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ABSTRACT

Job performance is a vital indicator of quality of nursing care. The purpose of this
descriptive correlational study was to explore the spiritual intelligence and job
performance of nurses in the tertiary hospitals in Honghe, Yunnan province, the People’s
Republic of China, and to examine the relationship between spiritual intelligence and
each component of job performance. The sample included 334 nurses from three tertiary
hospitals. Research instruments consisted of three parts: 1) the Demographic data form
developed by the researcher; 2) the Spiritual Intelligence Self-Report Inventory (SISRI-
24) developed by King and DeCicco (2009) and translated into Chinese by the researcher;
and 3) the Chinese Version of the shortened job performance scale (SJPS) developed by
Greenslade (2008) and translated into Chinese by Lin (2012). The Cronbach’s alpha
coefficient of SISRI-24 was .95, and the two subscales of the Chinese Version of the SIPS
were both .92. Data were analyzed by using descriptive statistics and Pearson-Product-

moment.

The results of this study showed that total spiritual intelligence and the two
components of job performance of task performance and contextual performance were at
a moderate level. There was a moderate positive relationship between spiritual

intelligence and task performance and contextual performance.



These findings provide information for hospital administrators and nurse
administrators to develop effective ways to improve the spiritual intelligence and job
performance of nurses, and thus could enable nurses implement high performance and

improve quality of care.
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CHAPTER 1

Introduction

Background and Significance of the Research Problem

Providing the highest quality of nursing care is the main objective in health care
system all over the world (Aiken et al., 2001). Many nursing administrators and leaders
are devoting themselves to provide high-quality care by increasing the job performance
of their employees (Kling, 1995). Nurses have a significant role in providing medical
services (Bacaksiz, Tuna, & Seren, 2017), since they implement direct patient services
(Hee & Kamaludin, 2016) and direct contact with patients everyday (Yu & Ko, 2017).
Nurses’ performances directly determine a patient’s expectation and satisfaction (Yaacob
etal., 2011), crucially affect the performance of health care organizations (Fritzen, 2007),
and strongly relate to the quality of care provided (Hassmiller & Cozine, 2006). Thus,
nurses' job performance is regarded as a vital indicator in the quality of care (Hjortdahl
& Lxrum, 1992).

In China, high-quality medical competition between medical organizations is
showing an increasingly intensive trend (Wang, 2011). With the progress of society, the
continuous improvement of people's knowledge level and the enhancement of legal
awareness keep on growing; furthermore, patients' awareness of the protection of their
rights to medical treatment is gradually enhanced (Medical Education Net, 2008).
Nursing work requirements are becoming more and more stringent (Xin Hua Net, 2017).
During the hospitalization, patients are anxious to recover as soon as possible and their
mental state turns more fragile, they need more care from nurses but some nurses lack
professional ability and patience at work (Xin Hua Net, 2017). Thus, the tension between
nurses and patients in the health care in China is very prominent (Zhang, 2014), since
nurse-patient relationship directly affects nursing quality (Shi, 2013). Therefore, both
nurse managers and nurses have the responsibility to mitigate the tensions between nurses

and patients. Improving nurses’ job performance is an effective way to increase the



professional ability of nurses and relieve the tensions between nurses and patient (Zhang,
2014). Moreover, increasing nurses’ job performance could enhance the satisfaction of

patients (Yaacob et al., 2011) and improve the quality of care (Lee & Ko, 2010).

Job performance is a crucial component in any profession; it is an essential indicator
of productivity and profitability (Hee & Kamaludin, 2016). In the health care system, job
performance is closely connected with the hospital’s organizational effectiveness (Yu &
Ko, 2017). If a nurse has a high job performance, it will enhance organizational
profitability, build loyalty and reduce personnel costs (Earls, 2004). However, if a nurse’s
job performance decreases, it will result in unexpected consequences like some
decreasing standards in patients’ care, delays and negligent work, lateness and an increase

in patients’ complaints (Hee & Kamaludin, 2016), which may effects quality of care.

Job performance is the behavior that relates to the individual’s job and the
organization values (Bowman & Motowidlo, 1993). In the field of nursing, Greenslade
and Jimmieson (2007), based on Bowman and Motowidlo’s theory, (1993) defined the
job performance as the behaviors performed by nurses that directly contribute to the
organization’s technical core or task performance which are generally considered part of
the work of workers; and those behaviors keep the wide social environment or contextual
performance in which the technical core must function which includes more discretionary

behaviors that help the hospital function (Greenslade & Jimmieson, 2007).

Greenslade (2008) proposed a job performance model which includes task
performance and contextual performance. Task performance refers to the level of
proficiency of an incumbent to participate in activities that are formally recognized as
part of their work, by directly carrying out some of its technical processes to contribute
to the core technology of the organization. It includes: 1) social support which reflects
the behaviors that nurses perform to meet the emotional needs of patients and their
families, 2) information provision refers to the behaviors when nurses provide
information and education to the patients and their families, 3) technical care refers to the
behaviors that nurses perform towards meeting the physical needs of patients by serving
and helping patients to address their needs and interests. Contextual performance refers
to the behaviors that support the extended environment in which the technical core must
function such as helping and cooperating with others, following organizational rules, and



supporting organizational goals. It contains: 1) interpersonal support which is the behaviors
that help other team members, 2) job-task support refers to nursing activities going beyond
job requirements to provide care for patients and their families, and 3) organizational support

which reflects the behaviors implemented by nurses to support the organization.

After that, Greenslade (2008) developed the Shortened Job Performance Scale to
measure nurses’ job performance. At present, there were six previous studies that
explored nurses’ job performance by using this instrument. In the Maldives, Fathimath
(2012) found that the level of task performance of nurses in tertiary care hospitals was at
a high level, while the contextual performance was at a moderate level. Later, Jeeza,
Hongkrailert, and Sillabutra (2015) illustrated that the level of task performance was at a
high level but the level of contextual performance was at a moderate level in tertiary care
hospital in Maldives. In China, Lin (2012) found that task performance and contextual
performance of nurses were at a moderate level in tertiary hospitals in Yunnan province.
After that, Tong (2018) found that the task performance and contextual performance were
at a moderate level among nurses in northern China. Recently, Bai (2018) stated that the
task performance was at a high level, while the contextual performance was at a moderate
level among ICU nurses of tertiary hospitals in Kunming. Moreover, Kanyana,
Abhicharttibutra, and Chitpakdee (2018) found that the task performance and contextual
performance were at a high level in government university hospitals, Thailand. According
to all these research results, job performance of nurses still needs to be improved in China.
Moreover, results of task performance and contextual performance showed the
inconsistency between different settings, the previous studies is concentrating on
Kunming (Bai, 2018; Lin, 2012), but the job performance of nurses in Honghe is
uncertain. Due to Kunming is the capital city of Yunnan province, the hospitals in
Kunming are more developed and more advanced than other parts, nurses’ job
performance may higher than that of other place. Thus, to explore the job performance of
nurses in tertiary hospitals of Honghe is needed.

Honghe established the nursing quality control center in 2016 to improve quality of
care. (Hospital News, 2016). Since its establishment, the center has been attached to the
first people’s hospital of Honghe. It has been responsible for formulating nursing rules,

organizing clinical quality inspection, and providing professional guidance and training



for nurses in the state. The first people's hospital of Honghe is one among several tertiary
hospitals in Honghe. Tertiary hospitals of Honghe represent the highest level of medical
care and have more responsibilities for quality improvement than other hospitals in
Honghe. Thus, nurses working in the tertiary hospitals have more workload and work-
related stress than others, and this may lead to a decrease in their job performance.
Moreover, the tertiary hospitals of Honghe provide medical services for locals and
outsiders as well as provide technical and information support to secondary and primary
hospitals. Many patients whom the primary and secondary hospitals can not take care of,
are referred to the tertiary hospitals. However, those referred patients are usually from
minorities groups which have different languages and cultural beliefs (Zhou, 2014), this
requires nurses in tertiary hospitals to have a high job performance to take care of these
patients. In addition, in order to improve quality of care, the health care system of Honghe
has implemented “high-quality care” policy since 2011, nurses are not only required to
implement observing, recording, and providing treatment, but they also need to provide
some extra task performance such as information support and emotional support to
patients and their families. However, the high workload affects nurses provide sufficient
task performance behaviors in Honghe. For example, in the first people's hospital of
Honghe, each nurse in the day shift has to care for 10 patients on average, and there is
only one nurse to take care of all patients in the whole department from 12:00pm-2:00pm
and during night shifts, this means one nurse has to care for at least 30 patients during
these times (personal communication, 2018). This heavy workload causes nurses hardly
provide sufficient information support and seldom consider the emotional needs of

patients and their families.

Greenslade and Jimmieson (2007) indicated that job-task support is an important
sub-dimension of contextual performance, but nurses find it very difficult to provide extra
support to patients in China because nursing is an occupation that is faced with the
patient’s health and life. Nurses must closely monitor the changes of patients' conditions
at any time and make a correct judgment and give appropriate nursing care to prevent
errors and accidents, otherwise they will bear corresponding legal responsibilities (Zhao,
2008). Thus, many nurses do not want to engender extra burden or potential risks to either
themselves or others (Fan & Yang, 2008), they may not want to provide extra

performance to patients. In Honghe, some nurses are not willing to take the additional



time to meet patients’ need, because they think it increases their workload and may bring

some extra risks (personal communication, 2018).

Based on the literature reviews, some factors affects job performance, such as
organizational identification (Bacaksiz et al., 2017), emotional intelligence (Al-Hamdan,
Oweidat, Al-Faouri, & Codier, 2017), and spiritual intelligence (Estanesti, 2016;
Khandan, Eyni, & Koohpaei, 2017; Kimiyayi & Daryaee, 2016; Mahmood, Arshad,
Ahmed, Akhtar, & Rafique, 2015). Among these factors, spiritual intelligence is one of
the significant factor related to job performance (Estanesti, 2016; Khandan et al., 2017;
Kimiyayi & Daryaee, 2016; Mahmood et al., 2015; Rani, Abidin, & Hamid, 2013)
because spiritual intelligence helps the individual effectively cope with stressful
environments (Moradnezhad, Seylani, Navab, & Esmaeilie, 2017) and resolve problems
appropriately (Tabarsa & Jalaei, 2015). Nursing is regarded as a high-risk, high-stress
profession (Luan, Wang, Hou, Chen, & Lou, 2017), spiritual intelligence helps nurses
effectively adapt to stressful environments, which may help nurses improve job

performance (Khandan et al., 2017).

Spiritual intelligence is a set of mental capacities which contribute to the awareness,
integration, and adaptive application of the non-material and transcendent aspects of
one’s existence, leading to such outcomes as deep existential reflection, enhancement of
meaning, recognition of a transcendent self, and mastery of spiritual states (King, 2008).
It includes four components: 1) Critical existential thinking refers to the capacity to
critically contemplate meaning, purpose, and other existential or metaphysical issues,
such as reality, the universe, space, time, death. In this domain, the critical thinking ability
is the ultimate ability to cognize existing problems. 2) Personal meaning production
refers to ability to construct personal meaning and purpose in all physical and mental
experiences, including the capacity to create and master a life purpose. 3) Transcendental
awareness refers to the ability to perceive transcendent aspects of one self, of others and
of the physical world during the normal, waking state of consciousness. 4) Conscious
state expansion refers to the ability to enter spiritual states of consciousness such as pure

consciousness, cosmic consciousness, oneness at one’s own discretion (King & DeCicco,

2009).



Spiritual intelligence is regarded as advanced intelligence since it is the source of
guidance and direction for other intelligences (Covey, 2005; Ronel, 2008), when it is
improved, it will positively impact on the development of other intelligences and
capabilities (Covey, 2005; Mackey & Sisodia, 2013; Ronel, 2008; Walsh, 1999;
Wigglesworth, 2012; Wilber, 2007). If an individual has high spiritual intelligence, it will
improve their effectiveness and performance (Luis Daniel, 2010), make them keep peace
of heart (Kimiyayi & Daryaee, 2016) and enhance service quality (Javaheri, Safarnia, &
Mollahosseini, 2013). In the nursing area, if a nurse had high spiritual intelligence, it will
improve their clinical competency and quality of care (Karimi-Moonaghi et al., 2015) and
help nurses meet patients’ requirements (Khandan et al., 2017). When a nurse acquires
high spiritual intelligence, it will increase nurses’ job performance and improve their

contribution to tasks at the workplace (Haryono, 2018).

Only four studies could be found that explored the spiritual intelligence among
nurses by using different instruments. Two previous studies investigated nurses’ spiritual
intelligence by using Wolman’s (2001) psycho-Matrix spirituality inventory (PSI). In
Taiwan, Yang (2006) found that the level of spiritual intelligence of registered nurses was
at a moderate level. In China, Yang and Mao (2007) found that the spiritual intelligence
of registered hospital nurses was at a low level. Only two studies have been conducted to
explore nurses’ spiritual intelligence by using King and DeCicco’s (2009) spiritual
intelligence self-report inventory (SISRI). In Iran, Moradnezhad et al. (2017) found that
the spiritual intelligence of ICU nurses was at a moderate level. Another study also
conducted in Iran, Naji (2018) stated that the spiritual intelligence of nurses in oncology
departments was at a moderate level. Some researchers stated that PS1 measured spiritual
orientation more than spiritual intelligence and many items in it lacked face validity
(Amram & Dryer, 2008; Smith, 2013) and SISRI is a good instrument to measure spiritual
intelligence (King & DeCicco, 2009; Smith, 2013). However, until now, no study could
be found that explores nurses’ spiritual intelligence by using King and DeCicco’s (2009)

instrument in Honghe, even in China.

In China some problems hinder the nurses use of spiritual intelligence. China is a
materialist society that values objectivism and ideology, spirituality is rarely noticed
(Yang & Mao, 2007). Nurses rarely think deeply about existential problems such as what



happens after death. Most nurses consider death as the permanent disappearance of life,
they rarely or never consider the concept of "I die" and when they discuss death, they
have heavy feelings and they avoid psychology (Liang, Chen, & Xiao, 2007). Moreover,
about 52.5% of nurses have no clear goal for their future career development in China
(Xin Hua Net, 2017), thus they may find it hard to make decisions based on their goals.
In addition, nurses may find it difficult to find the meaning and purpose from their daily
experience, since nurses believe that personal values are very difficult to achieve in China
(Wang, Li, He, & Chen, 2013), nearly half (46.5%) of nurses regard nursing as a means
of livelihood, 11.2 % think of nursing as a low meaning career (Zhang & Yang, 2010).
Thus, nurses may find it difficult to find the meaning or purpose from this working
environment, the recovery and exploitation of nurses’ spirituality and their spiritual
ability is an imperative task in China (Yang & Mao, 2007). In Honghe, since no training
regarding spiritual intelligence was conducted, nurses have almost never heard of this
concept, and they seldom or never think about the reasons for the existential problems,

such as time, universe, and death (personal communication, 2018).

According to an analysis of Greenslade and Jimmieson’s (2007) nursing job
performance model and King and DeCicco’s (2009) four-factor model of spiritual
intelligence, spiritual intelligence may have some relations with each component of
nursing job performance. When people have high spiritual intelligence, they will have
high critical thinking ability to understand overall existing problems and find the meaning
of things by themselves and effectively adapt to their working environment, this may
encourage nurses to do their work well. Thus, spiritual intelligence may increase nurses’
task performance. In addition, when people have high spiritual intelligence, people will
have a more comprehensive awareness of things and consider things from a transcendent
perspective, this may help nurses recognize their status in the organization, encourage
them to engage in the organization development and support organizational objectives.
Thus, spiritual intelligence may strengthen nurses’ contextual performance. In a word,
spiritual intelligence makes people establish a holistic cognition of life and helps them
adapt to their working conditions positively (Tabarsa & Jalaei, 2015). The cognitive
competence predicts job performance in all jobs (Hunter, 1986), and if an employee
adapts to their working conditions, it may increase their job performance. Therefore, it

seems that spiritual intelligence could promote job performance.



As for the relationship between spiritual intelligence and job performance, there are
several studies that have been conducted. In Iran, Estanesti (2016) found a strong positive
relationship between spiritual intelligence and job performance among managers of State
Organization (r = 0.74, p < 0.05); In Shiraz, Kimiyayi and Daryaee (2016) found a
significant positive relationship between spiritual intelligence and job performance
among school teachers (r = 0.43, P < 0.01). In Iran, Khandan et al. (2017) found a weak
relationship between spiritual intelligence and job performance among nurses (f = 0.01,
P < 0.001). Based on the above results, there is a positive relationships between spiritual

intelligence and job performance in different professions.

According to the above situations and problems in the tertiary hospitals of Honghe,
the job performance and spiritual intelligence in Honghe may be different from those of
the nurses who are working in other cities and countries. Furthermore, there has been no
study that looks at spiritual intelligence and job performance among nurses in Honghe,
it’s necessary to conduct a research regarding these two variables in Honghe. The results
of this study will provide a reference for future studies and extend the knowledge on

nurses’ job performance and spiritual intelligence in Honghe.
Research Objectives
The objectives of the study were as follows:

1. To explore the spiritual intelligence among nurses in tertiary hospitals of

Honghe, Yunnan province, the People’s Republic of China.

2. To explore the job performance among nurses in tertiary hospitals of Honghe,

Yunnan province, the People’s Republic of China.

3. Toexamine the relationship between spiritual intelligence and task performance
and contextual performance among nurses in tertiary hospitals of Honghe, Yunnan

province, the People’s Republic of China.



Research Questions
The research questions for the study were as follows:

1. What is the level of spiritual intelligence among nurses in tertiary hospitals of

Honghe, Yunnan province, the People’s Republic of China?

2. What s the level of task performance and contextual performance among nurses

in tertiary hospitals of Honghe, Yunnan province, the People’s Republic of China?

3. Isthere any relationship between spiritual intelligence and task performance and
contextual performance among nurses in tertiary hospitals of Honghe, Yunnan province,

the People’s Republic of China?
Definition of Terms

Spiritual intelligence refers to the set of mental capacities of nurses that contribute
to the awareness, integration, and adaptive application of the non-material and transcendent
aspects of a nurse’s existence, which leads to a nurse’s deep existential reflection,
enhancement of meaning, recognition of a transcendent self and mastery of spiritual
states. It consists of 1) Critical existential thinking, 2) Personal meaning production,
3) Transcendental awareness, and 4) Conscious state expansion (King & DeCicco, 2009).
It was measured by Spiritual Intelligence Self-Report Inventory (SISRI-24) that was
developed by King and DeCicco (2009), and was translated into Chinese by the

researcher.

Job Performance refers to the behaviors performed by nurses that directly
contribute to the organization’s technical core; and the behaviors that keep the technical
core functioning which includes more discretionary behaviors that help the hospital
function. It included task performance and contextual performance, and was measured by
Chinese Version Shortened Job Performance Scale (SJPS) of Greenslade (2008) which
was translated by Lin (2012).

Nurse refers to a person who graduated with a certificate or a degree from an
approved nursing education institution and who holds the Registered Nurse license



granted by the Ministry of Health, P. R. China and who is working in a tertiary hospital
of Honghe.

Tertiary hospitals refers to non-profit health care settings, which have more than
501 beds and a certified level by the Ministry of Health of China, supply high level
medical and health services for locals and outsiders and take responsibility for providing
medical education, information and technical support and research. The tertiary hospitals
of this study include: 1) The First People's Hospital of Honghe State, 2) The People’s
Hospital of Gejiu City, and 3) The Third People's Hospital of Honghe State.
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CHAPTER 2

Literature Review

This chapter reviews the literature related to the subject variables of both previous
and recent studies. In addition, supporting information of the significance of the study is

reviewed. The contents of the literature reviews are as follows:

1. Spiritual intelligence
1.1 Definition of spiritual intelligence
1.2 Theories and models related to spiritual intelligence
1.3 Instruments of spiritual intelligence
1.4 Factors related to spiritual intelligence
1.5 Studies related to spiritual intelligence
2. Job Performance
2.1 Definition of job performance
2.2 Theory and models related to job performance
2.3 Instruments of job performance
2.4 Factors related to job performance
2.5 Studies related to job performance
3. Relationship between spiritual intelligence and job performance
4. Situation related to job performance and spiritual intelligence in China and
Honghe
5. Conceptual framework.
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Spiritual Intelligence
Definition of Spiritual Intelligence

Spiritual intelligence is a new research area that has been recognized and developed
in recent years. With the improvement of living standards, people no longer worry about
survival and safety, their focus has shifted to spiritual needs and self-realization such as
self-transcendence (Smith, 2013). Thus, more and more researchers start paying attention

to spiritual intelligence and many researchers give a definition of it.

Emmons (2000a) defined spiritual intelligence as a framework for discerning and
organizing skills and capacities required for an appropriate use of spirituality. It
emphasizes the abilities that use spiritual resources to predict functioning and adaptation.
In the same year, Zohar and Marshall defined the spiritual intelligence as referring to the
intelligence that we handle to settle problems of meaning and value, the intelligence that
we can use to push our actions and our lives in a wider, richer, meaning-giving context
(Zohar & Marshall, 2000). Then, Wolman (2001) defined spiritual intelligence as the
human capacity to ask final questions about the meaning of life, and to experience the
seamless connection between each of us and the world which we live in, at the same time.
After that, Nasel (2004) defined spiritual intelligence as referring to the ability to draw
on one’s spiritual abilities and resources to better identify and find some meaning, and
resolve existential, spiritual and practical issues. Several years later, Amram (2007)
defined spiritual intelligence as the ability to draw on, manifest, and embody spiritual

resources, values and qualities to improve daily functioning and wellbeing.

