44 (p < 

.001), supporting 

convergent and 

discriminate 

validity.  Predictive 

validity was 

demonstrated using 
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and Citation 

Psychometrics 

Of Measurement 
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in the Secondary 

Analysis 

repeated measures 

ANOVAs on three 

studies.  

 

The first predictive 

study investigated 

how one’s position 

in the hierarchical 

structures affected 

conflict management 

styles. The study 

demonstrated how 

middle managers 

became trapped 

between those they 

report to and those 

who report to them. 

Putnam and Wilson 

(1982) found: 

 

- Staff used 

nonconfrontational 

strategies with 

supervisors (F = 

5.17, df  = 2,227, p < 

.004, subordinate M 

= 38.47, first line 

manager M = 37.53, 

upper management 

M = 38.47; low 

means = high 

frequency); 

- Upper managers 

used controlling 

strategies (F = 6.08; 

df = 2,227, p <.003; 

subordinate M = 

41.99; first-line M = 

37.53; upper M = 

38.47; low means = 

high frequency); 

- Middle managers 



 

 

124 

 

Variable Conceptual 

Definition 

Operational 

Definition 

(Measurement 

Items) 

 

Measurement 

Instrument 

and Citation 

Psychometrics 

Of Measurement 
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in the Secondary 

Analysis 

used more solution 

oriented strategies 

(F = 4.91, df = 

2,227, p < .008, 

subordinate M = 

20.92, first-line M = 

17.9, upper M = 

19.62); 

- Peers used more 

nonconfrontational 

and controlling 

strategies 

(Nonconfrontation F 

= 11.28, df = 1,227, 

p < .001, P = 58.53, 

s = 62.16; Control F 

= 8.67, df = 1,227, p 

= .004, P = 38.00, s 

= 40.66; low means 

= high frequency).  

 

The second 

predictive study also 

examined horizontal 

and vertical 

communication 

strategies. In 

confrontations with 

supervisors and 

peers, solution 

oriented strategies 

(F = 13.21; df = 

2.47, p < .001) were 

used, while control 

strategies were used 

with subordinates (F 

= 6.18, df = 2.47, p 

< .01). 

 

The third predictive 

validity study 

examined lateral 
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Instrument 

and Citation 

Psychometrics 

Of Measurement 
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in the Secondary 

Analysis 

conflict management 

preferences. 

Controlling 

strategies were used 

to manage conflicts 

between 

departments (F = 

5.12, df = 1,119, p < 

.03, inter = 32.93, 

intra = 33.92; low 

means = high 

frequency); while 

Nonconfrontational 

strategies were used 

within a department 

(F= 46.12, df = 1, 

119, p < .001, inter 

= 63.39, intra = 

58.61)..This study 

also examined 

conflict management 

styles based on 

gender and tenure. 

Women used more 

nonconfrontational 

strategies during the 

first year of 

employment, but 

used more solution 

oriented strategies 

after five years of 

employment. Men, 

however, used more 

nonconfrontational 

strategies the longer 

their tenure.  

 

Since its 

development, the 

OCCI has been used 

in several research 

studies with 
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and Citation 

Psychometrics 
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acceptable 

reliability. 

To decrease subject 

burden, not all 

instruments were 

used in their 

entirety. The 

instrument used in 

the primary study of 

SD contained 24 

questions from the 

OCCI (Controlling = 

4; 

Nonconfrontational 

= 11; Solution 

Orientation = 4) 

using a five point 

Likert type scale:  

“almost never,” 

“seldom,” 

“sometimes,” 

“usually,” and 

“almost always.” 

Verbal 

Aggressive-

ness 

 

“Verbal 

aggressiveness is 

conceptualized as 

a personality trait 

that predisposes 

persons to attack 

the self-concepts 

of other people 

instead of, or in 

addition to, their 

positions on 

topics of 

communication” 

(Infante & 

Wigley, 1986, p. 

61). 

