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Abstract
Background: Nursing practice takes place in a social framework, in which environmental elements and
interpersonal relations interact. Ethical climate of the work unit is an important element affecting nurses’
professional and ethical practice. Nevertheless, whatever the environmental circumstances, nurses are
expected to be professionally competent providing high-quality care ethically and clinically.
Aim: This study examined newly graduated nurses’ perception of the ethical climate of their work
environment and its association with their self-assessed professional competence, turnover intentions and
job satisfaction.
Method: Descriptive, cross-sectional, correlational research design was applied. Participants consisted of
318 newly graduated nurses. Data were collected electronically and analysed statistically.
Ethical considerations: Ethical approval and permissions to use instruments and conduct the study were
obtained according to required procedures. Data were rendered anonymous to protect participant
confidentiality. Completing the questionnaire was interpreted as consent to participate.
Findings: Nurses’ overall perception of the ethical climate was positive. More positive perceptions
related to peers, patients and physicians, and less positive to hospitals and managers. Strong
associations were found between perceived ethical climate and self-assessed competence, turnover
intentions in terms of changing job, and job satisfaction in terms of quality of care. Nurses at a higher
competence level with positive views of job satisfaction and low turnover intentions perceived the
climate significantly more positively.
Conclusion: Nursing management responsible for and having the power to implement changes should
understand their contribution in ethical leadership, as well as the multidimensional nature of nurses’ work
environment and the interaction between work-related factors in planning developmental measures. Future
research should focus on issues in nurse managers’ ethical leadership in creating ethical work environments.
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There is also a need for knowledge of newly graduated nurses’ views of factors which act as enhancers or barriers
to positive ethical climates to develop. Interventions, continuing education courses, and discussions designed to
promote positive ethical climates should be developed for managers, nurses, and multi-professional teams.
Keywords
Ethical climate, job satisfaction, multivariate study, newly graduated nurse, self-assessed professional
competence, turnover intentions, workforce

Introduction
Nursing practice takes place in a social framework, in which environmental elements and interpersonal relations
interact. Thus, when nurses encounter ethical issues in their daily practice, it is not happening only in caring for
their patients but also in relation to colleagues, other healthcare professionals, the employing organization and the
society.1 Climate of the work unit is an important element affecting nurses’ behaviour and practice.2 Nevertheless, whatever the environmental circumstances, nurses are expected to be professionally competent providing
high-quality care both ethically and clinically. For such care, an environment supporting ethical practice is a prerequisite.3 As a part of organizational climate, ethical climate affects the individual nurse by constraining, rewarding or punishing her or his behaviour. It affects the development of the nurse’s moral agency and identity and has,
for example, repercussions to the nurse’s willingness to show moral courage in issues that have ethical implications.4,5 The influence of ethical climate occurs on one hand through formal culture, which includes leadership,
structure, policies, reward systems, socialization mechanisms and decision-making processes, and on the other
hand through informal culture, manifesting in behavioural norms, role models, rituals, historical anecdotes and
language.6–8 Given that ethical climate is associated with ethical behaviour, it should be taken into account in
assessing nurses’ behaviour. Ethical climate has also been recognized as an important factor in explaining nurses’
turnover intentions and job satisfaction.9,10 In pursuing ethically and clinically high-quality care, modern healthcare systems, struggling with issues of nurses’ turnover, job satisfaction and nurse competence, including its intelligent targeting, should take into account the association of ethical climate with these issues.11,12
Particular interest focuses on newly graduated nurses, whose feelings of uncertainty and whose experiences of factors shaping their work environment during the early years of their career are known to have
either a positive or an adverse impact on their commitment to nursing profession and on their further professional development.13–16 It is also important to realize that the ethical knowledge base provided by basic
nursing education is but a starting point to newly graduated nurses’ further professional ethical development
in practice.17 Thus, the ethical climate may have a positive or negative influence also on newly graduated
nurses’ ethical and professional competence development, job satisfaction and retaining them in nursing.
The purpose of this study was to explore newly graduated nurses’ perceptions of the ethical climate of
their work environment and its associations with their self-assessed professional competence, turnover
intentions and job satisfaction.

