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General introduction

General Introduction
Let me introduce you to Hasib.

In the early 1970s, he left his hometown in Bosnia to work as a so-called
guest worker in Austria, being part of a wave of labour migration that
brought thousands of foreign workers to Western Europe. Like many of his
contemporaries, Hasib intended for his stay to be temporary. He worked
diligently, often in physically demanding jobs, while saving money in the
hope of returning to Bosnia to enjoy a peaceful retirement.

As the years passed, however, Hasib’s plans began to change. His family -
wife, children, and grandchildren - established deep roots in Austria. Hasib,
too, grew attached to the life he had built and found comfort in being close
to his loved ones. By the time Hasib reached retirement age, his decision
to stay in Austria was clear. Returning to Bosnia was no longer aligned with
his reality.

However, Hasib was not able to enjoy long years of healthy retirement but
developed dementia a few years later. At one time, Hasib was hospitalised.
In the months before, he had lost most of his ability to communicate ver-
bally. Despite his cognitive decline, one thing never left him - his spiritual-
ity and his wish to pray. As a practicing Muslim, his commitment to daily
prayer was a core element of his cultural and spiritual identity.

Throughout his hospital stay, Hasib made repeated attempts to perform
his ritual washing and prayer, gathering his limited strength to rise from
his bed. Nursing staff did not understand why Hasib was uneasy and why he
was trying to stand up. Concerned for his safety, they quickly intervened,
restraining him to prevent him from falling. Their intentions were rooted in
a genuine desire to protect him, but their actions disrupted a deeply mean-
ingful aspect of his spiritual routine. What may have appeared to the nurs-
ing stuff as agitation or non-compliance was in fact a routine act of faith.
They did not understand the importance of daily prayer to Hasib. For him,
prayer was not just a practice but rather a source of meaning and comfort
amidst the disorientation of his illness and hospitalisation.

This exemplary case shows the importance of recognising the cultural and/
or spiritual needs of patients and integrating them into daily nursing prac-
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Chapter 1

tice. While physical safety and correct medical treatment are important,
the failure to assess and address patients’ cultural and spiritual needs may
lead to misunderstandings or mistreatment. Hasib’s story highlights the need
for culturally congruent, person-centred care that respects and integrates
patients’ cultural values and needs.

The World Health Organization (WHO) have affirmed the universal right to
health as a fundamental human right (1). Despite this affirmation, significant
health inequalities persist globally (1, 2), especially for patients with differ-
ent cultural backgrounds (1-4). There is evidence of poorer quality of care
and lower patient-related outcomes (e.g. quality of life) among patients
with different cultural backgrounds (3-7). Some of the reasons for these
inequalities are the existence of various barriers, which include the struc-
tural and procedural complexities of healthcare systems, legal restrictions
to access to specific health services, linguistic and cultural barriers, discrim-
ination, and limited cultural competencies of healthcare professionals (8).

Many countries in Europe, including Austria, are experiencing increasing
cultural diversity as a consequence of migration and globalisation. This de-
velopment is also reflected in healthcare, where patient demographics are
becoming more diverse (e.g. in terms of ethnicity, migrant backgrounds,
religion, spirituality) (3). In Austria, the cultural diversity within the health-
care system is especially visible in care for older patients with a migrant
background. Many of these people are former migrant workers who came
to Austria in the 1970s, who are now reaching retirement age (9). In their
study, Perchinig and Schaur (2015) analysed the care needs of older people
with a migrant background living in Austria. Their study results reveal that
older people with a migrant background use fewer institutional healthcare
services than the rest of the population. Some of the reasons the authors
cited for this were uncertainty about receiving culturally sensitive services,
fear of prejudice and discrimination, but also uncertainty about whether
their cultural or spiritual needs would be taken into account when receiving
nursing care (9).

As a consequence of increasing cultural diversity and documented health
inequalities, healthcare professionals are faced with the challenge to pro-
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General introduction

vide high-quality' care to patients with different cultural backgrounds and
to address their individual needs (e.g. cultural or spiritual) (12, 13). Nurses,
like other health care professionals, face challenges when attempting to
recognise and address these differences and provide care that meets the in-
dividual needs of these patients (12, 14). As the largest group of healthcare
professionals, comprising over 50% of the global health workforce (15), nurs-
es spend more time directly caring for patients than any other healthcare
professionals (16). Nurses are core staff across nearly all health settings, and
particularly in hospitals. They play a vital role in assessing patients, provid-
ing care, coordinating and facilitating access to care from other healthcare
professionals, and providing patient education and support, along with other
responsibilities (17). However, it seems that nurses do not always feel confi-
dent when providing care to patients with different cultural backgrounds. A
cross-sectional study on European nurses’ perceptions of culturally congru-
ent nursing care found that approximately 70.6% of nurses experienced chal-
lenges when providing care to patients with cultural backgrounds differing
from their own. The main challenges reported were differences in language,
spirituality, and lack of cultural knowledge (18). Not only feeling insecure,
but also discriminatory perceptions and discriminative behaviour can affect
the provision of care. For instance, nurses sometimes apply stereotypes to
care-dependent patients with cultural backgrounds differing from their own.
They may think that family members usually take care of the patient and
conclude that certain care options (e.g. care provision in a long-term care
facility) would be rejected due to cultural norms. Consequently, they hesi-
tate to propose these care solutions based on their preconception that these
would be dismissed (3).

When the nursing care provided does not meet the patient’s expectations or
needs, it can lead to misunderstandings, mistreatment, or distrust (3). One
study shows that, instead of assessing patients’ cultural needs, nurses relied
on their assumptions about patients’ cultural needs, made on the basis on

' According to the WHO, high-quality care is “the degree to which health services for individu-
als and populations increase the likelihood of desired health outcomes and are consistent with
current professional knowledge.” (p. 31) The quality elements include effectiveness, safety,
and person-centredness. In addition, in order to realise the benefits of quality health care,
health services should be timely, equitable, integrated, and efficient. This definition indicates
that person-centredness embodies a professional approach that focuses care and support ser-
vices on the individual needs and preferences (10).
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the patients’ habits and surnames, to plan nursing care interventions (4).
The same study, however, shows that when patients were not given opportu-
nities to express their cultural needs, they were discouraged from following
nurses’ interventions and health-related advice, which led to more health-
care issues (4). In other words, such misconceptions, prejudices, unasked
questions, and partial information can lead to inaccurate care diagnoses,
unrealistic care goals, and ineffective care measures (19). Therefore, nurses
need to recognise and respect the patient’s cultural values and beliefs and
patients should be given opportunities to express their cultural needs incor-
porating them into the planning of appropriate, person-centred care? (20).

According to McCormack (2006), person-centred care requires the formation
of a caring relationship between nurses, patients, and their significant oth-
ers. This patient-nurse relationship is built on mutual trust, understanding,
and the process of sharing collective knowledge (21). Improving the pa-
tient-nurse relationship, along with adopting a more culturally sensitive at-
titude, can positively influence the trust levels between patients and nurses
(13, 14, 22). These increased trust levels, in turn, can help patients achieve
greater satisfaction with nursing care (5, 23, 24). Specifically, when nurses
invest time by explaining procedures, acknowledging patient needs, and en-
gaging patients in shared decision-making, despite their cultural differenc-
es, these patients are more likely to experience person-centred care (2).

In order to ensure person-centred nursing care, nurses require specific skills
and expertise. In this regard, the nurses’ cultural competence is viewed as
one of the main skills which enables them to provide culturally congruent?,
person-centred care that respects and integrates patients’ cultural values
and needs into care (13, 26). The term cultural competence consists of two
terms: culture and competence. In the nursing literature, the term culture
is defined as the learned paradigm shared by a group (27), while the term
competence is defined as the ability to work to obtain the desired outcomes
under the influence of diverse conditions of the real world (28). According to
Sharifi et al. (2019), nurses’ cultural competence is defined as:

2 Person-centred care is “care that is arranged through a careful analysis of patient experienc-
es and needs, working closely with their coping and preferred objectives.” (p.9)(20)

3 Leininger (2002) defines the term culturally congruent care as care that helps, supports,
facilitates, or empowers cognition-based actions or decisions which are congruent with the
cultural values, beliefs, and lifestyles of individuals, groups, or organisations (25).
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“The dynamic process of acquiring the ability to provide effective, safe,
and quality care to the patients through considering their different cultural
aspects.” (p.6) (26)

Increasing nurses’ cultural competence has advantages for the nurses them-
selves as well as for the patients. Some of these advantages are described in
the international literature. For instance, increasing nurses’ cultural com-
petence has been shown to strengthen their cultural awareness, enhance
their personal and professional values, and increase their feelings of self-re-
spect and empowerment (14). Notable advantages have also been reported
for patients. For instance, patient outcomes including patient satisfaction
(12) and quality of care (22) have been shown to increase and healthcare
inequalities to be reduced (26). Common cultural competence outcomes
for nurses and patients are improved relationships and interactions, which
lead to stronger patient-nurse trust. Although the importance of cultural
competence within person-centred care is being increasingly recognised, in-
equalities in healthcare, such as poorer healthcare quality and lower health
outcomes (e.g. patient satisfaction, health status) among patients with dif-
ferent cultural backgrounds, are still evident (3, 7).

By assessing nurses’ cultural competence, it becomes possible to build a
foundation for identifying possible improvements in culturally congruent,
patient-centred nursing care. Due to the extensive international research on
this topic, a huge number of instruments to assess the cultural competence
of nurses are available. However, selecting the most suitable tool remains
challenging. One of the main reasons for this is that the measurement prop-
erties of the existing instruments have not yet been reviewed systematical-
ly (29). Performing such a comprehensive overview would allow the iden-
tification of the most valid and reliable instruments for nursing practice.
Furthermore, assessing cultural competence is essential for evaluating the
effectiveness of interventions, promoting self-reflection, and indicating the
quality of care (14, 22). Accordingly, in this doctoral thesis, we scrutinise
the existing instruments used to assess nurses’ cultural competence and
their psychometric properties. We also assess the translation, cultural ad-
aptation, and psychometric testing of a recommended instrument into the
German language. In the next step, the cultural competence of Austrian
nurses working in acute care settings was assessed. In the last step, evi-
dence for nursing cultural competence interventions developed to improve
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levels of cultural competence and patient-related outcomes was collected
and analysed.

The following section of this chapter presents the conceptual and theoreti-
cal framework of this doctoral thesis. Next, in the section entitled research
gap, the most significant challenges faced when assessing nurses’ cultural
competence and effectiveness of cultural competence interventions are de-
scribed. At the end of the introduction chapter, the aims and outline of this
doctoral thesis are presented.

Theoretical framework

The importance of providing culturally congruent care was first recognised
nearly four decades ago in the USA by Madeleine Leininger (30). Since that
time, numerous theories and models addressing cultural competence have
been proposed in the literature (14, 23, 31). In our research, we have con-
centrated especially on nurses in acute care settings; therefore, we apply a
concept developed specifically for nurses. One of the most often used is the
concept analysis as described by Sharifi et al. (2019). The theoretical frame-
work for this doctoral thesis is thus based on the concept of nurses’ cultural
competence according to Sharifi et al. (2019). Cultural competence is ac-
quired as part of an ongoing process, which requires personal effort, effec-
tive education, and organisational support in nursing care. The concept of
nurses’ cultural competence encompasses attributes of cultural awareness,
knowledge, sensitivity, skill, proficiency, and dynamicity (26) (see Figure 1).
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Cultural
Knowledge

Cultural
Awareness

Nurses’
cultural
competence

Cultural
Skill

Cultural
Sensitivity

Cultural Dynamicity

proficiency

Outcomes related to patients Outcomes related to nurses

* Reduction in healthcare inequalities * Increased Awareness and greater
* Received holistic care knowledge about different cultures

« Greater trust in healthcare system ¢ Increasing cultural skill
* Closer treatment adherence * Feelings of respect
* Greater satisfaction with nursing care * Self-empowerment
Cultural safety Development of personal and professional
* Greater client-nurse trust values

Figure 1 Theoretical framework of doctoral thesis, based on the concept analysis according to
Sharifi et al. (2019)

Cultural awareness, cultural knowledge, and cultural skills were identified
as the most important elements of cultural competence in most cultural
competence frameworks (13, 14, 23, 26). In some models, cultural aware-
ness and cultural knowledge were combined as one element of cultural
competence, namely the cognitive element (23). The concept attributes of
nurses’ cultural competence are described below:

o Cultural awareness involves an individual’s recognition of the influ-
ence of their own cultural background. This awareness helps them
critically assess their biases and prejudices, forming a basis for valuing
others’ beliefs and values. By identifying similarities and differences
between one’s own culture and those of others, cultural awareness
can prevent a person from imposing their cultural norms on individu-
als from different backgrounds (26). Cultural awareness also involves
recognising the existence of documented racism and other forms of
discrimination in healthcare delivery (32).
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o Cultural knowledge refers to an individual’s ability to continually ac-
quire information about different cultures. This knowledge includes
information learnt by applying conceptual and theoretical frame-
works. It also involves integrating information about health-related
beliefs, cultural values, the epidemiology of diseases, and the effec-
tiveness of treatments (26).

o Cultural skill refers to an individual’s ability to communicate effec-
tively with other individuals with different cultural backgrounds. This
ability enables a person to consider different beliefs, values, and
practices when planning and delivering nursing care (26). Cultural
skill includes the performance of cultural assessment*, which is con-
sidered as an essential task in provision of person-centred care (33).

o Cultural sensitivity refers to an individual’s ability to value, respect,
and appreciate cultural diversity, which enables them to better un-
derstand how patients’ cultural attitudes and beliefs influence their
health behaviour and care-seeking patterns. Key characteristics of
this sensitivity include the knowledge, attention, understanding, re-
spect, and adaptation of nursing interventions to meet patients’ cul-
tural needs (26).

e Cultural proficiency refers to an individual’s ability to continually ac-
quire and disseminate cultural knowledge by conducting research and
applying culturally sensitive therapeutic approaches. It reflects their
commitment to continuous learning and adaptation. Demonstrating
cultural proficiency involves acquiring new skills and knowledge and
sharing these insights by producing articles, educational programmes,
and other methods (26).

« Dynamicity implies that cultural competence is not a static state
but a continuous process through which an individual becomes more
culturally competent through their frequent encounters with diverse
patients (26).

4 Cultural assessment is described as a systematic appraisal or examination of cultural beliefs,
values, and practices to gather accurate information from the patient, enabling the nurse to
develop a treatment plan that is culturally relevant and mutually acceptable for addressing
each of a patient’s specific care problems.(33)
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The need to implement and evaluate appropriate cultural competence in-
terventions (e.g. continuing education) and the importance of these inter-
ventions is increasing in all healthcare settings, as such interventions can
ensure culturally congruent nursing care. The effectiveness of these inter-
ventions may be measured by examining different outcomes, like patient
satisfaction or treatment adherence. Sharifi et al. refers to cultural compe-
tence outcomes related to both patients and to nurses (26) (see Figure 1).
One of the most prominent outcomes related to patients is the reduction of
healthcare inequalities (22). Another well-documented outcome cited in the
literature is patient satisfaction. Patient satisfaction reflects a patient’s as-
sessment of their care experience and is widely recognised as a key indicator
of quality care (21). Culturally competent nurses are able to gain a deep-
er understanding and awareness of different cultures and to enhance their
cultural skills. They can provide dignified, patient-centred, and culturally
congruent care. This, in turn, strengthens patient trust and fosters mutual
respect. Outcomes related to nurses include personal, cognitive, and profes-
sional development and effective interactions with patients. Nurses’ cultural
competencies contribute to their sense of respect and self-empowerment,
positively influencing their personal and professional values, relationships,
and overall performance (26). The concept of nurses’ cultural competence
has been thoroughly described in the literature. However, further studies
are recommended to determine the effects of nurses’ cultural competence
on both their own and on patient-related outcomes (26).

Research gaps

An assessment of cultural competence provides indicators of the quality of a
healthcare institution and is also frequently used as a method of self-reflec-
tion (14, 22, 23). Although many instruments have been developed for the
assessment of cultural competence (34-40), selecting the most suitable tool
remains challenging. This is mainly because the measurement properties of
existing instruments have not yet been reviewed systematically. Further-
more, a detailed overview over the psychometric properties of these instru-
ments is lacking. Such a comprehensive overview would allow researchers to
identify the most valid and reliable instruments for nursing practice.
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In order to address knowledge gaps and identify opportunities for improve-
ment in person-centred, culturally congruent nursing care, it is essential
to first determine the most valid and reliable instruments that can be used
to assess nurses’ cultural competence (14, 22, 29, 35). Furthermore, an
assessment of cultural competence is needed to evaluate the impact of im-
plemented interventions, such as cultural competence educational training
programmes. Without a valid and reliable measurement tool, the effective-
ness of these interventions on health outcomes cannot be accurately evalu-
ated (13, 22, 29).

There is limited knowledge regarding the cultural competence of nurses
in German-speaking countries, as no validated instrument currently exists
in German for assessing their cultural competence (41, 42). It is essential
to use a psychometrically tested measurement instrument, assess the cul-
tural competence of nurses, as well as identify factors that influence this
competence to develop and implement cultural competence interventions.
These interventions can be used, in turn, to meet the needs of nurses and
strengthen the nursing practice in the field of cultural competence (29, 41,
42).

While some evidence exists that cultural competence interventions such as
diversity training can improve nurses’ cultural competence (6, 7, 12, 24,
43), a summary of evidence regarding nurses’ cultural competence interven-
tions and their effectiveness on patient-related outcomes is lacking. Truong
et al. (2014) conducted a meta-review of systematic reviews, citing some
evidence that cultural competence interventions can improve patient-re-
lated outcomes. However, their conclusions regarding the effectiveness of
these interventions were limited due to the lack of methodological rigor
and use of validated measurement instruments in the reviewed studies (24).
Gallagher and Polanin (2015) evaluated educational programmes aimed at
enhancing cultural competence among nurses and nursing students, but did
not assess their impact on patient outcomes. They found that implementing
programmes may enhance cultural awareness, potentially benefiting patient
outcomes (12).

More robust study designs and standardised tools are clearly needed to es-
tablish a direct link between training and patient outcomes. In their system-
atic review on educational interventions designed to develop nurses’ cultur-
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al competence, Oikarainen et al. (2019) showed a positive impact on nurses’
self-assessed cultural competence. However, these authors referenced the
significant clinical heterogeneity among the included studies, noting differ-
ences in their design, intervention durations, follow-up periods, and meas-
urement instruments. The authors emphasised the need for high-quality
studies (e.g. RCTs) to investigate the effectiveness of such cultural compe-
tence interventions, and especially of technology-based interventions (e.g.
app-based cultural competence training programs) (44).

So far, mostly traditional educational interventions, including lectures (45,
46), group discussions, and case studies (47), have been evaluated in re-
views. However, a variety of studies on different educational interventions
(e.g. by using simulation pedagogy (48) or mobile app-based training pro-
grams (49) have been published in recent years. Therefore, there is a need
to summarise recent evidence regarding the effectiveness of nurses’ cultural
competence (educational) interventions on nurse- and patient-related out-
comes.

Aims and outline of the doctoral thesis

Several objectives were addressed in this doctoral thesis. The lack of a com-
prehensive summary about instruments that can be used to measure nurses’
cultural competence led to the first aim, namely to identify and critically
appraise the psychometric properties of instruments used to measure nurs-
es’ cultural competence. Based on the results of the first study (described
in Chapter 3), a second aim was established to choose one of the critical-
ly well-evaluated instruments, translate it into the German language, and
test the psychometric properties of this German version of the instrument
(Chapter 4). Once a valid and reliable instrument was available, a third aim
was established to use this instrument to evaluate the cultural competence
of Austrian nurses in acute care settings (Chapter 5). The fourth and final
aim of this thesis was to identify and synthesise evidence on nursing cultural
competence interventions that have been developed to improve nurses’ lev-
els of cultural competence and patient-related outcomes (Chapter 6). The
specific objectives of the four articles included in this doctoral thesis are
outlined below.
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Study 1

The aim of the first study was to systematically identify and critically ap-
praise the psychometric properties of instruments used to measure cultural
competence of nurses.

Study 2

The main objectives of the second study were to translate and cross-cul-
turally adapt the Cultural Competence Assessment scale in German and to
evaluate its psychometric properties (face and content validity, structural
validity, and internal consistency reliability).

Study 3

The aim of the third study was to assess the cultural competence of nurses
and nursing students working in Austrian acute care settings and to identify
influencing factors using the Cultural Competence Assessment scale.

Study 4

The fourth study was conducted to identify and summarise evidence on nurs-
es’ cultural competence interventions that have been developed to improve
levels of nurses’ cultural competence and patient-related outcomes. Specif-
ic questions addressed in the review are:

o How effective are nurses’ cultural competence interventions in im-
proving nurses’ levels of cultural competence?