The Verbal 

Aggressiveness 

Scale 

When 

individuals are 

very stubborn, I 

use insults to 

soften the 

stubbornness. 

When people 

refuse to do a 

task I know is 

important, 

without good 

reason, I tell 

them they are 

unreasonable. 

If individuals I 

Verbal 

Aggressive-

ness Scale 

Infante & 

Wigley, 1986; 

Levine, 

Beatty, 

Limon, 

Hamilton, 

Buck, & 

Chory-Assad, 

2004; 

Kotowski, 

Levine, Baker 

& Bolt, 2009 

Infante and Wigley 

(1986) developed 

this twenty item 

instrument, which 

measures verbal 

aggression using a 

five point Likert 

type scale from 1 

(almost never true) 

to 5 (almost always 

true). The co-

efficient alpha = 

0.81. The correlation 

with the 

Argumentativeness 

Scale (Infant & 

Rancer, 1982) was 

not significant (r = 
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am trying to 

influence really 

deserve it, I 

attack their 

character. 

When people 

behave in ways 

that are in very 

poor taste, I 

insult them in 

order to shock 

them into proper 

behavior. 

When people 

simply will not 

budge on a 

matter of great 

importance, I 

lose my temper 

and say rather 

strong things to 

them. 

When 

individuals 

insult me I get a 

lot of pleasure 

out of really 

telling them off. 

I like poking fun 

at people who 

do things which 

are very stupid 

in order to 

stimulate their 

intelligence. 

When people do 

things that are 

mean or cruel, I 

attack their 

character in 

order to help 

correct their 

.10), indicating 

verbal aggression 

was a separate trait 

from 

argumentativeness. 

The scale was 

administered to 427 

different students 

with a mean of 

49.10, median of 

48.82, standard 

deviation = 9.79, co-

efficient alpha = 

0.81 and X
2
 = 3.90 

(df = 5) indicating a 

bell shaped curve. 

Factor analysis 

revealed that the 

instrument measured 

two factors on the 

same continuum 

which was scored as 

a unidimensional 

instrument yielding 

one score. Ten 

questions were 

worded aggressively 

(negatively) and ten 

questions were 

worded and reverse 

scored benevolently 

(positively). Forty 

students participated 

in the test-retest 

study for stability 

which demonstrated 

stability (R = 0.82, t 

< 1, p < .001). To 

test validity, the 

Verbal Aggression 

scale was 

administered to 104 
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behavior. 

When nothing 

seems to work 

in trying to 

influence others, 

I yell and 

scream in order 

to get some 

movement from 

them. 

When I am not 

able to refute 

others’ 

positions, I try 

to make them 

feel defensive in 

order to weaken 

their positions. 

students along with 

seven other trait 

measures. A final 

validity test was 

given to 86 students 

predicting 

preferences in 

various social 

situations. 

Correlation was 

0.69. 

 

In 2004, Levine, 

Beatty, Limon, 

Hamilton, Buck, and 

Chory-Assad 

asserted that the 

Scale was a two 

factor scale, not 

unidimensional. 

Through construct 

analysis, they 

determined that the 

aggressively worded 

questions predicted 

coded verbal 

aggressiveness (β = 

.23, t(187) = 2.7, p < 

.05) and verbally 

aggressive message 

selection (β = .46, 

t(185) = 6.17, p <. 

05) and the 

benevolently worded 

questions did not 

predict coded verbal 

aggression (β = .13, 

t(187) = 1.53, n.s.) 

or verbally 

aggressive message 

selection (β = .14, 

t(185) = 1.9, p <. 
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06). Only the ten 

aggressively worded 

questions are 

necessary for a 

unidimensional 

score for verbal 

aggression. 

 

Kotowski, Levine, 

Baker and Bolt 

(2009) concurred 

with these findings 

and also determined 

that there was no 

correlation between 

scores and observed 

behaviors in relation 

to verbal aggression. 

 

Since its 

development, the 

Verbal 

Aggressiveness 

Scale instrument 

(short form and long 

form) has been used 

in several research 

studies with 

acceptable 

reliability. 