Background
Ethical climate
Ethical climate is defined as a shared perception of what ethically acceptable behaviour is, and how ethical
issues are addressed within an organization. Ethical climate reflects the organization’s policies, procedures
and practices in relation to moral issues, and their influence on the ethical beliefs and behaviours of the
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employees.6,18,19 In healthcare, ethical climate reflects organizational practices and values in care issues
with ethical connotations and how these issues are discussed and resolved20,21 referring to difficult patient
care issues as well as interactions and relationships that nurses have with their colleagues, other healthcare
professionals, the employing organization and the society.1 In short, in nursing, ethical climate has been
described as the nurses’ perceptions of handling ethical issues in their work setting.22
Literature describes different types of ethical climates and theories behind them. An introductory theory
of ethical climate developed by Victor and Cullen18 and the Ethical Climate Questionnaire21 based on their
theory is well known and widely used to measure ethical climates in different organizational contexts. The
instrument recognizes nine different ethical climate types.18,19 Other instruments to measure ethical climates have since been developed for business, education and service settings.23,24 Olson6,22 realized the
lack of an instrument measuring ethical climate particularly in healthcare organizations and developed the
Hospital Ethical Climate Survey (HECS) to measure nurses’ perceptions of ethical climate in hospital work
environment in five central dimensions, that is, in relation to peers, patients, managers, hospitals and physicians. This study focused on nurses’ perceptions of the ethical climate; hence, HECS was considered the
most suitable instrument.
Ethical climate and its association with work-related factors have been the focus of interest in various
studies dealing with healthcare organizations.8,25,26 These studies have approached ethical climate from the
perspectives of a hospital, hospital administration and work units, as well as managers, physicians, nurses
and patients.
In nursing, studies have focused on nurses’ perceptions of the ethical climate of their work environment,27 and its association with nurses’ turnover intentions, or leaving the profession,9,21 job satisfaction
and organizational commitment.28–30 Types of ethical climates in different nursing environments8,26,29,30
and factors promoting positive ethical climates have also been in focus.20,23,31–34 Some studies have dealt
with nurses’ socio-demographic factors and their association with ethical climate27 and ethical climate’s
relation to moral distress.13,35–37 However, ethical climate’s association with nurses’ professional competence as a pivotal factor in provision of high-quality care has not been addressed in nursing research.
In several earlier studies, nurses’ overall perception of the ethical climate has mainly been positive.27,35,37,38
However, since clinical context plays a part in shaping nurses’ ethical practice and experience,4 clinical
context has a potential to induce negative perceptions as well. According to Varcoe et al.,5 forces acting in
clinical context constrained nurses’ ability to be and act as moral agents. Nurses felt that they had to work
in between their own values and values of the organization, in between their own values and values of
others, and in between competing values and interests which manifested as a professional and personal
struggle in sustaining the identity of a moral agent in doing what was seen as good.
Positive perceptions of ethical climate have associations with many work-related factors. Positive climate contributed to nurses’ intentions to stay in their jobs and in the profession.9,38 Extensive institutional
support in dealing with ethical issues protected nurses from leaving their current jobs.39 Moreover, ethical
climates fostering caring and well-being of others had a positive influence on nurses’ job satisfaction,
whereas climates fostering instrumental approach and ethical decision-making based on personal moral
convictions had a negative impact on perceptions of ethical climate.29,30 Supportive hospital management
enhanced positive ethical climates.20,27,30–33 Positive ethical climate was enhanced by managers’ actions in
which focus was on patients,27 as well as on shared responsibility and teamwork with commitment to ethical
behaviour.33 Inter-professional cooperation and adequate communication were also needed.25
Lack of commitment to the hospital’s mission and physicians not consulting nurses about care created negative climates.27 Instead, nurses felt themselves silenced due to hierarchic professional cultures.40 Hartrick
Doane4 and Varcoe et al.5 found that contextual and organizational factors, for example, ethical climates highlighting privileged position of biomedicine, corporate efficiency and scarce resources, affected nurses’ moral
identity and moral agency resulting in uncertainty and need to compromise in ethical decisions.
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Ethical climates also differed between healthcare organizations.8,28 Climates were not static but changed
with changes in leadership styles and organizational practices.29 Also type of hospital and work unit influenced perceptions of ethical climate in that nurses in private hospitals, and in paediatric and intensive care
units, perceived ethical climate more positively than nurses in other hospitals and units.27
Of socio-demographic factors, education and work experience did not seem to have much influence on
nurses’ positive perceptions of the climate, in that young and inexperienced nurses perceived ethical climate
more positively than older and more experienced nurses.27 Although positive perception of ethical climate
correlated positively with low experience of moral distress,13,35–37 Schluter et al.21 concluded that there is not
enough evidence to support the claim that ethical climate and moral distress have impact on nurse turnover.