« How effective are nurses’ cultural competence interventions in im-
proving patient-related outcomes (e.g. treatment outcomes, patient
satisfaction)?
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Methods

Methods

This chapter provides an overview of the methodologic aspects used for the
conducted studies included in this doctoral thesis. Table 1 presents a sum-
mary of the aims, designs, settings and samples, data collection methods,
and data analysis as described in the individual studies. Detailed information
concerning the methodological aspects are found in the articles, which are
provided in the following chapters.
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Table 1 Overview of the aims, designs, settings, samples, and data collection and analysis

Aim Design

Study 1 to systematically identify Systematic review
and critically appraise the
psychometric properties of
instruments used to measure

cultural competence of nurses

Study 2 to translate and cross-
culturally adapt the Cultural
Competence Assessment scale
in German and to evaluate its

psychometric properties

Cross-sectional study

Study 3 to assess the cultural
competence of nurses and
nursing students working in
Austrian acute care settings

and to identify influencing

factors
Study 4 to identify and summarise Systematic review and meta-
the existing evidence on analysis

nurses’ cultural competence
interventions that have been
developed to improve levels
of cultural competence and

patient-related outcomes

Note: CENTRAL- Cochrane Central Register of Controlled Trials;
COSMIN- COnsensus-based Standards for the selection of health Measurement INstruments;

GRADE- Grading of Recommendations Assessment, Development and Evaluation
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strategies used in the included studies

Setting and Sample

Data collection method

Data analysis

44 included articles

Literature search in

databases

CINAHL, Embase,
PsychINFO, PubMed from
the point of first date entry
in the databases up to
November 2019

Methodology quality of
included studies was
assessed with the COSMIN

risk of bias checklist.

Certainty of the evidence
and summary of findings
were performed using the
GRADE approach.

Austrian acute care settings

Convenience sample of 915

nurses

Self-reported questionnaire

via an online survey

Descriptive analysis

was performed with the
statistical software IBM
SPSS Statistics 26, and the
confirmatory factor analysis
was conducted with the R

package Lavaan.

Descriptive analysis and the
multiple linear regression
analysis were conducted
using the statistical
software program IBM SPSS
Statistics 26.

17 articles included

Literature search in
MEDLINE, Embase, CINAHL,
PsychINFO, ERIC and
CENTRAL from the point

of first data entry in the
databases up to September
2023

Meta-analyses of pooled
effectiveness were
performed using RevMan
5.4.1.
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Abstract

Background

Cultural competence is a key component of culturally congruent nursing
care. In order to reduce healthcare inequalities and to identify potentials
for improvement in nursing practice, researchers need to be able to as-
sess cultural competence properly. Although many instruments for the as-
sessment of cultural competence have been developed, their measurement
properties have not yet been reviewed systematically. Such an overview of
existing instruments, however, would allow researchers to identify the most
valid and reliable instrument for nursing practice.

Objective

The purpose of conducting this review is to identify and critically appraise
the psychometric properties of instruments used to measure the cultural
competence of nurses.

Methods

A systematic literature search was performed in November 2019 in the fol-
lowing electronic databases: Cumulative Index of Nursing and Allied Health
Literature, Embase, PsycINFO and PubMed. Studies that were conducted
to assess any measurement property of instruments used to measure the
cultural competence of nurses were included. Two reviewers independent-
ly screened the articles and assessed the risk of bias using the COnsen-
sus-based Standards for the selection of health Measurement INstruments
checklist. The quality of included instruments was assessed on the basis of
the updated criteria for good measurement properties, and the quality of
the summarised results was graded based on the principles of Grading of
Recommendations Assessment, Development and Evaluation.

Results

In total, 44 studies describing 21 instruments were included in this study.
We found that most instruments were tested for at least some forms of va-
lidity, but seldom for reliability. The quality of the psychometric properties
was evaluated using the criteria for good measurement properties for the
following: content validity, structural validity, internal consistency, relia-
bility, measurement error and construct validity. No studies were found in
which cross-cultural validity, criterion validity, or the responsiveness of the
included instruments were evaluated. The Transcultural Self-Efficacy Tool,
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the Cultural Competence Assessment, and the Cultural Competence Health
Practitioner Assessment showed sufficient levels of quality for psychometric
properties and can be recommended for the assessment of cultural compe-
tence in nurses.

Conclusion

Given the broad availability of self-administered instruments to assess cul-
tural competence, the development of new instrument is not recommended.
A particular need was identified to conduct further psychometric evaluation
studies on existing instruments and to adapt them accordingly, and especial-
ly on less frequently evaluated properties, such as reliability, measurement
error and responsiveness.

Keywords: Systematic review, Cultural competence, Nurses, Psychometric
properties, Instruments
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Introduction

Many countries are currently experiencing increasing cultural diversity as a
consequence of migration and globalisation. In 2017, the number of inter-
national migrants (discounting forcibly displaced populations) reached an
estimated 259 million persons, which is 3.4% of the world s population (1).
This increase in cultural diversity is challenging healthcare systems, which
need to provide high-quality care to patients of all cultural backgrounds and
with different needs (2, 3). However, inequalities have still been identified
in healthcare, such as a lower quality of care and lower health outcomes for
patients (e.g. patient satisfaction, health status) with cultural backgrounds
that differ from non-migrants (4, 5).

In particular, nurses should be encouraged to learn more about the cultural
needs of diverse patient population and provide cultural congruent care (2,
5, 6). This is not only because registered nurses represent the largest num-
ber of healthcare professionals, representing more than 50% of the health
workforce globally (7), but also because they spend more time directly car-
ing for patients than any other healthcare professionals (8). If the care pro-
vided does not meet the patient’s expectations and needs or conflicts with
aspects of their lives, this can lead to misunderstandings (9), mistreatment,
or discrimination (10). To avoid these negative impacts, nurses need to rec-
ognise the patient’s cultural value, beliefs and traditions and include these
in the planning of adequate patient-centred care. However, this requires
skill and expertise (6). The application of the nurses’ cultural competence
can reduce healthcare inequalities (11), improve healthcare quality (12) and
enhance patient outcomes, such as patient satisfaction (5). By providing
culturally congruent care, nurses can acquire greater cultural skills and gain
the patient’s trust and respect (9). Furthermore, improved cultural com-
petence endorses the nurses’ relationships and successful interactions with
patients (9), increases the nurses’ personal and professional values and im-
proves their feelings of self-respect and empowerment (13).

In this regard, the level of cultural competence exhibited by nurses is viewed
as an essential factor which enables them to provide effective and culturally
congruent care (2). The importance of offering culturally congruent care
was recognised four decades ago (14). Since then, researchers have postu-
lated numerous theories and models of cultural competency. The model that
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is most frequently used to develop and implement culturally congruent care
in healthcare services is Campinha-Bacotes’s model of cultural competence,
which was developed in 2002 (2, 15). She defined the cultural competence
as ‘The process in which the health care provider continuously strives to
achieve the ability to effectively work within the cultural context of a client
(individual, family or community)’ (p. 203) (2). This means that cultural
competence is a continuous and ongoing process as well as an essential
factor that allows nurses to provide effective and culturally responsive care
to all clients (2). In their recently published concept analysis, Sharifi et al.
(2019) defined the cultural competence of nurses as ‘the ability to provide
effective, safe, and quality care to patients from different cultures and to
consider the different aspects of their cultures in care provision’ (p.6) (11).
Cultural awareness, cultural knowledge, cultural sensitivity, cultural skill,
cultural proficiency and dynamicity are defining attributes of the concept of
cultural competence (11).

In order to reduce healthcare inequalities, to address the lack of knowledge
and to identify potentials for improvement in nursing practice, researchers
need to identify the most appropriate way to assess nurses’ cultural com-
petence. Furthermore, cultural competence must be assessed to evaluate
the impact of implemented interventions, as a method of self-reflection, or
to indicate the quality of a healthcare institution (12, 13, 16, 17). Although
many instruments have been internationally developed to assess cultural
competence (5, 12, 17-19), it is still not easy to choose the most appropriate
instrument for a specific purpose. In part, this is because a comprehensive
summary of existing instruments and their measurement properties does
not exist. A systematic review of measurement properties would effectively
reveal which instruments have been tested and help researchers select an
appropriate instrument (20). Systematic reviews can provide a comprehen-
sive overview of the measurement properties and support evidence-based
recommendations in the selection of the most suitable instrument for a giv-
en purpose. These kinds of systematic reviews can also be conducted to
identify gaps in knowledge regarding the measurement properties, which
can, in turn, be used to design new studies on measurement properties (21).

Some reviews have shown that at least 35 instruments can be used to assess
cultural competence among healthcare professionals (13, 19, 22-24). How-
ever, these reviews included different professional groups (22-24) and were
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not conducted to report the quality of the psychometric properties of the
instruments (13, 22, 24). Loftin et. al (2013) performed a integrative review
on the measures of cultural competence in nurses, but neither evaluated
the methodological quality of the included studies nor assessed the psycho-
metric properties of included instruments (19). Although previous reviews
(13, 19, 22-24) exist, these did not place a sole focus on the evaluation
of psychometric properties. No in-depth evaluation has been conducted of
all available reliability and validity data for existing instruments used to
measure the cultural competence of nurses, including the assessment of the
methodological quality of studies and the quality of measurement proper-
ties of instruments.

Consequently, this review was conducted to systematically identify and crit-
ically appraise the psychometric properties of instruments used to measure
cultural competence of nurses.

Methods

This systematic review was conducted by following the COnsensus-based
Standards for the selection of health Measurement INstruments guidelines
(COSMIN) (21) and the Preferred Reporting Items for Systematic Reviews and
Meta-Analysis statement (25). To assess the methodological quality of in-
cluded studies, we used the COSMIN risk of bias checklist (21). To assess the
psychometric properties of the included instruments, we used the updated
criteria for good measurement properties, based on those described by Tar-
wee at al. (2007) (20). Finally, the evidence was summarized per psychomet-
ric property per instrument, and the quality of evidence was graded by using
the Grading of Recommendations Assessment, Development and Evaluation
(GRADE) approach (21). The protocol was registered a priori in PROSPERO
(registration number: CRD42020168015).

Literature Search

A systematic literature search was performed in November 2019 in the fol-
lowing electronic databases: the Cumulative Index of Nursing and Allied
Health Literature (CINAHL), Embase, PsycINFO and PubMed. The search was
limited to publications in the English and German languages. No timeframe
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was set, as recommended by the COSMIN guidelines (21). In addition, the
references of the included studies and identified reviews were examined,
and a manual search was performed with the Google Scholar web search
engine using the keywords (cultural competence; nurses; instruments; psy-
chometric properties) in German and English.

To perform a highly sensitive search, we applied a search strategy that
used Medical Subject Headings (MeSH) and keywords in three domains: (i)
construct of interest - cultural competence, (ii) target population - nurses,
nursing students, nursing assistants, and nurse teachers and (iii) type of
measurement - instruments (Table 1). A special search filter developed for
PubMed was used to identify studies on the measurement properties, and
this filter was adapted for use when searching all the other databases (Sup-
plementary File 1) (26).

Table 1 Search strategy.

# construct search e Cultur* AND (diversity OR self-efficacy OR awareness OR
knowledge OR skill OR sensitivity OR competenc*)
e “Cultural Competency”[Mesh]
e “Cultural Diversity”[Mesh]

# population search e Nurs*
. “Nurses”[Mesh]
e “Nursing Staff” [Mesh]

# instrument search . Scale

e Tool

e Measure*

. Instrument

. Questionnaire

. Assessment

Study eligibility criteria

For inclusion in this systematic review the study had to be an original study
to involve the evaluation of psychometric properties of an instrument used
to measure cultural competence among nurses, nursing assistants, nursing
students or nursing teachers.
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Studies presenting the development of an instrument to measure cultur-
al competence were also included. We included studies on psychometric
properties of instruments that measured one or more attributes of cultural
competence. Studies were included irrespective of setting and country.

Studies on German were included, since the authors of this review are na-
tive German speakers. This made it possible to expand the search breadth.

Studies that used the instruments as part of validation studies of other in-
struments (measuring other/similar constructs) were excluded. Systematic
reviews and studies were also excluded if cultural competence was only
included as part of a broader measure.

Study selection

The systematic database search was performed by the first author. The
search hits were inserted in EndNote, and duplicates were removed. Two
reviewers independently screened the titles and abstract for inclusion. Po-
tentially relevant full texts were screened independently by the same two
reviewers by applying the inclusion criteria. If a disagreement arose at any
stage of the review, this was solved through discussion until a consensus was
achieved.

Assessment of methodological quality and assessment of measurement
properties

To assess the methodological quality of studies and the measurement prop-
erties of instrument, we used the methodological framework developed by
the COSMIN (21). The COSMIN methodology directs the focus toward pa-
tient-reported outcome measures, but can also be used for other types of
measurement instruments (21). After relevant studies are selected, the
COSMIN guidelines for systematic reviews recommends assessing the studies
and extracting the data in a specific order.

In a first step, the COSMIN Risk of Bias checklist (21) was used to assess the
methodological quality of the measurement properties of the single studies.
The ten boxes of the COSMIN Risk of Bias checklist consist of: 1) instru-
ment development, 2) content validity, 3) structural validity, 4) internal
consistency, 5) cross-cultural validity, 6) reliability (test-retest, inter-rater,
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intra-rater), 7) measurement error, 8) criterion validity, 9) hypothesis test-
ing and 10) responsiveness.

Instrument development

The instrument development box assesses different standards for evaluating
a) the quality of instrument design to ensure relevance and b) the quality of
a cognitive interview study or pilot test performed to evaluate the compre-
hensibility and comprehensiveness of an instrument (27).

Content validity

Content validity is defined as the degree to which the content of an instru-
ment is an adequate reflection of the construct to be measured (28). Three
aspects of content validity should be assessed: a) relevance, b) comprehen-
siveness, and c) comprehensibility (27).

Structural validity

Structural validity is defined as the degree to which the scores of an instru-
ment is an adequate reflection of the dimensionality of the construct to be
measured (28) and is usually assessed by performing a factor analysis (21).

Internal consistency

Internal consistency is defined as the degree of the interrelatedness among
the items (28) and is usually assessed by applying Cronbach’s alpha (21).

Cross-cultural validity

Cross-cultural validity refers to the degree to which the performance of
the items on a translated or culturally adapted instrument are an adequate
reflection of the performance of the items of the original version of the in-
strument (28). To assess this psychometric property, data must be collected
from at least two different groups, by assessing whether the scale is meas-
urement invariant or whether or not differential item functioning occurs.
Measurement invariance refer to whether respondents from different groups
respond similarly to a particular item (21).
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Reliability

Reliability is defined as the proportion of the total variance in the meas-
urements which is due to ‘true’ differences between patients (28). The pre-
ferred reliability statistic depends on the type of response options (i.e. the
preferred statistical method is the interclass correlation coefficient for con-
tinuous scores, the Cohen’s kappa for dichotomous scores or nominal scores,
and weighted kappa for ordinal scales) (21).

Measurement error

Measurement error is defined as the systematic and random error of a pa-
tient’s score that is not attributed to true changes in the construct to be
measured (28). The preferred statistics for measurement error in studies,
based on classical test theory, are the standard error of measurement, the
limits of agreement, and the smallest detectable change (21).

Criterion validity

Criterion validity is defined as the degree to which the scores of an instru-
ment are an adequate reflection of a ‘gold standard’ (28). The review team
should determine what reasonable ‘gold standards’ are for the construct
to be measured. When both the assessed instrument and the gold stand-
ard have continuous scores, correlation is the preferred statistical method.
When the instrument scores are continuous and scores on the gold standard
are dichotomous, the area under the receiver operating characteristic (ROC)
is the preferred method (21).

Construct validity

Hypothesis testing for construct validity refers to the degree to which the
scores of an instrument are consistent with hypotheses (for instance, with
regard to internal relationships, relationships to scores of other instru-
ments, or differences between relevant groups) based on the assumption
that the instrument (patient reported outcome measurement) validly
measures the construct to be measured (28). To evaluate a construct va-
lidity comparison with other outcome measurement instruments (conver-
gent validity) or perform a comparison between subgroups (discriminative
or known-groups validity), correlations are the preferred statistical method
(21).
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Responsiveness

Responsiveness is defined as the ability of an instrument to detect change
over time in the construct to be measured (28). Responsiveness is consid-
ered to be a separate psychometric property from validity, because it refers
to the validity of a change score. The design requirements for assessing re-
sponsiveness differ depending on the approach taken: a) criterion approach
(i.e. comparison to a gold standard), b) construct approach A (i.e. hypoth-
esis testing; comparison with other outcome measurement instruments),
c) construct approach B (i.e. hypothesis testing: comparison between sub-
groups), and d) construct approach C (i.e. hypotheses testing: before and
after intervention) (21).

To evaluate the methodological quality of included study, the assessed meas-
urement properties were first determined and the relevant boxes were se-
lected. Each standard was rated on a four-point rating scale as ‘very good’,
‘adequate’, ‘doubtful’, or ‘inadequate’ (21). To determine the overall qual-
ity rating for each included study, the worst score counts principle was ap-
plied, i.e. the lowest rating on an item from any one box was considered the
overall score for that box. To evaluate content validity, the instrument de-
velopment study, the quality and result of additional content validity studies
and a subjective content rating of the instrument by the reviewers were
taken into account. If evidence that the content validity of an instrument
was inadequate was found, this instrument was not further considered in the
systematic review (21).

In a second step, the quality of the measurement properties on each study
was assessed by applying updated criteria for good measurement properties,
based on those described by Tarwee at al. (2007) (20). This assessment was
performed to determine whether the respective measurement property of
instrument was sufficient (+), insufficient (-), or indeterminate (?) (21). To
evaluate the results of studies on the basis of construct validity and respon-
siveness, a priori hypothesis based on the results was formulated by the
review team:

e Correlations with instruments used to measure the same construct
should be > 0.50
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o Correlations with instruments used to measure related, but not the
same, construct should range between 0.30 - 0.50

e Correlations with instruments used to measure unrelated constructs
should be < 0.30

* Meaningful differences between relevant (sub)groups (e.g. nursing stu-
dents vs. nurses) were identified

Each step in assessment of methodological quality and assessment of meas-
urement properties was performed independently by two reviewers, and the
final results were reached through consensus.

Evidence synthesis

Synthesis of evidence of psychometric properties for each instrument was
conducted according to the COSMIN methodology (21). The key characteris-
tics of studies and included instruments are summarised in two tables (Table
2 and Table 3). The overall result of applying the COSMIN Risk of Bias check-
list to examine the measurement properties included in the relevant studies
was used for the evidence synthesis. To assess content validity, the results
of the development study, content validity study and the review rating were
rated on the basis of ten criteria (five for relevance, one for comprehensive-
ness and four for comprehensibility) (27). Each criterion could be rated as
sufficient (+), insufficient (-), inconsistent (z), or indeterminate (?). Subse-
quently, the results of all studies that included a specific instrument and the
reviewer’s ratings were summarised qualitatively. An overall sufficient (+),
insufficient (-), indeterminate (?), or inconsistent (+) rating was provided
for the relevance, comprehensiveness and comprehensibility of each instru-
ment (27). To summarize the results of construct validity, the results of all
studies should be taken together, and the researcher should decide whether
75% of the results are in accordance with the hypotheses (21).

In the next step, the summarised evidence was graded using the modified
Grading of Recommendations Assessment, Development and Evaluation
(GRADE) quality of evidence method (21). If concerns arose regarding the
trustworthiness of a result, the quality of the evidence of the summarised
results was downgraded for each measurement property per instrument. To
assess content validity, the evidence quality could be downgraded due to a
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risk of bias (i.e. the methodological quality of the studies), inconsistency
(i.e. unexplained inconsistency of results across studies) and indirectness
(i.e. evidence from different populations than the target population) within
the results. To assess the other measurement properties, the risk of bias, im-
precision (i.e. total sample size of the available studies), inconsistency and
indirectness of the study were taken into account. The quality of evidence
was subjectively judged as either high, moderate, low, or very low (21). The
starting point is the assumption that the summarized result is of high quality.
The quality of evidence can be downgraded by one to three levels, when
a reason for downgrading is given (i.e. inconsistency). The COSMIN meth-
odology recommends the inclusion of all qualitatively appraised studies,
also these with inadequate quality. When including results from inadequate
studies, researchers should consider downgrading the quality of evidence
because of the risk of bias. If the result is based on only one study with an
extremely serious risk of bias, the quality of evidence can be downgraded to
very low quality of evidence (21).