The entire 

instrument, as 

modified by Levine, 

Beatty, Limon, 

Hamilton, Buck, & 

Chory-Assad (2004) 

was used in the 

primary study of 

SD, and contained 

the ten aggressive 

questions from the 

Verbal 
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Aggressiveness 

Scale instrument 

using a five point 

scale from “strongly 

disagree” to 

“strongly agree”. 

Argumenta- 

tiveness 

“A generally 

stable trait which 

predisposes the 

individual in 

communication 

situations to 

advocate 

positions on 

controversial 

issues and to 

attack verbally 

the positions 

which other 

people take on 

these issues” 

(Infante & 

Rancer, 1982, p. 

72). 

The 

Argumentativen

ess Scale 

I enjoy avoiding 

arguments. 

Once I finish an 

argument, I 

promise myself I 

will not get into 

another. 

I have a 

pleasant, good 

feeling when I 

win a point in an 

argument. 

I enjoy a good 

argument over a 

controversial 

issue. 

I enjoy 

defending my 

point of view on 

an issue. 

I do not like to 

miss the 

opportunity to 

argue a 

controversial 

issue. 

I consider an 

argument an 

exciting 

intellectual 

challenge. 

I feel refreshed 

and satisfied 

Argumenta-

tiveness Scale; 

Infante & 

Rancer, 1982 

Kotowski, 

Levine, Baker 

& Bolt, 2009 

Infante and Rancer 

(1982) used face 

validity and factor 

analysis to develop 

the 

Argumentativeness 

Scale which 

contains twenty self 

report items 

measuring argument 

approach (ten items) 

and argument 

avoidance (ten 

items). Items are 

measured on a five 

point Likert type 

scale:  “almost never 

true” as 1, “rarely 

true” as 2, 

“occasionally true” 

as 3,   “often true” as 

4, and “almost 

always true” as 5. 

The argumentative 

trait is the difference 

between the 

approach and 

avoidance scales 

(Approach score – 

avoidance score = 

Argumentativeness 

Trait).  

The argument 

approach factor 

accounted for 55% 

of the variance. To 
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after an 

argument on a 

controversial 

issue. 

 

 

 

 

test the assumption 

the factors were 

independent of each 

other, an oblique 

solution correlation 

was performed and 

was .07. The mean 

general trait for 

argumentativeness 

was 4.4 on a five 

point scale. A chi-

square of 9.63 (df = 

9) was not 

significant. 

Cronbach’s alpha 

for the ten argument 

approach items was 

0.91 while the 

Cronbach’s alpha 

for the ten 

arguments avoid 

was 0.86. Validity 

was determined 

through a series of 

studies including: 

 

-Test-retest (r = 

0.87 for argument 

approach; r = 0.86 

for argument avoid 

and r = 0.91 for the 

general 

argumentativeness) 

-Having friends of 

the subjects also 

rate them (r = 0.54 

for argument 

approach; r = 0.42 

for argument 

avoid).  

-Comparing results 

with five other tests 
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of argumenta-

tiveness with 

acceptable levels of 

correlations.  

-Convergent and 

discriminate 

validity was 

determined by 

conducting a 

behavioral choice 

study with 51 

students. (General 

trait r = .36, p < 

.02). 

 

Kotowski, Levine, 

Baker and Bolt 

(2009) determined 

“the Argumenta-

tiveness Scale 

contains a number 

of poor items (most 

ambiguously 

worded) that lack 

internal consistency 

amongst 

themselves, 

parallelism with 

other measures, or 

both. Furthermore, 

there was no 

evidence in the face 

validity of the items 

or the residual 

matrix indicating 

that the poor items 

measured an 

additional construct. 

Dropping the poor 

items did, however, 

result in a set of 

items consistent 
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with the 

unidimensional 

conceptual 

definition proposed 

by Infante and 

Rancer (1982)” (p. 