Professional competence and other work-related factors
The concept of professional competence refers to the nurse’s capability to act and her capacity to integrate
knowledge, skills, attitudes and values in a certain contextual nursing situation.41,42 The Nurse Competence
Scale (NCS41) used in this study to measure nurses’ self-assessed competence has been developed on this
definition of the concept. Nurse turnover refers to the individual’s perception about the possibility of voluntarily leaving the present job.43 It has been described as a withdrawal process of consecutive phases leading
finally to leaving the profession.44,45 Job satisfaction refers to the extent to which employees like their jobs
and can be conceptualized as a related cluster of attitudes of different aspects of the job.46
Newly graduated nurses’ professional competence has been addressed in a few studies.47,48 Studies have
indicated that competence is associated with newly graduated nurses’ turnover intentions and job satisfaction.49 Graduated nurses’ willingness to change job or leave the nursing profession for good are acknowledged facts.11,12,50–52 Research on nurses’ job satisfaction is extensive and numerous associated factors
have been identified, for example, with nursing profession, job orientation and professional competence.11,30,53 Turnover intentions and job satisfaction have also been found to be interrelated.
In summary, ethical climate has been studied in relation to several work-related factors in nursing context, and there is evidence of its associations with nurses’ work environment, turnover intentions, job satisfaction and competence.51,54,55 However, a gap in the literature still exists how these associations show
particularly in relation to newly graduated nurses, therefore needing further exploring. Based on earlier
research, it is hypothesized here that newly graduated nurses’ perceptions of ethical climate as one element
of nurses’ work environment also have associations with their turnover intentions, job satisfaction and their
self-assessed professional competence.

The study
Purpose
This study examined newly graduated nurses’ (henceforth nurses) perceptions of the ethical climate of their
work environment, and whether the perceived ethical climate was associated with nurses’ self-assessed professional competence, turnover intentions and job satisfaction as central work-related factors. By identifying areas in the ethical climate, which are in association with these work-related factors in the early stage of
nurses’ career, the aim was to lay a foundation for possible interventions concerning the development of
ethical climate since ethical climate can be managed, changed and improved.
Research questions.
1. What is the ethical climate of their work environment as perceived by nurses?
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2. Is the ethical climate as perceived by nurses associated with their self-assessed professional competence, turnover intentions and job satisfaction?

Study design, instruments and measures
A descriptive, cross-sectional, correlational research design was used in this study. The used instruments
were HECS22 measuring nurses’ perception of the ethical climate of the work environment and NCS41 measuring nurses’ perceptions of the generic level of their professional competence. Other measures were turnover intentions and job satisfaction. Professional competence, turnover intentions and job satisfaction were
treated as work-related factors. Demographic variables were age, sex, previous professional education,
work sector, work unit, employment status and type of work shift.

HECS
HECS measures nurses’ perceptions of ethical climate in hospital work environment.6,22 The theoretical
base of the instrument is on an integrative literature review, concept analysis of ethical climate in healthcare
organizations and nurses’ experiences in nursing practice and administration. Development of the instrument was guided by the concept of types of organizational climates55 and conditions for ethical reflection.56
The instrument includes five subscales defining the ethical climate: nurses’ perceptions of their relationships with their peers, patients, managers, hospitals and physicians. HECS has been used as a tool to assess
the workplace environment, to identify areas in need of improvement and to evaluate the effectiveness of
professional practice interventions. Other uses have been to compare perceptions of ethical climate between
nurses and physicians as well as different types of care units.7 The self-administered questionnaire consists
of 26 items to which the respondents indicate the most appropriate alternative on a five-point Likert scale
ranging from 1 to 5 (from 1 ¼ almost never true to 5 ¼ almost always true). The higher the value of the
HECS score, the more positive is the perception of ethical climate. The psychometric properties of the
HECS instrument have been proved to be valid and reliable, Cronbach’s alpha values estimating internal
consistency reliability ranging from 0.88 to 0.95 for the overall HECS and from 0.68 to 0.95 for subscales.6,9,27,36–39 In this study, Cronbach’s alphas for HECS subscales ranged from 0.71 to 0.91.