Results

Studies selection

The applied search strategy could be used to identify 3233 studies. After
removing duplicates, the remaining 2401 articles were screened by abstract
and title for their relevance. The remaining 58 full-text studies that were
identified as relevant were assessed for their eligibility. Studies were omit-
ted if they did not include instrument testing (eight studies), the instrument
did not measure the construct of interest (eight studies), or the study pop-
ulation was inappropriate (five studies). The remaining 37 studies identified
from the database search and an additional seven studies identified from
reference screening including 21 instruments, which were subsequently in-
cluded in this systematic review. The PRISMA flow diagram is presented in
Figure 1 (25)
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Figure 1 PRISMA flow chart of study selection.

Study characteristics

Most studies were conducted in the USA (14, 29-42). Nine studies were con-
ducted in Europe (43-51). In nine studies, repeated measurement was the
study design used (30, 32, 45, 51-56), while all other studies had a cross-sec-
tional design. The sample size varied greatly across studies, ranging from
28 to 7494 participants (51, 57). The study settings were mostly hospitals
or universities, but a few studies were conducted in community healthcare
centres (14, 29, 51) and hospice settings (30, 42). The characteristics of the
included studies are displayed in Table 2.
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Instrument characteristics

Twenty-one instruments used to measure cultural competence of nurses
were examined in 44 studies. Two instruments were modified versions of
already included instruments. All of the instruments were self-administered
by the target population. The most frequently examined instrument was the
Cultural Awareness Scale (37, 39-41, 43, 46, 58), following by the Cultural
Self-Efficacy Scale (14, 29, 48, 59, 60) and the Transcultural Self-Efficacy
Tool (32-34, 50, 61). The characteristics of identified instruments are dis-
played in Table 3.
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Table 2 Characteristics of included studies in alphabetical order.

Reference Instrument Study Design Sample characteristics
N Age years Female %
Mean (z SD)
Aboshaigah Individual Assessment Repeated 584 - 94.2
et al. 2017 of cultural measurement
competence
Almutairi Critical Cultural Cross-sectional 170 43.6 91.3
& Dahinten Competence Scale (x11.7)
2017a
Almutairi Critical Cultural Cross-sectional 170 43.6 91.3
& Dahinten Competence Scale (£ 11.7)
2017b
Basalan Cultural Awareness Cross-sectional 197 21 70
&Temel 2017  Scale (x1.62)
Bernal & Cultural Self-Efficacy  Cross-sectional 190 42.7

Froman 1987 Scale

Bernal & Cultural Self-Efficacy  Cross-sectional 206 41.2
Froman 1993  Scale (£9.6)
Cai et al. Cultural Competence  Cross-sectional 510 31.28 98.43
2017 Inventory for Nurses (x7.82)
in China
Caricati et Cultural Competence  Cross-sectional 289 - 80
al. 2015 Assessment -Italian
Version
Chae & Lee Korean Version of the  Cross-sectional 456 31
2014 Cultural Competence (x 6.14)

Scale for Clinical

Nurses
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Instrument administration

Distribution of scores Setting Language of Measurement
Mean (+ SD) instrument (Country) properties
Pre-test 3.15 (x 0321) Hospital English (Saudi Arabia) Content validity
Post-test 3.17 (+ 0.329) Internal consistency
Reliability
5.27 (+ 0.50) Hospital English (Canada) Structural validity
Internal consistency
5.27 (+ 0.50) Hospital English (Canada) Internal consistency
Construct validity
4.30 (+ 0.80) Nursing Turkish Content validity
school Structural validity
internal consistency
2.7 (£1.2) Community  English (USA) Content validity
health care Internal consistency
centres Construct validity
3.24 (£ 1.10) Public English (USA) Structural validity
health Internal consistency
agencies Construct validity
2.78 - 4.04 (+ 0.57 1.25)  Hospital Mandarin Content validity
Structural validity
Internal consistency
Construct validity
4.22 (+ 0.96) Health care Italian Structural validity
centres Internal consistency
Construct validity
4.80 (x 0.72) Hospital Korean Content validity

Structural validity
Internal consistency

Construct validity
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Chae & Park  Korean Version of the Cross-sectional 365 31.04 97.5
2018 Cultural Competence (x 7.50)
Scale for Clinical
Nurses
Chae et al. Korean version of the Cross-sectional 161 29.57
2018 Cultural Competence (x 4.75)
Assessment
Chang, Yang  Cultural Sensitivity Repeated 230 40.72 100
& Kuo 2013 measurement (+ 8.51)
Choi et al. Korean Version of the Cross-sectional 515 - 96.1
2015 Cultural Awareness
Scale
Cruz et al. Nurse Cultural Repeated 200 20.89 52.5
2016 Capacity Scale - measurement (x1.33)
Arabic version
Cruz et al. Nurse Cultural Repeated 502 23.18 82.3
2018 Capacity Scale - measurement (+ 3.36)
Spanish version
Doorenbos Cultural Competence Repeated 456 43.5
et al. 2005 Assessment measurement (x 11.55)
2005
Gol, Dorosti  lIranian Nurses Cross-sectional 350 -
& Montazer Cultural Competence
2019 Questionnaire of
Khanbabayi
Gozum, Turkish Repeated 235 30.03 98.1
Tuzcu & Kirca measurement (x 6.43)

2015
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4.31 (+ 0.83) Hospital Korean Content validity
Structural validity
Internal consistency
Construct validity
4.45 (+ 0.65) Hospital Korean Structural validity
Internal consistency
Construct validity
1.96 (+ 0.48) Health care  Chinese Content validity
centres Internal consistency
reliability
Nursing Korean Structural validity
school Internal consistency
Construct validity
3.41 (£ 1.13) University Arabic Structural validity
Internal consistency
Reliability Construct
validity
3.49 (£ 1.09) University Spanish (Chile) Content validity
Structural validity
Internal consistency
Reliability Construct
validity
Hospice English (USA) Structural validity
Hospital Internal consistency
Reliability Construct
validity
Medical Farsi Content validity
Research Structural validity
Centre and Internal consistency
hospital Reliability
Measurement error
3.76 (£ 0.97) Hospital Turkish Content validity

Structural validity
Internal consistency
Reliability Construct
validity

59



Chapter 3

Hadziabdic Version of the Nurse  Cross-sectional 158 27.23 84
et al. 2016 Cultural (x5.6)
Hagman Competence Scale Cross-sectional 398 41.07 94
2006 (£9.97)
Halabi & de  Cultural Awareness Cross-sectional 205 21.68 100
Beer 2018 Scale (x1.85)
Haywood et Cultural Self-Efficacy  Cross-sectional 2504 - 86.9
al. 2014 Scale
Herrero-Hahn Inventory for Cross-sectional 190 36.4 83.7
etal. 2017 Assessing the (£ 9.91)
Process of Cultural
Competence
Among Healthcare
Professionals - Arabic
version
Hietapakka Cultural Competence Cross-sectional 759 35.4 91
et al. 2019 Health Practitioner (x9.1)
Assessment
Jeffreys & Cultural Self-Efficacy  Repeated 74 -
Smodlaka Scale measurement
1996
Jeffreys & Cross-Cultural Cross-sectional 1260 - 86
Smodlaka Competence
1998 instrument of
Healthcare
Professionals
Jeffreys & Transcultural Self- Cross-sectional 566 -
Smodlaka Efficacy Tool
1999
Jeffreys & Transcultural Self- Cross-sectional 272 - 78.8
Dogan 2010 Efficacy Tool
Jeffreys & Transcultural Self- Cross-sectional 161 -
Dogan 2013 Efficacy Tool
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University

Swedish

Content validity
Structural validity

Internal consistency

3.90 (+ 0.95)

All settings

Spanish (Mexico)

Internal consistency

Construct validity

Nursing

college

Arabic

Internal consistency

Construct validity

English (USA)

Content validity
Structural validity
Internal consistency

Construct validity

All settings

Spanish (Colombia)

Content validity
Structural validity

Internal consistency

All settings

Finnish

Structural validity
Internal consistency

Construct validity

University

English (USA)

Content validity
Internal consistency

reliability

University

English (USA)

Structural validity

Internal consistency

7.43 (+ 1.53)

University

English (USA)

Internal consistency

Construct validity

6.46 (+ 1.72)

University

English (USA)

Structural validity

Internal consistency

University
and clinical

setting

English (USA)

Content validity

Internal consistency
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Jimenez et Transcultural Self- Cross-sectional 113 Students 21
al. 2006 Efficacy Tool (x 3.5)
Nurses 39
(x9.5)
Krainovich- Cultural Competence  Cross-sectional 236 - 88.1
Miller 2008 Clinical Evaluation
Tool
Li et al. 2016 Cultural Self-Efficacy  Cross-sectional 1276 - 95.6
Scale - Spanish
Version
Lin et al. Cultural Awareness Repeated 246 32.30 98.8
2019 Scale measurement (+9.63)
Mareno, Hart Transcultural Self- Cross-sectional 374 48 91.7
& VanBrackle Efficacy Tool (x11.6)
2013
McElroy et Nurse Cultural Cross-sectional 335 -
al. 2016 Competence Scale
Noji et al. Clinical Cultural Cross-sectional 7494 32.63 91.3
2017 Competency (£ 9.37)
Questionnaire -
Revised
Oh, Lee & Cultural Awareness Cross-sectional 495 - 88.3
Schepp 2015  Scale
Olt et al. Japanese version of Cross-sectional 334 -
2010 the Caffrey Cultural
Competence Health
Services
Perng & Cultural Awareness Cross-sectional 169 33.32
Watson 2012 Scale - Korean version (x 5.50)
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Students 2.9 (x 0.54)
Nurses 3.1 (x 0.65)

Hospital,
primary

health care

Spanish (Spain)

Internal consistency

Construct validity

centres
university
- University English (USA) Internal consistency
reliability
7.4 (+ 1.55) General Chinese Structural validity
hospital Internal consistency
Construct validity
2(x1) Hospital Chinese Content validity
Structural validity
Internal consistency
Reliability
Measurement error
Construct validity
- Various English (USA) Structural validity
settings Internal consistency
3.9 (£ 0.34) Medical English (USA) Internal consistency
centre Construct validity
1.85 (x 0.52) Hospital Japanese Structural validity
Internal consistency
Construct validity
4.34 (x 0.61) University Korean Structural validity
Internal consistency
Construct validity
- University Swedish Content validity
and hospital Structural validity
Internal consistency
2.87 (£ 0.68) University Chinese Structural validity
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Rew et al. Inventory for Cross-sectional 190 - 88.42
2003 Assessing the

Process of Cultural

Competence

Among Healthcare

Professionals -

Revised
Rew et al. Nurse Cultural Cross-sectional 150 23.37 98
2014 Competence Scale (x7.19)
Sarafis et al.  Cultural Awareness Cross-sectional 338 - 89.3
2014 Scale
Schimet al.  Cultural Awareness Cross-sectional 113 45
2003 Scale (x 10.25)
Vasiliou, Transcultural Self- Repeated 28 35.67 92.9
Kouta & Efficacy Tool measurement (x 6.96)
Raftopoulos
2013
Sarafis et al.  Cultural Awareness Cross-sectional 338 - 89.3
2014 Scale
Schimet al.  Cultural Awareness Cross-sectional 113 45
2003 Scale (£ 10.25)
Vasiliou, Transcultural Self- Repeated 28 35.67 92.9
Kouta & Efficacy Tool measurement (x 6.96)

Raftopoulos
2013

“- “indicates that the information was not reported in the study.
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5.32 (0 .53) University English (USA) Content validity
Structural validity
Internal consistency
Construct validity
5.56 (£ 0.8) University English (USA) Structural validity
Internal consistency
Construct validity
7.29 (+ 1.62) Hospital and Greek Structural validity
university Internal consistency
Construct validity
- Hospice English (USA) Structural validity
setting Internal consistency
Construct validity
- Community  Greek Internal consistency
sector reliability
7.29 (£ 1.62) Hospital and Greek Structural validity
university Internal consistency
Construct validity
- Hospice English (USA) Structural validity
setting Internal consistency
Construct validity
- Community  Greek Internal consistency
sector reliability
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Table 3 Characteristics of included instruments according to the number of psychometric tests.

Instrument Reference(s) Construct(s) Target population
Cultural Self-Efficacy Bernal & Froman 1987 Cultural Self- Nurses
Scale Bernal & Froman 1993 Efficacy

Hagman 2006
Jimenez et al. 2006
Herrero-Hahn et al. 2017

Transcultural Self- Jeffreys & Smodlaka 1996  Transcultural Nursing students
Efficacy Tool Jeffreys & Smodlaka 1998  self-efficacy

Jeffreys & Smodlaka 1999

Sarafis et al. 2014

Li et al. 2016
Cultural Awareness Rew et al. 2003 Cultural Nursing Students
Scale Krainovich-Miller et al. Awareness Nurses

2008 Nursing Assistants

Hadziabdic et al. 2016
Oh, Lee & Schepp 2015

Modified Cultural Rew et al. 2014 Cultural Nursing Students
Awareness Scale Choi et al. 2015 Awareness

McElroy et al. 2016

Basalan & Temel 2017

Nurse Cultural Perng & Watson 2012 Cultural Nursing students
Competence Scale Gozum, Tuzcu & Kirca 2015 Competence

Cruz et al. 2016 (Arabic

Version)

Cruz et al. 2018 (Spanish

Version)
Cultural Competence Schim et al. 2003 Cultural Hospice providers
Assessment Doorenbos et al. 2005 Competence (majority nursing

discipline)
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Subscales, number of items Response options

Theoretical Background

3 subscales (knowledge of 5-point Likert scale
cultural concepts, knowledge

of cultural patterns, abilities

in performing the functions of

transcultural nursing)

26 items

Bandura’s Self-Efficacy
Theory

3 subscales (cognitive, 10-point rating scale
practical, affective)

83 items

Bandura’s Self-Efficacy
Theory

5 subscales (general 7-point Likert Scale
educational experiences,

cognitive awareness, research

issue, behaviours or comfort

with interaction, patient care

or clinical practice)

36 (35) Items

Literature Review

4 subscales (general 7-point Likert Scale
educational experiences,

cognitive awareness,

behaviours/comfort with

interaction, patient care/

clinical practice)

Literature Review

26 items

Unidimensional scale 5-point Likert Scale Literature Review

20 items

2 subscales (awareness and 5-point Likert scale Cultural Competence

sensitivity, competence
behaviours)

25 items

model of Doorenbos &

Schim
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Modified Cultural Caricati et al. 2015 (Italian Cultural Nurses
Competence Assessment  Version) Competence
Chae et al. 2018 (Korean
Version)
Inventory for Assessing Olt et al. 2010 Cultural Nurses
the Process of Cultural Halabi & deBeer 2018 Competence Nursing students
Competence Among
Healthcare Professionals
- Revised
Korean Version of the Chae & Lee 2014 Cultural Clinical nurses
Cultural Competence Chae & Park 2018 competence
Scale for Clinical Nurses
Critical Cultural Almutairi & Dahinten Cultural Nurses
Competence Scale 2017a Competence
Almutairi & Dahinten
2017b
Cultural Competence Jeffreys & Dogan 2013 Cultural Nursing students/
Clinical Evaluation Tool Competence teachers
Cultural Competence Cai et al. 2017 Cultural Nurses and nursing
Inventory for Nurses in competence students
China
Cultural Sensitivity Chang et al. 2013 Cultural Community health
Sensitivity nurses
Iranian Nurses Gol et al. 2019 Cultural Nurses
Cultural Competence Competence

Questionnaire of
Khanbabayi
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4 subscales (cultural

awareness, sensitivity,

6-point Likert-scale Cultural Competence

model of Doorenbos &

seeking information and Schim

active behaviour)

26 (16) items

5 subscales (cultural desire/ 4-point Likert Scale Campinha-Bacote’s Model

awareness/ skill/ knowledge/
encounter)

25 Items

of Cultural Competence

4 Subscales (cultural
sensitivity, knowledge, skills,
awareness)

33 items (Sort Form 14 items)

7-point Likert scale Cultural Competence

Model of Papadopoulos

4 Subscales (critical

awareness, knowledge, skills,

7-point Likert-Scale Almutaiti’s Model
of Critical Cultural

empowerment) Competence
43 Item
3 subscales (cognitive, 10-point rating scale Jeffreys Cultural

practical, affective)

83 items

Competence and

Confidence model

5 subscales (cultural
awareness, skill,
understanding, knowledge,
respect)

29 items

5-point Likert scale Literature Review

5 subscales (interaction
engagement, respect

for cultural difference,
interaction confidence,
interaction attentiveness)
25 Items

Interquartile range 0 - 70

3 subscales (learning and
teaching, awareness and
knowledge, skill)

20 items

5-point Likert scale
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Cultural Competence
Health Practitioner

Assessment

Haywood et al. 2014

Cultural

Competence

Health

professionals

Cross-Cultural

Hietapkka et al. 2019

Cross-cultural

Health

Competence instrument competence professionals
of Healthcare

Professionals

Nursing Cultural Lin et al. 2019 Cultural Nurses
Competence Scale Competence

Clinical Cultural Mareno et al. 2013 Cultural Nurses
Competency Competency

Questionnaire Revised

Cultural Competence Vasiliou et al. 2013 Cultural Community nurses
Assessment Tool Competence

Individual Assessment of Aboshaiqgah et al. 2017 Cultural Nurses
Cultural Competence Competence

Japanese version of Noji et al. 2017 Cultural Nurses

the Caffrey Cultural Competence

Competence Health

Services

“- “indicates that the information was not reported in the study
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3 subscales (knowledge, 4-point Likert scale
adapting practice, promoting
health)

67 items

Literature Review

4 subscales (motivation/ 5-point Likert scale
curiosity, attitudes, skill,

emotions/empathy)

4 subscales (cultural 5-point Liker scale
awareness ability, cultural

action ability, cultural

resources application ability,

self-learning cultural ability)

19 items

5 subscales (knowledge, skills, 5-point Likert-scale
comfort in patient/family

encounters, awareness,

desire)

56 items

Campinha-Bacote’s Model

of Cultural Competence

4 subscales (cultural
awareness/ knowledge/

sensitivity/ practice)

The Papadopoulos,
Tilki & Taylor Model

for Developing Cultural

40 items Competence
Unidimensional scale 4-point Likert-Scale

11 items

5 subscales (knowledge, 5-point Likert-scale Wells Model of

comfort/proximal, comfort/
distal, awareness, aware/
national policies)

28 items

development of cultural

competence

VAl



Chapter 3

Methodological quality of included studies

Structural validity, internal consistency and construct validity were the most
frequently assessed psychometric properties in the included studies. Since
no gold standard for assessment of cultural competence exists, the criterion
validity was not evaluated. While authors of several studies (24, 43, 44, 46-
50, 54, 55, 57-63) translated the instrument and then performed analyses of
measurement properties, the translated instrument was not cross-culturally
validated using an analysis of measurement invariance. Therefore, it was
not possible to evaluate the cross-cultural validity by applying to the COS-
MIN methodology (21). The result of using the COSMIN Risk of Bias checklist
to assess the instrument development and content validity can be found in
Supplementary File 2. The results of ratings for other measurement proper-
ties are presented in Supplementary File 3.

Ten of the included studies presented information on instrument develop-
ment (40, 42, 56, 62, 64-68). One study received an inadequate score due
to the fact that a cognitive interview or other pilot tests was lacking (68);
this study was consequently not further considered in the assessment of psy-
chometric properties. The remaining nine studies were assigned a doubtful
score. Content validity was assessed for 14 instruments in 22 studies (14, 31,
32, 36, 40, 42, 43, 45, 46, 49, 52-56, 60-62, 65, 66, 68, 69) by asking profes-
sionals about their relevance. The target population was asked to evaluate
the comprehensibility of the instrument in four studies (42, 46, 49, 69). The
content validity of two studies was adequate (31, 32), while it was doubtful
in the remaining 20 studies.

Explorative and Confirmatory Factor Analysis methods were the most com-
mon statistical methods used in these studies to determine structural validi-
ty. Structural validity was assessed using these methods in 30/44 studies (14,
29-38, 40-51, 53-63, 65, 66, 68-71). One study used the Item-Response-The-
ory (31). The structural validity was rated as very good in eleven studies (38,
44, 455 49, 56, 57, 61, 62, 68-70); in twelve, as adequate (29, 30, 33, 43,
47, 54, 55, 58, 60, 65-67); and in seven, as inadequate (36, 40-42, 46, 50,
71). The internal consistency was assessed in 43 of 44 studies using Cron-
bach’s a, as a means to measure split-half reliability, or performing other
item-total correlations. One study did not include an assessment of internal
consistency (71), and internal consistency and structural validity were not

72



Study 1

rated in two studies (64, 72), because the instrument is based on formative
model and could not be rated using the COSMIN methodology. Consequently,
these two studies were not included in evidence synthesis. In three studies,
the internal consistency was not assessed on each unidimensional subscale,
resulting in an inadequate rating of internal consistency (48, 60, 63).