456). Further, they 

determined there 

was no correlation 

between instrument 

scores and observed 

behaviors in relation 

to argument-

tiveness. 

 

Since its 

development, the 

argumentative scale 

(long form and 

short form) has 

been used in several 

research studies 

with acceptable 

reliability. 

 

The entire 

unidimensional 

survey instrument, 

as modified by 

Kotowski, Levine, 

Baker and Bolt 

(2009) was used in 

the primary SD 

study. This 

instrument was 

composed of eight 

questions, two 

measuring 

avoidance and six 

measuring approach.  

Intolerance of 

Ambiguity 

“Intolerance of 

ambiguity is a 

Measurement of 

Ambiguity 

Intolerance of 

Ambiguity 

Norton (1975) 

developed The 
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tendency to 

perceive or 

interpret 

information 

marked by vague, 

incomplete, 

fragmented, 

multiple, 

probable, 

unstructured, 

uncertain, 

inconsistent, 

contrary, 

contradictory, or 

unclear meanings 

as a actual or 

potential sources 

of psychological 

discomfort or 

threat” (Norton, 

1975, p. 608). 

Intolerance 

(MAT-50) 

I tend to be very 

frank with 

people. 

It irks me to 

have people 

avoid the answer 

to my question 

by asking 

another 

question. 

I really dislike it 

when a person 

does not give 

straight answers 

about himself. 

It really disturbs 

me when I am 

unable to follow 

another person’s 

train of thought. 

I prefer telling 

people what I 

think of them 

even if it hurts 

them, rather 

than keeping it 

to myself. 

 

 

(MAT-50) 

Scale; 

Norton, 1975 

Intolerance of 

Ambiguity Scale 

(MAT-50) which 

consists of 61 self 

report items 

measuring 

philosophy (seven 

items), interpersonal 

communication (five 

items), public image 

(four items),  job 

related (five items), 

problem solving 

(nine items), social 

(nine items), habit 

(thirteen items), and 

art forms (nine 

items). It is 

recommended that a 

seven point Likert 

type scale be used 

from “very strong 

agreement” to “very 

strong 

disagreement.” 

Internal reliability 

“was an r of 0.88. 

Test-retest reliability 

after a 10 to 12 week 

period was 0.86” 

(Norton, 1975, p. 

609).  

 Content validity 

was confirmed in 

two steps. In the first 

step, each item was 

rated on a five point 

Likert type scale 

The second step was 

administering the 

scale to ten people 

under two 
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conditions. The first 

condition involved 

having the 

participants score 

each item as if they 

were tolerant of 

ambiguity and the 

second condition 

involved scoring 

each item as if they 

were intolerant of 

ambiguity. The 

expected score for 

ambiguity 

intolerance was 255, 

while the actual 

mean for this 

condition was 249.     

The expected score 

for ambiguity 

intolerance was 51, 

while the actual 

mean for this 

condition was 55. 

Criteria-related 

validity was tested 

by administering 

this measurement 

scale, along with 

five other 

measurements of 

ambiguity scales, to 

79 people and 

comparing results. 

Construct validity 

was tested with four 

studies:  

1) willingness to 

participate in an 

activity without a 

full explanation of 

the activity and 



 

 

136 

 

Variable Conceptual 

Definition 

Operational 

Definition 

(Measurement 

Items) 

 

Measurement 

Instrument 

and Citation 

Psychometrics 

Of Measurement 

Instruments used 

in the Secondary 

Analysis 

ambiguity 

intolerance (X
2
 = 

15.3, df = 1, p < 

.01);  

2) aesthetic 

judgments and 

ambiguity 

intolerance (good, 

interesting and 

likeable explained 

70% and 57%  of the 

regression variance 

against high 

intolerance and low 

intolerance criteria);  

3) verbal behavior 

and ambiguity 

intolerance (t tests 

ranged from -1.522 

to 2.316); and 

 4) Dramatizing and 

ambiguity 

intolerance (r = .38, 

N = 48, p < .01) 

[F(2,36) =  4.94, p < 

.05].  