NCS
The NCS measures self-assessed generic nurse competence in all clinical contexts.45 The instrument is
based on Benner and colleagues’s57,58 work.41,59 The instrument comprises seven subscales and 73 items.
NCS is a self-assessment scale in which responses are given using Visual Analog Scale (VAS 0–100), in
which higher VAS score denotes higher generic competence.41
In this study, professional competence was treated as a work-related factor and used as a dichotomous
variable, using the median VAS score 65 of this study’s data as the point to divide nurses into two groups
with higher and lower competence levels. The psychometric properties of the NCS instrument have been
proved to be valid and reliable, Cronbach’s alpha values ranging from 0.72 to 0.96.41,60–64 In this study,
Cronbach’s alphas for NCS subscales ranged from 0.76 to 0.92.

Other work-related factors
Other work-related factors were nurses’ turnover intention and job satisfaction. Turnover intentions were
enquired with two questions as intention to change job or profession. Job satisfaction was enquired with
four questions as satisfaction with job orientation, current job, quality of care in the current work unit and
with nursing profession. In this study, questions measuring nurses’ turnover intentions and job satisfaction
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were retrieved from earlier studies, and each question was treated as an independent variable. All responses
were given on a 4-point Likert scale: Turnover intentions 1 ¼ never/fairly seldom through 4 ¼ very/fairly
often, and job satisfaction 1 ¼ fully/almost fully disagree through 4 ¼ fully/almost fully agree.

Sample
The target group of this national survey was all newly graduated nurses whose registration had taken place
between November 2011 and October 2012. Another inclusion criterion was that the length of work experience as a registered nurse did not exceed 12 months. The member registers of the Finnish Nurses’ Association and the Union of Health and Social Care Professionals were used to retrieve the eligible participants
including their e-mail addresses. A convenience sample using these registers was the most reliable and feasible way to collect national data, in terms of participant accessibility and available financial and time
resources. Trade union membership is high in the health and social care sector in Finland with as many
as 90% of employees being members.65 The final number of nurses whose e-mail addresses were available
was 1050.

Data collection
A pilot study was carried out among 13 nurses in different clinical fields to assess the face validity of the
questionnaire in the electronic format, including the ethical climate and competence instruments and demographic variables. No revisions were needed. The double-translation procedure of HECS instrument into the
Finnish language had been carried out earlier by University of Turku, Finland. The data were collected electronically in November–December in 2012 (http://www.questback.co.uk/). Principal investigator (R.M.)
was responsible for the data collection.
An e-mail consisting of a questionnaire on participant demographics, and the HECS and the NCS instruments with a cover letter was sent to a total of 1050 nurses. The cover letter included information about the
purpose of the study, reporting of the findings and issues related to research ethics. Two reminder e-mail
letters were sent to non-responding participants, first after 2 weeks of the initial data collection and the second a week after the first reminder.

Data analysis
Statistical software NCSS 9 (Hintze J, Kaysville, UT, USA) was used in data analysis. Frequencies, means,
median, percentages, ranges and standard deviations (SDs) summarized the data. General Linear Models
(analysis of variance (ANOVA)) were used to estimate associations between the ethical climate of work
environment and work-related factors. Multivariate analysis of variance (MANOVA) was used in testing
associations between ethical climate types and competence levels. The p values 0.05 were considered statistically significant and power-values 0.800 (at alpha ¼ 0.05) were regarded strong. IBM Statistical Package for Social Sciences (SPSS) Amos Version 22 (New York, USA) was used to estimate the model fit of
HECS instrument in this sample.