Reliability was assessed in 12 studies using the test-retest methodology,
whereby a time interval of about two weeks was considered to be appropri-
ate (23, 30, 32, 37, 45, 51-55, 66, 68). The reliability was rated as doubtful
or inadequate in five studies, because the time interval was not appropriate
or not stated (51-53, 68), and no correlation coefficient (Interclass corre-
lation coefficient (ICC) or Pearson or Spearman correlation coefficient) was
reported (51-53). The measurement error was assessed in two studies (56,
68) and was rated as inadequate in one study, due to the use of an inappro-
priate time interval (68).

Hypothesis testing for construct validity was assessed in 26/44 studies, by
comparing with other outcome measurement instrument (convergent validi-
ty) (30, 44, 47, 48, 56, 62, 64, 69, 70) or comparing between subgroups (dis-
criminative or know-groups validity) (14, 29-31, 34, 39-42, 45, 48, 50, 54,
55, 57-59, 61, 63, 65, 66, 69, 70). The known-groups validity was rated as
doubtful because important characteristics were missing for the subgroups
(14, 29, 70) or statistical method was not appropriate (65). The convergent
validity was rated as doubtful in one study (62), because the measurement
properties of the comparative instrument were not reported, and the statis-
tical method used was inappropriate. None of the included studies included
an evaluation of responsiveness.

Quality of psychometric properties

Nine of all included instruments were tested in multiple studies, as identified
in this systematic review and the remaining instruments in only one study.
Measurement properties of this instruments were summarised and evaluat-
ed, assessed on the basis of criteria for good measurement properties, and
the quality of evidence was graded using a modified GRADE approach. The
results of the evidence synthesis are presented in Table 4.

Cultural Awareness Scale: Moderate quality of evidence for indeterminate
content validity was found. Low quality of evidence was determined for
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inconsistent structural validity. Two studies (40, 58) reported sufficient and
one study (46) reported insufficient structural validity. This inconsistency
may be explained by the different cultural study populations involved in the
studies. High quality for inconsistent internal consistency was found, since
the criteria for sufficient structural validity were not met. Low quality of
evidence (duo to low sample size for calculating ICC; only 20 students) was
found for insufficient reliability (ICC < 0.70).

Modified Cultural Awareness Scale: Low quality of evidence for inconsist-
ent content validity was found, and the inconsistency could not be resolved.
When the original scale was used, a five-factor structure was not supported,
and further factor analysis was recommended (37). In the modified Cultural
Awareness Scale, a four-factor solution was found but the low quality of
evidence still showed inconsistent structural validity. The modified Cultural
Awareness Scale showed high quality of evidence for sufficient internal con-
sistency and construct validity.

Transcultural Self-Efficacy Tool: The Transcultural Self-Efficacy Tool re-
sults showed moderate quality of evidence for indeterminate content va-
lidity. Low quality of evidence (duo to small number on participants for
test-retest measures) was found in one study with doubtful quality ratings
for insufficient reliability. The structural validity and internal consistency
were assigned sufficient ratings (with moderate to high quality of evidence).
Moderate quality of evidence was found for inconsistent construct validity.
This inconsistence can be resolved be considering the inclusion of different
populations in the two included studies. In one study, researchers hypothe-
sised that first-semester students would have lower self-efficacy perceptions
than fourth-semester students, hypothesis that was confirmed (34). In other
study, researchers hypothesised that nurses would score higher than nursing
students (50), a hypothesis that was not confirmed.

Cultural Self-Efficacy Scale: Low quality of evidence (duo to doubtful rat-
ings of method and imprecision) was found for content validity. The Cultural
Self-Efficacy Scale results showed moderate quality of evidence for inde-
terminate structural validity. Cronbach’s alpha for each of unidimensional
subscale was reported in one of the five studies in which internal consist-
ency was evaluated, resulting in very low quality of evidence for sufficient
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internal consistency. Two of the four hypotheses were confirmed, resulting
in moderate quality of evidence for inconsistent construct validity.

Nurse Cultural Competence Scale: Low quality of evidence was found for
inconsistent content validity. The unidimensional Nurse Cultural Compe-
tence Scale results showed moderate quality of evidence for indeterminate
structural validity. A high quality of evidence was found for sufficient inter-
nal consistency, reliability and construct validity.

Cultural Competence Assessment: Moderate quality of evidence was found
for sufficient content validity. Low quality of evidence showed sufficient
reliability, because only one study was performed with an inadequate meth-
odological rating (duo to small sample size) to evaluate the reliability of
Cultural Competence Assessment. Hypotheses testing for convergent and
known-groups validity was confirmed, resulting in a moderate quality of ev-
idence for sufficient construct validity.

Modified Cultural Competence Assessment: The Cultural Competence As-
sessment was translated and modified into Italian (44) and into Korean (70).
A moderate quality of evidence existed for insufficient structural validity
and internal consistency. A high quality of evidence was identified for suffi-
cient construct validity, confirming three of the four hypotheses.

IAPCC Inventory for Assessing the Process of Cultural Competence Among
Healthcare Professionals-Revised: Two studies were carried out to eval-
uate the measurement properties of Inventory for Assessing the Process of
Cultural Competence Among Healthcare Professionals-Revised, which was
originally developed by Campinha-Bacote in 2002 (2). Low quality of ev-
idence was found for inconsistent content validity, insufficient structural
validity and insufficient internal consistency.

Korean Version of the Cultural Competence Scale for Clinical Nurses:
Low quality of evidence was found for inconsistent content validity (duo to
doubtful ratings of method and imprecision). Moderate evidence for suffi-
cient internal consistency was shown in Korean Version of the Cultural Com-
petence Scale for Clinical Nurses, whereby the short version of this instru-
ment (69) had lower Cronbach’s alpha scores.
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Table 4 provides an overview of the findings and the instruments that were
tested in only one study, as identified in this systematic review. Some of the
measurement properties for this are highlighted below.

Summary of evidence for Nursing Cultural Competence Scale showed mod-
erate quality of evidence for sufficient content validity. High quality of
evidence was found for sufficient structural validity, internal consistency
and construct validity and high quality of evidence for insufficient reliabil-
ity (56). Moderate quality of evidence was found for the sufficient content
validity of Cultural Competence Clinical Evaluation Tool. The quality of ev-
idence for the indeterminate internal consistency was not graded, because
studies on structural validity are lacking (36). The Cultural Competence In-
ventory for Nurses in China showed low quality of evidence for inconsistent
content validity and high quality evidence for sufficient structural validity,
internal consistency and reliability (66). In a study by Harris-Haywood et al.
(2014), the Cultural Competence Health Practitioner Assessment was tested
in a sample of 2504 healthcare professionals, including 1846 nurses. The
results showed moderate quality of evidence for sufficient content validity
and high quality of evidence for sufficient structural validity, internal con-
sistency and construct validity (67). The Finnish version of the Cross-Cul-
tural Competence instrument of Healthcare Professionals showed moderate
quality of evidence for insufficient structural validity and internal consist-
ency and sufficient construct validity (47). Very low quality of evidence was
found for insufficient reliability in Cultural Sensitivity Instrument, due to the
low sample size used for the test-retest measure and inadequate rating for
method. Low quality of evidence was found for inconsistent content validity.
The quality of evidence for the insufficient internal consistency of Cultural
Sensitivity Instrument was not graded, because studies on structural validity
are lacking (53). The Clinical Cultural Competency Questionnaire Revised
showed moderate quality of evidence for indeterminate structural validity
and low quality of evidence for sufficient internal consistency (38). The Cul-
tural Competence Assessment Tool showed very low quality of evidence for
insufficient reliability, due to the low sample size in the study and serious
methodological flaws (51). Insufficient internal consistency for the unidi-
mensional scale of Individual Assessment of Cultural Competence was not
graded, because studies on structural validity are lacking. Low quality of ev-
idence (due to very serious methodological flaws) was found for insufficient
reliability in this study (52). The Japanese version of the Caffrey Cultural
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Competence Health Services was tested in one study with 7494 nurses and
showed high quality of evidence for insufficient structural validity and in-
determinate internal consistency. Moderate quality was found for sufficient
construct validity (57).

Discussion

This review was conducted to systematically examine studies on measure-
ment properties of instruments used to measure the cultural competence
of nurses, to investigate the methodological quality of these studies, to
evaluate the quality of psychometric properties and to grade the existing
evidence. We included 44 studies and 21 instruments. The most frequent-
ly tested instruments were the Cultural Awareness Scale, the Transcultural
Self-Efficacy Tool, the Cultural Self-Efficacy Scale, and the Cultural Compe-
tence Assessment. We found that the most instruments have been tested for
at least some form of validity, but seldom for reliability. The quality of the
psychometric properties evaluated using the criteria for good measurement
properties (21) included the following: content validity, structural validity,
internal consistency, reliability, measurement error and construct validity.
No studies were found in which the cross-cultural validity, criterion validity,
or responsiveness of included instruments were tested (or these could not
be evaluated using the COSMIN methodology). With regard to the COSMIN
scoring system, the overall methodological quality per measurement prop-
erty is obtained by applying a “worst counts score” rule (21, 27). This leads
to the conclusion, that a measurement property that was scored as high for
all items assessed except for one, and where this one item is rated as doubt-
ful or inadequate, will be assigned a doubtful or inadequate for the overall
measurement property.

Content validity is considered the most important measurement property
to consider when selecting an instrument (27). In this systematic review,
none of included studies could be given very good or adequate ratings for
the methodological quality of content validity (see Supplementary File 2).
The reason for this finding is that, if the COSMIN methodology is used, the
relevance, comprehensiveness and comprehensibility are assigned the same
weight when evaluating content validity (27). In most studies, the target
group or expert group were not asked about comprehensiveness, resulting
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in doubtful ratings for content validity. Although all the instruments were
scored as doubtful or inadequate according to the methodological ratings,
the evaluation conducted by applying the criteria for good measurement
property (27) showed moderate quality of evidence for sufficient content
validity when Cultural Competence Clinical Evaluation Tool (36) and Cultur-
al Competence Health Practitioner Assessment (31) were used. One should
consider that these two instruments have been tested in only one study
included in this systematic review, however with high sample sizes. Cultural
Competence Assessment was tested in multiple studies (30, 42, 44, 70) and
showed a moderate quality of evidence for sufficient content validity.

The included instruments vary in terms of their complexity regarding items
and factors covered. When searching for an instrument, a clear definition
of the construct is needed (27). Since no standardised definition of cultural
competence exists, the included instruments measure different factors for
cultural competence. These factors are usually derived from theories or
models on cultural competence (2) or from concept analysis where cultural
awareness, cultural knowledge, cultural sensitivity, cultural skill, cultural
proficiency and dynamicity are defined as attributes of a construct of cultur-
al competence (11). The first four attributes were mostly found as subscales
in the included instruments. According to the attributes referred to in the
concept analysis, as well as references in other reviews to cultural compe-
tence (13, 19, 22-24), the keywords ’diversity’, ’self-efficacy’, 'awareness’,
’knowledge’, ’skill’, and ’sensitivity’ were used to find instruments that
could be used to measure nurses’ cultural competence. The results of the
quality assessment of these instruments and their measurement properties
show that not all of the identified instruments can be used to measure cul-
tural competence appropriately, because they measure only some attributes
of cultural competence. First, the Cultural Awareness Scale, which was the
most frequently tested instrument identified in this systematic review, was
developed to assess cultural awareness in nursing students; for this reason,
it should not be used to assess cultural competence. Second, the Cultural
Sensitivity scale has only been used to measure cultural sensitivity among
community health nurses. Furthermore, two of the included instruments
were unidimensional, with 20 items included in the Nurse Cultural Compe-
tence Scale and 11 items included in the Individual Assessment of Cultural
Competence. The Nurse Cultural Competence Scale was tested in four stud-
ies (45, 54, 55, 71) with low quality of evidence for inconsistent content
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validity and moderate quality for indeterminate structural validity. The In-
dividual Assessment of Cultural Competence was tested in one study (52)
with low quality of evidence (due to very serious methodological flaws) for
insufficient reliability. Based on the quality of evidence on measurement
properties for these two instruments and considering the previous discussion
about the multidimensionality of scales used to measure cultural compe-
tence, we do not recommend using these two instruments to assess cultural
competence in nurses. In conclusion, instruments which have been devel-
oped to assess only one of the stated attributes can only offer incomplete
measures of cultural competence.

Although the titles of some of the included instruments suggest that only
one specific attribute is being measured, one should consider the measured
factors in depth. For example, the name of the Transcultural Self-Efficacy
Scale may indicate that only cultural self-efficacy is being measured, but
this scale can be applied to measure self-efficacy with regard to the cultur-
al knowledge, awareness, acceptance and appreciation (35). Transcultural
Self-Efficacy Scale could be used to assess cultural competence in nursing
students, but further reliability testing is needed.

Although the construct of interest is clearly defined when searching for an
appropriate instrument, one should be aware of whether the instrument de-
velopment study was performed in the target population and whether other
studies were carried out to perform psychometric testing of instrument on
the target population (27). Instruments developed for use with nursing stu-
dents may not be appropriate for use with nurses if the items are based on
the student’s experiences during their studies or clinical placement. Some
instruments have been specially developed to measure cultural competence
in nursing students, including the Transcultural Self-Efficacy Scale, the In-
ventory for Assessing the Process of Cultural Competence Among Healthcare
Professionals-Revised, the Nurse Cultural Competence Scale and the Cultur-
al Competence Clinical Evaluation Tool. Of these instruments, the results
of this systematic review indicate that only Transcultural Self-Efficacy Scale
can be recommended.

Given the variety of instruments currently available, understanding the
quality of evidence for their measurement properties is essential to make
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an informed selection of the most appropriate tool and properly assess the
cultural competence in the population of interest.

Strengths and Limitations

To our knowledge, no systematic review on the cultural competence of nurs-
es has previously provided a detailed assessment of the methodical quality
of the available studies and their results on the basis of psychometric prop-
erties recommended in the COSMIN guidelines (21). One strength of this
review is the detailed and systematic electronic search strategy used, which
was based on application of the COSMIN filter (26). Another notable strength
is the use of the most up-to-date methodology (21, 27), whereby quality
assessments were performed by using both the COSMIN checklist and apply-
ing the quality criteria for good psychometric properties. In addition, the
summarised evidence was graded using the modified GRADE approach (21).
Unlike previous reviews on the measurement properties of instruments used
to measure cultural competence (22-24), this systematic review focused on
nurses and nursing patients, which underlies the importance of focusing on
specific population.

The review was limited to studies published in the English and German lan-
guages. As a result, good quality instruments developed in other languages
or studies on measurement properties of the included studies in other lan-
guage were not included. Another potential limitation is that the evidence
synthesis lumped together studies from different languages (about instru-
ments) and countries and included instruments with (slightly) different cul-
tural competence constructs.

Conclusion

Given the large availability of instruments, the development of new self-ad-
ministered instrument is not recommended. Our findings indicate that re-
searchers need to conduct further psychometric evaluation studies on ex-
isting instruments, and especially on less frequently evaluated properties,
such as measurement error and responsiveness. The Transcultural Self-Effi-
cacy Scale could be used to assess cultural competence in nursing students,
but further reliability testing is needed. To assess the cultural competence
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in nurses, the Cultural Competence Assessment and the Cultural Compe-
tence Health Practitioner Assessment could be recommended. Based on our
results, the Cultural Competence Health Practitioner Assessment was con-
sidered to be the most appropriate instrument for the evaluation of cul-
tural competence. However, one should consider that this instrument was
tested in only one study (with sample of 2504 health professionals) and may
be time-consuming, since the instrument consists of 67 items (31). Regard-
ing the feasibility aspect, the brief time needed to complete the 25 items
on the Cultural Competence Assessment should be highlighted (30, 42). As
many instruments are used in different countries and cultural settings, the
cross-cultural validity of these instruments should be tested more often.

The decision to use one instrument rather than another should be made on
the basis of the study purpose, construct of interest with regard to defining
factors and the specific study population.

As other studies on the measurement of cultural competence have reported
(12, 13) more instruments on patient-reported cultural competence of nurs-
es are needed.
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Supplementary file 1
Search filter developed to identify studies on the measurement properties

Search (((((((((“Cultural Competency”[Majr]) OR “Cultural Diversity”[Ma-
jr])) OR (((competenc*[Title/Abstract] OR diversity[Title/Abstract] OR sen-
sitivity[Title/Abstract] OR self-efficacy[Title/Abstract] OR awareness[Title/
Abstract] OR knowledge[Title/Abstract] OR skill[Title/Abstract])) AND cul-
tur*[Title/Abstract]))) AND ((nurs*[Title/Abstract]) OR “Nursing Staff”[-
Majr])) AND (instrument or scale or tool or assessment or questionnaire
or measure*)) AND (((instrumentation[sh] OR methods[sh] OR “Validation
Studies”[pt] OR “Comparative Study”[pt] OR “psychometrics”[MeSH] OR
psychometr*[tiab] OR clinimetr*[tw] OR clinometr*[tw] OR “outcome assess-
ment (health care)”[MeSH] OR “outcome assessment”[tiab] OR “outcome
measure*”’[tw] OR “observer variation”[MeSH] OR “observer variation”[tiab]
OR “Health Status Indicators”[Mesh] OR “reproducibility of results”[MeSH]
OR reproducib*[tiab] OR “discriminant analysis”[MeSH] OR reliab*[tiab] OR
unreliab*[tiab] OR valid*[tiab] OR “coefficient of variation”[tiab] OR co-
efficient[tiab] OR homogeneity[tiab] OR homogeneous[tiab] OR “internal
consistency”[tiab] OR (cronbach*[tiab] AND (alpha[tiab] OR alphas[tiab]))
OR (item[tiab] AND (correlation*[tiab] OR selection*[tiab] OR reduction*[-
tiab])) OR agreement[tw] OR precision[tw] OR imprecision[tw] OR “precise
values”[tw] OR test-retest[tiab] OR (test[tiab] AND retest[tiab]) OR (relia-
b*[tiab] AND (test[tiab] OR retest[tiab])) OR stability[tiab] OR interrater[-
tiab] OR inter-rater[tiab] OR intrarater[tiab] OR intra-rater[tiab] OR inter-
tester[tiab] OR inter-tester[tiab] OR intratester[tiab] OR intra-tester[tiab]
OR interobserver[tiab] OR inter-observer[tiab] OR intraobserver[tiab] OR
intra-observer[tiab] OR intertechnician[tiab] OR inter-technician[tiab] OR
intratechnician[tiab] OR intra-technician[tiab] OR interexaminer[tiab] OR
inter-examiner[tiab] OR intraexaminer[tiab] OR intra-examiner[tiab] OR in-
terassay[tiab] OR inter-assay[tiab] OR intraassay[tiab] OR intra-assay[tiab]
OR interindividual[tiab] OR inter-individual[tiab] OR intraindividual[tiab] OR
intra-individual[tiab] OR interparticipant[tiab] OR inter-participant[tiab]
OR intraparticipant[tiab] OR intra-participant[tiab] OR kappa[tiab] OR kap-
pa’s[tiab] OR kappas[tiab] OR repeatab*[tw] OR ((replicab*[tw] OR repeat-
ed[tw]) AND (measure[tw] OR measures[tw] OR findings[tw] OR result[tw]
OR results[tw] OR test[tw] OR tests[tw])) OR generaliza*[tiab] OR general-
isa*[tiab] OR concordance[tiab] OR (intraclass[tiab] AND correlation*[tiab])
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OR discriminative[tiab] OR “known group”[tiab] OR “factor analysis”[tiab]
OR “factor analyses”[tiab] OR “factor structure”[tiab] OR “factor struc-
tures”[tiab] OR dimension*[tiab] OR subscale*[tiab] OR (multitrait[tiab]
AND scaling[tiab] AND (analysis[tiab] OR analyses[tiab])) OR “item discrimi-
nant”[tiab] OR “interscale correlation*”[tiab] OR error[tiab] OR errors[tiab]
OR “individual variability”[tiab] OR “interval variability”[tiab] OR “rate var-
iability”[tiab] OR (variability[tiab] AND (analysis[tiab] OR values[tiab])) OR
(uncertainty[tiab] AND (measurement[tiab] OR measuring[tiab])) OR “stand-
ard error of measurement”[tiab] OR sensitiv*[tiab] OR responsive*[tiab] OR
(limit[tiab] AND detection[tiab]) OR “minimal detectable concentration”|[-
tiab] OR interpretab*[tiab] OR ((minimal[tiab] OR minimally[tiab] OR clini-
cal[tiab] OR clinically[tiab]) AND (important[tiab] OR significant[tiab] OR de-
tectable[tiab]) AND (change[tiab] OR difference[tiab])) OR (small*[tiab] AND
(real[tiab] OR detectable[tiab]) AND (change[tiab] OR difference[tiab])) OR
“meaningful change”[tiab] OR “ceiling effect”[tiab] OR “floor effect”[tiab]
OR “Item response model”[tiab] OR IRT[tiab] OR Rasch[tiab] OR “Differen-
tial item functioning”[tiab] OR DIF[tiab] OR “computer adaptive testing”[-
tiab] OR “item bank”[tiab] OR “cross-cultural equivalence”[tiab]))))) NOT
((“addresses”[Publication Type] OR “biography”[Publication Type] OR “case
reports”[Publication Type] OR “comment”[Publication Type] OR “directo-
ry”[Publication Type] OR “editorial”’[Publication Type] OR “festschrift”[Pub-
lication Type] OR “interview”[Publication Type] OR “lectures”[Publication
Type] OR “legal cases”[Publication Type] OR “legislation”[Publication Type]
OR “letter”[Publication Type] OR “news”[Publication Type] OR “newspa-
per article”[Publication Type] OR “patient education handout”[Publication
Type] OR “popular works”[Publication Type] OR “congresses”[Publication
Type] OR “consensus development conference”[Publication Type] OR “con-
sensus development conference, nih”[Publication Type] OR “practice guide-
line”[Publication Type]) NOT (“animals”[MeSH Terms] NOT “humans”[MeSH
Terms])) Filters: Abstract; English; German