King (2008) defined the spiritual intelligence as a set of mental capacities which
contribute to the awareness, integration, and adaptive application of the non-material and
transcendent aspects of one’s existence, leading to outcomes such as deep existential
reflection, enhancement of meaning, recognition of a transcendent self, and mastery of
spiritual states. Then, Wigglesworth (2012) defined spiritual intelligence as the ability to
behave with wisdom and compassion while maintaining inner and outer peace regardless

of the situation.
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In summary, all of the above definitions define spiritual intelligence from a general
perspective and can be used in different professions. However, the definition proposed
by King (2008) focused on individual mental ability to improve awareness, adaptive
ability, and recognizing the deeper self, leading to an individual getting comprehensive
recognized objective things, find the meaning of things and a mastery of spiritual states.
Nursing is regarded as a profession with high workload and high work-related stress
(Zyga et al., 2016), King’s definition is the most appropriate to use in this work
environment. Therefore, the definition of spiritual intelligence from King (2008) was

used in this study.
Theories and Models Related to Spiritual Intelligence

In recent decades, researchers have been paying attention to spiritual intelligence,
some researchers suggested some theories and models of spiritual intelligence to interpret
it.

1. Model of spiritual intelligence developed by Emmons. According to
Gardner’s (1993) multiple intelligences theory and intelligence criteria, Emmons (2000a)
proposed a spiritual intelligence model which includes five components: 1) the capacity
for transcendent awareness, 2) the ability to enter spiritual states of consciousness; 3) the
ability to sanctify everyday experiences; 4) the ability to utilize spirituality to solve
problems; and 5) the capacity to engage in virtuous behaviors (e.g., forgiveness). Due to
the last component being more accurate an interpretation than preferred behavior (Mayer,

2000), it has been removed from the conceptual model (Emmons, 2000b).

The detail of each component was as follow: The capacity for transcendent
awareness refers to the capacity of the person rising above or going beyond the ordinary
limits of physicality. The ability to enter spiritual states of consciousness refers to the
capacity of the person to engage in heightened or extraordinary forms of consciousness.
The ability to sanctify everyday experiences refers to the ability to invest everyday
activities, events, and relationships with a sense of the sacred or divine. The ability to
utilize spirituality to solve problems refers to the ability of taking the spiritual and
religious resources in the coping process, including religious and spiritual coping. And

the capacity to engage in virtuous behaviors refers to the capacity to engage in virtuous
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behavior on a constant basis, such as showing forgiveness, expressing gratitude. Thus,
Emmons’ spiritual intelligence model emphasizes the ability for an appropriate use of

spirituality and the abilities to use spiritual resources to predict function and adaptation.

2. Model of spiritual intelligence developed by Wolman. Wolman (2001)
developed a seven-dimension model to interpret the spiritual intelligence, which included
divinity, mindfulness, extrasensory perception, community, intellectuality, trauma, and

childhood spirituality.

In this model, divinity refers to a sense of divine source of energy, higher being
or awesome wonder at natural phenomena. Mindfulness means attention to bodily
processes such as conscious eating, regular meditation, and exercises. Extrasensory
perception includes items that pertain to the “sixth sense” or paranormal psychic events.
Community refers to social activities, including involvement in Parent-Teacher
Organizations or work of some charitable nature. Intellectuality represents a desire and
commitment to reading and discussing spiritual material and sacred texts. Trauma is often
thought of as a crisis-oriented stimulus to spirituality, such as illness in self or others or
the death of a loved one. Childhood spirituality refers to the spiritual experiences of
youth, including attending religious services or being read to by parents from sacred texts.
In a word, Wolman’s spiritual intelligence model focuses on the individual’s ability to
find the meaning of life and the experience of connecting seamlessly with the world we

live in.

3. Model of spiritual intelligence developed by Amram and Dryer. Amram
(2007) developed an ecumenical grounded theory of spiritual intelligence based on
interviews with 71 people of different traditions designated as spiritually intelligent by
their associates. Then, Amram and Dryer (2008) based on this grounded theory developed
a spiritual intelligence model that includes five components. There were 1)

consciousness, 2) grace, 3) meaning, 4) transcendence, 5) truth.

The detail of each component are showed as follows: consciousness refers to
the ability to improve or transform consciousness, to use intuition, and to combine
multiple perspectives to enhance everyday function and well-being. Grace reflects the

inner sense of direction and the love of life, using the inspiration, beauty and happiness
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of each moment on the very moment to enhance function and happiness. Meaning refers
to the ability to experience meaning, connect activities and experiences with values, and
establish explanations to enhance function and wellbeing even in the face of pain and
suffering. Transcendence refers to the ability to form alliances with the sacred, and
transcend the egoistic self with a sense of relatedness and holism thereby enhancing
function and happiness. Truth refers to the ability to live in the present, love and
peacefully obey the truth, showing open acceptance, presence, humility and trust thereby
increasing daily functioning and wellbeing. Thus, Amram and Dryer’s spiritual
intelligence model emphasizes the abilities to use spiritual resources to enhance daily
function and wellbeing. This ability helps people realize the meaning of their actions and
understand which actions and behaviors are more valuable and which ways are better in
our lives (Zohar & Marshall, 2000).

4. Four-factor model of spiritual intelligence developed by King and DeCicco.
King and DeCicco (2009) first proposed a four-factor model of spiritual intelligence
through an extensive literature review. In this model, spiritual intelligence included:
1) critical existential thinking, 2) personal meaning production, 3) transcendental awareness,

and 4) conscious state expansion.

Critical existential thinking refers to the capacity to critically contemplate
meaning, purpose, and other existential or metaphysical issues, such as reality, the
universe, space, time, death. Cognition is a vital part when an individual thinks about the
objectively existing problems. In the cognition process, critical thinking ability helps the
individual comprehensively consider or resolve existential issues. In the nursing area,
nurses usually face some objective issues such as death. Using critical thinking ability to

think problems over is important to improve this ability.

Personal meaning production reflects the ability to construct personal meaning
and purpose in all physical and mental experiences, including the capacity to create and
master a life purpose. A person’s personal meaning means that she or he has a purpose in
life, a sense of direction and a reason for existence. Physical and mental experiences come
from daily life, such as leisure activities, work, reminiscence and dreams. In the nursing
area, nurses get physical and mental experiences from their daily work life, they may be
able to find their personal meaning by integrating these experiences.
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Transcendental awareness refers to the ability to perceive transcendent
dimensions of the self (e.g., a transcendent self), of others, and of the physical world (e.g.,
nonmaterialism, interconnectedness) during the normal, waking state of consciousness.
Perceiving transcendent aspects could be recognized by in-depth perception and holistic
perception, but these two cognitive abilities are often said to exist outside of ordinary
consciousness (to the extent that they are not perceived by the physical senses), which
includes non-materialism, holism, interconnectedness, and transcendent aspects of the

self and others.

Conscious state expansion refers to the ability to enter spiritual states of
consciousness, such as pure consciousness, cosmic consciousness, oneness at one’s own
discretion. Expanded or altered conscious states are closely related to religion and
spirituality. Some religious activities such as meditation and relaxation can change the

states of consciousness.

From the above models, Emmons’ model contained some theological interpretations,
Wolman’s model focused more on phenomenological experience and Amram and Dryer’s
model did not make a careful distinction between spiritual ability, behavior and
experience, as a result these theories have some limitations and can not be universally
applied (King & DeCicco, 2009). However, King and DeCicco’s (2009) spiritual
intelligence model avoids the limitations mentioned above and focuses on the individual's
mental ability to improve adaption to their environment, recognize the deeper self and
build personal meaning on their own. Nurses working in highly stressful environments
considered it difficult to achieve their personal value in China (Wang et al., 2013), the
model of King and DeCicco’s (2009) was most appropriate to use in this work
environment. Therefore, King and DeCicco’s (2009) spiritual intelligence model was

selected for this study.
Instruments of Spiritual Intelligence

Instruments are the most important things to recognize and explore the spiritual
intelligence. There were several instruments that had been developed to measure spiritual
intelligence, but some instruments can not be widely used. For example, Nasel’s Spiritual

Intelligence Scale (SIS) and Spiritual and Religious Dimensions Scale (SRDS) were
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developed for those in the Christian tradition (Hildebrant, 2011; Smith, 2013) and these
two instruments were not measuring intellectual properties (Johnson-Miller, 2010) and
failed to offer a universal measure of spiritual abilities (King & DeCicco, 2009);
Moreover, Tirri, Nokelainen, and Ubani’s (2006) Spiritual Sensitivity Scale are valid for
measuring sensitivity more than intelligence (Smith, 2013). Thus, the following reviews

focus on the instruments that can be widely used to measure spiritual intelligence.

1. Psycho-Matrix Spirituality Inventory (PSI). Wolman (2001) developed an
instrument to measure spiritual intelligence which is called Psycho-Matrix Spirituality
Inventory (PSI), this instrument contained 80 items grouped into seven dimensions. It’s
a 4-point Likert-type scale which goes from 1 (never) to 4 (almost always). The validity
of the PSI was originally evaluated by Wolman’s (2001) study on 714 individuals.
However, Amram and Dryer’s (2008) study stated that the PSI measured mental

orientation more than spiritual intelligence and many items in it lacked face validity.

In 2007, the Chinese researcher Yang and Mao modified Wolman’s instrument
in order to adapt it to the Chinese environment. The Chinese version of the PSI contained
49 items, grouped into seven domains and each domain included 7 items. The seven
domains were divinity, mindfulness, extrasensory perception, community, intellectuality,
trauma, and childhood spirituality. The scores of each domain were added up to the items
included in the domains and divided by seven, and the score of the domain could be

calculated as high, moderate and low level (Yang & Mao, 2007).

The Chinese version of the PSI was a good valid and reliable instrument. The
Cronbach’s Alpha of the PSI was .92 and the Cronbach’s Alpha of domain scales ranged
from .612 to .794. The Cronbach’s Alpha of each domain was: divinity .794, mindfulness
677, extrasensory perception .766, community .612, intellectuality .708, trauma .655,
and childhood spirituality .758. The validity of the Chinese version used Intraclass

Correlation Coefficient (ICC) and the value was .88.

2. Integrated Spiritual Intelligence Scale (ISIS). Amram and Dryer (2008)
based on Amram’ (2007) grounded theory of spiritual intelligence, developed the
Integrated Spiritual Intelligence Scale to measure spiritual intelligence. The original scale

included 83 items to measure 22 capabilities of spiritual intelligence; 82 items were used
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to measure spiritual intelligence and one item was used to measure the validity of this
instrument. The 82 items included in the scale were grouped into five domains. The
context and items of each domain were as follow: consciousness (12 items), grace (19

items), meaning (8 items), transcendence (22 items), and truth (21 items).

This instrument was a six-point Likert scale: 1 = rarely or almost never, 2 = very
infrequently, 3 = somewhat infrequently, 4 = somewhat often, 5 = very frequently, 6 =
always or almost always. Sub-scale scores for each capability were determined by
calculating the mean of the scores of the items assessing that capability. Domain scale
scores were determined by calculating the mean of the scores of the items included in the
domain. The overall score of spiritual intelligence was obtained by calculating the mean

of all of the item scores.

In order to reduce participants’ time to finish the scale, the author constructed a
short version of ISIS. For each capability sub-scale, the author selected 2 items that
showed high correlation with the overall sub-scale constructing the shorten scale. The
shorten version of ISIS included 44-items for assessing the 22 capabilities and one
validity item, the total contained 45 items in it. The short scale was grouped into 5
domains which were consciousness (6 items), grace (12 items), meaning (4 items),
transcendence (10 items), and truth (12 items).

The total Cronbach’s Alpha of this instrument was .97. The domain scales
Cronbach’s Alpha ranged from .84 to .95, with a mean value of .89. The Cronbach’s alpha
values for the domain scales were: Consciousness .84; Grace .91; Meaning .86;
Transcendence .95; Truth .90. The validity of this instrument was assessed by the authors

through convergent and discriminant validity among 230 participants.

3. Spiritual Intelligence Self-Report Inventory (SISRI-24). King and DeCicco
(2009) based on their previous four-factor model developed the Spiritual Intelligence
Self-Report Inventory (SISRI-24) to measure spiritual intelligence. SISRI contained 24
items grouped into four domains: critical existential thinking (7 items), personal meaning
production (5 items), transcendental awareness (7 items), and conscious state expansion
(5 items).
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This instrument was a five-point Likert scale instrument, the scoring criteria
were 0 = Not at all true of me, 1 = Not very true of me, 2 = somewhat true of me, 3 =
Very true of me, 4 = completely true of me. The total score of spiritual intelligence was
calculated by summing all sub-scale scores, and the total score ranged from 0-96. The
score of each dimension was calculated by summing the score of items included in the
dimension. But the item number 6 was a reverse scoring item. Higher scores represented

higher levels of spiritual intelligence and/or each capacity.

The total Cronbach’s alpha of this instrument was .92. The Cronbach’s alpha
values for the four sub-scales were: critical existential thinking .78, personal meaning
production .78, transcendental awareness .87, and conscious state expansion .91. The
validity of this instrument was tested by confirmatory factor analysis and the results
showed that all items in the SISRI-24 were valid (CFA > 0.5).

Among the above instruments, PSI measured more sensitivity and not intelligence
and many items lacked face validity (Amram & Dryer, 2008, Smith, 2013). ISIS has
received good research and field testing, but the authors did not explain the scoring and
provide more information after publication, which can only be found in the appendix of
their paper conducted in 2008 (Smith, 2013). However King and DeCicco’s (2009)
Spiritual Intelligence Self-Report Inventory (SISRI-24) was a reliable and valid
instrument to measure spiritual intelligence (King & DeCicco, 2009; Smith, 2013),
consistent with the accepted definition and conceptual model, the SISRI-24 is suitable for
measuring the spiritual intelligence of nurses in high-pressure environments. Moreover,
this instrument only included 24 items therefore nurses could finish this questionnaire
within 10 minutes, which did not bring them with extra burden. Thus it was chosen as the

instrument of this study.
Factors Related to Spiritual Intelligence

Based on the literature reviews, some individuals’ factors were related to spiritual

intelligence, as it’s shown below:

Gender. Some researcher found that gender was related to spiritual intelligence,

the mean score of spiritual intelligence of male was higher than the female. In llyas and
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Arshad’s study (2017), the male teacher’s spiritual intelligence score was 55.96 (SD =
13.85) and the female teacher’s was 53.50 (SD = 11.53); in Kushwaha’s study (2014), the
mean score of spiritual intelligence of male teacher was 222.44 (SD = 15.29) and female
teacher was 221.98 (SD =13.68). Further, Kalantarkousheh, Sharghi, Soleimani and
Ramezani (2014) stated that the mean score of spiritual intelligence of male university
staff was 67.88 (SD = 10.35), female staff was 63.75 (SD = 11.78). Before that, Mohebi,
Rastegari, Jaafari, and Sepehrinia (2013) found that the spiritual intelligence was 18.44
(SD=116.3) among male nursing students and higher than female nursing student (mean
=16.9, SD = 122.61).

Work experience. Khandan et al. (2017) stated that nurses’ work experience
significantly related to their spiritual intelligence (r = .309, p < .001); Yang and Mao
(2007) found that nurses who had 5 to 10 years of nursing experience got the highest
score of spiritual intelligence than others (X = 11.89, SD = 2.71), 3-5 years experience
(X =11.43,SD =1.29), <3 years (X =11.48, SD =2.21) and > 10 years (X =11.12, SD = 1.76);
moreover, Yang (2006) found that nurses with more than 10 years of work experience
had higher score of spiritual intelligence than other groups (3~5 and 5~10 years of work
experience); Nurses who have more work experience should have more experience of
resolving problems and adapting to surrounding environments which may lead them to

get a higher score of spiritual intelligence.

Age. Nurses’ age impacts on their spiritual intelligence. Khandan et al. (2017)
found that nurses’ age was significantly related to their spiritual intelligence (r = .27,
p <.001); Yang and Mao (2007) indicated that nurses who were age of 40 or above (X = 11.75,
SD = 2.33) had higher spiritual intelligence than that of nurses in age 20-29 (X = 11.54,
SD =2.21) and in age 30-39 (X = 11.22, SD = 2.10). Moreover, Yang (2006) stated that
the older the nurses, the higher their spiritual intelligence scores tended to be (F = 11.54,
p <.001). Nurses accumulate more work experience as they age, which may lead to higher
scores of spiritual intelligence as they get older.

Religions. Yang (2006) found that nurses who indicated religious affiliation (X = 15.71,
SD = 3.48) had higher spiritual intelligence than nurses who did not (X = 13.78, SD = 2.98).

Furthermore, King and DeCicco (2009) stated that conscious state expansion is an
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important component of spiritual intelligence, religion is closely related to the expanding
of the conscious state (James, 2002; Maslow, 1964), some religious activities such as
meditation and relaxation could change the state of consciousness (Vaitl et al., 2005).

Thus, one’s religion was related to their spiritual intelligence.

Position. Nurses’ position was positively related to spiritual intelligence. Yang and
Mao (2007) found that the scores of spiritual intelligence was higher in the nurses who
were employed as a head nurse or associate head nurse (X = 11.60, SD = 0.79), team
leader (X = 11.23, SD = 2.62) and basic nurse (X = 11.55, SD = 2.18). Parande, Ezadi,
Ebadi, and Ghanbari (2011) found that the majority of nurse managers (82.7%) had a high
level of spiritual intelligence because nurse managers have higher intellectual and mental
capacities for managerial positions, which would lead nurse managers to have high

spiritual intelligence (Moradnezhad et al., 2017).

In summary, demographics factors that related to spiritual intelligence included:
gender, age, work experience, religious belief; thus these factors needed to be explored
in this study.

Studies Related to Spiritual Intelligence

According to the results of literature reviews, some studies have been developed to
inspect the spiritual intelligence in different professions and different countries by using
different instruments. The reviewed results below focused on using King and DeCicco's
(2009) SISRI-24 to explore spiritual intelligence in nursing profession. Since no relevant
literature has been found in China, these reviewed results only contain literature from

other countries.

In order to investigate the level of spiritual intelligence among ICU nurses in Iran,
Moradnezhad et al. (2017) conducted a research in the intensive care units (ICU, CCU)
of Tehran University of Medical Sciences hospitals affiliated in Iran. A total of 400 ICU
nurses were included in this descriptive study, the results showed that the total score of

spiritual intelligence of ICU nurses was at a moderate level (X = 54.34, SD = 1.4).

Naji (2018) developed a study to investigate the relationship between spiritual

intelligence and the quality of work life among nurses in oncology departments of Ahwaz
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hospitals, Iran. A total of 95 nurses were recruited for this study by census sampling
method, the results showed that the total score of spiritual intelligence of nurses was at a
moderate level (X = 58.07, SD = 15.75). The mean score of each dimension as follows:
critical existential thinking (X = 17.39, SD = 5.24), personal meaning production (X =
12.75, SD = 3.54), transcendental awareness (X = 16.24, SD = 4.82) and conscious state
expansion (X = 11.68, SD = 4.09).

According to the literature reviews, nurses perceived the level of spiritual
intelligence as moderate which means there was still room for increasing nurses’ spiritual
intelligence, more studies were needed. In addition, these two studies were conducted in
Iran, due to cultural differences between countries, the results in Iran may not be
generalized to China. Moreover, neither in Honghe, nor in China, no study could be found
investigating the spiritual intelligence of nurses by using King and DeCiccos’ (2009)
SISRI-24; this study will be the first to explore the spiritual intelligence of nurses in
Honghe. Therefore, it is necessary to conduct some research exploring the spiritual

intelligence of nurses in Honghe.
Job Performance
Definition of Job Performance

Job performance has always been a hot topic for researchers. Many researchers have
defined the job performance and with the progress and development of society, the
definition of job performance has evolved more and more comprehensively and it is more

and more adapted to the development of society and the requirements of nurses.

Schwiran (1978) defined job performance as the effectiveness and productivity of
the nurse in implementing his or her roles and responsibilities associated with direct
patient care. Then, Murphy (1989) defined job performance as the function of the
individual’s performances on the specific tasks that comprise standard job descriptions.
After that, Campbell (1990) defined job performance as the behaviors or actions which
carry out by the individual to contribute to realize the goals of organization, and which
could be evaluated based on the level of individual’s proficiency. After Campbell’s

definition, Fitzpatrick, While, and Roberts (1997) defined job performance as the
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effectiveness of a nurse on implementing his or her roles and responsibilities related to
direct patient care.