These tests resulted 

in scores that rate a 

person as having a 

High Ambiguity 

Intolerance, Middle 

Ambiguity 

Intolerance, and 

Low Ambiguity 

Intolerance. 

 

Since its 

development, the 

MAT-50 scale has 

been used in several 

research studies 

with acceptable 
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reliability. 

 

To decrease subject 

burden, not all 

instruments were 

used in their 

entirety. The 

instrument used in 

the primary study of 

SD contained the 

Interpersonal 

Communication 

subscale of the 

MAT-50 instrument,   

using a five point 

Likert type scale 

from “strongly 

disagree” to 

“strongly agree.” 

Demographic Data 

Age Age in years 

 

 

 

 

 

 

 

 

 

 

 

What is your 

age? 

 

 

 

 

 

 

 

 

 

 

 

 

 

(Primary 

Research 

Survey 

Instrument; 

Nicotera, 

Mahon, 

Zhao, & 

Conway-

Morana, in 

progress) 

 

Gender Gender, male or 

female 

What is your 

gender? 

Male 

Female 

(Primary 

Research 

Survey 

Instrument, 

Nicotera, 
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Mahon, 

Zhao,& 

Conway-

Morana, in 

progress) 

Highest 

Education 

Level 

Highest level of 

formal 

education 

What is your 

highest level of 

Education? 

Diploma 

Associates 

Degree 

LPN/LVN 

BSN 

MSN 

Other Masters 

DNP 

PhD 

Other (please 

specify) 

(Primary 

Research 

Survey 

Instrument, 

Nicotera, 

Mahon, 

Zhao, & 

Conway-

Morana, in 

progress) 

 

Years of 

Nursing 

Experience 

Years since 

graduation from 

generic (initial) 

nursing 

program. 

Have long 

have you been 

a nurse? Please 

specify in 

years. 

(Primary 

Research 

Survey 

Instrument, 

Nicotera, 

Mahon, 

Zhao, & 

Conway-

Morana, in 

progress) 

 

Ethnicity Racial or ethnic 

identification 

Please indicate 

your ethnicity. 

You may 

choose more 

than one. 

African-

American 

(Black) 

European-

(Primary 

Research 

Survey 

Instrument, 

Nicotera, 

Mahon, 

Zhao, & 

Conway-

Morana, in 
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American 

(White) 

Latino/Latina 

Asian 

Middle Eastern 

Native 

American 

Caribbean 

African 

Not Listed 

Here (please 

specify) 

progress) 

Clinical 

Specialty 

Clinical area of 

current practice 

Please indicate 

which unit you 

work in from 

the drop down 

menu. If you 

work on more 

than one unit 

and are not in 

the float pool, 

please indicate 

your primary 

unit. If your 

unit is not 

listed, please 

choose the 

“other” option 

and type in 

your unit 

name. 

Medical-

Surgical Units 

 T2E 

(Stroke) 

 T8E 

(Medical) 

 T9E& 

(Primary 

Research 

Survey 

Instrument, 

Nicotera, 

Mahon, 

Zhao, &  

Conway-

Morana, in 

progress) 
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Items) 

 

Measurement 

Instrument 

and Citation 

Psychometrics 

Of Measurement 

Instruments used 

in the Secondary 

Analysis 

T4W 

(Oncology) 

 T6 

(Orthopedi

cs) 

 T7E&W 

(Surgical 

and 

Surgical 

Telemetry) 

 T10 W 

(Short 

Stay) 

 Neuroscien

ces 

 Dialysis 

 Stroke 

Response 

Nurses 

 WOCN  

Women’s 

Services 

 L&D 

 HRP (High 

Risk 

Perinatal) 

 FCC 3, 6 ,7 

 Antenatal 

Testing 

 Gyneco-

logy 

Pediatrics 

 Medical-

Surgical 

Pediatrics 

 Pediatric 

Oncology 

 Pediatric 
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Variable Conceptual 