94



Study 1

£10T
az1s a)dwes Jjews a - - |oWa] B uejeseg
pajou
Apn3s ayy Jo AJpleA Julu0d pue 3593 jo\id
‘UB1sap ay3 Ul smey 1ed15010poyIaW Jueliodu| a a a a GloZ1eIdloyd  SyD paylpow
sisAjeue ejep UL PaAJOAUL 9102
9J9M SJaYDJRISII OM] IS IR JI Jed)d Jou a - - *]e 32 dIpqelzpeH
pajou Apnis ay3 Jo AJLpLj_A JUS3U0D puR
uS1sap ay3 UL smeyy 1estSojopoylaw Jueyioduw| a a a a €007 "1© 39 M3y SYD
€10t
9zls a)dwes jews a - - ueSo(q B skauysr 13900
pa30U ssauaAlsusyaidwod pue
92URA3)D. UL SMeY JedLSojopoylaw Juelioduw) a - - 9107 (e 19 1
pajou
Apnis ay3 Jo 3593 Jo)id pue uBISap ay3 UL smey 9661 ©E|pPOWS
1ea15010poyiaw Jueyodw| :3usawdo)aaaq WOYd v a a a B shauyar 13s1
juawdo)aAap 3593 30)1d
JUSWNJISU|  /MSLAISUL
AprjeA jejol  3Auso) usisaqg
SJUSWWOD)  JUIU0) juswdojaAag Juswniisuj ERIEYEIEN]

1IS1D3Y>D selg Jo %Sty NIWSOD UM passasse AJLpLjeA Juajuod pue juswdojaAsp juswnijsul uo ssurjey

7 91y Auejusawsalddng

95



Chapter 3

palou Apnjs ay3 jo 3593 j0)id pue

us1SSp aY3 ul sme)y 1edt3ojopoyiaw juelioduw|

©/107 Ua1ULYeQ
B LEINWY

S22

pajou
Apnis ay3 Jo A3LpLjeA Ju2luU0d pue 35393 Joid

‘uSisap ay3 ul smey Jedtsojopoylaw juelioduw)

£10Z "1e 39 e

JONIDD

pajou

20URA12J UL SMe) edi§ojopoyiaw jueliodu]

8107 "1 39 Zn1)

pajou

22URA3)24 UL SMe) edL8o)jopoyiaw jueliodu)

910 "e 39 zn1)

9z1s a)dwies jews

%014
‘|e 33 wnzoo

$J0

paou
Apnis ay3 jJo A3pLjeA Juajuod pue 3sa3 jo)id

‘uBLSap ay3 uL smeyy 1edt5ojopoylaw jueliodu|

610C "1e 39 Ul

«SJION

pajou Ajhiqisuayaidwod pue

92URA3124 UL SMe) edL8ojopoylawl jueliodu)

8107 Yed B 9eY)

pajou
Apnis ay3 Jo A1LpLjeA 3ualu0d pue 3593 Joid

‘uSisap ay3 ul smeyy JedtSojopoylaw juelioduw)

¥107 9971 B 9eY)

NSJO-M

pajou
Apnis ay3 Jo AJLpleA JulU0d pue s3] j0\id

‘uB1sap ay3 ul smeyy Jeatsojopoylaw juelioduw)

€002 "1e 39 Wiyss

\op

96



Study 1

"6107 1€ 39 UITAQ SIIN 55 #x
‘uoljejuasald 19139q 10} Wea) Malaal ayy Aq pajeaud Ing Apnis 1euldLio ay) ul pajld Jou SeM Juawnuisul 8yl Jo 3131) aY] J0J uoLelAaiqqy ,, . ,,

*(SHDDD-r) S3D1AISS YijeaH aousladwio)

1eann) Aa.Je) 9Y3 JO UOLISIDA asaueder ‘(1001y)D) 1001 JUSWSSISSY du3adwo) 1edn3nd ‘(Y-Jd-0IDD) PasiAay aJteuuonysany) Aduajadwo)
1ean3nd 1edtuL)) “(SHIN) 91eds 9oualadwo?) 1eanind 3sInN ‘(dHDDD) S|eUOLSSD401d 918Dyl eaH 4O JuswWnIIsuL 93ua3adwo)) Jedn3n)-ssod) ‘(VdHID)
JUSWISSISSY JauollIdeld YiesaH asuaradwo) jednnd ‘(JONIDD) eulyd ul sasinN J40j A1ojuaau 9oualadwo) jeanyn) “(13DDD) 1001 uolienieAd
1e21u1)) 9sua3zadwo) 1edn3nd ‘(sHDD) 91eds adualadwio) 1ednnd 1ed13ld ‘(NSDD-)) SISINN 1edLul)) 404 91eds 9dua3adwo) 1ednnd ay3 4O UOLSIIA
uealoy ‘(Y-22dVI) PISIAY-S]eUOLISSD)0.d JedU3eaH Suowy 9oua3adwo) 1edn3jnd JO Ss9304d Y3 Sulssassy Joj A1ojuaAu] “(MDDIDNI) 1Aeqequeyy

4O aJleuuollsany 9o5ua3adwo?d 1edn}nd SaSINN uetued] ‘(]y)D) UOLSISA UBLIRY| JUSWISSISSY 92uladwo)) jednnd ‘(YD) 1USWSSassy 9oualadwo)
1e4n3n) “(SHIN) 31edS Adede) jeanyn) asInN “(SyD) 9)edS ssaualtemy jednn) ‘(13S1) 1001 Adedy)3-419s 1edninosuel) (S-S3SD) UOLSISA ystueds
9)eds Aoedy3-4195 1ean1n) (S3SH) 91eds Adeduys3-49s 1ednyn) (HIv]) 9oua3adwo) 1eanind JO JUSWISSISSY JBNPLALPU| :SJUSWNJISUL JO S93L3 1\N4

pajou £102
9DURAI)3J UL SMe)} Jed150jopoylaw juelioduw| a - - - "]e 18 yebieysoqy «JIVI
pajou Aianisuas
9DUBAI)aJ UL SMe)} edlSojopoylaw juelioduw| a - - - €107 e 39 Sueyd 1eJanyind

pajou Ajniqisusayaidwod pue

9DUBA)aJ UL SMe)} edl5ojopoylaw juelioduw| ¢ - - - 010Z 1 3@ N0 Y-2ddvi
sisAjeue ay3 UL PaAJOAUL /107 e
9J9M SI3UDJRISII OM] 1S3 IR 41 Jea)d 10N a 19 UYRH-0J2.I9H
elep ay3 L86)

asA|eue 03 pasn sem poyiaw YoLym Jea)d J0N a - - - uewold B jeusag S35

1593 J011d Jay30
10 M3LAIIUL 3AL3IUBOD ou :juswdoaAaq WOYd a I a 6107 "1® 32109 HODINI

ssauaAlsuayaldwod
pue A3iqisuayaidwod ay3 3noge payse ¥10Z
919M $3SINU 3Y] JI Jea)d jou 1S3 10\l v a a v ‘]e 18 poomAeH VdHDD

97



Chapter 3

Ao1eaedas 9jedIsgns yoea

10} pa3Jiodal jou dl3siiels 9007 "1
:AoU33sISU0D Jeulu| v v - - I - 19 zauawif
v - - - A - 9007 uewseH
Suissiw sdnoisgns jo
solsLIa3oeIRYd JuRIOodWL
:A31pL1eA 30N13sU0)
Ajajesedas ajedsgns yoea
10} pa1Jodal jou dlisiiels £66) uewold
:Aoua3sISuod Jeutalu| a - - - \ B Jeuiag
Bulssiw sdnousgns jo
sol3stIaloeIRyd Jueodwt
:A3LpL1eA 32N13SU0)
Ao1eaedas 91eIsgns yoea
10} pa1Jodal jou dl3siyels /861 uewo.4
:AoU33sISU0D Jeulalu| a - - - - B Jeulag 535D
Aiptiea
sdno.s £fprjea
umouy] JUS8J9AUOD)  JOUJD JusW Aouaysisuod  AyprjeA
sjusWWo) A3LpLjeA 12N135U0D -ainseay Ajiqer) oy Jeusaiu| Jednidnils  9duUSI9SY  JuswnuIsu|

IS1)¥29Y2 selq Jo YsiY NIWSOD YIM passasse saljtadoad jusawainseaw Jayjo uo ssunyey

€ 9|y Autejuawalddng

98



Study 1

azIs
a)dwes Jjews ‘pawojiad
sisAjeue Alojew.iyuod

Jo Auojeso)dxa ou

:A3Ip1jeA Jes3nonas

€00C
‘e 19 Moy

SVD

A

9107 eI 1N

azis a)dwes

News :A3LpLjeA JeIN3IdNIIS

¥10¢
"|e 19 syeles

azis 9)dwes

News :A3LpLjeA JeINIdNIAS

010z uesoq
B shaiyar

6661
eyejpows
B skauyar

8661
eyeIpoWS
B shauyar

az1s

a)dwes jews :AjLqelsy

9661
eyejpows
B shaiyar

13S1

Ajajesedas ajedsgns yoea
10} pa1iodal jou dl3siyels

:AoUd3SISUOD JeuIU|

v

£10Z e 39
uyeH-0Ja.I9H

99



Chapter 3

§10¢
*]e 39 wnzoo

az|s a)dwes

News :A3LpLjeA JeIN3dNIIS

10T Uosiem
B Sutad

SJON

ajendoudde

J0U poyiaw jediystyels
{pajJiodau jou Juswinisul
Jojesedwod jo
sa114adoud Juswalinseaw

:A31pLeA 3oN13su0)

5107
‘e 19 104D

£10T 1swal
B uejeseg

910t
‘e 12 AonFow

azis a)dwes

News :A3LpLjeA Jean3dNIg

¥10T
‘e 12 Moy

SVD
paylpow

9z1s a)dwes

News :ApLjeA 1ean3dnag

9107 e
19 JIpqeizpey

5102
1232 4o

8007
|e 32 oW
-ydlAoutely

100



Study 1

810¢
3ied B 9eY)

9lendoudde
10U poylaw edlisiiels

:A31p1jeA 3on13suo)

10T
297 B deY)

NSJO-M

Ajajesedas ajedasgns yoea
10} payJodal jou dlisiiels

:AOua3sISU0D Jeulalu|

8107 199g9p
B 1qe1RH

0107
‘e 12 10

Y¥-20dVI

suissiw sdnoasgns jo
so13s1Ia3oeIRYd Juriodwt

:A31p1jeA 1on13suo)

8102
e 38 aey)

G0z
“|e 32 nesue)

V2D
paylpow

G00T "1e
19 soqualooq

azis a)dwes

News :A3LpLjeA 1eIN3dNIS

£00T
“|e 32 wiyds

V2D

810¢
e 18 Znu)

910C
‘e 19 znuH

101



Chapter 3

9lendoidde jou JeAsajul
SWl) :101I9 JUSWINSeaW
ajeridoidde jou jeAsaiul

swiy :Aiqenay

6102
‘e 19 109

HM020VI

paiiodau
jou )| ‘orewdoidde Jou

JeAlaqut awr) :Ayigenay

€10z
‘1e 12 Suey)

Aianyisuas
1ednnn)

9jendoudde
J0U poylaw ediistiels

:A31p1jeA 10n13su0)

£107
e 13 1By

JNIDD

€107 uesoq
B shauyar

13220

19poW SAljeWLIO)
e Uuo paseq st 100} 3y}
se A30j0poy1aW NIWS0D
3y} 03 SulpJodde pajel
10N :A3LpLIRA 1eINIdNIS

9,107
uajuIyeQ B
uenwy

19poW SAL}RWIO0}
e UO paseq st 1003 ay}

se ASojopoy1aw NIWS0D
ay3 03 SulpJodde pajes
JON :AdU23sISU0D Jeusaiu]

pue A1pljeA Jedn3doniig

e/10¢
usjulyeq B

nreInwY

$22D

102



Study 1

JUSWISSISSY Jauoljlideld YijeaH aoualadwo) jednind (JNIDD) euly) Ul sasInN 40} AlojusAul aouajadwo) jednind “(1377D) 1001 uolien)eAl
1e21uL)) 92ualadwo) 1ednind ‘(sHDD) 21eds adualadwo) 1eannd 1ed1Ild ‘(NSDD-)) SISINN JedLul)) J0) 1eds 9dua3adwo)) 1einind 3y} 4O UOLSIIA
uealoy ‘(¥-1DdVI) PISIA9Y-S]BUOISSD)0.1d 2Jedy}|eaH Suowy 95ua3adwior) 1eanyind JO SS30.d aY3 Sulssassy 104 A1ojuaau] ‘(HDDINI) LAeqequeyy
40 aJleuuolISaNY 92uUa3adwo) JeINND SISINN UeLuRl] ‘(]¥DD) UOLSISA UBLIRY| JUSWISSISSY 9oudladwo)) jednind ‘(YD) JUaWSsassy aoualadwo)
1e4n31n) “(SHIN) )eds Adede) jeunyind asinN “(SyD) 9)edS ssaualtemy jednn)d ‘(13S1) 100l Adedul3-419S jedninosuel] (S-S3SD) UOLSISA ysiueds
9)eds Adedy3-495 1ednIn) ‘(S3SDH) 91eds Adeduy3-419s 1ednynd (DIv]) 9oua3adwo) 1ean3ind JO JUSWISSISSY JBNPLALPU| :SIUSWNJISUL JO S91313 1\N4

9jendoudde
J0U poylaw jeslistels £10¢
:A3pLieA 3ona3suo) a - - - A A “1e 35 LloN SH22D-r

pa314odal J0U JUSLOLYS0D
Uo11e)3.110D SSB)249IUL
‘oyeridoidde jou /107 1@ 19
leAsayul swily :Aiqenay - - - | v - Yebreysoqy *JOVI

UmuLOQQL J0ou jualdyya0d

UO11R]2.10D SSe|DI33Uul

‘{a1enidoidde jou €10t
1eAlaluL SwL) :A3Lgenay - - - ¢ A - '1e 13 NOLjiseA 1001VDD
Ajajesedas ajedasgns yoea
10} payiodal jou d13siiels €10¢ Y-3dd
:Aoua)sisuod jeusaju| - - - - A "1e 19 ouasew -002D
610T
- v \ v A A e 39 Ul SJON
610Z "1e
- v - - A vV 19 epjdelaiy dHIDD
¥10Z e

A - - - A vV 12 poomAey VdHDD

103



Chapter 3

6107 12 32 UITAG SDDN 5 s
‘uolyeiuasald 19119q J0) Wea) Malaal ay) AQ paleasd Ing Apnis 1eutSLIo ay3 UL Palld JoU SeM JUSWNIISUL 3Y) 4O 31313 SY3 J0) UOLIRIASIGQY 4, 4 ,,
*(SHDD-I) S9DIAIBS YijeaH aduaradwo)

1edn)n) AaJyge) ay3 Jo UoLsIaA asaueder ¢(1001yDD) 1001 JUSWISSISSY 9duUdladwo) 1ein N (Y-JYd-0DDD) PISIAY aJreuuorlsand Adualadwo)
1e4n3Ind jedtul)) “(SHIN) 91eds asuaradwio) jednnd 3sinN “(dHDDD) S1euOISSS}0.1d 9482yl eaH JO JuaWnJIsuL 3dualadwo)) 1ein)n)-ssold) ‘(VdHID)

104



Study 1

105






pter was published as:

ic S, GroBschadl F, Stijic 1e German version of
Cultural Competence Assessme 5): cross-cultural adaptation and
ation study in Austrian acute care settings. BMC Nurs. 2022;21(1):77.
,1186/512912-022-00854-w https://doi.org/10.1186/s12912-022-00854-w

F! I 107



Chapter 4

108



Study 2

Abstract

Background

Adapting practices to respond sensitively to increasingly culturally diverse
patients can be challenging. Therefore, cultural competence among nurses
needs to be assessed to evaluate their current cultural competence and the
need for interventions to improve daily nursing practice. Little is known
about cultural competence of nurses in German-speaking countries, includ-
ing Austria, as there is currently no validated tool in German to assess cul-
tural competence in nurses. The aims of this study were to translate and
cross-culturally adapt the Cultural Competence Assessment scale in German
and to evaluate its psychometric properties.

Methods

This is a methodology study with a cross-sectional design. Conducting a con-
venience sampling, Austrian nurses working in the direct care of patients in
acute care settings were invited to participate in this study. Data collection
was conducted in March 2021. The translation and cross-cultural adaptation
were conducted by following the guidelines of Sousa et al. (J Eval Clin Pract
17:268-74, 2011) and Beaton et al. (Spine 25:3186-91, 2000). The face and
content validity, structural validity, and internal consistency reliability of
the Cultural Competence Assessment scale, which consists of 25 items, was
evaluated. Data were analysed using content validity index, confirmatory
factor analyses as well as McDonald’s Omega. Descriptive statistics were
computed with the statistical software IBM SPSS Statistics 26, while the con-
firmatory factor analysis was conducted with the R package Lavaan.

Results

Overall, 915 nurses completed the questionnaire. Twenty items had an ac-
ceptable item content validity index. Using confirmatory factor analyses, a
two-factor model with 14 items yielded a good fit (X?/df = 3.16; CFl = .923;
TLI = .908; RMSEA = .055 (.049-.062) and SRMR = .039). Internal consistency
reliability was found to be acceptable, as indicated by a Omega of .87.

Conclusion

The German version of the Cultural Competence Assessment scale (CCA-G)
can be recommended for measuring cultural competence behaviour of nurs-
es in acute care settings. The 14-item scale showed strong construct validity
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and acceptable internal consistency. Further research using repeated meas-
ures could determine the cultural sensitivity and indicate if the tool is ap-
plicable in other healthcare settings and for other healthcare professionals.

Keywords: Nurses, Cultural competence, Instrument adaptation, Psycho-
metric testing
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Background

In many European countries, cultural diversity is increasing and becoming
an important concern for healthcare organisations in order to enhance re-
sponsiveness to the healthcare needs of diverse patients. As a result, many
countries are implementing more culturally sensitive healthcare systems to
increase the quality of care and to avoid discrimination against culturally
diverse populations (1). In endeavouring to reach these goals, healthcare
organisations are faced with the need for healthcare professionals that are
skilled in cultural competency (2). Cultural competence has gained interna-
tional attention as a strategy to reduce healthcare inequalities (3), improve
healthcare quality and enhance patient outcomes (e.g. patient satisfaction)
(4). Cultural competence is the dynamic process of acquiring the ability to
provide effective, safe and quality care to the patients through considering
their different cultural aspects (p. 6) (3).

Nurses in particular should be skilled in cultural competency since they
spend most of their working time directly caring for patients with different
cultural backgrounds compared to other healthcare professionals with less
patient contact (5). Nurses provide care to patients from different cultures
and need the ability to understand and respect cultural differences among
individuals to provide culturally competent care (3). In other words, cultur-
ally competent care is sensitive and meaningful culture-based use of health
and care knowledge to coordinate the needs and the usual lifestyles of in-
dividuals or groups for acquiring meaningful health and wellbeing or coping
with illnesses, disorders, and death (6).