Ethical considerations
The ethical approval was obtained from the Ethics Committee of the University of Turku. Permissions to
conduct the study were obtained from the Finnish Nurses Association and the Union of Health and Social
Care Professionals, as well as permissions to use the instruments from their copyright holders. Nurses were
provided with a full explanation of the purpose of the study and researchers’ commitment to research ethics,
particularly the confidentiality of the personal data of the participants. For research purposes, the data were
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rendered anonymous, participation was fully voluntary and returning a completed questionnaire was interpreted as consent to participate.66

Results
Participant characteristics
From the total of 1050 eligible nurses, 318 (30.3%) returned a completed questionnaire. The mean age of the
nurses was 30 years (SD: 8.7 years; median 26 years; range 22–58 years). The majority of them were women
(n ¼ 285; 91%). Nurses had an average of 9.1 months from their graduation, and an average of 8.0 months of
work experience as a registered nurse. About half of the nurses (n ¼ 161; 51%) had previous professional
education, mostly from the healthcare sector (n ¼ 103; 32%). The majority worked in the public healthcare
sector (n ¼ 267; 88%); the private sector employed 35 (12%) of the nurses.67 A total of 224 (71%) had a
temporary and 90 (28%) nurses had a permanent work status.

Newly graduated nurses’ perceptions of the ethical climate of their work environment
Newly graduated nurses’ overall perception of the ethical climate was rather positive (Table 1). Most positive perceptions were in relation to peers and patients. Peer-related matters concerned colleagues’ willingness to listen, collegial help, competence of the colleagues and provision of safe care to patients. Patientrelated matters concerned patients’ knowledge of their care, nurses’ access to patients’ records and nurses’
possibility to use essential knowledge in caring for patients. Next positive perceptions were in relation to
physicians. These matters concerned mutual trust and respect between nurses and physicians, nurses’ participation in decision-making and physicians consulting nurses in clinical decisions.
The least positive perceptions of the ethical climate were in relation to hospitals and managers. Hospitalrelated matters concerned the support provided by hospital guidelines, the mission of the hospital, openness
of the atmosphere in discussing discrepancies, taking notice of each team members’ feelings and values,
feelings of freedom to challenge care practices and find creative solutions and nurses’ freedom to practice
nursing care according to what is right. Manager-related matters concerned manager’s help and support for
nurses in difficult decision-making situations, manager’s willingness to listen and nurses’ trust and respect
towards the managers. Confirmatory factor analysis (CFA) was used to examine how consistent our sample
data were with HECS instrument. According to the statistical tests, the model fit was moderate: root mean
square error of approximation (RMSEA) ¼ 0.093, normed fit index (NFI) ¼ 0.735 and Minimum Discrepancy/Degrees of Freedom (CMIN/DF) ¼ 3.305.

Professional competence and other work-related factors associated with ethical climate
The second research question focused on the associations between perceptions of ethical climate and workrelated factors assigned as nurses’ (a) self-assessed professional competence, (b) turnover intentions in
terms of changing job or profession and (c) job satisfaction in terms of job orientation, current job, quality
of care in the current work unit and satisfaction with nursing profession.
The correlation between nurses’ professional competence and their perceptions of the ethical climate
was positive but moderate (r ¼ 0.307, p < 0.001) (Table 2). In terms of ethical climate, the strongest, significant positive correlations with competence were related to physicians, hospitals and managers. Weaker,
but still significant correlations, were related to peers and patients.
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Table 1. Mean and SD of nurses’ perceptions of ethical climate of their work environment (n ¼ 318).
HECS (Olson22)
Sum variables and items
Peers
My peers listen to my concerns about patient care
My peers help me with difficult patient care issues/problems
I work with competent colleagues
Safe patient care is given on my unit
Patients
Patients know what to expect from their care
Nurses have access to the information necessary to solve a patient care issue/problem
Nurses use the information necessary to solve a patient care issue/problem
The patient’s wishes are respected
Physicians
Nurses and physicians trust one another
Physicians ask nurses for their opinions about treatment decisions
I participate in treatment decisions for my patients
Nurses and physicians here respect each others’ opinions, even when they disagree about what is best
for patients
Nurses and physicians respect one another
Nurses are supported and respected in this hospital
Hospitals
Hospital policies help me with difficult patient care issues/problems
A clear sense of the hospital’s mission is shared with nurses
The feelings and values of all parties involved in a patient care issue/problem are taken into account
when choosing a course of actions
Conflict is openly dealt with, not avoided
There is a sense of questioning, learning and seeking creative responses to patient care problems
I am able to practice nursing in my unit as I believe it should be practiced
Managers
When I am unable to decide what is right or wrong in a patient care situation, my manager helps me
My manager supports me in my decisions about patient care
My manager listens to me talk about patient care issues/problems
My manager is someone I can trust
When my peers are unable to decide what’s right or wrong in a particular patient care situation, I have
observed that my manager helps them
My manager is someone I respect
Overall score