After that, Greenslade and Jimmieson (2007) defined job performance as the
behaviors performed by nurses that contribute directly to the organization’s technical core
(task performance) and includes those activities that are typically recognized as part of
workers job, while those behaviors that maintain the broader social environment
(contextual performance) in which the technical core must function, it includes more
discretionary behaviors which assists the hospital to function. A recent definition of job
performance was defined by Carlos and Rodrigues (2016), job performance refers to the
evaluative and episodic behaviors that an individual adopts towards her/his job as a result
of the dynamics between cognitive abilities, personality and learning experiences that

aggregate values to the organization.

In this study, the definition of Greenslade and Jimmieson (2007) was used. The
reason for choosing this definition is as follows: first, this definition was the latest
description of job performance focusing on nursing area. Secondly, this definition
includes nurses’ contextual performance, which is meeting social requirements for nurses.
With the implementation high-quality care in China (Minitry of Health of China, 2010),
nurses do not only need to implement the performance related to professional
performance, but they also need to provide contextual performance related to the

organization development and interpersonal support in the care process.
Theories and Models Related to Job Performance

As it is known to all, job performance is very important in any industry. Thus many
researchers have developed different theories or models about it in the past few decades.
Some illustrate job performance in general, such as Campbell’s (1990) job performance
model and Carlos and Rodrigues’ (2016) job performance model. However, some models
are specific to particular professions. There were some theories and models related to the

job performance of the nursing profession, as showed below:

1. Model of job performance developed by Schwirian. Schwirian (1978)

developed a model of nurses’ job performance. It was widely used by many studies after
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it was developed (Barrett & Myrick, 1998; Caretto, 1986; McCloskey & McCain, 1988;
Pu, 2010; Yang, Su, & Zhang, 2006). This model consists of six dimensions which were
1) leadership, 2) critical care, 3) teaching/collaboration, 4) planning/evaluation, 5) Interpersonal
relations/communication and 6) professional development. In this model 1) leadership
was the activities in which a person would carry out a leadership function in spite of their
professional title. 2) Critical care refers to nursing activities relating to the care of
critically ill individuals, including a potential outcome of death. 3) Teaching/collaboration
refers to the behaviors in which nurses teach clients and families as well as other health
providers who are dedicated to the clients’ well being. 4) Planning/evaluation refers to
the behaviors contained in planning and in the appraisal of the nursing care of clients.
5) Interpersonal relations/communication refers to nurses’ behaviors and their communication
and interpersonal relationship with patients and other medical workmates in the working
place. 6) Professional development represents the high performance and behavior that are
responsible for professional growth, improving knowledge and capacities in professional
nursing activities and domains. Thus, Schwirian’s job performance model puts the

emphasis on nurses’ actual performance behavior in their daily work.

2. Theory of job performance developed by Borman and Motowidlo. Borman
and Motowidlo (1993) identified two categories of employees’ performance which were

task performance and contextual performance.

Task performance is the proficiency which workers perform activities that are
formally recognized as part of their jobs activities that contributes to the organization’s
technical core either by implementing its technical processes, or by sustaining and serving
its technical requirements (Borman & Motowidlo, 1993). It included three sub-domains:
1) job-specific task proficiency represents the core substantive or technical tasks that are
central to a job. (e.g., clerical-administrative duties; handle service orders or repair
requests; install, operate, or maintain complex equipment); 2) non-job-specific task
proficiency represents tasks that is not central to any particular job and tend to be
necessary in many jobs. (e.g., plan, prioritize, organize, make decisions or solve
problems; customer service and computer usage); and 3) written and oral communication
task proficiency refers to the proficiency which a person can write or speak and is required

to some extent in almost all jobs.
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Contextual performance was typically conceptualized as being under the
motivational control of individuals and less constrained by work characteristics than task
performance. It is generally assumed that individuals can engage in contextual activities
if they wish, and this choice reflects individual differences in motivation (Motowidlo,
Borman, & Schmitt, 1997). It reflected the individual’s voluntary behavior, such as
voluntarily helping and cooperating with coworkers, favorably representing the
organization to outsiders, and suggesting organizational improvements (Borman &
Motowidlo, 1993). It included three sub-domains: 1) interpersonal citizenship
performance refers to the behaviours those are beneficial to the individuals of
organization such as helping and cooperating with others, assisting and helping
coworkers; 2) organizational citizenship performance refers to the behaviors benefiting
the organization and include organizational rules and procedures, defending
organizational objectives, staying with organization during hard times and demonstrate
loyalty, obedience, sportsmanship and conscientiousness; and 3) job-task conscientiousness
refers to the behaviors benefiting the job such as demonstrating enthusiasm and put extra
effort as necessary to complete one’s own task, and volunteering to carry out task

activities that are not formally part of one’s job, suggesting organizational improvements.

Borman and Motowidlo (1993) stated that task and contextual performance have
distinct determinations, and suggested that task and contextual performance are
independent constructs, cannot be combine into one. This theory could be used to interpret

the job performance in different professions.

3. Model of job performance developed by Fitzpatrick et al. Fitzpatrick, et al.
(1997) proposed a job performance model based on Wandelt and Stewart’s (1975)
conceptual framework. Wandelt and Stewart illustrated that competency of actions
caused performance. Competency meant having the ability of the required knowledge,
skills and capacity to function in a given field. In the nursing area, a nurse’s competency
is revealed by how they perform nursing actions in providing care to patients (Wandelt &
Stewart, 1975).

The job performance model of Fitzpatrick et al. (1997) consists of five
dimensions which were physical, psychosocial, professional, communication and care

management. In this model, 1) physical refers to nursing actions directed towards meeting
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physical needs of patients. The nurse takes appropriate care measures according to the
nursing procedure to meet the basic needs of the patient, such as clean, quiet, safe and
effective treatment. 2) Psychosocial dimension includes two levels which were individual
and group level. Individual level refers to nurses’ actions performed and directed toward
meeting psychosocial needs of individual patients. Group level refers to actions directed
towards meeting the psychosocial needs of a patient as a member of a group. 3) Professional
refers to the actions directed towards fulfilling a professional role: such as nurses
providing care to patients while having the responsibility and obligation to continuously
improve their professional skills, participate in professional training or meetings and
constantly update their professional knowledge. 4) Communication refers to the actions
directed towards the ability of nurses to communicate effectively with patients/relatives
and others. 5) Care management refers to the actions performed to meet either
psychosocial or physical needs of patients, or both at the same time. Therefore, Fitzpatrick
etal.’s (1997) job performance model clearly described the actual nurses’ job performance

behavior while demonstrating that it is closely related to direct patient care.

4. Model of job performance developed by Greenslade and Jimmieson.
Greenslade and Jimmieson (2007) described a model for job performance of nursing
profession based on Borman and Motowidlo’s (1993) theory. This model contained two
main dimensions: task performance and contextual performance. The original version
includes five sub-dimensions for task performance and three sub-dimensions for

contextual performance.

Greenslade (2008) modified these two main dimensions to three for each one.
For task performance, dimensions include social support, information provision, and
technical care; and for contextual performance, they contain interpersonal support, job-

task support, and organizational support.

Task performance refers to the level of proficiency of an incumbent to
participate in activities that are formally recognized as part of their work, by directly
carrying out some of its technical processes to contribute to the core technology of the

organization, or indirectly providing the required materials or services.
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Social support reflects the behaviors that nurses perform to meet the emotional
needs of patients and their families. Nurses could provide many different kinds of
emotional support, such as allowing the patient's family to accompany, listening to

patients and family members talking about their concerns or fears, and providing comfort.

Information provision refers to the behaviors when nurses provide information
and education to the patients and their families related to the patient’s condition, treatment

and rehabilitation.

Technical care refers to the behaviors that nurses perform towards meeting the
physical needs of patients by serving and helping patients to address their needs and
interests. These behaviors include developing care plans, assessing the effectiveness of
care, providing patients with treatments and medications, and the activities that help

patients maintain their daily lives.

Contextual performance is defined as the behaviors that support the extended
environment in which the technical core must function such as demonstrating effort,
helping and cooperating with others, following organizational rules and procedures, and

supporting organizational objectives.

Interpersonal support refers to the behaviors that help other team members. Such
as nurses helping each other in the team to meet the needs of patients and their families,

and take the initiative to share knowledge with colleagues.

Job-task support refers to nursing activities going beyond job requirements to
provide care for patients and their families. Such as nurses willing to stay to meet the
needs of the patient after work.

Organizational support reflects the behaviors implemented by nurses to support
the organization which includes adherence to the organization's rules, loyalty, and
alignment with the organization's goals. For example, nurses voluntarily participate in
activities to promote the development of the hospital; maintain the good reputation of the
hospital; or actively offer some innovative suggestions to help the hospital develop or

improve the quality of care.
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Therefore, Greenslade and Jimmieson’s (2007) model did not only include the
nurses’ daily performance behavior of nursing work but also extra performance behavior

which was appropriate with the current society.

In summary, the job performance model developed by Greenslade and Jimmieson
(2007) was used in this study. The reason for selecting this model as follows: first,
previous job performance model such as Schwirian’s (1978) and Fitzpatrick et al.’s
(1997) model were proposed a long time ago and were not adapted to the current nursing
environments. Secondly, Greenslade and Jimmieson's model includes both task
performance and contextual performance, which is most appropriate with the fierce
competition of high quality among medical organizations in China; nurses in this
environment who only provide the performance behavior related to the nursing profession
is not enough, they also need to implement some discretionary behaviors such as actively
cooperating with colleagues and helping the hospital to function. Thirdly, this model was
the latest model focusing on the nursing area and it was widely used in recent years.

Therefore, Greenslade and Jimmieson's job performance model (2007a) was selected.
Instruments of Job Performance

Job performance needed to be measured and evaluated. Many different instruments
were developed in the last few decades. Some instruments that were developed to measure
general job performance such as Carlos and Rodrigues’ job performance scale were not
included in the reviews of this study, following results of instruments of job performance

only focusing on nursing.

1. Six Dimension of Nursing Performance Scale (6-D scale) developed by
Schwirian. The Six Dimension (6D) Scale created by Schwirian (1978) was a popular
scale and was widely used to evaluate nurses’ job performance. This scale contained 52
items and was grouped into 6 dimensions. The items in each dimension were as follows:
leadership (5 items), teaching/collaboration (11 items), critical care (7 items), evaluation/
planning (7 items), interpersonal relations/communication (12 items), and professional
development (10 items). Excepting the professional development dimension, the rate of
the scale by a 4-point scale, rated as: O=not at all; 1 = not very well; 2 = satisfactory; 3 = well;

and 4 = very well. The professional development dimension was rated as: 0 = never; 1 = seldom;
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2 = occasionally; 3 = frequently; and 4 = consistently. The reliability of this instrument
was calculated by Cronbach coefficient, the Cronbach’s alphas reported by Schwirian
(1978) ranged from .844 for the leadership dimension to .978 for the professional

development dimension.

This instrument was translated into Chinese by Yang, Su, and Zhang in 2006
and they examined the validity of the Chinese Six-D Scale. The Content Validity Index
(CVI) was .827, internal consistency reliability was .835 and overall Cronbach’s alpha

was .777 in their study (Yang et al., 2006).

2. King’s Nurse Performance Scale (KNPS) developed by Fitzpatrick et al.
(1997). Based on Wandelt and Stewart’s (1975) nursing competencies rating scale, and
together with key literature and expert opinion, Fitzpatrick et al. (1997) developed the
King’s Nurse Performance Scale (KNPS) in the United Kingdom. The original scale
included 53 items grouped into seven dimensions. In the developing process some items
were reduced, thus the shortened scale contains 28 items grouped into five dimensions:
physical (9 items), psychosocial (4 items), profession (5 items), and communication
(4 items), and care management (6 items). The scoring was rated as: 1 = dependent; 2 =
marginal; 3 = assisted; 4 = independent. The total score was derived by summing the
scores of all items rated and dividing by the total number of ratings.

This instrument was a reliable and valid instrument, the Cronbach’s alpha
coefficient was .93; Content validity was examined through an expert panel and construct

validity was tested by using factor analysis.

3. Job Performance Scale (JPS) developed by Greenslade and Jimmieson
(2007). Greenslade and Jimmieson (2007) developed an instrument for measuring nursing
job performance based on Borman and Motowidlo’s (1993) job performance theory, this
instrument included 41 items and eight dimensions. For task performance, it contained
23 items grouped into four dimensions: 1) information support (7 items), 2) coordination
of care (5 items), 3) social support (6 items), and 4) technical care (5 items). For contextual
performance, it included 18 items also grouped into four dimensions: 1) interpersonal
support (6 items); 2) job-task support (6 items); 3) compliance (3 items); and 4) volunteering
for additional duties (3 items). Items includes in task performance evaluated by a 7-point
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Likert scales, ranging from much below average (1) to much above average (7) to
describe how well nurses in their unit completed their activities. Items contains in
contextual performance rated on 7-point Likert scales, ranging from not at all (1) to a
great deal (7) to describe how often nurses in their ward completed the activities listed.
The internal consistency coefficient of items on task performance was .94 and contextual
performance was .91. The validity of 41 items of JPS was tested by convergent validity.
The authors tested the relationship of new performance scale with previous task
performance scale (Bott, Svyantek, Goodman, & Bernal, 2003), contextual performance
scale (Motowidlo & Van Scotter, 1994) and global performance scale (Motowidlo & Van
Scotter 1994). The result showed that there was a significant correlations between new

task and contextual performance scale and previous scales.

4. Shortened Job Performance Scale (SJPS). Based on the development of the
job performance scale (Greenslade & Jimmieson, 2007), Greenslade (2008) developed
the shortened job performance scale (SJPS) which included 25 items and six sub-
dimensions. Task performance contained social support (4 items), information provision
(4 items), technical care (3 items); contextual performance contained interpersonal
support (5 items), job-task support (4 items) and organizational support (5 items). Items
included in task performance were evaluated by a 7-point Likert scale, ranging from poor
(1) to excellent (7) to describe how effective nurses are at each of the tasks (1= poor; 2 = below
good; 3 = fairley good; 4 = good; 5 = somewhat above good; 6 = very good; 7 = excellent).
Items included in contextual performance were rated on a 7-point Likert scale ranging

from not at all (1) to a great deal (7) to describe how often nurses perform these activities.

The reliability of the task and contextual performance are reliable (alpha = .90
and .90 respectively), the reliability of each sub-domain scale was: social support (o = .94),
technical care (a = .85), information (a = .84), interpersonal support (o = .93), job-task
support (a0 =.90), and organizational support (o = .86). The validity of the Shortened Job
Performance Scale was confirmed by the authors.

The Chinese researcher Lin (2012) used a translation and back-translation
method translating Greenslade’s (2008) SJPS into Chinese. The translation was
implemented after she got the permission from the original authors and she did not modify

the content and structure of the scale. In Lin’s study, the Cronbach’s alpha coefficient
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was .96 for task performance scale and .93 for the contextual performance scale (Lin,
2012).

In summary, all of the above tools had good validity and reliability and could be
used to measure the performance of nurses. The Chinese version of the Shortened Job
Performance Scale was selected in this study. Since Greenslade and Jimmieson’s Shorten
Job Performance Scale focused on the nursing area, it was consistent with the definition
and conceptual model of this study and most appropriate to measure nurses’ performance
in high-quality competition environment in China. Moreover, the SJPS includes 25 items
which means that nurses could finish it in a short time and did not take up much of their
personal time. In addition, the Chinese version of this instrument was suitable for the
Chinese society and Chinese nurses could answer the questions easily. Therefore, the
Chinese version of the Shortened Job Performance Scale was used to measure nurses’ job

performance in this study.
Factor Related to Job Performance

Based on the literature reviews, some factors demonstrated some association with
job performance. Below are some reviewed results of related factors including both

personal factors and other factors.

Organizational identification. Bacaksiz et al. (2017) found that there was a strong
positive relationship between organizational identification and employee’s performance
(r = .631, p < .001) among nurses working in Istanbul. Individuals with emotional
attachment to the organization showed higher performance and less absences (Meyer &
Allen, 1997). Nurses who get high organizational identification from the hospital will
have a sense of belonging to the organization and make better contributions to the

organization, hence enhancing their job performance.

Education and training. Training has been found to have a positive and significant
impact on job performance, (Bartel, 1995). Tzeng (2004) found that nurses’ competencies
positively related to nurses’ performance and stated that education and training benefited

and improved nurses’ job performance (r = .23, p <.01 and r = .36, p = .02 respectively).
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Demographics data. Some personal factors have been found to impact on nurses’
job performance. Khandan et al. (2017) stated that gender related to job performance
(P <.001), and the job performance of women were higher than that of men (X = 36.7,
SD =6.76; X = 33.53, SD = 7.49). Moreover, Mrayyan and Al-Faouri (2008) stated that
nurses’ job performance was associated with marital status (r = .515, P <.001) and years
of experience in nursing (r = .532, p < .001). In addition, Pu (2010) found that nurses’
professional title impacted on nursing job performance. Packard and Motowidlo (1987)

stated that subjective stress had a negative effect on job performance.

In summary, personal factors that were related to spiritual intelligence included:
gender, marital status, years of experience in nursing, age, professional title, and

education level. Thus, these factors were explored in this study.
Studies Related to Job Performance

The reviewed studies focused on using the Shortened Job Performance Scale of
Greenslade (2008) to evaluate nurses’ job performance in other countries and China. A
total of six studies that evaluated nurses’ job performance by using the SJPS were

reviewed.

Lin (2012) conducted a descriptive correlation study to measure the levels of job
performance of nurses in tertiary hospitals of Yunnan Province. The author recruited 441
nurses by a stratified random sampling method from six tertiary hospitals in Yunnan. In
this study, the Greenslade’s (2008) Shortened Job Performance Scale was translated into
Chinese by the researcher and used to evaluate the nurses’ job performance. The results
reported that task performance (X = 43.98, SD = 1.52) and contextual performance (X = 49.43,

SD = 1.78) of nurses in tertiary hospitals of Yunnan Province were at a moderate level.

Fathimath (2012) conducted a study to investigate the level of job performance in
the tertiary care hospitals of the Maldives. A total of 216 nurses were recruited in this
study by a stratified random sampling method. The results stated that task performance
of nurses in the tertiary care hospitals of the Maldives was at a high level (X = 57.76,

SD =9.39), while the contextual performance was at a moderate level (X = 64.45, SD = 12.95).
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Jeeza, Hongkrailert, and Sillabutra (2015) conducted a research to ascertain the
relationship between efficacy and nursing performance among registered nurses working
in tertiary care hospital, Indira Gandhi Memorial hospital (IGMH), Maldives. A total of
238 nurses were contained in this study by using a stratified random sampling method.
The results revealed that the task performance of nurses in the tertiary care hospitals of
IGMH was at a high level (X = 59.02, SD = 11.97), while the contextual performance
was at a moderate level (X = 64.62, SD = 14.67).

Kanyana et al. (2018) developed a study to investigate the motivating language of
the head nurses, and the job performance among nurses at government university
hospitals, Chiang Mai, Thailand. The authors recruited 366 registered nurses by using the
stratified random sampling method. The results reported that task performance (X = 58.72,
SD = 7.37) and contextual performance (X = 72.00, SD = 10.54) of nurses in government

university hospitals were at a high level.

Tong (2018) developed a research to investigate the level of job performance in
Affiliated Hospitals of Harbin Medical University in northern China. A total of 389 nurses
were included in this study through a random sampling method. The findings revealed
that the task performance (X = 48.73, SD = 7.71) and contextual performance (X = 60.43,

SD = 10.25) of nurses in Affiliated Hospitals of Harbin were at a moderate level.

Bai (2018) conducted a research to investigate the correlation between job
performance and social support among ICU nurses of tertiary hospitals in Kunming. A
total of 323 ICU nurses were recruited by a cluster sampling method. The researchers
found that the task performance of ICU nurses in tertiary hospitals of Kunming was at a
high level (X = 57.37, SD = 10.03) while the contextual performance of ICU nurses in
tertiary hospitals of Kunming was at a moderate level (X =53.2, SD = 6.62).

Based on the above research findings, the results of task performance and
contextual performance were inconsistent in different settings. There were only two
studies that were conducted in Kunming, Yunnan province (Bai, 2018; Lin, 2012).
Kunming is the capital city of Yunnan province which has a higher level of medical care
than others, the results from Kunming may not be generalized to Honghe. In addition, no

study regarding nurses’ job performance was conducted in Honghe, the level of nurses’
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job performance is uncertain. Thus, it’s necessary to conduct a research to explore nurses’

job performance in Honghe.
Relationship Between Spiritual Intelligence and Job Performance

Based on the literature reviews, there were four studies that had been conducted to
examine the relationship between spiritual intelligence and job performance by using
different instruments and different results had been reported. This part reviewed the
studies that explored the relationship between spiritual intelligence and job performance

in different professions and different countries.

Estanesti (2016) conducted a correlation study to investigate the relationship
between spiritual intelligence and job performance among managers in State Organization of
Sistan and Baluchistan. A total of 35 managers were included in this study. Badie et al.
spiritual Intelligence questionnaire and Paterson’s (1970) job performance scale were
used to evaluate the spiritual intelligence and job performance, respectively. The results
showed that there was a strong positive relationship between spiritual intelligence and job
performance (r = .74, p < .05).