Cerveny et al. (2019) evaluated the nurses” perception of difficulties in pro-
viding culturally competent care across 25 European countries, and found
that nurses do not perceive themselves as being adequately prepared to de-
liver culturally competent care (7). However, adapting practices to respond
sensitively to increasingly culturally diverse patients can be challenging.
Therefore, the cultural competence among nurses needs to be assessed to
evaluate current cultural competence and the need for interventions to im-
prove daily nursing practice. Furthermore, measurement of cultural compe-
tence is needed to evaluate the impact of implemented interventions (e.g.
cultural competence training) (8, 9). Without a valid and reliable measure-
ment instrument, the effectiveness of cultural competence interventions on
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health outcomes cannot be evaluated (10). To find out which instruments
are available for the measurement of cultural competence in nurses, we
conducted a systematic review of the measurement properties of existing
instruments (11). Results of this systematic review showed that various in-
struments are used, but only a few of them can be recommended for use in
daily practice. Most of these instruments cannot be recommended, because
some of them can only be used to measure one aspect of cultural compe-
tence, as described in recently published studies on the concept of cultural
competence (e.g Cultural Sensitivity scale (12), which is used to measure
cultural sensitivity among community health nurses), and because they have
been insufficiently psychometrically tested (11). One of the instruments that
was recommended for use in practice is the Cultural Competence Assess-
ment tool (CCA). The CCA has been tested in several international studies
(10, 12-15), showed sufficient validity and reliability and has been used suc-
cessfully in several studies (16-18).

Conceptual framework

One basic issue that needs to be addressed when considering the instru-
ments used to measure cultural competence is the range of factors to be
measured. According to a previously published systematic review of meas-
urement properties, the instruments vary in terms of their complexity re-
garding the items and factors covered (11). The factors describing cultural
competence are usually derived from theories, models, or a concept analy-
sis of cultural competence. The CCA was developed by Doorenbos and Schim
(2003) based on their cultural competence model (15). The CCA is a self-re-
port questionnaire, which includes two subscales, cultural awareness and
sensitivity (CAS) with 11 items and cultural competence behaviours (CCB)
with 14 items. The cultural awareness and sensitivity subscale refers to the
professionals’ knowledge about differences and similarities of cultural ex-
pression. The cultural competence behaviours subscale refers to determin-
ing behaviours that are affected by experiences made with culturally diverse
people, the level of cultural awareness and the degree of sensitivity toward
the self and others (15). The CCA was developed in the USA in English and
then translated and modified into the Italian (13), Korean (14), Spanish (15),
and Slovak (19) languages. As originally developed, exploratory factor anal-
ysis suggests that two factors with 25 items best fit the data (10, 16). Amore
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recent psychometric evaluation of the translated instrument resulted in the
identification of four factors with 25 items (13, 15) or two factors with 16
items (14). An examination of the test-retest reliability showed an adequate
correlation of .85 (p = .002), and Cronbach’s alphas of .75, .91, and .89 for
the Cultural Awareness and Sensitivity subscale, the Cultural Competence
Behaviours subscale, and the total scale, respectively (10).

The items are rated on a 7-point Likert scale for the CAS subscale (1 =
strongly disagree to 7 = strongly agree) and the CCB subscale (1 = never to
7 = always). Both subscales have an additional answer option, ‘no opinion’
(on the CCA) and ‘not sure’ (on the CCB subscale), which do not include a
score. Four items on the CAS subscale are negatively phrased and are re-
verse scored for data analysis. Therefore, the scores can range from 25 to
125 with high scores indicating higher levels of cultural competence. With
25 items, the scale is easy to fill in and takes approximately 10 minutes to
complete.

Little is known about the cultural competence of nurses in German-speaking
countries, including Austria, as no currently validated tool is available in
German to assess this cultural competence.

Aims

This study was carried out to translate and cross-culturally adapt the Cultur-
al Competence Assessment scale in German and to evaluate its psychometric
properties (face and content validity, structural validity, internal consisten-

cy).

Methods

Design

This is a methodology study with a cross-sectional design. The cross-cul-
tural adaptation and psychometric evaluation of CCA involved a systematic
process including six steps and took place in two phases: 1) translation and
cross-cultural adaptation and 2) psychometric evaluation (19, 20).
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Sample and data collection

Data collection was conducted in March 2021. For evaluation of the psycho-
metric properties of the CCA-G, Austrian nurses and nursing students in the
final year of their Bachelor’s Degree Programme in Nursing working directly
in the care of patients in acute care settings were invited to participate in
this study. In Austria, the university, general, geriatric, psychiatric and re-
hab hospitals are considered as acute care settings. We chose the acute care
setting for comparability, since the instrument has only been tested in acute
care settings thus far. An email invitation explaining the purpose of the study
was sent to the directors of nursing staff in acute care settings. They were
politely requested to send the email invitation online to their nursing staff
or students in the final year of their Bachelor in Nursing study. Informa-
tion about the study was also communicated via social media channels (e.g.
Facebook) to reach as many potential participants as possible. Participants
were informed that their participation is voluntary and that they can re-
fuse to participate or may withdraw from the study at any time. Written
informed consent was obtained from all the participants. The questionnaire
was filled out online via LimeSurvey. In addition to the CCA-G, participants’
baseline demographics (e.g. age, sex) were collected anonymously for the
psychometric survey. To fill out the whole questionnaire, participants need-
ed approximately 10 minutes.

Translation, adaptation and psychometric testing process

During translation and adaption of an instrument, validation analyses need
to be conducted to ensure that the instrument is equivalent to the original
instrument and that results are comparable with other population groups
(19). The CCA was translated according to the translation and cross-cultural
adaptation guideline from Sousa et al. (2011) (20) and Beaton et al. (2000)
(19).

Step 1: Forward translation: After obtaining authorisation to use the CCA
from the developer (Professor Ardith Z. Doorenbos), the original CCA in Eng-
lish was forward translated into German by two independent translators
(bilingual), whose mother language was German. The first translator was ex-
perienced with the construct of cultural competence. The second translator
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was knowledgeable about the cultural and linguistic nuances of the target
language, but unaware about the construct of the instrument.

Step 2: Synthesis of the Translations: Two translated versions were prepared
by both translators and the research team. In this step ambiguities and dis-
crepancies in words, sentences and meanings were discussed within the re-
search team and consensus on one version of the forward translated instru-
ment was reached.

Step 3: Back Translation: Subsequently, the German version of the CCA was
back translated into English by two independent translators (native speak-
ers), again with distinct backgrounds. Both translators were blind to the
original instrument.

Step 4: Synthesis of the two back translated versions: The instructions, items
and response format of the two back translations were compared with the
instructions, items and response format of the original instrument regarding
format, wording and grammatical structure of the sentences, similarity in
meaning and relevance by a research group. The research group included
the four translators for forward and back translations and the authors. In
this step, a pre-final version of the CCA-German version was derived through
consensus within the research group.

Step 5: Expert panel and preliminary testing: An expert panel (n=7) includ-
ing experts from different fields (nursing researcher (n=1), nursing teacher
(n=1), psychologist (n=1), experts in questionnaire development (n=2) and
nurses (n=2)) evaluated the clarity of instructions, of the response format
and of the items. The expert panel was also used to assess the content va-
lidity by calculating the content validity index (CVI).

Preliminary testing was conducted with a convenience sample of 25 nurs-
es, which rated the instructions and items on a 4-point Likert scale (clear,
somewhat clear, somewhat unclear and unclear). Furthermore, expert panel
and pilot sample were also asked if the instrument looks as though it is an
adequate reflection of the construct to be measured (face validity).

Step 6: Psychometric Testing of the CCA-G: Following pilot testing, the
CCA-G was adapted according to the results from the expert panel and the
pilot test. The adapted CCA-G was tested for its psychometric properties
with the target group of nurses. Psychometric analysis focused on testing of
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construct (using the confirmatory factor analysis), content validity (content
validity index), and internal consistency reliability (McDonald s Omega).
Confirmatory factor analysis (CFA) is a preferable approach for assessing the
construct validity if a priori hypotheses about dimensions of the construct
are available (21). To conduct the CFA, about 1,000 subjects are needed
(22). In a CFA, fit parameters are used to test whether the data fit the
hypothesised factor structure. In addition, it is possible to test whether
the proposed model is better than alternative models (21). As the original
English version of the scale consists of two factors (15), and the translated
scales of four factors (12, 14) or two factors with decreased number of items
(13), the CFA method was selected as an appropriate analysis method for
testing the study’s assumptions.

Data analysis

Descriptive statistics were computed utilizing the statistical software IBM
SPSS Statistics 26 (23) while confirmatory factor analysis was conducted us-
ing R (24) and the package Lavaan (25). The questionnaire was filled out
online, and there were no missing data as all questions were mandatory. The
item-level content validity index (I-CVI) was used to examine the content
validity. Experts on the panel were asked to rate the relevance of each using
the 4-point Likert scale (1 = not relevant; 2 = somewhat relevant; 3 = quite
relevant; 4 = highly relevant). For each item, the Item CVI was then comput-
ed as the proportion in agreement (number of experts giving a rating of 3 or
4, divided by the number of experts).

An I-CVI value of .78 or higher is appropriate (26). Items with an I-CVI value
of less than 0.78 should be revised or eliminated (26). For testing of con-
struct, validity confirmatory factor analysis (CFA) using R package Lavaan
was performed. We evaluated the goodness-of-fit using the x2/df ratio,
comparative fit index (CFl), Tucker-Lewis index (TLI), the root mean square
error of approximation (RMSEA) and the standardised root mean square re-
sidual (SRMR). The CFA has been performed using the maximum likelihood
(ML) estimation method. The model fit is considered good if the CFl is close
to 0.95 or higher, the TLI is close to 0.95 or higher, the RMSEA is close to 0.06
or lower, and the SRMR is close to 0.08 or lower (27). To test the reliability
of the scale, the internal consistency of a second-level factor, McDonald 's
Omega (> .80), was calculated (28). To test whether differences could be
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detected between the mean score and age, gender, working experience and
profession, we performed an analysis of variance (ANOVA). The statistical
significance was determined to be p < .05.

Results

Overall, 1,190 nurses participated in this study. Out of the 915 nurses who
completed the questionnaire, most of them were female (80.6%) with a
mean age of 43 (+11). The majority of the nurses had already worked for
over ten years in nursing practice. An overview of the characteristics of the
participants is given in Table 1.

Table 1 General characteristics of the study participants

Variable Total Sample N = 915
Age in years (Mean (SD)) 43 (10.934)
Sex
Female 80.6%
Male 17.1%
No indication 2.3%
Education
In education 7.1%
Nurse 59.9%
Nurse with additional qualifications 33.0%

Years of professional experience

< 5 years 14.8%
5- 10 years 14.4%
> 10 years 70.8%

SD standard deviation

Phase 1: Translation and cross-cultural adaptation

The translated CCA-G was assessed for content validity by an expert panel.
Two of the 25 items had an I-CVI of .71 (Aspects relating to cultural diversity
need to be surveyed for each individual and each group; and | document
adaptations that | make for clients when providing direct nursing services)
and were deleted from further testing. In the next step, the CCA-G was
adapted according to recommendations from the expert panel. As a result,
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we changed the word individuals to clients and health services to nursing
care services. Because of difficulties with the meaning of the word race
in German-speaking countries, instead we used the word ethnicity in the
first item. Two of the items considered cultural aspect in individual, group
and organisation, but after interviews with the expert panel and discussion
with the research group, the word organisation was deleted. In the original
questionnaire, items were rated on a 7-point Likert scale and in line with
the results from the expert panel, we reduced it to a 5-point Likert scale.
Following adaptation according to the recommendations of the expert pan-
el, the preliminary test was conducted with 25 nurses. Results from the pilot
testing showed that three of the items were not understandable (Ethnicity
is the most important factor in determining a person’s cultural background;
I include a cultural assessment when | evaluate individuals; and | document
cultural assessments when | provide client services) and were excluded from
further testing. Once the final adaptation was completed, the back trans-
lated CCA-G was sent to the instrument’s developer. She agreed that the
CCA-G was accurately translated and can be used in acute care settings.
An additional figure file shows the process of translation and cross-cultural
adaptation in more detail [see Additional File 1].

Phase 2: Psychometric testing

Construct validity

After phase one, five items were deleted and 20 items were used for psy-
chometric testing. Next, confirmatory factor analysis was conducted. As re-
sponding to each item was compulsory, no missing data were obtained. The
CFA was performed using a one-factor model, a two-factor model and a
three-factor model (Table 2).

Table 2 Results of factor analysis testing

Factor structure X%/df (p) CFI TLI RMSEA (90% CI) SRMR
One factor (17 items) 7.71 (p < .000) .761 .726 .092 (.087 - .098) .067
Two factor (17 items) 7.52 (p < .000) .802 772 .084 (.079 - .090) .059
Three factors (17 items)  4.28 (p < .000) .880 .859 .066 (.061 - .072) .053
Two factors (16 items) @ 6.52 (p < .000) .802 772 .084 (.079 - .090) .059

Two factors (14 items) 3.16 (p < .000) .923 .908  .055(.049 - .062) .039

a Korean Version
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The model fit indicated that the two-factor model with 14 items provided
an acceptable fit (X2/df = 3.16; CFl = .923; TLI = .908; RMSEA = .055 (.049 -
.062) and SRMR = .039). Table 3 gives an overview of the items in English and
German and their descriptive statistics.
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As presented in Figure 1, all of the 14 remaining items significantly loaded
onto the factors and the item loadings ranged from .304 to .709.
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Figure 1 Two-factor CFA model

Internal consistency

The two-factor model obtained an acceptable internal consistency for the
entire scale (Omega .87). The Omega for the second-level factor CA was .81
and for CCB, it was .76.

Analysis of variance

The results of the ANOVA show that the means are similar among the gen-
der categories (Table 4). The Welch Test for Unequal Variances showed that
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means of cultural competence are different in the three groups of gender
(F (2,49) = 5.896; p = .044). However, the Games-Howell nonparametric
post-hoc test results revealed no statistical difference between the gen-
der categories. We then tested for significant differences between the age
groups. The Welch Test results show that significant differences between
the groups exist (F (3,478) = 7.962; p < .000) and, specifically, a difference
between the age group of 54 - 64 and the other three groups (p < .000). No
differences were found between variances in profession (F (2,168) = 2.648;
p = .081) and working experience (F (2,234) = 1.39; p = .240).

Table 4 Descriptive statistics among mean score of gender, profession, working experience and

age groups
N Mean SD E 95% Cl Min. Max.
Min. limit Max. limit
Gender
Female 735 5476 6.24 .23 54.31 55.21 33.00 68.00
Male 156  53.47 8.01 .64 52.21 54.74 25.00 67.00
No indication 21 50.62 10.16 2.22 45.99 55.24 32.00 70.00
Profession
In education 64 53.81 7.15 .89 52,03 55.59 35.00 66.00
Nurse 542 54.16 6.54 .28 53,61 54.71 27.00 70.00
Nurse with 299 55.19 6.81 .39 5442 55.97 25.00 68.00
additional

qualifications

Working

experience
<5 years 132 55.26 6.38 .55 54.16 56.36 34.00 68.00
5- 10 years 129  53.91 7.01 .62 52.69 55.13 27.00 68.00
> 10 years 632 5443 6.71 .27 53.91 54.96 25.00 70.00

Age groups*
21-31years 189 53.94 6.52 .47  53.00 54.87 34.00 68.00
32-42vyears 230 53.23 7.17 .47  52.30 54.17 27.00 68.00
43 -53years 299 54.41 6.74 .39 53.64 55.18 25.00 70.00
54 - 64years 192 56.31 592 .43  55.47 57.15 37.00 67.00

SD Standard Deviation; E standard Error; Cl Confidence Interval; * p < .05;
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Discussion

Duo to a growing culturally and ethnically diverse population in Austria,
the cultural competence of nurses has become an important competence
in daily nursing practice. The aim of this study was to translate, adapt and
psychometrically test the Cultural Competence Assessment (CCA) scale to
provide a CCA-German version. Cultural competence is a complex concept
that involves self-awareness and awareness of others, relationship develop-
ment and skilful application of knowledge and skills (15). To test the con-
struct validity, confirmatory factor analysis was chosen as this is a highly
recommended type of analysis used for translating or adapting an existing
questionnaire (21). Previous studies on CCA confirmed two factors (CAS and
CCB) through EFA (10, 15) and CFA (13). However, in this study, the original
two-factor model (10) or two-factor model including 16 items as seen in
the Korean version (13) did not fit the model. In contrast to other studies
testing the CCA, we deleted five items regarding cultural assessment during
the face and content validity testing within an expert group and pilot test.
This can be explained through the fact that cultural assessment is not part
of nursing assessment in acute healthcare settings in Austria and therefore
these items could not be answered correctly. In original scale the cultural
awareness and sensitivity subscale consists of cultural awareness and sensi-
tivity items, whereby items on cultural sensitivity were negatively worded
and difficult to answer. Negatively worded items on a scale are used to avoid
agreement bias. However, these items are not always appropriate as they
are difficult to answer and may lead to confusion on the part of participants
(21). Given that concern, we deleted the negatively scored items. Similar
to the Korean Version we were able to improve the model fit by deleting
negatively worded items (13). Following deletion of negatively scored items
and items with low loadings, the two-factor CCA- G with 14 items produced
a good model fit. To support construct validity, an analysis of variance was
applied to test the interrelations among the cultural competence means
and socio-demographic variables. The results show significant differences
between the age groups, and especially between the age group of 54 - 64
as compared to other three younger age groups. One possible explanation
for this difference is that nurses over 54 years of age are influenced by the
length of their professional practice and experience in the care of patients
with different cultural backgrounds.
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The internal consistency of the entire scale as well as for the cultural aware-
ness subscale was good. For the cultural competence behaviour subscale,
the internal consistency was lower but still acceptable. The cultural compe-
tence behaviour subscale was a clear and a strong factor (10), as indicated
by consistently strong factor loadings for items on this subscale. We removed
the word sensitivity from this subscale as all sensitivity items were deleted.

Given the fact that the German version of the CCA includes only 14 items in
two factors and the fact that the CFA was not tested with the same number
of items as the original CCA, it should be considered whether this scale can
still be used to assess cultural competence or possibly only cultural com-
petence behaviour as an attribute of cultural competence. Cultural com-
petence behaviour is the ability of an individual to demonstrate certain
behaviour in practice and can be used to measure the observable outcomes
of diversity experience, increased awareness and refinement of sensitivity
(10).

In a recently published concept analysis, Sharifi et al. (2019) defined cultural
awareness, cultural knowledge, cultural sensitivity, cultural skill, cultural
proficiency and dynamicity as defining attributes of the concept of cultural
competence (3). Shen (2015) found that sensitivity, awareness, knowledge
and skill are the key elements of cultural competence, and constitute the
domains or subscales in the majority of assessment instruments and cultural
competence models (8). Many existing questionnaires, however, measure
only one or only certain attributes of cultural competence (e.g. awareness,
knowledge, skill, or sensitivity), and are thus not recommended as they can
only offer incomplete measures of cultural competence (11). Although the
original CCA scale is based on the cultural competence model, which consists
of four attributes (cultural diversity, cultural awareness, cultural sensitivity
and cultural competence behaviours) (15), the German version of this scale
should rather be used to measure cultural competence behaviour. Cultural
competence has been consistently recognised as a dynamic, continuous and
developing process (3, 8). As a part of the cultural competence construct,
behaviour can contribute to this ongoing process.
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Strengths and limitations

This study has several methodological strengths. During the adaptation and
preliminary testing, we included a large number of experts in different phas-
es of testing. Additionally, the construct validity was validated using CFA,
which is known to be a complex form of analysis (26). The study sample was
large - for the psychometric testing we were able to use the results from 915
fully completed questionnaires.

This study is limited by the convenience sample and the fact that it consisted
only of nurses who worked in acute care settings. Further studies including
nurses from different healthcare settings are necessary. Another limitation
of this study is the fact that we collected our data in two different ways, i.e.
via an invitation sent out by e-mail to the directors of nursing staff in acute
care settings and via a link shared on social media. The link to the online
questionnaire was the same in both cases. Potential differences depending
on the data collection could arise, since it was not possible to stratify the
sample. Because > 80% of the study sample consisted of female participants,
the results may not be generalizable. However, the analysis of variance re-
sults did not reveal any statistical difference in the cultural competence
means between gender groups. Results of factor analysis testing showed
that three items on the cultural awareness subscale had item loadings lower
than .40. Cultural competence behaviour is based on the results of contact
experience with culturally diverse patients and improvement of awareness.
Since cultural awareness leads to the nurses” capability to engage in cultur-
al competence behaviour, we recognize the theoretical importance of these
three items and retained them in the CCA-G despite lower item loadings.