Definition 

Operational 

Definition 

(Measurement 

Items) 

 

Measurement 

Instrument 

and Citation 

Psychometrics 

Of Measurement 

Instruments used 

in the Secondary 

Analysis 

IMC 

(Interme-

diate Care 

Unit) 

 Pediatrics 

ICU 

 Adole-

scents 

 Neonatal 

ICU 

 Pediatric 

Clinical 

Specialists 

Adult Critical 

Care  

 TICU 

(Trauma 

ICU) 

 MSICU 

(Medical/ 

Surgical 

ICU) 

 NSICU 

(Neuro-

science 

ICU) 

 CCU 

(Coronary 

Care Unit) 

 CVICU 

(Cardio-

vascular) 

StepDown/Int

ermediate 

(Adult) 

 IMC (Inter-

mediate 

Medical-
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Variable Conceptual 

Definition 

Operational 

Definition 

(Measurement 

Items) 

 

Measurement 

Instrument 

and Citation 

Psychometrics 

Of Measurement 

Instruments used 

in the Secondary 

Analysis 

Surgical) 

 PCCU 

(Progres-

sive 

Coronary 

Care Unit) 

 CTU N&S 

(Cardiac 

Telemetry 

Units) 

 CVSDU 

(Cardio-

vascular 

Stepdown 

Unit) 

 Acute 

Pulmonary 

Unit 

 Medical 

Telemetry 

Adult/Trauma

/ Pediatrics 

Emergency 

Services 

 Pediatric 

ED 

 Adult ED 

Perioperative 

Services 

 OR 

 ASC 

(Ambula-

tory 

Surgery 

Center) 

 Ambula-

tory 

Surgery 



 

 

143 

 

Variable Conceptual 

Definition 

Operational 

Definition 

(Measurement 

Items) 

 

Measurement 

Instrument 

and Citation 

Psychometrics 

Of Measurement 

Instruments used 

in the Secondary 

Analysis 

Post 

Anesthesia 

Care 

 PACU 

 CVOR 

(Cardio-

vascular 

OR) 

 CVPACU 

 Women’s 

OR 

 Women’s 

PACU 

 Acute Pain 

Services 

 Presurgical 

Services 

Behavioral 

Health/Psych 

Float Pool 

Non Direct 

Care RNs 

 Case 

Manage-

ment 

 Quality 

Manage-

ment 

 Access 

Manage-

ment 

 Care 

Connection 

and Sickle 

Cell 

Program 

 Nursing 

Informatics 
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Variable Conceptual 

Definition 

Operational 

Definition 

(Measurement 

Items) 

 

Measurement 

Instrument 

and Citation 

Psychometrics 

Of Measurement 

Instruments used 

in the Secondary 

Analysis 

 Nursing 

Resources 

 Research 

Center 

 Electronic 

Intensive 

Care 

(eICU) 

 Adminis-

trative 

Supervisors 

Predominantl

y Outpatient 

Areas 

 Cardiac 

Catheteri-

zation & 

Electro-

physiology 

Lab 

 Cardiac 

Diagnostics 

 Cardiac 

Rehab 

 Women’s 

Clinic 

 Cardiac 

Interven-

tion and 

Recovery 

 Pediatric 

Specialty 

Clinic 

 Infusion 

Clinic 

 Gastro-

enterology 

Lab and 
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Variable Conceptual 

Definition 

Operational 

Definition 

(Measurement 

Items) 

 

Measurement 

Instrument 

and Citation 

Psychometrics 

Of Measurement 

Instruments used 

in the Secondary 

Analysis 

PACU 

 Interven-

tional 

Radiology 

 Radiation 

Oncology 

Other/ 

Unknown 
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APPENDIX C 

 

Demographics of the Sample 

 

 

Table C.1. Demographics of Respondents 

 

 

Variable    n (%)  

 

Age         

 22        5 (0.7) 

 23    15 (2.2) 

 24    21 (3.1) 

25    25 (3.7) 

 26    18 (2.7)  