Kimiyayi and Daryaee (2016) designed a correlation descriptive study to explore
the relationship between spiritual intelligence, emotional intelligence and occupational
performance among guidance school teachers in Shiraz. 120 teachers were recruited in
this study by a cluster sampling method. In this study, King's spiritual intelligence 24-item
questionnaire was used to assess the spiritual intelligence and Paterson's occupational
performance questionnaires were used to evaluate the occupational performance. The
results showed that there was a significant positive relationship between spiritual
intelligence and occupational performance (r = .43, P < .01). Moreover, each dimension
of spiritual intelligence had positive relationship with occupational performance: critical
existential thinking (r = .26, p < .01), personal meaning production (r = .40, p < .01),
transcendental awareness (r = .27, p <.01), and ultimate of consciousness (r = .30, p <.01).

After that, Khandan et al. (2017) conducted a study to investigate the relationship
between spiritual intelligence and job performance among nurses and nurses aids in the

main university hospital of Qom, Iran. A total of 197 nurses were included in this study
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by randomized convenience sampling. Abdullahzadeh spiritual intelligence questionnaire
and Peterson job performance questionnaire were used in this study. The results showed
that there was a weak relationship between spiritual intelligence and job performance
among nurses (p = .01, P< .001). Furthermore, Haryono (2018) conducted a study to
examine the effects of emotional and spiritual intelligence on job performance among
temporary nurses in the Regional General Hospital of Indonesia. A total of 129 temporary
nurses joined in this study. The results showed that spiritual intelligence had no effect on

job performance (t = .005, p > .05).

In summary, previous studies examined the relationship between these two
variables by using different instruments and showed different results. In the nursing area,
Khandan et al.’s study (2017) indicated a positive relationship but Haryono’s study
(2018) showed no relationships between these two variables; the relationship of these two
variables in the nursing area in China are unknown and a research needs to be conducted
to fill the gap. Moreover, different results were obtained in the relationship between these
two variables by using different research instruments, no previous researchers used the
SJPS of Greenslade (2008) and SISRI of King and Decicco (2009) to investigate the
relationship and these two instruments were most appropriate for the situation in Honghe.
However, the relationship between these two variables in nurses in Honghe is uncertain,
more research is needed to estimate the relationships. In addition, the previous studies
were all conducted in other countries and due to environment and cultural differences
between countries, the results of other countries may not be generalized to China.
Therefore, a study to explore the relationship between these two variables in Honghe and

even in China is needed.
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Situation Related to Job Performance and Spiritual Intelligence
in China and Honghe

According to the Ministry of Health of China (1989), hospitals in China could be
divided into three levels based on the function and assignment of the institutions:
1) Tertiary hospitals refers to those hospitals that have more than 501 beds and are
responsible for integrating medical treatment, health care, education and scientific
research. Tertiary hospitals need to provide services for the city, the province or the
nation; 2) Secondary hospitals, refers to these hospitals that have 101 to 500 hospital beds,
provide regional service and health care to multi-communities. These hospitals also need
to provide health care service, teaching and research; 3) Primary hospitals, refers to
hospitals that have less than 100 beds, the major function of these hospitals is to provide
health care for community population. However, due to the large number of patients in
tertiary hospitals, nurses face a huge workload in these hospitals. For example, the
number of hospital visits in 2017 was 16.3 billion in tertiary hospitals, but only 2.2 billion
in primary hospitals and 12.2 billion in secondary hospitals (Ministry of Health of China,
2018). There are 66 hospitals in Honghe (Medical Talent Network, 2003), but that only
includes three tertiary hospitals which need to provide the highest medical service and
provide major heath care in Honghe.

Adequate nurse staffing is key in improving the quality of care (Aiken, Clarke, &
Sloane, 2002) and nurses are the main human resources in the health system (Cope, Jones,
& Hendricks, 2016). However, the shortage of nurses is still a serious problem in China
(Lyu, Li, Li, & Li, 2016). According to statistical results, the total number of registered
nurses in China exceeded 3.8 million by the end of 2017 and the number of registered
nurses per 1,000 inhabitants was 2.74 (Chinese National Health Commission, 2018).
However, the number of nurses per 1,000 inhabitants in Monaco was 20.52, in the United
States it was 9.88 and in Japan it was 11.24, respectively (World Health Organization
[WHOQO], 2018). In Honghe, this ratio was 1.82:1,000 (The People's Government of
Yunnan Province, 2016). By comparison, it's easy to see that nursing shortage was an

obvious problem in China and Honghe, especially in Honghe.

Due to nursing shortage, most nurses have to face great workload and work-related

stress which may affect nurses’ job performance in China (Li et al., 2017). By the end of
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2015, the ratio of nurses to beds in tertiary hospitals was 0.6:1 (Chinese National
Development and Reform Commission, 2017). However, the ratios of nurses to beds in
USA was 1.6:1, in France it was 1.2:1, and 0.9-1.2:1 in Japan (WHO, 2008). Generally,
many hospitals in China have only one nurse to take care of more than 20 beds during
night and evening shifts (Lin, 2012; Tong, 2018; Wang, 2011). Thus, nurses rarely
provide communication, emotional support and information support to patients and their
families (Lin, 2012).

Nurses in China do not pay a lot attention to the emotional support of patients
(Wang, Jin, & Meng, 2009) because nurses always pay more attention to the behaviors
that are the most urgent and the most necessary for patients such as medication
administration, intravenous injections, indwelling catheters and respiratory needs (Lan,
Zhao, & Yang, 2007). In addition, due to nursing shortage, nurses are always busy with
treatment-related work in China, they cannot timely and comprehensively consider the
emotional needs of patients (Tian, 2012). On the other hand, nurses had difficulties
providing information support to patients and their families in China. Due to work
overtime being serious in China, nurses had no time to provide information support. The
majority of nurses (90.4%) worked more than 40 hours a week (Xin Hua Net, 2017), 46%
of nurses worked more than 11 hours per day, and 35% of nurses worked more than 6
days a week (Lan etal., 2007). Thus, nurses in order to finish the work on time are always
busy with their exigent and imperative routine work (Pu, 2010; Wang, 2011) such as
observation, documents record and medication treatment during their shift time (Lin,
2012). When nurses provide nursing care for patients, there is not enough time for them

to explain the purpose and side effects of treatments (Yang et al., 2006).

In Honghe, nurses also had difficulties providing enough emotional support to
patients and patient’s families. Nurses spend most of their time treating patients,
observing patient’s conditions and recording. They have no time to care for and consider
the emotional needs of patients and their families (personal communication, 2018).
Moreover, due to nursing shortage being more serious in Honghe, nurses face heavy
workload, they usually ignored patients’ emotional needs. On the other hand, in the first
people’s hospitals of Honghe, nurses need to provide information support to patient and

their families. There was a patient education evaluation form to guide the nurses to
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provide information support to the patients in the hospital. This evaluation form consists
of admission guidance, disease guidance, medication guidance, examination guidance,
surgery guidance, and rehabilitation and discharge guidance. From the admission to the
discharge of patients, nurses implement information support based on the contents of this
table. Each time nurses finished the education, they ticked corresponding entries and the
head nurse would randomly recheck the patient's mastery of health education. However,
nurses also have some problems implementing adequate information support to patients
and their families. For example, in the first people's hospital of Honghe, each nurse in the
day shift has to care for about 10 patients on average and there is only one nurse on duty
from 12:00pm-2:00pm and during night shifts. This means that this nurse needs to care
for at least 30 patients during that time (personal communication, 2018). A nurse working in
the department of neurology stated that she wanted to communicate with patients,
implement patient education, and guidance on how to do rehabilitation training for
patients and their family members. However, it’s difficult to complete her daily routine
during working hours and she often needs to work overtime to complete her daily routine,
so it is difficult for her to provide the above information support to patient and their

families (personal communication, 2018).

Many nursing behaviors are related to contextual performance, such as providing
interpersonal support between colleagues and organizational support (Greenslade, 2008).
According to the regulation of nursing management in Yunnan, a new nurse needs to
work with a senior nurse in each shift for at least 3 months before they can work
independently (Song, You, & Yang, 2005). So the senior nurses have the responsibility
to help and guide the junior nurses which helps increase the interaction between nurses.
Moreover, in China, most nurses work in a specific department from the moment they are
recruited until retirement without rotation, the relationship between nurses is stable
(Chen, 2011), they may be more willing to help each other because of their long-term
relationship. It’s only when employees feel the support and return from the organization
that they will contribute more to the organization (Xu, Che, Lin, & Zhang, 2005). With
nursing development, the importance of nursing was gradually recognized by the hospital
leaders, patients and society (Chen, 2011), nurses get respect form them, this may lead
nurses to do more for the hospital and support the development of hospitals.
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However, there still exists some problems that hinder nurses in providing sufficient
job-task support in China because nursing is a profession which is faced with patient’s
health and life. Nurses must closely monitor the changes of patients' conditions at any
time and make a correct judgment and give appropriate nursing care to prevent errors and
accidents, otherwise they will bear corresponding legal responsibilities (Zhao, 2008).
Thus, many nurses do not want to engender extra burden or potential risk to either
themselves or others (Fan & Yang, 2008), they may not be willing to do extra performance
for patients. Moreover, nurses who already have a heavy workload find it difficult to
undertake extra work requirements (Wang, Zhao, & Gao, 2007). Therefore, it seems that
nurses find it difficult to provide extra performance for patients. In Honghe, the above
problems also exist and some nurses stated that they are not willing to take the additional
time to satisfy patients’ need, because they think it increases their workload. They prefer
to spend time with their families or friends after work (personal communication, 2018).
Thus, they may difficult to provide job-task support to the patients which may affect their

contextual performance.

Spiritual intelligence makes people create mutual understanding between people,
encourage the collaboration in working time, and makes individuals able to manage the
changes, overcome obstacles and understand their mistakes (Moradnezhad et al., 2017).
On the current issue of the tension between nurses and patients in China, 78.4 % of
patients and their family members believed that the main reason for the tension between
nurses and patients was due to the lack of mutual understanding (Xin Hua Net, 2017).
Thus, there may have been some problems hindering nurses in using spiritual intelligence

in China and Honghe.

China is a materialist society that values objectivism and ideology, spirituality is
rarely noticed (Yang & Mao, 2007). Nurses rarely thought deeply about what happens
after death. When nurses discussed death, they felt heavy and annoyed, they considered
death as the permanent disappearance of life and rarely or never considered the concept
of "I die" (Liang et al., 2007). Moreover, critical thinking is an important ability for
spiritual intelligence (King & DeCicco, 2009). Critical thinking can help nurses develop
some self-learning ability, problem solving ability and innovative thinking ability (Deng,
2006). However, the critical thinking of clinical nurses was at a lower middle level in
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China (Gao, 2011) and some researchers suggested that nurse managers should strengthen
the training of critical thinking of nurses in Yunnan province (Wang, Dai, & Jin, 2016).
Therefore, because of a rare consideration of objective issues and insufficient critical
thinking ability, nurses may have some problems using and developing their spiritual

intelligence.

In Honghe, the critical thinking of nurses began to be recognized in recent years.
For example, the first people's hospital of Honghe has started carrying out training related
to critical thinking of nurses since 2013, but the nurse managers had to pay a lot of
attention to developing this ability among nurses (personal communication, 2018).
However, some nurses showed that because of their huge workload, they seldom or never
thought about the reasons for the existential problems, such as time, universe and death
(personal communication, 2018). Thus, nurses in Honghe may have some obstacles to
recognize the objective things, which may affect them in how they use spiritual
intelligence.

In addition, personal meaning was an important component of spiritual intelligence
(King & DeCicco, 2009) but nurses hardly created their personal meaning in China. It’s
difficult for nurses to find meaning and purpose from their working environment. From
the general public perception, 94.1% of people believed that nurses' work consists in
injections and drug delivery (Xin Hua Net, 2017) and most people believe that nurses are
dependent on doctors, rather than being an independent profession (Ge, 2011). Thus,
83.3% of the nurses stated that they can not feel respect from patients (Xin Hua net, 2017).
Moreover, nearly half (46.5%) of nurses thought of nursing as a means of livelihood, 11.2
% thought of nursing as having a low meaning career (Zhang & Yang, 2010) and 52.5%
of nurses had no clear goal for their future career development (Xin Hua Net, 2017), so
nurses believed that personal value was very difficult to achieve in China (Wang et al.,
2013). Therefore, due to Chinese nurses working in an environment that considers nursing
as a low meaningful and low social status career, nurses may find it difficult to find
meaning or purpose in their working environment, the recovery and exploitation of
nurses’ spirituality and their spiritual ability is an imperative task in China (Yang & Mao,
2007).
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In Honghe, in the nurses’ working environment, it is also believed that nursing is a
low meaningful work. Nursing is not an independent science, nurses obey doctors (Zhao,
Zhang, & He, 2007) and physicians’ social status is much higher than nurses’ (Xu &
Yang, 2001). The main tasks of nurses are injections and drug distribution and most
patients still believe that nurses are less valuable than doctors. Thus, many nurses stated
that they repeat the same work every day; it is difficult for them to find their own meaning
and purpose from the tedious work and their working environment (personal communication,
2018). Moreover, until now, no training regarding spiritual intelligence was conducted in

Honghe, most nurses do not know about it.

The Honghe Hani Yi Autonomous State, referred to as Honghe State, is a minority
autonomous prefecture where many ethnic minorities and Han people live together
(Honghe State Bureau of Statistic, 2011). Unlike other parts of China, the health care
system of Honghe faces special service groups (ethnic minorities). Thus, nurses need to
have a high performance to provide good service to these patients. On the other hand,
tertiary hospitals are evaluated every four years, they represent the highest medical care
and get the main financial support in China (Ministry of Health of China, 1989). The
tertiary hospitals of Honghe include the First People's Hospital of Honghe State, the
People’s Hospital of Gejiu City, and the Third People's Hospital of Honghe State. These
three hospitals provide the highest medical treatment, health prevention and first aid for
locals and outsiders, as well as undertaking major medical and health services of Honghe
state. Thus, many patients the primary and secondary hospitals can’t take care of are
referred to the tertiary hospitals. Furthermore, Honghe state established the nursing
quality control center in 2016 (Hospital News, 2016). Since its establishment, the center
has been attached to the first people's hospital of Honghe. It has been responsible for
formulating nursing norms and rules, organizing clinical quality inspections and analysis
and providing professional guidance and training for nurses in the state. Nurses in the
tertiary hospitals have the responsibility to teach medical students from medical school
and staff nurses from low-level hospitals. Thus, nurses working in the tertiary hospitals
have more workload and work-related stress than others, and this may lead to a decrease

in their job performance.
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According to the above situation, nurses working in these three tertiary hospitals
are facing some different situations; they may have some problems regarding job
performance and spiritual intelligence. However, no study was found to investigate the
level of job performance in Honghe. No study could be found to explore spiritual
intelligence among nurses by King and DeCicco’s instrument in Honghe, not even in
China; no study has been done to examine the relationship between spiritual intelligence
and job performance among nurses in Honghe, even in China. Thus, the spiritual
intelligence and job performance of nurses and the relationship between spiritual
intelligence and job performance are uncertain in Honghe, it is necessary to conduct a
research to fill the gaps. It will provide evidence for nurse administrators to make policies

or training to improve nurses’ job performance, thereby improving the quality of care.
Conceptual Framework

The conceptual framework of this study was based on the nurse job performance
model developed by Greenslade and Jimmieson (2007a) and four factor model of spiritual
intelligence developed by King and DeCicco’s (2009). Job performance refers to the
behaviors performed by nurses that directly contribute to the organization’s technical
core; and the behaviors that keep the technical core functioning which includes more
discretionary behaviors that help the hospital function. Spiritual intelligence refers to a
set of mental capacities of nurses that contribute to the awareness, integration, and
adaptive application of the non-material and transcendent aspects of nurses’ existence,
which leads to nurses’ deep existential reflection, enhancement of meaning, recognition
of a transcendent self, and a mastery of spiritual states. When an employee acquires high
spiritual intelligence, it should improve their contribution to tasks at workplace and helps
connect them with the organization and loyal to the organization. In this study, the
relationship between spiritual intelligence and each dimension of job performance among

nurses in tertiary hospitals of Honghe was identified.
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CHAPTER 3

Methodology

This chapter describes the methodology of the study, which includes research
design and setting, populations and sample, research instruments, protection of human
subjects, data collection procedure, and data analysis procedures.

Research Design and Setting

A descriptive correlational study design was used to explore the spiritual
intelligence and job performance and to examine the relationship between spiritual
intelligence and job performance of nurses in tertiary hospitals of Honghe, Yunnan
province, the People’s Republic of China. The data were collected from the three hospitals
in Honghe which include:1) The First People's Hospital of Honghe State, 2) The People’s
Hospital of Gejiu City, and 3) The Third People's Hospital of Honghe State.

Population and Sample
Population

The target population of this study included 1618 nurses, 538 from the First People's
Hospital of Honghe State, 645 from the People’s Hospital of Gejiu City, 435 from the
Third People's Hospital of Honghe State, the People’s Republic of China. The subjects
was nurses working in any clinical department including Medical Department, Surgical
Department, Pediatric Department, Obstetrics and Gynecology (OB-GYN), Operation
Room (OR), Emergency Room (ER), Out Patient Department (OPD), and Intensive Care
Unit (ICU).
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Sample

The sample size of this study was calculated by using Yamane’s (1973) formula at
the level of significance 0.05 to calculate the sample size. The calculating process was as

follows:

N
n=-——=
1+ (e)

n = is the minimum sample size,
N = is population of sample, and
E = is the probability of error
Thus the sample size:

o 1618 _
1+1618x (0.05)>

According to the above formula, the sample size required in this study was 321
nurses. Once the possible loss of samples considered, 20% of the sample size (Burns &
Grove, 2005) should be added. Therefore, an additional 64 nurses were added into the

group, the total number of the sample size was 385.

The inclusion criteria for sample selection was the nurses who were wiling to

participate in this study.

The exclusion criteria were 1) nurses who are on vacation or participated in
reliability test; 2) nurses who are working in an administrative position and only focus on
administrative work; 3) nurses who have been working in any department for less than 1

year.
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Sampling Method

In this study, the stratified random sampling method was used to recruit nurses from

the three hospitals, the details are described below:

1. Adopting the stratified random sampling method was used to calculate the
number of nurses in each hospital. The samples were from each hospital as follows: the
population for the First People's Hospital of Honghe State was 538, and the sample size
was 128 (33.2%); for the People’s Hospital of Gejiu city the population was 645, and the
sample size was 153 (39.8%); The population for the Third People’s Hospital of Honghe
State was 614, and the sample size was 104 (26.9%).

2. In each hospital, nurses were recruited from eight departments which are
Medical Department, Surgical Department, Pediatric Department, OB-GYN, OR,ER,
OPD, ICU.

3. The number of nurses that needed to be recruited in each nursing department
was calculated in each hospital.

4. The same nurses were selected from each department by the random sampling
method from the name list that was provided by the nursing department of each hospital.
The number of population and sample in each hospital and department are showed in
table 3-1.
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Table 3-1
The Number of Population and Sample in Each Hospital and Clinical Department

Clinical The First People’s The People’s Hospital The Third People’s
Nursing Hospital of Honghe of Gejiu City Hospital of Honghe
Department State State
population sample  population  sample  population sample
Medical 179 43 201 48 135 32
Department
Surgical 119 28 147 35 104 25
Department
Pediatric 39 9 45 11 26 6
Department
Obstetrics and 41 10 53 12 32 8
Gynecology
Operation 38 9 50 12 33 8
Room
Emergency 35 8 56 13 39 9
Room
Out Patient 56 14 60 14 37 9
Department
(OPD)
Intensive Care 31 7 33 8 29 7
Unit
Total 538 128 645 153 435 104
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Research Instrument

The instrument of this study consisted of three parts: the demographics data form,
the Spiritual Intelligence Self-Report Inventory (SISRI-24) developed by King and
DeCicco (2009) and the Chinese version Shortened Job Performance Scale (SJPS) which
was translated from Greenslade (2008) by Lin (2012).

Part 1: Demographics Data Form

The demographics data form was developed by the researcher, it included open and
close ended questions and contained gender, age, marital status, educational level,
working experience as a registered nurse, department/section, and name of hospital,
professional title and religion.

Part 2: Spiritual Intelligence Self-Report Inventory (SISRI-24)

Spiritual Intelligence Self-Report Inventory (SISRI-24) was developed by King and
DeCicco (2009). It consisted of 24-items divided into 4 dimensions: critical existential
thinking (7 items), personal meaning production (5 items), transcendental awareness
(7 items), and conscious state expansion (5 items). This instrument was a five-point Likert
scale, 0 = Not at all true of me, 1 = Not very true of me, 2 = somewhat true of me, 3 =
Very true of me, 4 = completely true of me. The total score of spiritual intelligence was
calculated by summing all sub-scale scores, and the score range was 0- 96. Scores for
each dimension were calculated by summing the scores for all items contained within that
dimension. Thus, the score range of critical existential thinking and transcendental
awareness were both 0-28, and the score range of personal meaning production and
conscious state expansion were both 0-20. However, question No. 6 was a reverse-coded
item which needed to be revised before calculating scores. Higher scores represent higher

levels of spiritual intelligence and/or capacity.