Like other instruments used to assess cultural competence, the CCA-G is also
limited by the fact that it is a self-report method of evaluation. Self-report
instruments are subjective and, due to the effect of the social-desirability
bias, participants may give a socially appropriate answer that does not re-
flect their true beliefs. The additional use of qualitative methods to evalu-
ate the nurses” cultural competence would be valuable.
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Conclusion

Currently, there is no instrument in German, which can be used to assess
the cultural competence of nurses. One step towards closing this gap is
our instrument, which can be used to assess cultural competence behaviour
as an attribute of cultural competence. The 14-item CCA-G showed strong
construct validity and acceptable internal consistency. The CCA-G can be
applied in surveys and to identify levels of cultural competence behaviour
among nurses in German-speaking countries when evaluating nursing com-
petencies. Furthermore, the shortness of this questionnaire makes its appli-
cation highly feasible in healthcare settings. Further research with repeated
measures could determine the CCA-G s sensitivity and indicate if the tool is
applicable in other healthcare settings and for other healthcare profession-
als. Furthermore, we recommend developing a culture-based instrument in
an exploratory mixed-method study, taking a qualitative approach to gen-
erate items. Additionally, ongoing research should be conducted to find an
instrument that can be used to assess the cultural competence of nurses in
German-speaking countries.
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Supplementary File 1

The process of translation and cross-cultural adaptation

Original scale
English, 25 items, two factors

!

| Forward translation |

i
| Consensus discussion |
!
| Backtranslation |
!

Translated version of CCA
Reviewed by the original developer
+
Expert panel
(n=7)

Phase 1

I3 I 2 items deleted

Preliminary testing of 23 items
(n=25)

1 : 3 items deleted

Psychometric testing of 20 items
(n=915)

6 items deleted

Phase 2

Final version of CCA-G
Two factors with 14 items
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Abstract

Background

The increasing cultural diversity in healthcare in European countries, in-
cluding Austria, has highlighted the need to enhance nurses’ cultural com-
petence. Assessing cultural competence and identifying relevant influencing
factors can help to improve culturally competent care. The aim of this study
was to assess the cultural competence of nurses and nursing students work-
ing in Austrian acute care settings and to identify influencing factors using
the Cultural Competence Assessment scale.

Methods

A cross-sectional design was used. Data collection was carried out in March
2021 with nurses and nursing students in the last year of their studies who
were working in Austrian acute care settings. Descriptive analysis was ap-
plied to display the general characteristics of the study participants and
the levels of their overall cultural competence. A multiple linear regression
analysis was conducted to analyze the influencing factors of cultural com-
petence.

Results

The nurses’ cultural competence level was moderate to high (mean=3.89;
SD=.48). Their age, educational level, cultural diversity training and
self-perceived cultural competence significantly influenced the level (F (6,
875)=18.971, p<.0000, adj. R?=1.09).

Conclusions

Providing culturally competent healthcare services for culturally diverse pa-
tients is essential for all healthcare professionals, and especially for nurses
who spend the most time with patients. Effective interventions, such as
educational training, need to be implemented in order to deliver culturally
competent care and potentially reduce disparities in healthcare and im-
prove patient outcomes.

Keywords: Cultural competence, Nurses, Nursing students, Influencing fac-
tors, Acute care, Cross-sectional study
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Background

The increasing cultural diversity in healthcare in European countries, in-
cluding Austria, has highlighted the need to enhance nurses’ cultural com-
petence (1). Cultural competence has been defined as “the dynamic process
of acquiring the ability to provide effective, safe, and quality care to the
patients through considering their different cultural aspects” (2). Health-
care professionals need to understand and respect cultural differences and
provide culturally competent care to demonstrate such competence (3).
Cultural competence has been identified as an important factor in reducing
disparities in healthcare and improving patient outcomes (e.g., patient sat-
isfaction) (4). Culturally competent care is sensitive to the cultural impli-
cations of this care. It involves the meaningful, culture-based use of health
and care knowledge to coordinate the needs of individuals or groups and
helps them to acquire good health and well-being or to cope with illnesses,
disorders, and death (5). Studies have shown that nurses providing cultur-
ally competent nursing care have the potential to improve the quality of
care (3, 4), to heighten patient satisfaction, and to challenge racism in
healthcare (6), all of which leads to better health outcomes (e.g., treat-
ment adherence) in patients from a diversity of cultural backgrounds (7).
Nurses with high levels of cultural competence can establish more effective
communication with patients, which, in turn, can help in the development
of appropriate treatments (8).

In 2021, 17.1% of the Austrian population was represented by people with a
migrant background. The largest migrant group was Germans, followed by
Romanians, Hungarians, and Croatians (9). As the number of people with dif-
ferent cultural backgrounds in Austria has increased, the cultural diversity
in the Austrian healthcare system has also increased. Despite the demon-
strated importance of exhibiting cultural competence in terms of improving
patient outcomes and nursing competencies, nurses working in the European
countries of Germany, Czech Republic, Hungary, Slovakia, and Poland do
not generally perceive themselves as culturally competent (10). Most of the
nurses (70.6%) indicated that they faced challenges while providing nursing
care for patients with different cultural backgrounds. The main challenges
mentioned were differences in language, religion, and a lack of cultural
knowledge (10). These findings show that assessments of and improvement
in nurses’ cultural competence is necessary in Austria. Furthermore, by as-
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sessing and identifying various factors that influence cultural competence,
researchers and healthcare professionals can design focus interventions
(e.g., cultural diversity training programs) to meet the nurses’ needs (8).
The research on cultural competence in Austrian nurses, however, is still
limited. Although some international studies have been carried out to in-
vestigate factors that influence cultural competence, these findings cannot
be generalized to Austrian nurses due to a lack of evidence (8, 11). In their
study, Lin et al. (2021) found that cultural competence education acquired
in nursing school has no influence on the cultural competence of registered
nurses, but does seem to have an influence on pre-graduate nursing students
(11). Another study shows that nurses who are older and have received prior
diversity training exhibit significantly higher levels of cultural competence
(12). These findings indicate that the assessment of Austrian nurses’ cultural
competence and the identification of factors that influence this competence
can help researchers and healthcare professionals to develop coherent in-
terventions and to improve culturally competent care.

To our knowledge, no study has previously been carried out to assess the cul-
tural competence of Austrian nurses with a psychometrically tested instru-
ment. This study, therefore, was conducted to assess the cultural compe-
tence of nurses and nursing students working in Austrian acute care settings
and to identify influencing factors.

Methods

Design

This cross-sectional study was conducted in March 2021 in Austrian acute
care settings.

Sampling method and data collection

Austrian nurses and nursing students in the last year of their studies who
provided direct care for patients in acute care settings were invited to com-
plete the questionnaire. We wanted to reach as many nurses as possible, and
since the highest number of nurses work in acute care settings in Austria,
we chose this setting for our research project. The researchers initially sent
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an invitation via e-mail to the directors of nursing staff in all Austrian acute
care institutions and universities of applied sciences, explaining the purpose
of the study. The recipients were politely requested to forward the e-mail
invitation with the link to the online questionnaire to their nursing staff or
nursing students. After two weeks, a reminder was sent out. Data collection
was carried out online with LimeSurvey, a free and open source on-line sta-
tistical survey web application, in March 2021. We also shared information
about the study via Facebook in order to reach as many nurses as possible.
The survey enabled the application of the German version of the previously
validated Cultural Competence Assessment scale (CCA-G) (13) and the col-
lection of baseline demographics for these nurses and nursing students (age,
gender, educational level). In addition, based on a survey of the literature
(8, 12, 14, 15), we included specific questions to determine the number of
years the nurses/students had worked, if they were multilingual, if they
had taken part in a diversity training program, if they had conducted a stay
broad, if they had a migrant background, and their self-perceived cultural
competence level. Persons of migration background were defined as persons
whose parents were both born abroad. We distinguished further between
first-generation and second-generation migrants. First-generation migrants
are persons born abroad whose parents were also born abroad. Second-gen-
eration migrants are nationals born in the respective country whose parents
were born abroad (16).

Instrument

To assess the cultural competence level, we used the German version of the
previously validated Cultural Competence Assessment scale (CCA-G) (13).
The self-reported CCA has been translated and been psychometrically tested
in various languages (ltalian, Spanish, Korean, and Slovakian). It has been
found to be a reliable and valid instrument for the assessment of cultural
competence in healthcare (12, 14, 17, 18). The original CCA scale (19) was
developed in the USA on the basis of the Cultural Competence Model de-
veloped by Schim and Miller. This scale consists of 25 items assigned to two
subscales: cultural awareness and sensitivity (CAS) and culturally competent
behavior (CCB). Cultural awareness refers to the professionals’ knowledge of
differ-ences and similarities between examples of cultural expression. Cul-
tural competence behaviors refer to determining behaviors that are affect-
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ed by diversity experiences made with culturally diverse people, cultural
awareness, and sensitivity to the self and others (19). The modified CCA-G
consists of 14 items assigned to two subscales: cultural awareness and cul-
tural competence behavior. The cultural awareness subscale consists of five
items; these can be rated on 5-point Likert scale with answers ranging from
totally agree to totally disagree. The cultural competence behavior subscale
consists of nine items; these can be rated on a 5-point Likert scale with an-
swers ranging from always to never. Higher scores indicate higher levels of
cultural competence. The additional question about self-perceived cultural
competence can be rated on a 5-point Likert scale, with answers ranging
from very incompetent to very competent. Higher scores indicate higher
levels of cultural competence.

Data analysis

Data were analyzed using the statistical software program IBM SPSS Statistics
26 (20). A descriptive analysis was performed to display the general char-
acteristics of the study participants and the levels of their overall cultural
competence with respect to the two subscales. Continuous variables were
described as mean values and standard deviations, and categorical varia-
bles as frequencies and percentages. For the univariate analysis, Spearman’s
rank correlation coefficient was used to measure the relationship between
cultural competence and the continuous variables. The Mann-Whitney U
test and Kruskal-Wallis test were performed to measure the relationship
between cultural competence and categorical variables. The linearity of
the continuous variable with respect to the logit of the dependent variable
was assessed by applying the Box-Tidwell procedure, which adds an interac-
tion term between the continuous independent variables and their natural
logs to the regression equation. The independence of residuals was assessed
by applying the Durbin-Watson statistic (range from 0 to 4; a value of ap-
proximately two indicates that no correlation exists between the residuals).
Studentized residual values were used to detect outliers (values greater
than three can be treated as outliers). Multicollinearity was recognized to
occur if the variance inflation factors (VIF) were under four. After testing the
assumptions for linear regression, a multiple linear regression analysis was
conducted using an enter procedure to predict the dependent variable, i.e.,
the dependence of cultural competence on influencing factors identified
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by univariate analysis. Age, educational level, migrant background, mul-
tilingual ability, cultural diversity training experience, and self-perceived
cultural competence were included as independent variables. Statistical sig-
nificance was determined as p < .05.

Results

Overall, 915 nurses and nursing students completed the questionnaire.
Most of these were female (80.6%) with a mean age of 43 (x10.93). Most
of the nurses had already worked for more than ten years in nursing prac-
tice (70.8%). About one-third of the nurses described themselves as neither
culturally competent nor incompetent (29.7%), and only a few nurses felt
somewhat culturally incompetent (3.3%) or very incompetent (0.3%). Almost
half of the nurses described themselves as culturally competent when pro-
viding nursing care (48.4%). An overview of the participants’ characteristics
is given in Table 1.

Table 1 Characteristics of the study participants

Variable Total sample N = 915
Mean age in years (SD) 43 (10.93)
Female (%) 80.6%

Education (%)

« Nursing student (in an education 7.1%
program)
e Nurse 59.9%
« Nurse with additional qualifications 33.0%
« Bachelor’s degree 44.6%
« Diploma/Master’s degree 55.1%
« PhD 0.4%

Years of professional experience (%)

e <10 years 29.2%
« > 10 years 70.8%
Cultural diversity training (%) 48.5%
Multilingualism (%) 54.5%
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Migrant background (%) 13.0%
« First generation 64.0%
« Second generation 36.0%

Self-perceived cultural competence (%)

« Very incompetent 0.3%
+ Somewhat incompetent 3.3%
« Neither competent nor incompetent 29.7%
« Somewhat competent 48.4%
+ Very competent 18.3%

SD standard deviation

Overall, the nurses’ level of cultural competence with regard to their CCA-G
scores was moderate (mean = 3.89; SD = .48). The nurses” responses showed
that they had a high level of cultural awareness (4.42 + .45). The high-
est-rated awareness item was “I believe that everyone, regardless of their
cultural heritage, should be treated with respect” (4.92 + .38). Responses
collected regarding the cultural behavior subscale showed that the nurses
exhibited a moderate level of culturally competent behaviors (3.59 + .59).
The highest-rated behavior item was “I gladly accept feedback from clients
on how | relate to people from different cultures” (4.33 + .85), and the low-
est-rated was “l have access to textbooks and other materials that help me
learn more about people from different cultures” (2.53 + 1.27) (Table 2).

Table 2 Cultural Competence item means of the CCA-G

Cultural Competence items Mean (SD)
Cultural Awareness 4.42 (.45)
Spiritual and religious beliefs are important aspects of many cultural groups.  4.23 (.79)
Individuals can identify with more than one cultural group. 4.05 (.95)
| believe that everyone, regardless of their cultural heritage, should be 4.92 (.38)
treated with respect.

| understand that people from different cultures can define the concept of 4.47 (.79)
“health care” in different ways.

| think that my knowledge about different cultural groups can help meinmy  4.44 (.78)

work with individuals, families, and groups.
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Cultural Competence Behavior 3.59 (.59)

| seek information about cultural needs when | meet new people at my work ~ 3.02 (1.08)
or educational institution.
I have access to textbooks and other materials that help me learn more about  2.53 (1.27)

people from different cultures.

I ask people to tell me about their expectations regarding nursing care 3.36 (1.16)
services.

I avoid using generalizations to apply stereotypes to groups of people. 4.14 (.78)

| recognize potential barriers to healthcare services that different people 3.64 (.69)

might encounter.

| remove barriers regarding nursing services affecting people from different 3.86 (.84)
cultural backgrounds, when | identify them.

| remove barriers for people from different cultures, when they tell me about ~ 3.84 (.84)
them.

I gladly accept feedback from clients on how | relate to people from different  4.33 (.85)
cultures.

| find possibilities to adapt my nursing services to fit the cultural preferences  3.60 (.85)

of individuals and groups.

SD standard deviation

Factors influencing cultural competence

A multiple regression analysis was conducted to identify which of the factors
age, educational level, migrant background, multilingual ability, cultural
diversity training experience, and self-perceived cultural competence influ-
enced the cultural competence of nurses. The assumptions of linearity, inde-
pendence of errors, homoscedasticity, unusual points, and normality of re-
siduals were met. The multiple regression analysis results show that four of
these factors (age, educational level, cultural diversity training experience,
and self-perceived cultural competence) were identified as factors that in-
fluenced cultural competence. These variables statistically significantly in-
fluenced cultural competence, F (6, 875) = 18.971, p < .0000, adj. R? = 1.09,
(Table 3). The regression analysis results show that older nurses who held an
undergraduate degree or had completed higher education, participated in a
diversity training program, and perceived themselves as somewhat or very
culturally competent tended to have higher cultural competence levels.
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Table 3 Influencing factors for cultural competence

Independent variables B Std. Error  Beta p-value VIF
(Constant) 48.924 2.331 .000

Age .048 .021 .078 .020 1.109
Educational level .749 .373 .064 .045 1.011
Cultural diversity training experience  -2.000 .449 -.149 .000 1.109
Multilingual ability -.671 .458 -.050 .144 1.148
Migrant background -.849 .665 -.043 .202 1.108
Self-perceived cultural competence 1.940 .283 .225 .000 1.072

B = unstandardized regression coefficient; SEB = Standard error of the coefficient;

Beta=standardized coefficient; CI = Confident interval; p-value = significance level

Discussion

Assessing nurses’ cultural competence is of primary importance in coun-
tries like Austria, where ethnic and cultural diversity is growing rapidly and,
therefore, is being increasingly encountered by professionals working in the
healthcare sector. This study provides the first insights into the cultural com-
petence levels of Austrian nurses and nursing students working in acute care
settings. Overall, the participants’ cultural competence level was moderate
to high, and participants showed high levels of cultural awareness (mean =
4.42; SD = .45) as well as a moderate level of cultural competence behavior
(mean = 3.59; SD = .59). Our results are comparable with results from stud-
ies performed in two neighboring states, Italy and Slovakia, where the au-
thors used the same instrument to assess cultural competence in nurses (12,
21). Nurses who exhibit high levels of cultural awareness generally have the
ability to recognize differ-ences and similarities of cultural expression, but
also to display an open attitude toward and respect for cultural differences.
These abilities are essential for achieving cultural competence in practice
(19, 22). The implementation of cultural assessment in the workplace, ask-
ing patients about their needs and expectations for care, adapting inter-
ventions to respect cultural practices, and seeking additional information
and resources are all hallmarks of cultural competence (22). The moderate
level of cultural competence behavior among nurses identified in this study
indicates that Austrian nurses are still restricted in their abilities to assess
and address culturally needs in their daily practice.
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In our study, the nurses’ self-perceived cultural competence levels were
higher than those reported by nurses in Italy (21) and Slovakia (12). While
in Austria, 66.7% of the participants felt somewhat or very culturally com-
petent, only 62% of Slovakian nurses (12) and 44% of ltalian nurses (21)
described themselves as somewhat or very culturally competent. However,
when these levels are compared with those reported from countries like the
United States, where cultural competence has been taught and encouraged
in the nursing practice for decades, the self-perceived cultural competence
in European countries still seems to be low. The study by Doorenbos et al.
(2016) clearly demonstrates this, where 92.7% of the participants reported
that they felt either somewhat competent or very competent (23).

Factors influencing cultural competence

Multiple regression analysis results show that age, educational level, previ-
ous cultural diversity training experience, and self-perceived cultural com-
petence significantly influenced the level of cultural competence among
nurses. The data analysis results show that about a half of the nurses who
had participated in cultural diversity training events or programs showed
higher scores on the CCA-G. According to the Cultural Competence Model,
our results suggest that the more training nurses receive, the more fre-
quently they practice culturally competent behaviors. These findings agree
with those from several other studies (8, 11, 19, 23) which found that pri-
or diversity training influenced cultural competence levels, indicating that
cultural competence training might help to support nurses when caring for
patients with different cultural backgrounds. However, Cicolini et al. (2015)
and Cerveni et al. (2020) found that prior diversity training did not influence
cultural awareness; instead, their findings indicated that it influenced the
cultural competence behavior subscale (12, 21). Developing nurses’ cultural
competence by offering specific education should be recognized as a prior-
ity because nurses work closely with people in increasingly diverse health-
care settings (24). However, much critique has been expressed, particularly
about educational training not being up to date and leading to stereotyping.
Cultural competence training programs should be based on accepted educa-
tional theories and theories that explain the development of cultural com-
petence. Furthermore, training programs should be developed to emphasize
patient-centered care, to support the nurses’ ability to treat the patients
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as individuals, and to encourage them to reflect on their own cultural back-
grounds (24). Beside educational programs, organizational approaches need
to be developed and applied to improve cultural competence, considering
cost factors and aspects related to individual and organizational contexts
(25). Previous studies have shown that healthcare facilities must provide on-
going educational programs to ensure effective, culturally competent nurs-
ing care and to encourage nurses to continually increase their cultural com-
petence (1, 24). Healthcare organizations should act to address challenges
associated with cultural diversity and to ensure that nursing staff are pro-
vided with high-quality continuing education offers in cultural competence
(24). This means that improvements in both the nurses’ cultural competence
levels and organizational factors are needed to provide equally high-quality
care for all patients.

The results show that the educational level rather than length of working
experience influenced cultural competence, with a higher educational level
indicating higher levels of cultural competence. Our study findings support
the findings of other studies (8, 11, 12) which show that increasing cultural
competence depends on the nurses’ education level. This finding signifies
that increasing cultural competence does not depend on previous diversity
trainings but also on the nurses’ educational level. According to Cicolini et
al. (2015), this influence might be due to the greater exposure to cultural
diversity that occurs in higher education (21).

The study findings also show that nurses who perceived themselves as very
or somewhat competent had higher cultural competence levels than nurses
who perceived themselves as rather incompetent or neutral. These results
agree with those of other studies which show that nurses who rated them-
selves as having higher levels of self-perceived cultural competence had
higher levels of cultural competence (12, 21, 23). Increasing an awareness
of one’s own cultural properties can be useful in cross-cultural encounters
in a healthcare setting and can improve the cultural competence of nurses.

The strength of our study is its large sample size and inclusion of nurses and
nursing students from different parts of Austria. The study participants were
included using a convenience sampling, however, which limits the overall
generalizability of the findings. The cross-sectional design presents a fur-
ther limitation. Studies with a longitudinal design should be undertaken to
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increase our understanding of the cultural competence of nurses in all Aus-
tria healthcare settings. Another limitation of this study is including nursing
students, which may have influenced our results to a certain degree, even
if they constitute only 7% of our sample. However, we invited only last-se-
mester nursing students who already have substantial experience in nursing
care. Some of the influencing factors, like years of work experience or mul-
tilingualism, could have been presented in more detail. Creating a finer sub-
division regarding years of experience or assessing which other language(s)
the participants can speak might have provided a more detailed insight on
the results, and, maybe, might have even yielded slightly differing study
results.