Mean SD
4.33
4.16
4.37
4.38
4.43
4.10
3.63
4.24
4.32
4.22
3.74
3.98
3.47
3.68
3.71

0.54
0.75
0.71
0.67
0.58
0.52
0.77
0.72
0.65
0.71
0.58
0.69
0.93
0.91
0.85

3.93
3.68
3.54
3.37
3.67
3.48

0.77
0.86
0.64
0.93
0.80
0.84

3.27
3.56
3.88
3.50
3.37
3.31
3.61
3.77
3.20

1.00
0.91
0.83
0.91
1.11
1.15
1.10
1.01
1.16

3.79 0.98
3.84 0.45

SD: standard deviation; HECS: Hospital Ethical Climate Survey.

There was a statistically significant (p < 0.001) difference between the groups in favour of nurses at the
higher competence level related to the overall HECS mean. The differences were significant also in relation
to each HECS subscale (Table 3).
Other statistically significant associations were found between newly graduated nurses’ perceptions
of the ethical climate and their job satisfaction, and turnover intentions. Main effects of ANOVA indicated that (a) nurses at a higher competence level, (b) nurses who were never/very seldom planning to
change their jobs, (c) nurses who were satisfied with their job orientation and (d) nurses who were
satisfied with the quality of care in their work unit had significantly more positive perceptions of the
ethical climate. Power statistic shows that the associations were strong except in relation to job orientation (Table 4).
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Table 2. Correlation between ethical climate and professional competence (n ¼ 297).
HECS vs NCS

Pearson’s r

p value

Peers
Patients
Managers
Hospitals
Physicians
All

r ¼ 0.170
r ¼ 0.168
r ¼ 0.199
r ¼ 0.234
r ¼ 0.311
r ¼ 0.307

0.003
0.004
<0.001
<0.001
<0.001
<0.001

NCS: Nurse Competence Scale; HECS: Hospital Ethical Climate Survey.

Table 3. Comparison of perceptions of ethical climate and professional competence (multivariate analysis of variance,
n ¼ 297).
Instrument HECS
Peers
Patients
Managers
Hospitals
Physicians
HECS/all

Higher competence VAS, mean >65

Lower competence VAS, mean 65

F ratio

p value

4.41
4.19
3.63
3.65
3.90
3.95

4.27
4.00
3.35
3.42
3.59
3.73

5.50
9.10
7.16
9.86
22.85
20.48

0.020
0.003*
0.008*
0.002*
<0.001*
<.001*

VAS: Visual Analog Scale; HECS: Hospital Ethical Climate Survey.
*Significant at level p  0.0083 (in multiple comparison, significance level 0.05 equals 0.05/6 ¼ .0083).

Two-way interaction effects indicated that nurses who were not satisfied with the quality of care
perceived the ethical climate equally positively regardless of their level of professional competence
(both means: 3.48). Instead, nurses who were satisfied with the quality of care had different perceptions of the ethical climate: nurses at the higher competence level perceived the ethical climate more
positively (mean: 3.98) than nurses at the lower competence level (mean: 3.71). Moreover, nurses
who were satisfied with their job orientation and with the quality of care perceived the ethical climate
more positively (mean: 3.93) than (a) nurses who were not satisfied with their job orientation, but
who were satisfied with the quality of care (mean: 3.76); (b) nurses who were not satisfied with their
job orientation or with the quality of care (mean: 3.53) and (c) nurses who were satisfied with their
job orientation, but not satisfied with the quality of care (mean: 3.42). Power statistic shows that the
associations were strong particularly in relation to changing job and satisfaction with quality of care.
(Table 5).