In Moradnezhad et al.’s (2017) study, a three-level scoring method was used to
divide the mean score of spiritual intelligence into three levels: low, moderate and high;
and this three-level scoring method was consistent with Kirk’s (2007) dividing method.
Thus, this study followed this division method that divides the mean score of spiritual

intelligence into three levels. However, for the score of each dimension, the researcher

47



followed the original researcher’s interpretation method that implies that higher scores
represent higher levels, and did not divide it in specific levels. The interpretation of the

total spiritual intelligence is showed in table 3-2.

Table 3-2

The Interpretation of Total Score of Spiritual Intelligence

Category Low moderate High

Spiritual intelligence 0-32 32.01-64 64.01 - 96

The researcher translated this instrument by using a back-translation method

(Waltz, Strickland, & Lenz, 2005). The process of translation followed the steps below:

1. The translation of the SISRI (English version) into Chinese was conducted by

the researcher.

2. The Chinese version of SISRI was translated backward to English by a bilingual

nursing expert who was blinded to the original English version.

3. The back-translated English version of SISRI was confirmed for the equivalent
of this translated version with the original version by an English expert (native English

speaker).
Part 3: The Chinese Version of the Shortened Job Performance Scale (SJPS)

The Chinese version of the Shortened Job Performance Scale was translated by Lin
(2012) from Greenslade’s (2008) Shortened Job Performance Scale without any
modification. The Shortened Job Performance Scale (SJPS) included 25 items and was
divided into task performance and contextual performance. Task performance contains
social support (4 items), information provision (4 items), technical care (3 items); contextual
performance contains interpersonal support (5 items), job-task support (4 items) and
organizational support (5 items). The items included in task performance were answered
with a 7-point Likert scales scoring from poor (1) to excellent (7). The questions

contained in contextual performance were answered with a 7-point Likert scales scoring
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from never (1) to often (7). The higher score represented the higher level of the task and

contextual performance of nurses.

The level of job performance was divided into three levels which were low,
moderate and high. According to the total score in task performance and contextual
performance as permitted by Greenslade (Lin, 2012), the results were interpreted as
showed in table 3-3.

Table 3-3

The Interpretation of Job Performance

Category Low moderate High
Task performance 11.00-33.00 33.01-55.00 55.01-77.00
Social support 4.00-12.00 12.01-20.00 20.01-28.00
Information provision 4.00-12.00 12.01-20.00 20.01-28.00
Technical care 3.00-9.00 9.01-15.00 15.01-21.00
Contextual performance 14.00-42.00 42.01-70.00 70.01-98.00
Interpersonal support 5.00-15.00 15.01-25.00 25.01-35.00
Job-task support 4.00-12.00 12.01-20.00 20.01-28.00
Organizational support 5.00-15.00 15.01-25.00 25.01-35.00

Validity and Reliability of the Instruments

The validity of Spiritual Intelligence Self-Report Inventory (SISRI-24) and
Shortened Job Performance Scale (SJPS) had been testified and certified by the authors
as well as the previous studies (Hariri & Zarrinabadi, 2011). The Chinese version of SJPS
was translated by Lin (2012) without any modification, and the Chinese version of SISRI
was translated by the researcher also without any modification. Therefore, the validity of

these two instruments was not tested again in this study.

In this study, the reliability of the SISRI-24 and SJPS were tested by the 20 nurses
recruited from the first people's hospital of Honghe by the random method because these
nurses had similar criteria as the subjects in the study setting. The alpha coefficient of

overall SISRI-24 was .95 and the alpha coefficients of sub-scale critical existential
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thinking, personal meaning production, transcendental awareness and conscious state
expansion were .82, .83, .83, and .86, respectively. The Cronbach’s alpha coefficient of
task performance and contextual performance were both .92. The reliability result of the
test was more than 0.8, which is considered acceptable (Burns & Grove, 2005). Thus, the

two instruments of this study were acceptable.
Protection of Human Subjects

Before conducted this study, the approvals from the research ethics and data
collection was acquired from the Research Ethics Review Committee of the Faculty of
Nursing, Chiang Mai University, Thailand as well as obtained the permission of each
hospital included in the study. The informed consents of the study were distributed to
participants to let them understand the purpose and method of the study. Participants were
asked to sign their name on the informed consent if they were willing to participate in the
study. However, each participant participating in the study was voluntary and had the
right to stop and withdraw from the study at any time without penalty or loss of benefit.
The contents of each questionnaire did not include personal, sensitive or private
information. To ensure their human rights were protected, in the whole study process,
anonymity and confidentiality were guaranteed for each of the participants; only code
numbers were used for questionnaires follow-ups in case there was no response from a
subject. All the information provided by the participants was kept confidential and was
used only to analyze research results, without revealing their identity or any use for other

purposes.
Data Collection Procedure

The data collection was implemented from February to April, 2019 from 3 tertiary

hospitals in Honghe. The implementing steps were as follows:

1. After obtaining approval from the Graduate School, and the Research Ethics
Review Committee of the Faculty of Nursing, Chiang Mai University, the researcher
submitted all documents, including: the research proposal, an application letter of

permission to collect data, an informed consent and a copy of data collection instrument
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(Chinese version) to the nursing directors of 3 hospitals respectively for the permission

to collect data.

2. After obtaining the data collection permission from the nursing director of each
hospital, two coordinators who were assigned by the nursing director of each hospital

were asked to join the data collection process.

3. These two coordinators were required to help the researcher distribute and
collect questionnaires. Before coordinators started working, the researcher met
coordinators and clearly explained the purpose, benefits, and procedure as well as the

human right protection aspects of this study and got their acknowledgement and support.

4. The researcher used a random sampling method to select the samples from the
name list of nurses in the nursing department of each hospital. Nurses who participated

in the reliability test were excluded from the sampling.

5. The researcher and two research coordinators distributed a total of 385
questionnaires to all participants. All participants were requested to complete the forms

during their private time.

6. The participants were asked to return the questionnaires and consent forms in
separate sealed envelopes within two weeks after the questionnaire was distributed. They
could return the questionnaire by putting it in the two separated boxes that were prepared
by the researcher before, in front of the nursing department. The two boxes were closed
and only the researcher could open them; one box was used to collect questionnaires and

the other was used to collect informed consent forms.

7. There were 366 questionnaires returned with a response rate of 95.06% within

two weeks in sealed envelopes to the researcher’s questionnaire box in each hospital.

8. The researcher checked the collected questionnaires before data analysis, there
were 334 questionnaires that were completed for data analysis which was 86.75% of the

questionnaires distributed.
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Data Analysis Procedures

The data was scrutinized by the researcher before data analysis, data was analyzed
by using the Statistical Package for the Social Sciences (SPSS), English version 13, and
the significant level was set at .05. The data analysis procedures were addressed through

the following steps:

1. Demographics data of nurses were analyzed by using frequency, percentage,

mean and standard deviation.

2. Mean and standard deviation were used to analyze the level of spiritual

intelligence and job performance.

3. The relationships between spiritual intelligence and task performance and
contextual performance were analyzed by using Pearson-Product-moment correlations.
The data showed a normal distribution (Sig > .05) after testing by Kolmogorov-Smirnov
test (Appendix P). The graph’s shape of scatterplot of task performance and spiritual
intelligence showed that there was a linear relationship (r> = .099); of contextual
performance and spiritual intelligence (r> = .11) (Appendix Q). The Homoscedasticity
test of task performance and spiritual intelligence and contextual performance and
spiritual intelligence are showed that the data is in homoscedasticity (r? = .901; r? = .89
respectively) (Appendix R).

4. According to Burns and Grove (2010), r = < .30 refers to a weak relationship;

r =.30 - .50 refers to a moderate relationship; and r > .50 refers to a strong relationship.
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CHAPTER 4

Findings and Discussion

This chapter contains the results and discussion section of this study. In the finding
section, the descriptive data and correlation data of variables are presented. In the
discussion section, the level of spiritual intelligence, levels of task and contextual
performance and relationships between spiritual intelligence and task performance as well
as contextual performance among nurses in tertiary hospitals of Honghe, Yunnan

province, the People’s Republic of China, are explained.
Findings

This section is presented in three parts: Part | shows the demographics data of
samples; Part Il shows the values of overall and each dimension of spiritual intelligence,
task performance and contextual performance; Part 11l shows the relationship between
spiritual intelligence and task performance as well as contextual performance among

nurses in tertiary hospitals of Honghe, Yunnan province, the People’s Republic of China.
Part I: The Demographics Data of the Samples
The demographics characteristics of 334 samples are presented in Table 4-1.

Table 4-1
Number, Percentage, Mean, Standard Deviation, and Demographic Characteristics of
the Samples (n = 334)

Characteristics Frequency Percentage
Age (Mean = 31.02, SD = 7.58, range = 20-55)
20-25 74 22.16
26-35 184 55.09
36-45 47 14.07
46-55 29 8.68
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Table 4-1 (continued)

Characteristics Frequency Percentage
Gender
Male 11 3.29
Female 323 96.71
Educational level
Diploma 158 47.31
Bachelor 176 52.69
Marital status
Single 99 29.64
Married 220 65.87
Divorced\Separation or widowed 15 4.49
Religion
None 323 96.7
Muslim 8 2.40
Buddhism 3 0.90
Professional title
Professor 2 0.60
Associate professor 13 3.89
Assistant professor 65 19.46
Senior nurse 167 50.00
Junior nurse 87 26.05
Working department
Medical Department 97 29.04
Surgical Department 85 25.45
Obstetrics and Gynecology (OB-GYN) 32 9.58
Pediatric Department 25 7.49
Intensive Care Unit (ICU) 21 6.29
Emergency Room (ER) 27 8.08
Operation Room (OR) 22 6.58
Out Patient Department 25 7.49




Table 4-1 (continued)

Characteristics Frequency Percentage
Number of working year (Mean = 10.19, SD = 7.43, range = 2-34)
1-5 56 25.75
6-10 134 40.12
11-20 77 23.06
21-30 25 7.48
31-35 12 3.59

As shown in Table 4-1, among the 334 samples, a majority of them were from
medical departments (29.04%) and surgical departments (25.45%). Most of the samples
(96.71%) were female with an average age of 31.02 years old (SD = 7.58), and more than
half (55.09%) of them were aged from 26 to 35 years old. The majority of the nurses
(65.87%) were married and held a bachelor degree (52.69%). Participants holding the
“senior nurse” professional title formed the largest proportion (50.00%), followed by
junior nurses (26.05%), both of them are primary levels of professional title and
accounted for the biggest proportion (76.05%). The number of working years of the
participants ranged from 2 to 34 years, with a mean score of 10.19 years (SD = 7.43).
Most of them (65.87%) had been working for 1-10 years and 40.12% of them working
for 6-10 years. In terms of religion, there were 96.70% of the participants without any

religion.
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Part I1: The Descriptive Data of Spiritual Intelligence and Job Performance of Samples

Spiritual intelligence of samples. Descriptions of the spiritual intelligence of
nurses in tertiary hospitals of Honghe, Yunnan province, the People’s Republic of China

are presented in Table 4-2.

Table 4-2
Range, Mean, Standard Deviation, and the Level of Total Spiritual Intelligence and in

Each Dimension of Spiritual Intelligence of the Samples (n = 334)

Spiritual intelligence Range Mean SD Level
Total 9-90 49.99 16.13 Moderate
Critical existential thinking 0-26 12.61 5.32
Personal meaning production 1-20 12.39 4.01
Transcendental awareness 2-28 15.56 4.84
Conscious state expansion 0-20 9.43 4.21

Table 4-2 indicates that participants possessed a moderate level of overall spiritual
intelligence (X = 49.99, SD = 16.13). Among these four dimensions of spiritual intelligence,
the highest mean score was transcendental awareness (X = 15.56, SD = 4.84), while the
mean score of conscious state expansion was the lowest (X = 9.43, SD = 4.21). The mean
score of critical existential thinking and personal meaning production were 12.61 and

12.39, respectively.
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Job performance of samples. Job performance includes task performance and
contextual performance, and these two dimensions can not be combined. Thus, the
descriptive data of job performance are presented by task performance and contextual

performance separately as showed in table 4-3.

Table 4-3
Range, Mean, Standard Deviation, and the Level of Task Performance and Contextual

Performance of the Samples (n = 334)

Domain of Job Performance Range Mean SD Level
Task performance 19-77 53.40 12.64 Moderate
Social support 4-28 17.90 5.27 Moderate
Information provision 7-28 19.37 5.20 Moderate
Technical care 4-21 16.13 3.79 High
Contextual performance 20-98 67.33 15.31 Moderate
Interpersonal support 5-35 25.72 5.97 High
Job-task support 4-28 17.03 5.26 Moderate
Organizational support 9-35 25.03 5.98 High

As illustrated in Table 4-3, nurses perceived the overall task and contextual
performance both at a moderate level. The score of task performance ranges from 19 to
77 with a mean score of 53.40 (SD = 12.64) and contextual performance ranges from 20
to 98 with an average score of 67.33 (SD = 15.30). Two of the three dimensions of task
performance, including social support and information support were both at a moderate
level, while the dimension of technical care was at a high level. For the dimension of
contextual performance, both interpersonal support and organizational support were at a

high level, while job-task support was at a moderate level.
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Part 111: Relationship between Spiritual Intelligence and Task Performance and

Contextual Performance of the Samples

This part demonstrates the correlation data of spiritual intelligence and job
performance of nurses in tertiary hospitals of Honghe, Yunnan province, the People’s

Republic of China. The correlation data of variables are shown in table 4-4.

Table 4-4
The Relationships between Spiritual Intelligence and Task and Contextual Performance
of the Samples (n = 334)

Spiritual intelligence

Task performance 32%*
Contextual performance 83*%
**p <0.01

The results of Pearson-Product-moment coefficient show that there was a moderate
positive relationship between spiritual intelligence and task performance (r = .32, p <.01),

and between spiritual intelligence and contextual performance as well (r = .33, p <.01).
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Discussion

The results of this study are discussed in three parts according to the research

objectives.

Part I: Spiritual Intelligence among Nurses in Tertiary Hospitals of Honghe, Yunnan

Province, the People’s Republic of China

The results of this study show that nurses in tertiary hospitals of Honghe perceived
the overall spiritual intelligence at a moderate level (X =49.99, SD = 16.13) (Table 4-2),
which is consistent with the previous studies of Moradnezhad et al. (2017) (X = 54.34,
SD = 1.4) and Naji (2018) (X = 58.07, SD = 15.75) in Iran. However, the mean score of
spiritual intelligence in this study was lower than previous studies, the difference may be
due to different regions or countries that have different cultures and beliefs.

One possible explanation of the nurses perceiving a moderate level of spiritual
intelligence in this study is the nature of the Chinese society. China is a socialist society,
advocating materialism and objectivism, spiritual intelligence is rarely noticed (Yang &
Mao, 2007). In China, atheism is the mainstream ideology (Xin Hua Net, 2016; Zhu,
2018), most people do not believe in the supernatural powers of God, goddess (Zhou,
2017) and 90% of Chinese have no religious beliefs (Lu, 2014). Nurses are affected by
this kind of social environment, they rarely hear about spiritual intelligence (Yang & Mao,
2007), they may even ignore it. Another explanation is that nurses tend to deal with actual
problems, rather than non-material or transcendental issues at work (YYang, 2006). In the
nursing area, evidence-based practice was widely used and had become a trend in the
development of nursing (Hu, 2013; Youngblut & Brooten, 2001). Thus, nurses’ work is
guided by the actual knowledge that comes from nursing practice rather than non-material
awareness. Moreover, nursing is a science (Rogal & Young, 2008) which focuses on
developing nurses' logic and critical thinking skills to solve problems at work, nurses may
always pay attention to solve the actual problems and pay little attention to abstract
problems. Therefore, rarely thinking about abstract and non-material things may affect

nurses’ spiritual intelligence.
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Another more reasonable explanation is connected with demographics data of the
samples. Nurses’ spiritual intelligence positively related to their religion (Yang, 2006;
Yang & Mao, 2007). However, the majority of (96.70%) the samples in this study have
no religion (Table 4-1). In addition, male were superior to famale in terms of spatial
ability, abstract thinking ability and logical reasoning ability (Hu, 2015), the spiritual
intelligence of male were higher than that of female (llyas & Arshad, 2017,
Kalantarkousheh et al., 2014; Kushwaha, 2014), while a majority of nurses (96.71%) in

this study were female, this may lead to the overall spiritual intelligence not scoring high.

However, nurses in this study still perceived a moderate level of spiritual
intelligence. It means that nurses felt they somewhat acquired this mental capacity. One
possible explanation is to do with the demographics data of this study since higher age
had a higher score of spiritual intelligence (Khandan et al., 2017; Nouhi, Nakhaee &
Rahimi, 2014), nurses with the age of 40 and above got the highest score of spiritual
intelligence (Yang & Mao, 2007). In this study, 22.75% of nurses were more than 36
years old (Table 4-1). In addition, work experience was positively related to spiritual
intelligence (Khandan et al., 2017; Yang, 2006). Nurses who had 5 to 10 years of nursing
experience got the highest score of spiritual intelligence (Yang & Mao, 2007) In this
study, majority of nurses (40.12%) had 6-10 years of work experience (Table 4-1). During
work, nurses contacted more and more patients and experienced more and more life and
death, this led them to reduce their fear of death, avoid reduction and take a positive
attitude towards life (Liu et al., 2013). Thus, nurses may think more about life and death
and reality, which could improve their spiritual intelligence. Furthermore, nurses with
more than 10 years of work experience also got high score of spiritual intelligence (Yang,
2006), 34.13% of nurses had more than 10 years work experience in this study. Nurses
that have more work experience will have more experience in resolving problems which
may help nurses summarize their experience and find their meaning and then help them
improve their spiritual intelligence. Therefore, nurses in this study perceived a moderate

level of spiritual intelligence.

The results of the four dimensions of spiritual intelligence among nurses in this

study is discussed as follows:
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Critical existential thinking. Critical existential thinking relates to the capacity to
critically contemplate meaning, purpose, and other existential or metaphysical issues,
such as actuality, cosmology, space, time and death. The results of this study show that
nurses perceived critical existential thinking at a mean score of 12.61 (SD =5.32) (Table
4-2). It was lower than that of the previous study of Naji (2018) in Iran (X = 17.39, SD =
5.24); this difference may be due to different samples. In Naji’s study, nurses were
working in oncology departments, which required nurses to frequently take care of
patients facing an imminent death. Thus, nurses in this department may have had more
experiences about life and death, they may have gained more understanding of existential

questions.

One possible explanation is that critical thinking was an essential ability of critical
existential thinking (King & DeCicco, 2009), and critical thinking had received some
increased attention and was considered one of the capabilities that nursing professionals
must possess in China (Xu et al., 2006). Thus, this ability may help nurses comprehensively

consider existential problems.

However, the critical thinking of clinical nurses was at a lower middle level in
China (Gao, 2011) and the critical thinking of nurses in Yunnan province needs to
improve through training (Wang et al., 2016), which may affect the score of this
dimension. Moreover, due to the implementation of “high-quality care” and overall care,
nurses’ work-related stress and workload showed an increased tendency (Huang, Lin,
Huang, & Zhao, 2013); nurses may have no time and energy to consider the objectively
existing problems (such as cosmology, space, time). On the other hand, nurses always
evade some objective problems such as death, most nurses consider death as the
permanent disappearance of life (Liang et al., 2007) when facing patients’ death, they can
feel fear and resistance and always want to avoid the fact of death and avoid the discussion
of death (Yang & Duan, 2010). Another possible explanation may be due to the majority
(77.25%) of nurses being less than 36 years old (Table 4-2); their main work was
improving their professional abilities in taking care of patients. It may be difficult for
them to critically consider non-professional issues. Thus, the score of critical existential

thinking was not high.
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Personal meaning production. Personal meaning production refers the ability to
construct personal meaning and purpose in all physical and mental experiences, including
the capacity to create and master a life purpose. The results of this study show that nurses
perceived personal meaning production at a mean score of 12.39 (SD = 4.01) (Table 4-2).
It was consistent with the previous study of Naji (2018) in Iran (X = 12.75, SD = 3.54).
This similar result may be due to the fact that all participants of these two studies were

nurses.

One possible explanation may be due to the traditional cultural and working
environment in China; nurses may find it difficult to use their physical and mental
experiences to create their meaning and purpose, since most of their experience showed
that nursing was a low meaningful job. In Chinese traditional views, nursing is not
perceived as an independent science, nurses always obey physicians (Zhao et al., 2007).
Moreover, the social status of nurses is also lower than the physicians' (Fang, 2008; Feng,
Wang, Xue, & Sun, 2002; Hong & Yang, 2004; Xu & Yang, 2001). Thus, nurses thought
of nursing as a low meaning career, nearly half (46.5 %) of nurses thought of nursing only
as a means of livelihood (Zhang &Yang, 2010) and they thought that personal value was
very difficult to achieve in China (Wang et al., 2013). Therefore, it seems like the nurses’
working environment was not conducive to their creating individual meaning and purpose
in China. What’s worse is that the survey shows that about 52.5% of nurses have no clear
goal for their future career development in China (Xin Hua Net, 2017), so nurses do not
even know what they should do, it is therefore difficult to create their meaning and
purpose in work. According to all of the above, nurses perceived the score of personal

meaning production as not high.