 27    27 (4.0) 

 28    19 (2.8) 

 29    24 (3.6) 

 30    26 (3.9) 

 31    18 (2.7)      

 32    14 (2.1) 

33    19 (2.8) 

34      9 (1.3) 

35    23 (3.4) 

36    27 (4.0) 

37    10 (1.5) 

38    17 (2.5) 

39    11 (1.6) 

40    25 (3.7) 

41      8 (1.2) 

42    15 (2.2) 

43      9 (1.3) 

44      8 (1.2) 

45    18 (2.7) 

46    12 (1.8) 
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Table C.1. Demographics of Respondents 

 

 

Variable    n (%)  

 

47    17 (2.5) 

48    15 (2.2) 

49    12 (1.8) 

50    27 (4.0) 

51    12 (1.8) 

52    19 (2.8) 

53    17 (2.5) 

54    19 (2.8) 

55    19 (2.8) 

56    19 (2.8) 

57    18 (2.7) 

58    13 (1.9) 

59      9 (1.3) 

60      8 (1.2) 

61      2 (0.3) 

62      5 (0.7) 

63      5 (0.7) 

64      2 (0.3) 

65      6 (0.9) 

66      1 (0.1) 

68      2 (0.3)  

Gender                  

 Female    659 (95.2) 

Male          33 (4.8) 

Ethnicity                 

 European-American (White) 541 (78.6) 

 Asian      65 (9.4) 

 African-American (Black)   32 (4.7) 

 Latino/Latina     21 (3.1) 

 Native American      6 (0.9) 

 African       4 (0.6) 

 Middle Eastern      4 (0.6) 

 Caribbean       1 (0.1) 

 Other      14 (2.0) 

Highest Level of Education 

 LPN/LVN       2 (0.3) 

Diploma     38 (5.5) 

ADN               133 (19.4) 
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Table C.1. Demographics of Respondents 

 

 

Variable    n (%)  

 

BSN               371 (54.0) 

 MSN      65 (9.5) 

 Other Masters      31 (4.5) 

 DNP         2 (0.3) 

 PhD        2 (0.3) 

 Other      43 (6.3) 

Years of Experience 

 0.5        2 (0.3) 

1      29 (4.4) 

1.5      13 (2.0) 

2        46 (7.0) 

2.5        9 (1.4) 

2.75        1 (0.2) 

2.8        1 (0.2) 

3      35 (5.4) 

3.5        7 (1.1) 

4      31 (4.7) 

4.5        3 (0.5) 

5      55 (8.4) 

5.5         1 (0.2) 

6       24 (3.7) 

6.5         2 (0.3) 

7       15 (2.3) 

8       17 (2.6) 

9       16 (2.5) 

10       25 (3.8) 

11       11 (1.7) 

12       13 (2.0) 

13       16 (2.5) 

14       10 (1.5) 

15       18 (2.8) 

16         9 (1.4) 

17       12 (1.8) 

18       11 (1.7) 

19         8 (1.2) 

20       13 (2.0) 

21         5 (0.8) 

22         9 (1.4) 
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Table C.1. Demographics of Respondents 

 

 

Variable    n (%)  

 

23         9 (1.4) 

24       10 (1.5) 

25       16 (2.5) 

26         6 (0.9) 

27       10 (1.5) 

28         9 (1.4) 

29         8 (1.2) 

30       25 (3.8) 

31       12 (1.8) 

32       10 (1.5) 

33       12 (1.8) 

34         9 (1.4) 

35       12 (1.8) 

36       14 (2.1) 

37         1 (0.2) 

38         8 (1.2) 

39         3 (0.5) 

40         6 (0.9)   

42         2 (0.3) 

43         1 (0.2) 

44         2 (0.3) 

45         1 (0.2) 

 

 

 

 

Table C.2. Unit Responses by Clinical Specialty 

 

 

Variable         n (%)  

 

Medical/Surgical n = 96 (13.9%) 

 Stroke           7 (1.0) 