Discussion
This study examined newly graduated nurses’ perception of the ethical climate of their work environment
and its associations with professional competence, turnover intentions and job satisfaction as central workrelated factors. Although associations between ethical climate of nurses’ work environment have previously
been studied with several work-related factors, to our knowledge, this is the first time when ethical climate’s
relationship with professional competence has been in focus in nursing context. The main findings of our
study indicated that nurses’ perception of the ethical climate was positive. Furthermore, positive perception
of the climate was associated with a higher professional competence, lower turnover intentions and higher
job satisfaction.
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Table 4. Significant main effects between nurses’ perceptions of ethical climate and work-related factors (n ¼ 298)
(analysis of variance).
Main effects
Work-related factors

Response format

Professional competence

VAS > 65
VAS  65

Adjusted
Sum of
mean/HECS squares F ratio

Job satisfaction
Satisfied with orientation

Agree
Disagree
Satisfied with the quality of care Agree
Disagree
Turnover intentions
Planning to change job
Never/fairly seldom
Very/fairly seldom

p value

Power ¼ 0.05

3.78
3.58

2.878

20.30

<0.001*

0.994

3.73
3.62
3.85
3.51

0.733

5.17

0.002*

0.620

4.512

31.87

<0.001*

0.910

3.79
3.56

3.256

22.97

<0.001*

0.998

VAS: Visual Analog Scale; HECS: Hospital Ethical Climate Survey.
*Significant at level p  0.05.

Table 5. Significant main effects and two-way interactions between nurses’ perceptions of ethical climate and workrelated factors (n ¼ 298) (analysis of variance).
Main effects and two-way interactions
Work-related factors

Response format

Adjusted
mean/HECS

Professional competence

VAS > 65
VAS  65
Planning to change job
Never/fairly seldom
Very/fairly seldom
Satisfied with the quality of
Agree
Care
Disagree
VAS > 65 – Agree
Professional competence
Satisfied with the quality of VAS  65 – Agree
VAS > 65 – Disagree
care
VAS  65 – Disagree
Agree – Agree
Satisfied with orientation
Satisfied with the quality of Disagree – Agree
Disagree – Disagree
care
Agree – Disagree

3.73
3.59
3.80
3.53
3.84
3.48
3.98
3.71
3.48
3.48
3.93
3.76
3.53
3.42

Sum of squares

F ratio

p value

Power

0.744

5.35

0.021*

0.635

2.856

20.56

<0.001*

0.995

4.910

35.34

<0.001*

0.910

0.616

4.44

0.036*

0.555

0.726

5.23

0.023*

0.625

VAS: Visual Analog Scale; HECS: Hospital Ethical Climate Survey.
*Significant at level p  0.05.

Nurses’ positive perception of the ethical climate is mainly in accordance with earlier studies.27,38
Positive perceptions were particularly related to peers and patients, but also to physicians in enhancing ethical climates to develop.35,37 Findings reflect nurses’ positive view of their peers in terms of
their willingness to listen, help and provide safe care to the patients as competent colleagues. In relation to patients, knowledge needed in patient care and adequate addressing of patients’ wishes were
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acknowledged. Positive perceptions of physicians implied that novice nurses felt respected, listened to
and consulted by physicians in ethical and clinical issues. Earlier studies have indicated that due to
professional hierarchies, nurses have felt themselves silenced by physicians in ethical and clinical
decision-making situations,5,40,68 and that working as a team and sharing responsibility contribute
to the development of positive ethical climates.31,34
Managers’ contribution to the ethical climate was perceived less positively in this study. This is
contrary to some earlier studies.27,35,37 This suggests that managers’ support in decision-making, willingness to listen nurses and nurses’ trust and respect towards their managers is somewhat lacking.
Keeping in mind that nurses’ overall perception of the ethical climate was positive, this is, however,
a worrying finding, unless it refers somehow to nurses’ inexperience and general uncertainty to perceive and to handle ethical issues in clinical practice.15,16 Managers have a crucial impact on creating
and maintaining positive ethical climates. Their leadership style and support to nurses correlate with
the existing ethical climate of their work environments and, consequently, how ethical issues are dealt
with for the good of the patient.30–33 Positive ethical climate, institutional support in dealing with
ethical issues and job satisfaction protect nurses from their turnover intentions or intentions to leave
the profession,39 and therefore, managers’ role is of a paramount importance in today’s healthcare
systems struggling with nurse turnover issues.69 This is particularly pertinent in Finland since Finnish
nurses have indicated in European comparison fairly high willingness to change their job or leave the
profession in the near future.11,12
As was the case with managers, also hospitals’ contribution to enhancing positive ethical climates was
perceived less positively in this study. This suggests that both managers and hospital administrations should
have better understanding of their roles as contributors to positive ethical climate and its development. Various studies have indicated a significantly strong relationship, on one hand, between positive ethical climate
and nurses’ morally courageous action in advocating for their patients33 and, on the other hand, between
negative ethical climate and nurses’ moral distress, and how high level of moral distress is associated with
nurses’ turnover intentions and leaving the profession.35,37 Ethical climate should not be made yet another
factor to enhance turnover tendency to continue. However, Olson22 points out, referring to her instrument,
that in ethical climate, various factors interact and the subscales of her instrument are highly inter-correlated
and should therefore not be considered fully independently.
The associations between ethical climate and newly graduated nurses’ professional competence, turnover intentions and job satisfaction need further discussion. Although nurses’ overall competence was at
good level both at higher and lower competence levels,47 nurses at the higher level perceived the ethical
climate more positively than nurses at the lower level. Perhaps more competent nurses have passed the
task-oriented performance phase typical of newly graduated nurses and are therefore able to look at their
work environment more comprehensively and confidently as a combination of various contributing factors.
Belief in one’s own competence increases the feeling of self-confidence and consequently positive attitudes
towards surrounding circumstances in general.15,70
Strong associations between positive view of the ethical climate, own professional competence, quality
of care and nursing as a job seemed to be important interacting factors in novice nurses’ work environment.
Earlier research has shown ethical climate’s association with various work-related factors.9,13,25,27,35–38
This study supports the hypothesis that ethical climate is also associated with newly graduated nurses’ professional competence, a pivotal element in provision of quality care.