Transcendental awareness. Transcendental awareness refers to the ability to
perceive transcendental aspects of oneself (e.g., transcendent self), others and the physical
world (e.g., non materialism, interconnectedness) during the normal, waking state of
consciousness. The results of this study show that transcendental awareness as perceived
by nurses received the highest score (X = 15.56, SD = 4.84) of the four dimensions (Table
4-2), but lower than that of the previous study of Naji (2018) in Iran (X = 16.24, SD = 4.82).
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One possible reason is that the nurse manager in China pays attention to the ability
development of nurses to see the essence through appearances, which is a method to teach
nurses to find the essence behind things by observing, analyzing and summarizing the
problems in clinical work (Huang, Xiao, Zou, & Li, 2017). This method was widely used
to solute many clinical problems in China, such as in emergency care, nursing
communication and clinical teaching (Huang et al., 2017; Xie & Liu, 2016; Zhang, 2009).
This may lead nurses to better perceive the transcendent aspects of oneself, others and the
physical world. Moreover, a successful transcending individual is a person who could
transcend personal limits by combining personal goals with larger goals, such as the well-
being of family, community, humanity, the planet, or the universe (Csikszentmihalyi,
1993). In the Chinese hospitals, the majority of nurses and physicians stay in a specific
department without transferring to other departments, so there is a stable relationship
between doctors and nurses and they work for the interests of the department. Most
individuals will integrate their own goal to the goal of the department since individual
goals will be achieved only when departmental goals are achieved. Another one more
reason may be explained by the mean score of items, the highest mean score item was
item 20 followed by item 6, and these two items are contained in transcendental awareness
dimension (Appendix N).These may be the reasons why nurses attributed the highest

score to transcendental awareness among the four dimensions.

However, the transcendental awareness is often said to exist outside of ordinary
consciousness, such as non-materialism, holism, interconnectedness, and transcendent
aspects of the self and others (King & DeCicco, 2009). China is a society that advocates
objectivism and materialism, this ideology may result in people having difficulties to
perceive non-materialism in the world and the transcendent aspects of oneself or others.
Therefore, compared with some previous studies and with the total score of this

dimension, the score of this dimension was not high.

Conscious state expansion. Conscious state expansion refers the ability to enter
spiritual states of consciousness such as pure consciousness, cosmic consciousness, and
oneness at one’s own discretion. The results of this study show that the nurses perceived
conscious state expansion at the lowest score (X = 9.43, SD = 4.21) (Table 4-2), and it

was lower than the results from the previous study of Naji (2018) in Iran (X = 11.68,
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SD = 4.09). This difference may be due to different religions in different countries and
also most people in China display no religious affiliation.

Religion and spirituality were regarded as the deeply rooted aspects of expanding
or altering the conscious state (James, 2002; Maslow, 1964). However, almost all
(96.70%) nurses stated they had no religion so this may be the main reason why nurses
perceived the lowest score of conscious state expansion. Furthermore, atheism is the
mainstream ideology in China (Xin Hua Net, 2016; Zhu, 2018), most people do not
believe that the supernatural powers of God and goddess exist (Zhou, 2017). Thus, it’s
very difficult for them to enter or to expand higher spiritual states of consciousness at
their own discretion, these may have led nurses to attribute the lowest score of this

dimension.

Part I1: Job Performance among Nurses in Tertiary Hospitals of Honghe, Yunnan

Province, the People’s Republic of China

In this part, the level of task performance and contextual performance of nurses in

tertiary hospitals of Honghe, the People’s Republic of China are explained and discussed.

Task performance. The results show that the overall task performance was at a
moderate level (X = 53.40, SD = 12.64) (Table 4-3), in accordance with the previous
studies of Lin (2012) (X = 43.98, SD = 1.52) in Yunnan province, and Tong (2018) (X =
48.73, SD = 7.71) in Harbin, China. However, this result is lower than that of the previous
studies of Fathimath (2012) (X = 57.76, SD=9.39); Jeeza et al. (2015) (X = 59.02, SD =
11.97) in Maldives; Bai (2018) (X=57.37, SD = 10.03) in Kunming, China and Kanyana
etal. (2018) (X = 58.72, SD = 7.37) in Thailand.

This result of the study shows that nurses provided not good enough task performance
for patients in the tertiary hospitals of Honghe. One possible explanation is based on the
demographics data of the samples. The majority (76.05%) of nurses held a “junior nurse”
or “senior nurse” title (Table 4-1), both of these professional titles were the primary titles
and the nurses in these two job levels still needed to attend a professional training to
improve their task performance (Pu, 2010). However, Nurses with 5-15 years of work

experience perform a high level in direct patient care (Chang, Chou, & Cheng, 2006), and

64



education positively related to nurses’ job performance (Tzeng, 2004). In this study,
Majority of nurses (40.12%) had 5 to 10 years of work experience, and 52.69% of nurses
held a bachelor degree (Table 4-1). Thus, nurses provided a moderate level of task

performance.

Task performance included three sub-dimensions: social support, information
support and technical care concerning behaviors directly targeting the patients. In this study,
the results of social support (X = 17.90, SD = 5.27) and information support (X = 19.37,
SD = 5.20) were both at a moderate level, but the result of technical care was at a high
level (X = 16.13, SD = 3.79) (Table 4-3). The level of each sub-dimension of task

performance is discussed below.

Social support refers to the provision of emotional support and comfort to patients
and their families; the study shows that the nurses’ social support was at a moderate level.
One possible explanation is that since the implementation of high-quality nursing in 2011
in Honghe (Ministry of health of China, 2015), nurses have had to be patient-centered
while meeting the psychological and emotional needs of patients (Ao & Guo, 2013).
However, nurses were paying more attention to the behaviors that are the most urgent and
the most necessary for patients such as medication administration, intravenous injections,
indwelling catheters and respiratory needs (Lan et al., 2007), which may lead them not to
pay enough attention to the emotion needs of patients (Wang et al., 2009). In addition,
the medical environment of China is not optimistic at present and in order to deal with
patients' future complaints, nurses need to record a lot. The amount of time a nurse spends
for writing records is 1.6 of the time needed for caring for patients, they do not have time
to look after patients in details and to understand their mood and the treatment effects
(Zhu, 2010). Moreover, due to the nursing shortage, nurses in the tertiary hospitals of
Honghe are under a great workload and pressure, every nurse must care more than 8
patients on day shift and during night shift one nurse need to care more than 30 patients;
they are busy with teaching nurses from low level hospitals and nursing students and they
need to care of patients referred from low-level hospitals. Thus, they cannot timely and
comprehensively consider the emotional needs of patients (Tian, 2012) and provide
sufficient emotion support to the patient (Gurses, Carayon, & Wall, 2009; Yang, Shao,

Yang, Ying, & Dong, 2009). Another more reasonable explanation is that nurses caring
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for the patient's psychological and emotional needs will bring more workload onto
themselves without extra pay (Chen, 2005). Thus, nurses provided a moderate level of

social support in this study.

Information provision relates to the provision of relevant information to patients
and their family members. It includes providing information and education about the
condition and treatment of patients. In this study, nurses provided a moderate level of
information support. In Honghe, taking the first people’s hospital of Honghe state, there
were patient education evaluation forms to guide the nurses on how to provide
information support to the patients. This evaluation form consists of admission guidance,
disease guidance, medication guidance, examination guidance, surgery guidance, and
rehabilitation and discharge guidance. From the admission to the discharge of patients,
nurses implement information support based on the contents of this table. Each time
nurses finished the education, they ticked the corresponding entries and the head nurse
would randomly recheck the patient's mastery of health education. Thus, nurses provide

some information support to patients and their families.

However, nurses are often seen as the doctors’ helpers (Qiao & Wang, 2010), under
the influence of this concept, patients always believe the doctor's information and are
suspicious of the information provided by nurses. If the information provided by doctors
and nurses is inconsistent, patients will easily lower their trust of nurses (Zhao, 2012).
Thus, nurses may not be willing to provide information support to patients and their
families. Furthermore, most nurses in China believe that providing information on
diagnosis, treatment and illness recovery to patients was the responsibility of doctors (He,
Gao, & Li, 2004); this may be another reason why nurses provided a moderate level of
information support. On the other hand, despite health education and clinical nursing
being equally important (Chen, Yu, & Sun, 2002), 85% of nurses ignored the important
effects of health education and discharge instructions (Bao & Gu, 2001) in their work.
Therefore, lacking awareness of the importance of health education may be another

reason why nurses perceived a moderate level of information support.

Technical care of nurses was at a high level in this study. Technical care refers to
the nursing behaviors that contribute to the technical care of the nursing profession, such

as managing medication and treatment of patients. One possible explanation is that nurses
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must provide medication treatment or patient monitoring with good quality in their work
(Lin, 2012). Both hospitals and nurses attached great importance to improving nurses'
technical care, some hospitals even evaluate nurses based on their performance of
technical care (Wan & Huang, 2007). In addition, education and training were crucial to
improving the performance of nurses (Tzeng, 2004), more than half (52.69%) of nurses
held a bachelor degree (Table 4-1) and hospitals often organized training for nurses
technical care in Honghe. Another one more explanation may due to the percentage and
frequency of items in technical care, more than half of participants choose the score of 6
and 7 for item 10 and 11 which means nurses provide excelent performance for these

items (Appendix O). Thus, nurses attributed a high level of technical care.

Contextual performance. The results show that the overall contextual
performance was at a moderate level (X = 67.33, SD = 15,31) (Table 4-3), which is
consistent with the previous studies of Fathimath (2012) (X = 64.45, SD=12.95) and Jeeza
et al. (2015) (X = 64.62, SD = 14.67) in the Maldives. This result is also similar to
previous studies conducted in China, Lin (2012), Tong (2018) and Bai (2018) also found
the overall contextual performance to be at a moderate level, with a mean score of 49.43,
60.43 and 53.2, respectively. However, this result is lower than that of the previous studies
of Kanyana et al. (2018) (X = 72.00, SD = 10.54) in Thailand.

Contextual performance was defined as the behaviors that support the broader
environment in which the technical core must function such as helping and cooperating
with others, following organizational rules and supporting organizational objectives
(Greenslade & Jimmieson, 2007). One possible explanation for this finding is that there
were some nurses in Honghe who were willing to work late to meet the needs of patients
and their families, even after their shift was completed. However, the majority (96.71%)
of nurses were female and 65.87% of them were married (Table 4-1), so they may have
had to hurry to finish their tasks and go home to be with their family or children, which
may hinder nurses implementing sufficient discretionary behaviors. Hence, nurses

perceived a moderate level of contextual performance in this study.

Contextual performance contained three sub-dimensions: interpersonal support,

Job-task support, and organizational support. In this study, the results of interpersonal
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support (X = 25.72, SD = 5.97) and organizational support (X = 25.03, SD = 5.98) were
at a high level but the result of job-task support was at a moderate level (X = 17.03,
SD =5, 26) (Table 4-3). The level of each dimension of contextual performance is discussed

below.

Interpersonal support refers to some behaviors of interaction between team
members. In this study, nurses perceived a high level of this dimension which means
nurses can provide better performance through collaboration with colleagues. One
possible explanation is based on Chinese traditional culture that advocates helping each
other, people like to help each other. In the nursing area, senior nurses always help junior
nurses: according to the regulation of nursing management in Yunnan, a new nurse must
work with a senior nurse in each shift for at least 3 months before they can work
independently (Song et al., 2005); there were frequent interactions between junior and
senior nurses and the junior nurses could get help and guidance from the senior nurses.
Moreover, in China, most nurses work in a specific department from the moment they are
newly recruited until retirement, without rotation so the relationships between nurses are
stable (Chen, 2011), they may be more willing to help each other because of their long-
term relationship. In addition, the hospital and department pay attention to increasing the
interactions between nurses in Honghe. For example, the nurses in the first people’s
hospital of Honghe can participate to a nursing ward round in the department every
month. The disease in the nursing round is a common disease in the department, which
could help nurses share knowledge among the department. Furthermore, nurses can also
join experience-sharing called “nursing gas station” every month in the department,
during which nurses share some of their favorite things, new things or new knowledge in
the team; all of these increase the correlation of the nursing team. Another explanation
may due to more than half of participant choose the score of 6 and 7 for item 15 and 16,
nurses provide a great deal of interpersonal support in their work (Appendix O).Thus,

nurses perceived a high level of interpersonal support in this study.

The sub-dimension of job-task performance emphasized the behaviors beyond job
requirements in providing patient care. In this study, nurses perceived a moderate level
of job-task performance. One reasonable explanation may be due to some nurses stating

that they were willing to do extra work for patients and their families even after work
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(personal communication, 2019). However, nurses’ heavy workload affected how they
implemented job-task performance, since nurses who were already undertaking a huge
workload found it difficult to undertake extra work requirements (Wang et al., 2007).
Tertiary hospitals have the responsibility for providing the highest level of medical
service and taking care of the majority of patients which means nurses have to face a huge
workload in China (Ministry of Health of China, 2018). In this study, nurses were working
in the tertiary hospitals of Hoghe and faced a heavy work load which may have affected
their implementation of job-task performance. Additionally, in China, nurses must closely
monitor the changes in patients' conditions at any time, make the correct judgment and
give appropriate nursing care to prevent errors and accidents, otherwise they will bear
corresponding legal responsibilities (Zhao, 2008). Thus, many nurses do not want to
engender extra burden or potential risk to either themselves or others (Fan & Yang, 2008);
they may not be willing to provide extra care for patients and their families. Therefore,
nurses got a moderate level of job-task performance in this study.

Organizational support refers to the behaviors implemented by nurses to support
the hospital, such as maintaining the good reputation of the hospital, ensuring no materials
and equipment in the work are wasted (Greenslade & Jimmieson, 2007). In this study,
nurses perceived a high level of organizational support which means nurses provide good
support to the hospitals. One possible explanation is that nurses feel proud of working in
the tertiary hospitals, they may be more willing to protect the reputation of the hospitals.
Because the tertiary hospital represents the highest level of technology and service
(Yunnan Province Bureau of Health, 2010) and people believe that only preeminent
students have the opportunity to work in a tertiary hospital (Bai, 2012), nurses working
in the tertiary hospitals thus feel proud and are willing to maintain the good reputation of
the hospital, nearly half of participants provide a great deal of representing the hospital to
individuals outside the hospitals (Appendix O). Additionally, with nursing development, the
importance of nursing was gradually recognized by the hospitals leaders, patients and by
society (Chen, 2011); nurses get respect from them, this may lead nurses to be willing to
do more for the hospital. Another explanation may be due to more than half of nurses
implement a great deal of making sure that materials and equipment are not wasted in
their work (Appendix O). Therefore, nurses perceived a high level of organizational

support in this study.
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Part 111: Relationships between Spiritual Intelligence and Job Performance among
Nurses in Tertiary Hospitals of Honghe, Yunnan Province, the People’s Republic
of China

Three previous studies indicated that spiritual intelligence was positively related to
job performance in different populations through different instruments (Estanesti, 2016;
Khandan et al., 2017; Kimiyayi & Daryaee, 2016). The instrument of this study was
inconsistent with the previous studies, therefore, the results of this study could not be
compared with the previous studies. In this study, because job performance was divided
into task performance and contextual performance, the relationships between spiritual
intelligence and job performance as perceived by the nurses were discussed in two parts,
specifically: 1) relationship between spiritual intelligence and task performance; and

2) relationship between spiritual intelligence and contextual performance.

Relationship between spiritual intelligence and task performance as perceived
by nurses. The results of this study show that there was a significant positive relationship
between spiritual intelligence and task performance (r = .32, P < .01) (Table 4-4). This
finding indicates that nurses who acquired high spiritual intelligence will increase her/his
task performance. The results supported King and DeCicco’s (2009) spiritual intelligence
model and the job performance model developed by Greenslade and Jimmieson (2007).

According to King and DeCicco’s (2009) model, spiritual intelligence as a mental
ability could help people think critically about existing problems. In clinical nursing,
critical thinking ability is an essential ability helping nurses independently acquire
information and meet the patients’ needs (Zhang, 2005). Nurses who had a high level of
spiritual intelligence may get a high level of critical thinking ability, which may lead them
to provide superior task performance. Another reasonable explanation is that spiritual
intelligence can lessen nurses’ stress level and improve their attitude towards problems
which makes them perform good nursing techniques (Rani et al., 2013). Nurses are under
great pressure in their daily work (Wang, 2017) and their attitude towards work has a
great influence on their work behavior (Rani et al., 2013), spiritual intelligence can reduce
their work-related stress and enhance their work attitude which improves their task
performance. In addition, people with higher spiritual intelligence will be more
productive in their work (Tischler, Biberman, & Mckeage, 2002). When a nurse acquires
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high spiritual intelligence, she/he will attain higher self-awareness and good sincerity
which will increase performance and improve their contribution to tasks at the workplace
(Haryono, 2018). Therefore, nurses’ spiritual intelligence is positively related to their task
performance; nurses who have more spiritual intelligence will provide higher task

performance.

Another perspective on the results was supported by Greenslade and Jimmieson’s
(2007) job performance model. Task performance focuses on nurses’ professional
behavior, including providing emotional and information support to the patients and their
families and managing the treatment of patients (Greenslade & Jimmieson, 2007).
Nurses’ spiritual intelligence reflected on their nursing practice through trusting and
empathetic relationships (Elkins & Cavendish, 2004). Nurses could establish a good
relationship with patients through empathy and trust, which helped nurses better meet the
different needs of patients (Duan, Yan, & Zhao, 2015) and promote their task
performance. Moreover, with a high level of spiritual intelligence, nurses will easily and
quickly adapt to different kinds of changes and work patterns which improves their ability
to solve work-related problems (Haryono, 2018), thereby improving their task

performance.

Relationship between spiritual intelligence and contextual performance as
perceived by the nurses. The results of this study show that there was a significant
positive relationship between spiritual intelligence and contextual performance (r = .33,
P < .01) (Table 4-4). This finding indicates that the higher spiritual intelligence nurses
have, the better the contextual performance they can provide. This result supports King
and DeCicco’s (2009) spiritual intelligence model and Greenslade and Jimmieson’s

(2007) job performance model.

According to King and DeCicco’s (2009) model, spiritual intelligence is a mental
ability that helps individuals think existential issues critically and create personal
meaning by themselves. Employees’ spiritual intelligence helps them confirm the trust
between each other (Kimiyayi & Daryaee, 2016), they may understand the relationships
with colleagues critically and the critical thinking ability of nurses is the key to effective
cooperation between nurses and others (Zhang, 2005). Thus, nurses’ spiritual intelligence

may increase their trust with each other and increase their cooperation, thereby improving
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their contextual performance. Moreover, spiritual intelligence in the workplace can
confirm loyalty, enhance the value of personal development and improve work attitudes
(Kimiyayi & Daryaee, 2016). Nurses could use spiritual intelligence to achieve self-
actualization and wellbeing by a spiritual attitude approach (Faribos, Fatemeh, &
Hamidreza, 2010). Thus, nurses are loyal to the organization and achieving self-worth
may contribute further to the organization which then contributes to their contextual

performance.

Another explanation for this result may be based on Greenslade and Jimmieson’s
(2007) model where contextual performance focuses on nurses’ discretionary behaviors
that assist in the functioning of the hospital. Spiritual intelligence helps employees build
strong relationships and align personal values with clear goals (Tee, Anantharaman, &
Yoon, 2011). In the hospital, spiritual intelligence may help nurses align their own goals
to the hospital’s goals, help the hospital function better. Additionally, many studies have
indicated that spiritual intelligence makes an employee more loyal to the organization and
helps connect them with the organization (Awais, Malik, & Qaisar, 2015; EntesarFoumany &
Danshdost, 2014; Kalantarkousheh et al., 2014). In the nursing area, Haryono’ (2018)
research confirms the above results. Thus, nurses’ high level of spiritual intelligence
increases their loyalty to the hospital and triggers more efforts made towards the success
of the hospital, thereby improving their contextual performance. Thus, nurses’ spiritual

intelligence is positively related to their contextual performance.
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CHAPTER 5

Conclusion, Implications, and Recommendations

In this chapter, the conclusion of this study, the implications of the findings for

nursing administrators, and some recommendations for future research are presented.
Conclusion

This descriptive correlational study aimed to explore spiritual intelligence, job
performance and examine the relationship between spiritual intelligence and job
performance perceived by nurses in the tertiary hospitals in Honghe, Yunnan province,
the People’s Republic of China. Data were collected from February to April, 2019 by
using a stratified random sampling method. The subjects were 334 nurses from three
tertiary hospitals in Honghe, the First People’s Hospital of Honghe State, the People’s
Hospital of Gejiu City, and the Third People’s Hospital of Honghe State. The instruments
used for data collection were a set of questionnaires consisting of three parts which
included the Demographics data form, Spiritual Intelligence Self-Report Inventory
(SISRI-24) and the Chinese version shortened job performance scale (SJPS). The
reliability of SISRI-24 was .95 and the alpha coefficient of the sub-scales of critical
existential thinking, personal meaning production, transcendental awareness and
conscious state expansion were .82, .83, .83, and .86, respectively. Regarding the Chinese
Version Shortened Nursing Performance Scale, the reliability of the task performance
sub-scale and contextual performance sub-scale were both .92. Descriptive statistics and
Pearson’s Product-moment correlation were used for data analysis. The results are

presented as follows:

1. The total spiritual intelligence as perceived by nurses was at a moderate level
(X =49.99, SD = 16.13). Nurses perceived the highest score of transcendental awareness
(X = 15.56, SD = 4.84), followed by personal meaning production (X = 12.39, SD = 4.01)
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and then critical existential thinking (X = 12.61, SD = 5.32) and the lowest score was

conscious state expansion (X = 9.43, SD = 4.21).