 Medical          8 (1.2) 

 Oncology        23 (3.3) 

 Orthopedics        12 (1.7) 

 Surgical & Surgical Telemetry     15 (2.2) 
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Table C.2. Unit Responses by Clinical Specialty 

 

 

Variable         n (%)  

 

Neurosciences        10 (1.4) 

 Short Stay         12 (1.7) 

 Dialysis          6 (0.9) 

 Stroke Response Nurses        3 (0.4) 

Women’s Services n = 98 (14.2%) 

Labor & Delivery       37 (5.3) 

 High Risk Perinatal         9 (1.3) 

 Emergency Liaison and Family Centered Care Units   43 (6.2) 

 Antenatal Testing         3 (0.4) 

 Gynecology          6 (0.9) 

Pediatrics n = 91 (13.2%) 

Medical Surgical Pediatrics      24 (3.5) 

 Pediatric Oncology         7 (1.0) 

 Pediatric Intermediate Care        6 (0.9) 

Pediatric Intensive Care      20 (2.9) 

 Adolescents          5 (0.7) 

 Neonatal Intensive Care      27 (3.9) 

 Pediatric Clinical Specialists        2 (0.3) 

Adult Critical Care n = 87 (12.6%) 

 Trauma Intensive Care      13 (1.9) 

 Medical Surgical Intensive Care     10 (1.4) 

 Neuroscience Intensive Care      19 (2.7) 

 Coronary Care        12 (1.7) 

Cardiovascular Intensive Care     33 (4.8) 

Stepdown/Intermediate Care n = 73 (10.5%) 

 Intermediate Medical Surgical     11 (1.6) 

 Progressive Coronary Care        3 (0.4) 

 Cardiac Telemetry       30 (4.3) 

 Cardiovascular Stepdown      13 (1.9) 

 Acute Pulmonary         9 (1.3) 

 Medical Telemetry         7 (1.0) 

Adult/Trauma/Pediatric Emergency Services n = 68 (9.8%)   68 (9.8) 

Perioperative Services n = 60 (8.7%) 

 Operating Room       14 (2.0) 

 Ambulatory Surgery Post Anesthesia Care    16 (2.3) 

 Post Anesthesia Care         8 (1.2) 

 Cardiovascular Operating Room       3 (0.4) 

 Cardiovascular Post Anesthesia Care       1 (0.1) 
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Table C.2. Unit Responses by Clinical Specialty 

 

 

Variable         n (%)  

 

Women’s Services Operating Room & PACU   11 (1.6) 

 Acute Pain Service         2 (0.3) 

 Pre-Surgical Services         5 (0.7) 

Behavioral Health n = 9 (1.3%)        4 (0.6) 

Psychiatry          5 (0.7) 

Float Pool n = 24 (3.5%)       24 (3.5) 

Non Direct Care Areas n = 35 (5.1%) 

 Case Management       11 (1.6) 

 Quality Management         2 (0.3)    

 Access Management         2 (0.3) 

 Care Connection & Sickle Cell Program      5 (0.7) 

Nursing Informatics         1 (0.1) 

 Nursing Resources         2 (0.3) 

 Research Center         3 (0.4) 

 Electronic Intensive Care         5 (0.7) 

 Administrative Supervisors        4 (0.6) 

Predominantly Outpatient Areas n = 32 (4.6%) 

Cardiac Catheterization & Electrophysiology Lab     3 (0.4) 

 Cardiac Diagnostics         4 (0.6) 

 Cardiac Rehab          2 (0.3) 

 Women’s Clinic         5 (0.7) 

Cardiac Intervention and Recovery       3 (0.4) 

 Pediatric Specialty Clinic        6 (0.9) 

 Infusion Clinic         3 (0.4) 

 Gastroenterology Lab and PACU       1 (0.1) 

 Interventional Radiology        2 (0.3) 

Radiation Oncology         3 (0.4) 

Other/Unknown n = 21 (3.0%)      21 (3.0) 
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