Strengths and limitations
Both instruments used in this study are scientifically developed and their validity has been proved in a
number of studies (see ‘Study design, instruments and measures’ section). Our primary choice to use
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HECS instrument was justified, because to our knowledge, it is the only instrument specifically developed to measure nurses’ perceptions of ethical climate. However, CFA showed that the Model Fit of
HECS is moderate in these data indicating that there may be a need for minor revision of some items.
HECS is just one way to measure ethical climate; there are also other ways and perspectives to approach
it, and also instruments available which could have been applied in nursing context18 to extend the understanding of ethical climates and its association with work-related factors. Moreover, the subjectivity of
self-assessments should always be taken into account in interpretation of the results. Other assessment
methods are suggested to be used in conjunction with self-assessments.71 There exist validated instruments to measure both turnover intentions and job satisfaction. However, this was justified on the basis
that completing several lengthy questionnaires may have already been experienced as time consuming, a
known factor causing non-responsiveness.72 Fairly modest response rate, although a common difficulty
associated with survey studies,73 may somewhat jeopardizes the validity of research findings and the
accuracy of measures of association by introducing non-response or participation bias and increasing the
risk of Type II error.66 Furthermore, generalization of the findings remains limited because the study was
carried out in one country and nursing culture. However, nurses in this study represented a national sample of registered newly graduated nurses.

Conclusion and further research
Newly graduated nurses perceived the ethical climate of their work environment positive. Positive perceptions were associated with higher professional competence, higher job satisfaction and lower turnover
intentions. The most positive perceptions were related to peers, patients and physicians, and the less positive
to managers and hospital. Strong interaction between ethical climate, nurses’ intention to change job, satisfaction with quality of care and professional competence should be recognized. Nursing management
responsible for and having the power to implement changes should fully understand their contribution to
ethical leadership, as well as the multidimensional nature of nurses’ work environment and the interaction
between work-related factors in planning developmental measures.
Future research should focus on issues in nurse managers’ ethical leadership in creating positive ethical
work environments. There is also a need for detailed knowledge of newly graduated nurses’ views of factors
which act as enhancers or barriers to positive ethical climates to develop. Interventions, continuing education courses and discussions designed to promote positive ethical climates should be developed to managers, nurses and multi-professional teams.
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17. Heikkinen A and Leino-Kilpi H. Eettiset ohjeet – näkökulma hoitotyön etiikan koulutukseen [Codes of ethics – a
perspective on ethics education in nursing]. In: Salminen L and Hupli M (eds) Working as a health care educator in
the 21st century, part I (Department of Nursing Science, research reports A. 44/2004). Turku: University of Turku,
2004, pp. 58–65. (in Finnish).
18. Victor B and Cullen J. The organisational bases of ethical work climate. Admin Sci Q 1988; 33: 101–125.
19. Martin K and Cullen J. Continuities and extensions of ethical climate theory: a meta-analytic review. J Business
Ethics 2006; 69: 175–194.
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