2. The score of task performance and contextual performance were both at a
moderate level. The score of task performance was 53.40 (SD = 12.64) and contextual
performance was 67.33 (SD = 15.30).

3. There was a moderate positive relationship between spiritual intelligence and
task performance (r =.32, p <.01) and there was a moderate positive relationship between

spiritual intelligence and contextual performance (r = .33, p<.01).
Implications
The results of this study present the following implications for nursing practice:

1. Based on the results of this study, nurse managers should organize some training
related to existential problems such as what happens after death to help nurses
contemplate death. Moreover, nurses’ administrators should recognize nurses’ work, help
them find meaning and purpose of work from their daily experience to improve nurses’

ability of personal meaning production, improving nurses’ spiritual intelligence.

2. Nurses’ task performance and contextual performance need to be improved
continually. According to the results of the study, nurse managers should organize some
training on emotional support to help nurses know more about the importance of
providing emotion support to patients and their families; and could make a recruitment
plans and consider reasonable staff location to alleviate the shortage of nurses, give nurses
more time to implement emotional support. Moreover, encourage and provide opportunities
for nurses to improve nurses’ professional knowledge, and conduct training related to
providing instructions for care at home, help nurses improve their ability to provide
information support to patients. In addition the nursing administrators could and
rewarding nurses’ extra performance may be another method to improve nurses’ task-job

performance.

3. The results of the relationship between spiritual intelligence and job performance

of nurses should also remind nursing administrators of the new perspective of an
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improvement of nurses’ job performance through an increase in spiritual intelligence. In
nursing work, managers need to cultivate the nurses’ ability of seeing the essence through
appearances, and guide nurses on how to combine personal goals with larger goals, such
as the goals of the hospital and the goals of the unit in order to improve nurses’ spiritual
intelligence and therefore improving nurses’ job performance as well as the quality of

care.
Recommendations
The recommendations for future research are as follows:

1. Replicate this study but this time in primary, secondary and other tertiary
hospitals in other regions of China, and the results could be compared with the present
results in order to achieve a more comprehensive image of nurses’ job performance and

spiritual intelligence.

2. The spiritual intelligence in the different positions such as head nurses,
supervisors and nurses need to be explored in future research to find and compare the

differences between various job positions.

3. Nurses’ spiritual intelligence and job performance could be improved by
training and education. Intervention study of training and education on job performance

and on spiritual intelligence of nurses should be conducted.

4. Predictive studies of spiritual intelligence on job performance to cover the
related variables which can be used to improve spiritual intelligence and job performance

of nurses.
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APPENDIX A

The Cronbach’s Alpha Coefficient of Instruments

Scales a
SISRI-24 .95
Critical existential thinking .82
Personal meaning production .83
Transcendental awareness .83
Conscious state expansion .86
SJPS
Task performance .92
Social support .93
Information provision .89
Technical care 87
Contextual performance 192
Interpersonal support .82
Job-task support .86
Organizational support .88
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APPENDIX B

Demographic Data Form (English)

Instruction: please according to your own situation complete below items:
1. The name of your working hospital
1 The first people's hospital of Honghe Prefecture
] The people’s hospital of Gejiu city
1 The third people's hospital of Honghe Prefecture
2. The name of your working section in hospital
1 Medical Department 1 Surgical Department
1 Obstetrics and Gynecology(OB-GYN) 1 Pediatric Department

1 Intensive Care Unit (ICU) "1 Emergency Room (ER)

1 Operation Room (OR) 1 0ut Patient Department (OPD)
3. Gender

"1 Male "1 Female
4. Age

5. Education level

[ Diploma 1 Bachelor ] Master
6. Marital status

1 Single 1 Married ) Divorced "1 Separation or widowed
7. Professional title

1 Professor 1 Associate professor

1 Assistant professor 1 Senior nurse 1 Junior nurse

8. Number of working year

9. Religious beliefs
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APPENDIX C

Spiritual Intelligence Self-Report Inventory (English)

The following statements are designed to measure various behaviours, thought

processes, and mental characteristics. Read each statement carefully and choose which

one of the five possible responses best reflects you by circling the corresponding number.

If you are not sure, or if a statement does not seem to apply to you, choose the answer

that seems the best. Please answer honestly and make responses based on how you

actually are rather than how you would like to be. The five possible responses are:

0 — Not at all true of me; 1 — Not very true of me: 2 — Somewhat true of me;

3 — Very true of me; 4 — Completely true of me. For each item, circle the one

response that most accurately describes you.

S/ | ltem Score

N

1 | I have often questioned or pondered the nature of reality. 0/1|2|3 |4

2 | I recognize aspects of myself that are deeper than my physical [0 |1 |2 |3 |4
body.

3 | I have spent time contemplating the purpose or reasonformy [0 |1 |2|3 |4
existence.

4 | I 'am able to enter higher states of consciousness or awareness. |0 |1 [2|3 |4

........ 0(1]2|3 |4

........ 01|23 |4

........ 0(1]2|3 |4

2 | Recognizing the nonmaterial aspects of life helps me feel 0(1]2|3 |4

2 | centered.

2 | I am able to find meaning and purpose in my everyday 0[1(2|3 |4

3 | experiences.

2 | | have developed my own techniques for entering higher states |0 (1 (2|3 |4

4 | of consciousness or awareness.
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APPENDIX D

Shortened Job Performance Scale (English version)

Instruction: There are 25 items of job performance expression. Please read each item

carefully and identify how effective you are at each of the item and how often you perform

the activities. Rate all selection according to your own situation. There is no right or

wrong answer for each item, please be honest when you select.

Task performance:

Number | Item How effective you are at each the
of item item
poor Good Excellent
1 Listening to patient’s concerns 1| 2 314|567
2 Taking time to meet the emotional needs 1|2 3 (4 |5]6|7
of patients
.......... 1 2 3 4 | 5|6 |7
.......... 1 2 3 4 | 5|6 |7
11 Administering medications and treatments 1| 2 314|567

Contextual performance

Number |ltem How often you perform the activities
of item Not atall| A moderate | A great
amount deal
12 Taking time to meet other nurses’ emotional 112 |34 |5 |67
needs
13 Raising morale of other nurses in my unit 112 |3 |4 |5|6]|7
.......... 11234 ]5]|]6]|7
.......... 112 |34 ]5]|]6]|7
25 Attending and participating in meetings 1123|4567
regarding the hospital
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APPENDIX E

Demographic Data Form (Chinese)
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APPENDIX F

Spiritual Intelligence Self-Report Inventory (Chinese)

By REWEEIPRE — SISRI 24
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S B i 5Ll S A 25 T S R U S8 RO BB AR 2

RSP R BENEMRAEN: 0 = MK R HER: 1 = HRREARZ
REs: 2 = MPORBEA—dkdh: 3 = FPORBEMER: 4 = KRBT LEHE
o

4 %H 8

1 R W ) () s 0 5 i) 4% o 0|1]2]3]4
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........ 0(1(2]3]4
24 REALRIE T B CHANE B R ERE R H ik 0|1]2]3]4
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APPENDIX G

Shorten Job Performance scale (Chinese)
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APPENDIX H

Information Sheet for Study Participants (English)

Information Sheet for Research Participants

Research Project: Spiritual Intelligence and Job Performance of Nurses in Tertiary
Hospitals of Honghe, Yunnan Province, the People’s Republic of
China

Research Team: Miss Li Gao, Professor Dr. Wipada Kunaviktikul,

Assist. Prof. Dr. Orn-Anong Wichaikhum
Institute: Faculty of Nursing, Chiang Mai University.
Research Funding: None

You are being invited to take part in this study because you are a nurse working at
tertiary hospitals of Honghe State. The 385 nurses whom have qualities and
characteristics needed for this study will be selected from The First People's Hospital
of Honghe State, The People’s Hospital of Gejiu City, and The Third People's
Hospital of Honghe State.

Before you decide to take part in this study, please take time in reading this
information sheet to make sure that you understand what you will be asked to do as part
of this study. If you have any question regarding this study, please feel free to ask the
research staff. You are also welcome to discuss this study with someone that you know
and trust before you make decision.

Again, your decision making to participate this study is voluntary (Frame 1). If

you decide not to be in this study, your rights and benefits will not be affected.

Frame 1 Participation of this study is voluntary
® You can refuse to participate in this study

® You can withdraw from this study at any time without any penalty.
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Information related to this study

Job performance is an essential indicator of productivity and profitability in any
profession. In nursing area, Nurses’ job performance is closely related to hospital’s
organizational effectiveness, patient’ satisfaction and quality of care. Providing the
highest quality of care has always been a major goal of health care system around the
world, in order to improve quality of care must enhance nurses’ job performance. There
are many factors influence nurses’ job performance, one of them is spiritual intelligence.
If a nurse have high spiritual intelligence, it will improve nurses’ clinical competency,
help nurses meet the needs of patients, increase patients' safety and organizational
efficiency as well as enhance quality of care.

This study will include 385 nurses working in the tertiary hospitals of Honghe. This
study will use self-administered questionnaire including: 1) Demographic Data Form; 2)
Spiritual Intelligence Self-Report Inventory; 3) Shortened Job Performance Scale. The
research coordinator of each hospital will distribute the package of questionnaires to all
participants, participants could complete the questionnaires in their private time within
one week period and return it to the box with lock, which will be placed in nursing

department of each hospital by the researcher.

The objectives of this study are to explore spiritual intelligence and job
performance, and to examine relationship between spiritual intelligence and job
performance of nurses in tertiary hospitals of Hoghe, Yunnan Province, the People’s

Republic of China.

Frame 2 Possible adverse events from this study

There will be no physical, mental harm or societal discomforts to the
participants, since the study does not involve the use of blood or any other dangerous
objects. The participants will not suffer any loss of benefits, job, or effect of their
performance evaluation by taking part in or withdrawing from the study at any time in
this research process. Information that is collected for this study will be kept
confidential. Any information about participants will have a number on it instead of

name. No one but the researchers will be able to see it.
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Frame 3 Study design
A descriptive correlation research design will be used in this study

Duration of data collection in this study will be started from February to April
2019.

If you agree to take part in this study, you will be asked to do by the investigator

as the study plan (Frame 4)

Frame 4 Study plan
You will be asked to complete a consent form and questionnaire consisted of

Demographic data form, Spiritual Intelligence Self-Report Inventory and Shortened
Job Performance Scale. This questionnaire will take about 20-30 minutes to complete.
We hope that you will be comfortable answering all questions openly and honestly in a
relax environment.

After completing questionnaire, please separate questionnaire and consent form
into two envelops respectively and return them within one week. For all nurses
including in this study, please return questionnaire and consent form to the two boxes
that placed in the nursing department of each hospital by the researcher. The two

boxes in each place are with lock and separating consent form and questionnaire.

The investigator summarizes risks and benefits to study participants in Frame 5.

Frame 5 Anticipated risks and benefits to study participants

Risks and means to minimize or avoid Benefits

risks

-Risks: some questions may be sensitive | -Direct/indirect benefits: there may be

to the participants. no direct benefits to participants but
-Means to minimize or avoid risks: results from the study can be used as
participants have the right to skip in information to improve spiritual

answering the questions or withdraw from | intelligence and job performance among

the study at any time during the study.
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nurses in tertiary hospitals of Honghe

state.

The investigator summarizes the practical guideline or the care of various situations

that may happen during the study in Frame 6

Frame 6 Situations may happen during the study

Situations

Practical guideline

If you want to withdraw consent during

the study.

The participant is not required to
complete the questionnaires and his/her

rights and benefits will not be affected.

When have a new and significant
information, which are possible effects to

your decision making.

The researcher will inform you soon and
you are able to decide whether to continue

or discontinue participating in this study.

If you have any questions before or during participating in this study, you can

contact persons in Frame 7

Frame 7 Research contact person (s) for further information

1. Li Gao : Neurology Departmen, the First People’s Hospital of Honghe State, phone

number: (+86) 18288967045

2. Professor Dr. Wipada Kunaviktikul: Faculty of Nursing, Chiang Mai University,
phone number 66-0970209721 (official time)

If you have any questions about your rights before or during participating in this

study, please contact the Research Ethics Committee, Faculty of Nursing, Chiang Mai
University. Tel. 66-53-936080 (Office hours) or Fax. 66-53-894170

There are no conflicts of interest associated with this study.
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Volunteer Research Agreement Form

I have already read the above information
thoroughly and have been given an
opportunity to have any questions about
the research answered to my satisfaction.
| agree to participate in this study by
signing my signature in this form as an
evidence of my decision making
(However, this signature does not mean

that | waive any right provided by law).

Name of study participant

Signature of study participant

Day/Month/Year

Signature of lawful representative

Day/Month/Year

| certify that the study participant has
been given an opportunity to have any
questions and has been received answers
clearly. The study participant voluntarily

agrees to participate in this study.

Name of a person who requests
agreement from study participants (or the

investigator)

Signature of a person who requests
agreement from study participants (or the

investigator)

Day/Month/Year
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APPENDIX |

Information Sheet for Study Participants (Chinese)

HRES5HFEBE (Chinese)
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SRFRHUE (Chinese)
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APPENDIX J

Certificate of Ethical Clearance

Research Ethics Office AF 04-021
Faculty of Nursing, Chiang Mai University

Progress report is required to be submitted to the Ethics Committee for continuing review
[ ] at3 month interval
[ ] at 6 month interval

[v'] annually (in this case please submit at Ieast 60 days prior 10 expiration date)

This Ethics Committee is organized and operates according to GCPs and relevant international
cthical guidelines, the applicable laws and regulations.

Sigaed : widhid €
(Professor Emerita Dr.Wichit Srisuphan)
Chairperson, Faculty of Nursing, Chiang Mai University

i A

(Professor Dr.Wipada Kunaviktikul)
Dean, Faculty of Nursing, Chiang Mai University

GENERAL CONDITION OF APPROVAL:
1. Research Ethics Committee approval is required before implementing any changes in the

consent documents or protocol unless those changes are required urgently for the safely of

subjects.

2. Any event or new information that may affect the benefit/risk ratio of the study must be
reported to the REC promptly.

3. Any protocol deviation/violation must be reported to the REC.

4. Review of close study report is required to be submitted to the REC.

5. Review of progress report to the REC before expiration date at 2 months.

Form version 03.1 August 15, 2016 page 2of 2

111




Research Ethics Office AF 04-021
Faculty of Nursing, Chiang Mai University

No. 0232019

Certificate of Approval

Name of Committee : Rescarch Ethics Committee, Faculty of Nursing, Chiang Mai University
Address of Committee: 110/406 Intavaroros Rd.. Amphoe Muang, Chiang Mai, Thailand 50200

Principal Investigator : Miss Li Gao
Master of Nursing Science (International Program) Faculty of Nursing, Chiang Mai University

Protocol Title : Spiritual Intelligence and Job Performance of Nurses in Tertiary Hospitals of
Honghe, Yunnan Province. the People’s Republic of China

Research ID: 2019 - 024 ; Study Code : 2019 - EXPO14

Sponsor : -
Documents filed Document reference

Rescarch protocol Version 2 Date January 30, 2019
Informed consent documents Version 1 Date January 14, 2019
Patient information sheet Version | Date January 14, 2019
Instrument Version 1 Date January 14, 2019
Principal Investigator Curriculum vitae Version 1 Date January 14, 2019
Advertisements : (if any) B

Opinion of the Ethics Committee/Institutional Review Board: Expedited Review in January 2019

The Ethics Committee has reviewed the protocol and documents above and give the favorable
opinion

Date of Approval : January 31,2019  Expiration Date : January 30, 2020
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APPENDIX K

Permission for Using Instrument

Permission for Using Spiritual Intelligence Self-Report Inventory

From: David King, <dbking11@psych.ubc.ca>
Sent: Thursday, January, 10, 2019 4:41 AM

To: Li Gao <ligao131923@gmial.com

Subject: Request permission for using Spiritual Intelligence Self-Report Inventory
David King <coking 11 @psych ube ca> IE10EWE t540

Y ZEv ) oXv PRss
My sincere apologies for the late response. Yes. you have permission to use the scale. It s free to use for research or educational purposes.

All the best,
David

David King, PhD
Lecturer (Department of Psychology) & Researcher (Centre for Health & Coping Studies)
University of British Columbia - located on the Iradtonal ancesiral and unceded temory of the Musqueam people

waw davidbiing net
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Permission for Using Shorten Job Performance Scale

From: Jaimi H. Greenslade <j.greenslade@psy.uq.edu.au>

Sent: October, 18, 2018 4:10 AM
To : Li Gao <ligao131923@gmial.com>

Subject: Request permission for using shorten job performance scale

Happy for you to use the job performance scale

Kind Regards

Jaimi
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Permission for Using Chinese Version of Shorten Job Performance Scale

From: Lin Ke <77340786@qqg.com>

Sent: November, 8, 2018 13:39Li

To: Gao Li <1101451401@qq.com>

Subject: Supplicating permission for using Chinese version of shorten job performance scale

REA: "LIN KE” <77340786@00.C0m>;

AXME): 2018F 11585 (RBBE) 13:39

BEA: X" <1101451401@90.c0m>;

+8: Re:  Supplicating permission for using Chinese version shortened job performance scale

Gao Li:
Thank you for your email. You have my permission to use my instrument in your research.

Kind Regards

Lin Ke
Second affiliated hospital of Kunming Medical university
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APPENDIX L

Permission of Data Collection Letters from Three Hospitals

Permission of Data Collection from the First People’s
Hospital of Honghe State (English)

Faculty of Nursing Ref No.6593 (7)"“1

Chiarg Ma Unsveraty

Mrs. Zhang Lihong,

Director of Nursing Department
4 \ The First People 's Hospital of Honghe State
Q " p The s R ic of Chi
\ People’s Republic o! na

February { .2019
Ao en et Dear Mrs. Zhang Lihong,

UMTIVUTBYNIV

Miss Li Gao, Student Code 601235813, is a master degree student in Nursing
Administration at the Faculty of Nursing, Chiang Mai University, Thailand. She is
ready 10 begin data collection for her master thesis on “Spiritual Intelligence and
Job Performance of Nurses in Tertiary Hospitals of Honghe, Yunnan Province, the
People’s Republic of China™ under the guidance of her advisors, Professor Dr.
Wipada Kunaviktikul and Assistant Professor Dr. Om-Anong Wichaikhum. Her
study has been approved by our Research Ethics Committee.

Miss Li Gao will collect data from nurses from scveral hospitals in Honghe from
February — March 2019. The data collection instruments include: 1. Demographic
Data Form; 2. Spiritual Intelligence Seclf-Report Inventory: and 3. Shortened
nursing Job Performance Scale. Data collected from all hospitals will be analyzed
and reported in aggregate. All data will be reported across setting and findings for
individual hospitals will not be provided.

The Faculty of Nursing, Chiang Mai University would like 10 request permission
for Miss Li Gao to engage in data collection at your hospital. The number of
participants from your hospital will be 128, We belicve that her topic is of great
interest and the data gained from her study will be valuable to hospitals in Honghe
and throughout China. Your assistance with this project would be greatly
appreciated. Thank you for your consideration of this request.

Yours sincerely,
y 7 ) ARG R W

Asst. Prof. Thance Kacwthummanukul, PhD, RN
Associate Dean for Graduate Studics and Rescarch

Address Webute
110 Inthavaroros Rosd, Seghum, Muang, Ohiang Ma, 50200, Thadand A SIS 012 6653217 185 W ruree v ac th
110 e i e @ neelil & weles Cowintudmi s
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Permission of Data Collection of Reliability test from the

First People’s Hospital of Honghe State

Faculty of Nursing  porNo.6593 (7415

Chiang Mai University
Dear Mrs. Zhang Lihong,
f\ The First People s Hospital of Honghe State

The People’s Republic of China
N
M
February { ,2019

AOEWETUIMONT  Dear Mrs. Zhang Lihong,

iy duolmi
Miss Li Gao, Student Code 601235813, is a student in the Master program in
Nursing Administration at the Faculty of Nursing, Chiang Mai University. Her
thesis entitled “Spiritual Intelligence and Job Performance of Nurses in Tertiary
Hospitals of Honghe, Yunnan Province, the People’s Republic of China™ has been
approved by the Faculty of Nursing Graduate Committee. She is conducting her
thesis under the guidance of her advisors, Professor Dr. Wipada Kunaviktikul and
Assistant Professor Dr. Om-Anong Wichaikhum. She would like to collect data
from 10-30 nurses at the First People’s Hospital of Honghe State in February 2019.
Data will be collected by using Demographic Data Form, Spiritual Intelligence
Self-Report Inventory, and Shortened nursing Job Performance Scale. The result
from this process will be used to test the quality of the instruments.

The Faculty of Nursing, Chiang Mai University would like 1o request permission
for student to collect data at your hospital in order to ensure the reliability of the
instruments. All data will be collected by the student.

Thank you in advance for considering this request.

P KHeodXl

Assistant Professor Thanee Kaewthummanukul, PhD, R.N,
Associate Dean for Graduate Studies and Research

Dean,
Faculty of Nursing, Chiang Mai Universi

Address Telephone Fax Website
110 Inthavaroros Road, Saphum, Muang, Chiang Mai, 50200, Thadand +66 53945012 6653217 145 W nutse criu ac th
12 evubanalie dneelid éuador fontadn il soxe |
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Permission of Data Collection from the People’s
Hospital of Gejiu City (English)

Faculty of Nursing  p.£No.6593 (7V919

Chiang Mal University

Mrs. Guan Xueyan,

Director of Nursing Department
The People’s Hospital of Gejiu City
The People’s Republic of China

February { 2019

AOENTIBART  Dear Mrs, Guan  Xueyan,
uyineduSodwi

Miss Li Gao, Student Code 601235813, is a master degree student in Nursing
Administration at the Faculty of Nursing, Chiang Mai University, Thailand. She is
ready to begin data collection for her master thesis on “Spiritual Intelligence and
Job Performance of Nurses in Tertiary Hospitals of Honghe, Yunnan Province, the
People’s Republic of China™ under the guidance of her advisors, Professor Dr.
Wipada Kunaviktikul and Assistant Professor Dr. Om-Anong Wichaikhum. Her
study has been approved by our Research Ethics Committee.

Miss Li Gao will collect data from nurses from several hospitals in Honghe from
February — March 2019. The data collection instruments include: 1. Demographic
Data Form; 2. Spiritual Intelligence Self-Report Inventory; and 3. Shortened
nursing Job Performance Scale. Data collected from all hospitals will be analyzed
and reported in aggregate. All data will be reported across setting and findings for
individual hospitals will not be provided.

The Faculty of Nursing, Chiang Mai University would like to request permission
for Miss Li Gao to engage in data collection at your hospital. The number of
participants from your hospital will be 153. We belicve that her topic is of great
interest and the data gained from her study will be valuable to hospitals in Honghe
and throughout China. Your assistance with this project would be greatly
appreciated. Thank you for your consideration of this request.

Yours sincerely,
2. At

Asst. Prof. Thanee Kacwthummanukul, PhD, RN
Associate Dean for Graduate Studies and Rescarch
Deputy Dean,

Faculty of Nursing, Chiang Mai University

Address Telephone Fax Website
110 inthavaroros Road, Saphum, Muang, Chiang Mai, 50200, Thatand 66 53 945 012 #6653 217 145 www nurse o ac th
110 evndrawilve dreolid d Ualor bowlmdsdn o |
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Permission of Data Collection from the Third People’s

Faculty of Nursing

Chiang Mal University

I

AtEWUIUIAMIBRT

vy Imnan el

Address

Hospital of Honghe State (English)

RefN0.6593 (7y/41b

Mrs. Ni Zhongmei,

Director of Nursing

The Third People 's Hospital of Honghe State
The People’s Republic of China

February 1 ,2019
Dear Mrs. Ni Zhongmei,

Miss Li Gao, Student Code 601235813, is a master degree student in Nursing
Administration at the Faculty of Nursing, Chiang Mai University, Thailand. She is
ready to begin data collection for her master thesis on “Spiritual Intelligence and
Job Performance of Nurses in Tertiary Hospitals of Honghe, Yunnan Province, the
People’s Republic of China™ under the guidance of her advisors, Professor Dr.
Wipada Kunaviktikul and Assistant Professor Dr. Om-Anong Wichaikhum. Her
study has been approved by our Research Ethics Committee,

Miss Li Gao will collect data from nurses from several hospitals in Honghe from
February — March 2019. The data collection instruments include: 1. Demographic
Data Form; 2. Spiritual Intelligence Self-Report Inventory: and 3. Shortencd
nursing Job Performance Scale. Data collected from all hospitals will be analyzed
and reported in aggregate. All data will be reported across setting and findings for
individual hospitals will not be provided.

The Faculty of Nursing, Chiang Mai University would like to request permission
for Miss Li Gao to engage in data collection at your hospital. The number of
participants from your hospital will be 104. We believe that her topic is of great
interest and the data gained from her study will be valuable to hospitals in Honghe
and throughout China. Your assistance with this project would be greatly
appreciated. Thank you for your consideration of this request.

Yours sincerely,

P KMtk

Asst. Prof. Thanee Kaewthummanukul, PhD, RN
Associate Dean for Graduate Studies and Research
Deputy Dean,

Faculty of Nursing, Chiang Mai University

Telephone Fax Website

110 Inthaveroros Road, Saphum, Muang, Chang Mar, S0200, Thatand +66 53945012 6653 217 145 WWW nurse omy ac th
110 cwdnaniiyie dneelef uader Gvindndmi s |
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Permission of Data Collection from the First People’s
Hospital of Honghe State (Chinese)
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Permission of Data Collection from the Third People’s
Hospital of Honghe State (Chinese)
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Permission of Data Collection from the People’s
Hospital of Gejiu City (Chinese)
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APPENDIX M

Invitation Letter for Back-Translation

Ref:N0.6593 (7 1%
Faculty of Nursing

Chiang Mai Universty

Mrs. Xisoling Zhu
PHD student of Faculty of Nursing, Chiang Mai University
RN, the First Affiliated Hospital of Dali University
February 1 2019

Dear Mrs. Xiaoling Zhu,

AuTNEUIAANRS

swvinedoddlwi

Miss Li Gao, Student Code 601235813, is a student in the master program in
Nursing Administration at the Faculty of Nursing, Chiang Mai University. Her
thesis entitled “Spiritual Intelligence and Job Performance of Nurses in Tertiary
Hospitals of Honghe, Yunnan Province, the People's Republic of China™ has been
approved by the Faculty of Nursing Graduate Committee. She is conducting her
thesis under the guidance of her advisors, Professor Dr. Wipada Kunaviktikul and
Assistant Professor Dr. Om-Anong Wichaikhum. She would like to serve as an
expert to translate her rescarch instruments from (Chinese) to English. .

The Faculty of Nursing, Chiang Mai University would like to invite you to
translate the student's instruments from (Chinese) to English in order to assure
validity and reliability of the instruments.

Thank you in advance for considering this request.

Yours sincerely,

Z v A : fgree
2hu Xinolin 9
Assistant Professor Thanee Kaewthummanukul, PhD, RN
Associate Dean for Graduate Studies and Research

Deputy Dean,
Faculty of Nursing, Chiang Mai University

Address Telephone Fax Website
110 inthavacoros Road, Sophum, Muang, Chuang Ma, S0200, Thadand +66 53945012 6653 217 145 WONW DU Oy A th
110 enndnw Avie deelol dueder Corlndoidm scox |
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APPENDIX N

Mean and Standard Deviation of Each Item of Spiritual Intelligence

Table N1

Mean and Standard Deviation of Each Item of Spiritual Intelligence (n = 334)

Items Mean SD
Critical existential thinking
1. | have often questioned or pondered the nature of reality. 209 1.13
3. I have spent time contemplating the purpose or reason for my 231 1.08
existence.
5. 1 am able to deeply contemplate what happens after death. 147 134

9. I have developed my own theories about such things as life, death, 1.62 1.17
reality, and existence.

13. | frequently contemplate the meaning of events in my life. 231 105
17. I have often contemplated the relationship between human beings 141  1.13
and the rest of the universe.

21. | have deeply contemplated whether or not there is 140 1.24
some greater power or force (e.g., god, goddess, divine being, higher

energy, etc.).

Personal meaning production

7. My ability to find meaning and purpose in life helps me adapt to 251 1.03
stressful situations.

11. 1 am able to define a purpose or reason for my life. 257 1.02
15. When | experience a failure, 1 am still able to find meaning in it. 244  1.04
19. I am able to make decisions according to my purpose in life. 243 1.03
23. | am able to find meaning and purpose in my everyday 244  1.05

experiences.

Transcendental awareness

2. | recognize aspects of myself that are deeper than my physical body. 1.82 1.14
6. It is difficult for me to sense anything other than the physical and 264 114
material.

10. I am aware of a deeper connection between myself and other 210 1.06
people.

14. | define myself by my deeper, non-physical self. 200 1.02
18. I am highly aware of the nonmaterial aspects of life. 215 112
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Table N1 (continued)

Items Mean SD
20. | recognize qualities in people which are more meaningful than 2.66 1.06
their body, personality, or emotions.
22. Recognizing the nonmaterial aspects of life helps me feel centered. 2.19  1.11
Conscious state expansion
4. | am able to enter higher states of consciousness or awareness. 194 1.08
8. I can control when | enter higher states of consciousness or 1.72 1.15
awareness.
12. I am able to move freely between levels of consciousness or 1.88 1.09
awareness.
16. | often see issues and choices more clearly while in higher states of 2.18  1.00
consciousness/awareness.
24. | have developed my own techniques for entering higher statesof  1.72  1.13

CONSCIOUSNEss Or awareness.
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Table N2

Mean and Standard Deviation of Each Item of Job Performance (n =334)

Task performance Mean SD
Social support
1. Listening to patient’s concerns 4.8 1.43
2. Taking time to meet the emotional needs of patients 435 142
3. Listening to families’ concerns 4.50 1.53
4. Taking time to meet the emotional needs of families 4.26 1.49
Information provision
5. Communicating to patients the purpose of nursing procedures 504 152
6. Informing patients of the purpose and possible side-effects of 5.13 1.47
nursing procedures
7. Providing appropriate information to families about nursing 494 145
procedures
8. Providing instructions for care at home 4.26 1.53
Technical care
9.Assisting patients with activities of daily living (e.g., showering, 458 161
toileting, and feeding)
10. Taking patient observations (e.g., blood pressure, pulse, 594  1.37
temperature)
11. Administering medications and treatments 5.61 1.50
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Table N3

Mean and Standard Deviation of Each Item of Job Performance (n =334)

Contextual performance Mean SD
Interpersonal support
12. Taking time to meet other nurses’ emotional needs 456 130
13. Raising morale of other nurses in my unit 484 144
14. Helping nurses in my unit to resolve work problems 513 1.39
15. Consulting among each other when actions might affect other 537 138
nurses in my unit
16. Volunteering to share special knowledge or expertise with other 537 1.36
nurses in my unit
Job-task support
17. Taking extra time to respond to a patient’s needs 458 1.36
18. Making special arrangements for the patient 419 1.48
19. Taking extra time to respond to a family’s needs 428 1.43
20. Making special arrangements for a patient’s family 397 1.56
Organizational support
21. Making sure that materials and equipment are not wasted 541 1.32
22. Representing the hospital favorably to individuals outside the 513 1.45
hospital
23. Volunteering to participate on committees that are not compulsory  4.95  1.52
24. Making innovative suggestions to improve the overall quality of 454  1.46
the hospital
25. Attending and participating in meetings regarding the hospital 500 1.47
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APPENDIX O

Frequency and Percentage of Each Item of Spiritual Intelligence and Job Performance

Frequency and Percentage of Each Item of Spiritual Intelligence

Table O1
Frequency and Percentage of Each Item of Spiritual Intelligence (n = 334)

Spiritual intelligence 0 L 2 3 4
n(%) n(%) n(%) n(%) n(%)

Critical existential thinking
1. I have often questioned or pondered the nature of reality. 29(8.7) 75(22.5) 101(30.2) 94(28.1) 35(10.5)
3. I have spent time contemplating the purpose or reason for my existence. 17(5.1) 58(17.4) 116(34.7) 92(27.5) 51(15.3)
5. 1 am able to deeply contemplate what happens after death. 109(32.6) 75(22.5) 65(19.5) 53(15.9) 32(9.6)
9.1 _have devel_oped my own theories about such things as life, death, 72216) 81(24.3) 101(30.2) 61(18.3) 19(5.7)
reality, and existence.
13. I frequently contemplate the meaning of events in my life. 17(5.1) 57(17.1) 109(32.6) 108(32.3) 43(12.9)
17. I have often c_ontemplated the relationship between human beings and 88(26.3) 94(28.1) 94(28.1) 44(13.2) 14(4.2)
the rest of the universe.
21. | have deeply contemplated whether or not there is some greater power
or force (e.g., god, goddess, divine being, higher energy, etc.). 107(32.0) 77(23.1) 79(23.7) 52(15.6)  19(5.7)
Personal meaning production
Zi.tlljg%/ijr?;llty to find meaning and purpose in life helps me adapt to stressful 12(3.6) 47(14.1) 88(26.3) 133(39.8) 54(16.2)
11. I am able to define a purpose or reason for my life. 10(3.0) 34(10.20) 117(35.0) 103(30.8) 70(21.0)
15. When | experience a failure, | am still able to find meaning in it. 15(4.5) 43(12.9) 110(32.9) 112(33.5) 54(16.2)
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Table O1 (continued)

Spiritual intelligence 0 L 2 3 4
n(%) n(%) n(%) n(%) n(%)

19. I am able to make decisions according to my purpose in life. 13(3.9) 45(13.50) 112(33.5) 112(33.5) 52(15.6)
23. I am able to find meaning and purpose in my everyday experiences. 12(3.6) 51(15.3) 105(31.4) 110(32.9) 56(16.8)
Transcendental awareness
2. | recognize aspects of myself that are deeper than my physical body. 51(15.3) 79(23.7) 106(31.7) 75(22.5) 23(6.9)
?ﬁalttelrsiacilﬁlcu“ for me to sense anything other than the physical and 14(4.2) 48(14.4) 70(21.0) 113(33.8) 89(26.6)
10. I am aware of a deeper connection between myself and other people. 21(6.3) 78(23.4) 116(34.7) 85(25.4) 34(10.2)
14. | define myself by my deeper, non-physical self. 21(6.3) 86(25.7) 124(37.1) 78(23.4)  25(7.5)
18. I am highly aware of the nonmaterial aspects of life. 26(7.8) 69(20.7) 112(33.5) 84(25.1) 43(12.9)
20. | recognlze_qualltles in people which are more meaningful than their 103.0) 39(11.7) 89(26.6) 113(33.8) 83(24.9)
body, personality, or emotions.
22. Recognizing the nonmaterial aspects of life helps me feel centered. 24(7.2) 68(20.4) 104(31.1) 96(28.7) 42(12.6)
Conscious state expansion
4. 1 am able to enter higher states of consciousness or awareness. 34(10.2) 80(24.0) 117(35.0) 78(23.4) 25(7.5)
8. | can control when I enter higher states of consciousness or awareness. 56(16.8) 88(26.3) 107(32.0) 59(17.7)  24(7.2)
12. 1 am able to move freely between levels of consciousness or awareness.  43(12.9) 75(22.5) 113(33.8) 85(25.4) 18(5.4)
16. | qften see issues and choices more clearly while in higher states of 17(5.1) 71(21.3) 105(31.4) 118(35.3)  23(6.9)
consciousness/awareness.
24. | have developed my own techniques for entering higher states of 54(16.2) 92(27.5) 103(30.8) 65(19.5)  20(6.0)

CONSCIiOUSNESS Or awareness.
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Frequency and Percentage of Each Item of Job Performance

Table O2

Frequency and Percentage of Each Item of Job Performance (n = 334)

Task performance ; 2 ] \ > 6 /
n(%) n(%) n(%) n(%) n(%) n(%) n(%)

Social support
1. Listening to patient’s concerns 2(0.6) 16(4.8) 47(14.1) 72(21.6) 97(29.0) 46(13.8) 54(16.2)
2. Taking time to meet the emotional needs of patients ~ 9(2.7) 25(7.5) 49(14.7) 107(32.0) 68(20.4) 53(15.9) 23(6.9)
3. Listening to families’ concerns 9(2.7) 26(7.8) 49(14.7) 85(25.4) 73(21.9) 54(16.2) 38(14.1)
4. Taking time to meet the emotional needs of families 12(3.6) 29(8.7) 61(18.3) 88(26.3) 69(20.7) 53(15.9) 22(6.6)
Information provision
E;océﬁ?ur?ﬁs”'ca“”g to patients the purpose of nUISING 0y 935.9) 36(10.8) 60(18.0) 73(21.9) 68(20.4) T74(22.2)
6. Informing patients of the purpose and possible side-
effects of nursing procedures 1(0.3) 12(3.6) 38(11.4) 65(19.5) 79(23.7) 55(16.5) 84(25.1)
7. Pr_owdlng appropriate information to families about 000.0) 17(51) 42(12.6) 75(225) 70(21.0) 70(21.0) 60(18.0)
nursing procedures
8. Providing instructions for care at home 7(2.1) 35(10.5) 76(22.8) 72(21.6) 62(18.6) 55(16.5) 27(8.1)
Technical care
9. Assisting patients with activities of daily living
(e.9.. showering, toileting, and feeding) 10(3.0) 27(8.1) 50(15.0) 76(22.8) 61(18.3) 63(18.9) 47(14.1)
10. Taking patient observations (e.g., blood pressure,
oulse, temperature) 0(0.0) 8(2.4) 15(4.5) 36(10.8) 48(14.4) 50(15.0) 177(53.0)
11. Administering medications and treatments 2(0.6) 10(3.0) 23(6.9) 48(14.4) 56(16.8) 54(16.2) 141(42.2)
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Table O3

Frequency and Percentage of Each Item of Job Performance (n = 334)

Contextual performance L 2 * 4 > 6 !
n(%) n(%) n(%) n(%) n(%) n(%) n(%)

Interpersonal support
12.Taking time to meet other nurses’ emotional needs 4(1.2) 13(3.9) 55(16.5) 79(23.7) 114(34.1) 42(12.6) 27(8.1)
13. Raising morale of other nurses in my unit 4(1.2) 8(2.4) 61(18.3) 55(16.5) 95(28.4) 58(17.4) 53(15.9)
14. Helping nurses in my unit to resolve work problems 2(0.6) 10(3.0) 36(10.8) 51(15.3) 95(28.4) 75(22.5) 65(19.5)
15. Consulting among each other when actions might
affect other nurses in my unit 2(0.6) 5(1.5) 32(9.6) 45(13.5) 83(24.9) 79(23.7) 88(26.3)
16. Volunteering to share special knowledge or expertise
with other nurses in my unit 2(0.6) 5(1.5) 32(9.6) 41(12.3) 86(25.7) 83(24.9) 85(25.4)
Job-task support
17. Taking extra time to respond to a patient’s needs 5(1.5) 16(4.8) 50(15.0) 83(24.9) 99(29.6) 50(15.0) 31(9.3)
18. Making special arrangements for the patient 13(3.9) 22(6.6) 85(25.4) 72(21.6) 75(22.5) 45(13.5) 22(6.6)
19. Taking extra time to respond to a family’s needs 11(3.3) 21(6.3) 67(20.1) 91(27.2) 75(22.5) 46(13.8) 23(6.9)
20. Making special arrangements for a patient’s family 20(6.0) 34(10.2) 88(26.3) 68(20.4) 60(18.0) 45(13.5) 19(5.7)
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Table O3 (continued)

Contextual performance I 2 3 4 X 6 !
n(%) n(%) n(%) n(%) n(%) n(%) n(%)

Organizational support

21.Making sure that materials and equipment are not wasted 0(0.0) 6(1.8) 29(8.7) 45(13.5) 80(24.0) 91(27.2) 83(24.9)
fﬁéigzgeifaelntlng the hospital favorably to individuals outside 3(0.9) 10(3.0) 40(12.0) 54(16.2) 78(23.4) 78(23.4) 71(21.3)
igm\ga:ggsserlng to participate on committees that are not 7(2.1) 12(3.6) 48(14.4) 49(14.7) 89(26.6) 66(19.8) 63(18.9)
24. Making innovative suggestions to improve the overall

quality of the hospital 4(1.2) 22(6.6) 64(19.2) 67(20.1) 95(28.4) 42(12.6) 40(12.0)
25. Attending and participating in meetings regarding the 6(1.8)  9(2.7) 43(12.9) 54(16.2) 96(28.7) 60(18.0) 66(19.8)

hospital




APPENDIX P

The Results of Kolmogorov-Smirnov’s (KS) Test of

Spiritual Intelligence and Job Performance

Table P
The Results of KS Test (n = 334)

Spiritual Task Contextual
intelligence performance performance
Kolmogorov-Smirnov Z 676 991 .960
Asymp.Sig. (2-tail) 750 .280 315
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APPENDIX Q

The Results of Scatterplot of Spiritual Intelligence and

Job Performance
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Figure Q1. The results of Scatterplot of spiritual intelligence and task performance (n = 334)
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Figure Q2. The results of Scatterplot of spiritual intelligence and Contextual performance
(n=334)
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APPENDIX R

The Result of Homoscedasticity of Spiritual Intelligence and Job

Performance

Scatterplot

Dependent Variable: Taskperformance
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Figure R1. The results of Homoscedasticity of spiritual intelligence and task performance
(n=334)
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Scatterplot

Dependent Variable: Contextualperformance
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Figure R2. The results of Homoscedasticity of spiritual intelligence and contextual performance
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