Conclusions

The need to provide culturally competent healthcare in Europe and specifi-
cally in Austria is changing due to ongoing demographic changes. Results of
this study show that the nurses’ cultural competence level was moderate
to high. Older nurses who held an undergraduate degree or had completed
higher education, participated in a diversity training program, and perceived
themselves as somewhat or very culturally competent tended to have high-
er cultural competence levels. Effective interventions, such as educational
training events or programs designed to meet nurses’ needs, need to be
implemented in Austrian acute care settings in order to promote culturally
competent nursing care. Further research is deemed necessary to examine
how other relevant variables influence cultural competence.
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Supplementary file 1

The German Version of the Cultural Competence Assessment (CCA-G)

Cultural Awareness

Spiritual and religious beliefs are important aspects of many cultural groups.

Individuals can identify with more than one cultural group.

| believe that everyone, regardless of their cultural heritage, should be treated with
respect.

| understand that people from different cultures can define the concept of “health care” in
different ways.

| think that my knowledge about different cultural groups can help me in my work with

individuals, families, and groups.

Cultural Competence Behavior

| seek information about cultural needs when | meet new people at my work or educational
institution.

| have access to textbooks and other materials that help me learn more about people from
different cultures.

| ask people to tell me about their expectations regarding nursing care services.

| avoid using generalizations to apply stereotypes to groups of people.

| recognize potential barriers to healthcare services that different people might encounter.
| remove barriers regarding nursing services affecting people from different cultural
backgrounds, when | identify them.

| remove barriers for people from different cultures, when they tell me about them.

| gladly accept feedback from clients on how | relate to people from different cultures.

| find possibilities to adapt my nursing services to fit the cultural preferences of individuals

and groups.
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Abstract

Background

The growing need to provide culturally competent nursing care has increased
the importance of implementing and evaluating cultural competence inter-
ventions in healthcare settings. Previous research showed that increasing
healthcare professionals’ cultural competence can reduce racism and in-
equalities and enhance their ability to navigate cultural diversity. Whilst
some evidence shows that educational interventions can improve cultural
competence of healthcare professionals, a summary of this evidence is lack-
ing, especially regarding the effectiveness of such interventions on nurses’
cultural competence and patient-related outcomes.

Objectives

In this systematic review, the effectiveness of cultural competence inter-
ventions on nurses’ levels of cultural competence and patient-related out-
comes is assessed.

Design

A systematic review and a meta-analysis were conducted.

Methods

We searched in MEDLINE, Embase, CINAHL, PsychINFO, ERIC and CENTRAL up
to September 2023 for studies using a quasi-experimental or experimental
design. We used the Cochrane Handbook for Systematic Reviews of Interven-
tions and PRISMA guideline for methodological and reporting guidance. Two
researchers independently assessed the eligibility of the studies and their
methodological quality. We assessed the quality of experimental studies us-
ing the Revised Cochrane Risk of Bias Assessment Tool for Randomized Trials
(RoB 2), and the quality of quasi-experimental studies with the Risk of Bias
in Nonrandomized Studies - of Interventions tool (ROBINS-I).

Results

Overall, 17 studies, three randomised controlled trials and 14 pre-test/post-
test studies, were included in this review. Of these 17 studies, 12 provided
sufficient, appropriate data for inclusion in the meta-analysis. Cultural com-
petence interventions were offered through education and training (includ-
ing lectures, presentations, case studies, discussions, or various reflection

157



Chapter 6

activities) or technology-based applications and support (mobile app, online
database, or web-based training). Education and training were shown to
slightly increase nurses’ levels of cultural competence, with a low certainty
of the evidence. Technology-based applications and support may increase
nurses’ levels of cultural competence, but the evidence is very uncertain.
No pooling of studies was possible for the patient-related outcomes.

Conclusion

Education and training can improve the level of nurses’ cultural compe-
tence; therefore, they should be offered as continuing education for nurses.
However, our confidence in the underlaying evidence for cultural compe-
tence interventions is low due to the imprecision and risk of bias of included
studies; thus, the results should be interpreted with caution. Despite the
growing interest in and body of research on nurses’ cultural competence in-
terventions, our review indicates a significant lack of studies examining the
impact of such interventions on patient-related outcomes.

Keywords: Cultural competence, Nurses, Effectiveness, Interventions,
Patient-related outcomes, Systematic review, Meta-analysis
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Introduction

The importance of cultural competence in healthcare was first recognised
in the early 1980s in the USA and continues to be a major strategy to ad-
dress health inequities (e.g. lower quality of care for patients from different
cultural backgrounds) worldwide. Healthcare policymakers, professionals,
and educators use cultural competence skills to ensure the provision of
quality and culturally congruent care for patients from different cultural
backgrounds (1). Nurses’ cultural competence is vital in culturally congruent
care, which involves the meaningful, culture-based application of health
and care knowledge to address the needs of individuals or groups, facilitat-
ing good health and well-being or to assist in managing illnesses, disorders,
and end-of-life care (2).

Sharifi et al. (2019) defined nurses’ cultural competence as “the ability to
provide effective, safe, and quality care to patients from different cultures
and to consider the different aspects of their culture in care provision”
(p-6). This ability is acquired as part of an ongoing process, which requires
personal effort, effective education, and organisational support in nursing
care. Sharifi et al. (2019) conducted a concept analysis of nurses’ cultur-
al competence, identifying it as a dynamic construct shaped by cultural
awareness, knowledge, sensitivity, skills, proficiency, and adaptability. The
growing need to provide culturally competent nursing care has led to the
increasing importance of implementing and evaluating appropriate inter-
ventions in all healthcare settings. Studies show that improving healthcare
professionals’ cultural competence can help reduce racism and healthcare
inequalities (3, 4), enhancing the ability to navigate cultural diversities (5,
6). Examining the impact on healthcare professionals, particularly nurses,
cultural competence enhances their proficiency in key cultural competence
attributes. Cultural competence is associated with higher levels of patient
satisfaction and improved treatment adherence (1, 6, 7).

Interventions designed to improve the cultural competence of nurses showed
positive effects on nurses’ self-assessed level of cultural competence (8). In-
creased cultural competence may help nurses to identify different needs of
culturally diverse patients, reflect on their own cultural context and modify
their behaviour accordingly (1, 9). Furthermore, it may reduce the effects
of cultural and ethnic discrimination on care and improve care effectiveness
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(3). For patients with different cultural backgrounds, the increased cultural
competence of healthcare professionals may improve communication and
participation in decisions and treatment options, which can lead to bet-
ter patient-related outcomes (1, 9). When looking at these patient-related
outcomes, certain studies reported an impact on quality of healthcare (1),
patient satisfaction (1, 9, 10), patient adherence (9), and quality of life (7,
11). These improvements in patient-related outcomes can lead to patients
having greater trust in healthcare systems (7, 11).

Whilst there is some evidence that educational interventions such as diver-
sity training can improve the cultural competence of health professionals
(1, 6, 7), there is a lack of summarised evidence regarding interventions
performed to increase competence in nurses and their effectiveness on pa-
tient-related outcomes. An overview of systematic reviews by Truong et al.
(2014) found some evidence suggesting that cultural competence interven-
tions can enhance patient-related outcomes. However, definitive conclu-
sions about their effectiveness are limited due to a lack of methodologi-
cal rigor and the absence of validated outcome measurement instruments
across studies. In a meta-analysis, Gallagher and Polanin (2015) evaluated
the effectiveness of educational programmes designed to increase nurses’
and nursing students’ cultural competence levels but did not evaluate their
effectiveness on patient-related outcomes. However, they found that the
implemented programmes can increase cultural awareness, which may sub-
sequently lead to potential benefits for patients (12).

Nevertheless, there remains a need for more rigorous study designs and the
use of standardised assessment tools to attribute training to improvements
in patient-related outcomes. In their systematic review on educational in-
terventions designed to develop nurses’ cultural competence, Oikarainen et
al. (2019) showed a positive impact of educational interventions on nurses’
self-assessed cultural competence. However, they concluded that a need
still exists for high-quality studies that investigate the effectiveness of nurs-
es’ cultural competence interventions, and especially of technology-based
interventions (13).

So far, mostly traditional educational interventions, including lectures,
group discussions, and case studies have been evaluated in reviews. Since
the publication of the meta-analysis conducted by Gallagher and Polanin
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(2015), a variety of studies focusing on different educational interventions
(e.g. using simulation pedagogy or mobile app-based training programmes)
have been published (14-17). The evidence base for cultural competence
interventions needs be strengthened by placing a greater emphasis on meth-
odological rigor and the use of randomised controlled trials (13). Healthcare
policymakers, professionals, and educators need to be kept updated about
new educational approaches and their effectiveness so they can ensure the
provision of quality and culturally congruent care to patients with different
cultural backgrounds. Given the increase and variety of interventions avail-
able, it is necessary to assess the overall effectiveness of these interventions
and to provide clear recommendations for nursing practice and education.

Thus, there is a need for up-to-date, summarised evidence regarding the ef-
fectiveness of cultural competence interventions on nurses and patient-re-
lated outcomes. In particular, the aim of this review and meta-analysis was
to identify and summarize the existing evidence on cultural competence
interventions that have been developed to improve nurses’ levels of cultural
competence and patient-related outcomes. Specific questions addressed by
the review are:

1. How effective are cultural competence interventions in improving
nurses’ levels of cultural competence?

2. How effective are cultural competence interventions for nurses in im-
proving patient-related outcomes (e.g. treatment outcomes, patient
satisfaction)?

Methods

In order to summarize the current best evidence and answer the research
questions, we conducted a systematic review including a meta-analysis; re-
sults were reported in accordance with the updated Preferred Reporting
Items for Systematic Reviews and Meta-Analyses (PRISMA) guideline (18).
The Cochrane Handbook for Systematic Reviews of Interventions was used as
methodological guidance for preparing and maintaining the effects of inter-
ventions (19). The protocol for this study was registered at the International
Prospective Register of Ongoing Systematic Reviews (PROSPERO) under reg-
istration number CRD42020168015.
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Eligibility criteria

To answer the research questions, we established the following inclusion
and exclusion criteria, based on the PICOS (Population, Intervention, Com-
parator, Outcome, and Study design) framework (Table 1). Studies were ex-
cluded if results were summarized for healthcare professionals in general
without presenting specific findings for nurses. In our study, we included
interventions for nurses who provide direct care to patients. These interven-
tions needed to be implemented to: a) overall improve the level of cultural
competence or one or more of the cultural competence attributes (cultural
awareness, cultural knowledge, cultural sensitivity, cultural skill, cultural
proficiency, cultural desire, cultural dynamicity, cultural encounters), and/
or b) increase patient-related outcomes (e.g. treatment outcomes, patient
satisfaction, health behaviour, involvement in care, client-nurse trust). The
effect of the interventions had to be measured using a valid and reliable
instrument (20). We set no time or language limitations. Original studies as
well as doctoral theses were included. Reviews, qualitative research, con-
ference proceedings, opinion studies, books, and editorials were excluded
(19). The comparison group should not receive any intervention.

Table 1 Eligibility criteria using PICOS format

Criteria Inclusion Exclusion

Population Registered nurses Nursing students, nurses’ aides,

nursing educators, nursing

managers
Intervention (Educational) interventions Intervention not aimed to improve
to improve nurses” cultural the nurses” cultural competence or
competence, patient-related outcomes

Interventions to increase patient-

related outcomes

Comparators No intervention

Usual care
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Outcome Cultural competence, or cultural Not relevant to cultural
competence attributes (attributes competence, not relevant to
or subscales on measurement patient-related outcomes
tools: cultural awareness, cultural

s Outcome not assessed with a valid
knowledge, cultural sensitivity,

d reliabl l
cultural skill, cultural proficiency, and reliable measurement too
cultural desire, cultural dynamicity,

cultural encounters)

Patient-related outcomes
(treatment outcomes, patient
satisfaction, health behaviour,

involvement in care, client-nurse

trust)

Study design Experimental (randomised Non-experimental studies,
controlled trials) and quasi- reviews, conference proceedings,
experimental studies (clinical opinion studies, books, editorials,

controlled trials, pre-test/post-test qualitative research

studies)

Search methods

A systematic search in MEDLINE, Embase, CINAHL, PsychINFO, ERIC, and
the Cochrane Central Register of Controlled Trials (CENTRAL) was conduct-
ed from the inception of the databases up to September 2023. We also
searched the Current Controlled Trials metaRegister of Controlled Trials to
identify other trials. To identify additional and especially grey literature, we
searched Google Scholar, ResearchGate, the ProQuest database, and refer-
ence lists. For Google Scholar searches, only the first 200 references were
considered per search string. The search was re-run in June 2024 for updat-
ed research purposes before the final analysis was performed. The search-
es were performed with keywords and MESH terms or subheadings, aligned
to the inclusion criteria, and these keywords and terms/subheadings were
combined with Boolean operators. For each research question, a separate
search strategy was created and conducted for all mentioned data sources.
The exemplary search strategy performed in CINAHL can be found in Supple-
mentary file S1.
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Data extraction

The search results were inserted into the reference manager EndNote (21),
and duplicates were removed. Based on the eligibility criteria, titles and
abstracts were screened for inclusion independently by two reviewers (SO,
LMS). In the next step, the full text of articles was retrieved for full-text
screening according to the eligibility criteria. Disagreements about inclusion
and exclusion of studies between reviewers were resolved through discus-
sion until a consensus was reached. A standardised data extraction form (19)
was utilized to collect the following information from included studies:

a) General information about the study (authors, publication year, coun-
try, design, setting)

b) Participants’ characteristics (sample size overall and per intervention
or control group)

c) Intervention (theoretical background, description of intervention, du-
ration)

d) Instrument used to measure the outcomes, time points of data collec-
tion

e) Outcomes of interest

The data extraction process was performed by the first author (SO), and the
results were checked independently by LMS for accuracy. Any disagreements
between the authors during this process were resolved through discussion
and consensus. In cases of uncertainty, another author (DS) was consulted.

Quality assessment

The quality of RCTs was assessed independently by two authors using the
revised version of the RoB 2, which consists of five domains: (1) bias arising
from the randomisation process; (2) bias due to deviations from intended
interventions; (3) bias due to missing outcome data; (4) bias in measure-
ment of the outcome; and (5) bias in selection of the reported result (22).
The domain-level judgements provide the basis for an overall risk-of-bias
judgement for the specific trial being assessed. Each study was assessed for
risk of bias and categorized as having either low risk, some concerns, or high
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risk of bias. Judging a result to be at a particular level of risk of bias for an
individual domain implies that the result has an overall risk of bias that is
at least this severe (22). All disagreements regarding the quality assessment
were discussed until a consensus was reached.

Quasi-experimental studies were evaluated using the Risk of Bias in Non-
randomized Studies - of Interventions tool (ROBINS-I), which covers seven
domains: (1) bias due to confounding; (2) bias in selection of participants
into the study; (3) bias in classification of interventions; (4) bias due to de-
viations from intended interventions; (5) bias due to missing data; (6) bias in
measurement of outcomes; and (7) bias in selection of the reported results
(23). Using the overall ROBINS-I judgement, each quasi-experimental study
was judged either to be of low risk of bias, moderate risk of bias, serious risk
of bias, critical risk of bias or no information on which to base a judgement
about risk of bias (23). The methodological quality of each included study
was independently assessed by SO and LMS. Disagreements were resolved
between two reviewers through discussion.

Certainty of evidence

To assess the certainty of evidence, the Grading of Recommendations, As-
sessment, Development and Evaluation (GRADE) method was applied in line
with the recommendations of the GRADE Working Group (19). The GRADE
considerations (risk of bias, inconsistency, indirectness, imprecision, and
other considerations) were used to assess the certainty of a body of evi-
dence. This certainty of evidence can be rated as high, moderate, low, or
very low. A GRADE summary of findings table was created using the GRADE-
pro GDT software (24), with results from the strongest study designs (RCTs if
available) chosen to depict each outcome of interest. To interpret our find-
ings, we used the standardised statements to interpreting and communicat-
ing the results of systematic reviews according to the GRADE guideline (25).
The statements assume that the certainty of evidence is based not only on
the imprecision of the result (i.e. the power of the analysis and the width of
the confidence interval), but also on other criteria, such as the risk of bias of
the studies, the inconsistency (heterogeneity) of the result, the indirectness
(including subgroup analyses and the applicability of the outcome measure),
and publication bias.
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Data analysis

Data synthesis was conducted following the guidelines outlined in the
Cochrane Handbook (19) and recommendations of Borenstein et al. (2009)
(26). Meta-analyses of pooled effectiveness were conducted using RevMan
5.4.1 (27). When at least two comparable studies were available, the in-
verse variance random-effects model was applied to assign study weights,
accounting for potential heterogeneity among the included studies. We
synthesised the treatment-control and pre-test/post-test effect sizes inde-
pendently. Standardised mean differences (SMD) with a 95% confidence in-
terval (Cl) were applied to pool studies with similar interventions, consider-
ing the measurement of outcomes using different assessment measures. The
definition of SMD used in the analysis is Cohen’s d, whereby 0.2 represents a
small effect, 0.5 a moderate effect, and 0.8 a large effect (19). In situations
where studies failed to report means and standard deviations, we used the
p-value, tabulated t-value, difference of means, and standard error (19).
If a study reported multiple outcomes (e.g. different attributes of cultural
competence, but no overall cultural competence score), a simple composite
score (i.e. the mean of standardised scores) was created and used for the
meta-analyses (28).

Statistical heterogeneity between studies was assessed through visual in-
spection of the scatter of effect estimates in the forest plots and the cal-
culated Chi? statistics and the associated /2 statistics, where: a) 0% to 40%
might not be important, b) 30% to 60% might represent moderate heteroge-
neity, c¢) 50% to 90% might represent substantial heterogeneity, and d) 75%
to 100% represented considerable heterogeneity. The importance of the ob-
served value of /2 depends on: a) magnitude and direction of effects, and (b)
strength of evidence for heterogeneity (e.g. p-value from the Chi? test, or
a confidence interval for I?) (19). When the reported data from the included
studies did not allow for pooling, the results were synthesised narratively.
Subgroup analyses were planned and were to be conducted according to the
interventions and sensitivity analysis based on the risk of bias assessment,
by removing studies with the greatest risk of bias from the analysis.
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Results

Study selection

The literature search conducted to answer the first research question, how
effective are nurses’ cultural competence interventions in improving their
levels of cultural competence, retrieved 6692 records. After removing du-
plicates, 5135 titles were screened for their relevance. In total, 32 studies
were subjected to a full-text screening, of which 16 studies were finally
included. The literature search for the second research question, how effec-
tive are nurses’ cultural competence interventions in improving patient-re-
lated outcomes (e.g. treatment outcomes, patient satisfaction), retrieved
1720 records. Of these, 1005 were excluded after title and 83 after abstract
screening. Full-text screening was undertaken in ten studies, resulting in
three studies being included. Two of the included studies were also identi-
fied in the search for the first research question, resulting in 17 studies being
included in this review. The study screening and selection process with the
reasons for exclusion of studies at the full-text screening stage are present-
ed in Figure 1 and Figure 2. The list of excluded studies during the full-text
screening, including the reason for exclusion, is presented in Supplementary
file S2.
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Table 2 Characteristic of included studies

Author(s) Study  Setting Sample Theoretical background/
(Year) design characteristics Intervention description and
country duration
Berlin et RCT Primary child  Child health Theoretical background:
al. (2010) healthcare nurses Camphina-Bacote s cultural
Sweden centre competence model
N =51
Intervention: educational training
IG =24 Including case studies, discussions,
CG =27 lecture and reflection practice
groups
Duration: three days
Bhat et Pre- Palliative care Registered Theoretical background:
al. (2015) test/ and hospice nurses working  Leininger’s Culture Care Theory,
USA post- units in combined Lewin’s three-stage theory of change
test palliative care

and hospice

units

N=15

No CG

Intervention: Web-based modules
Including three modules: self-
assessment and culture-specific
definitions; cultural traditions of the
hospital ‘s patient population; how
to perform cultural assessment and
develop culturally congruent care
plans using Leininger s cultural care

model

Duration: 20 min for each module,
participants had nine weeks to

complete all modules
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Measurement instruments/ data collection Outcomes of interest
e The Clinical Cultural Competence Training e Cultural awareness
Questionnaire-pre (CCCTQ-PRE) o Cultural knowledge

o Cultural skill
o Clinical Cultural Competency Training Evaluation urturat sies

. l
Questionnaire-post (CCCTEQ-POST) Cultural encounters

Data collection
o Baseline (TO)

* 4 weeks post-intervention (T1)

Cultural Competence Assessment Scale (CCA) e Overall cultural competence

e Cultural awareness and sensitivity
Data collection

o Cultural competence behaviour
o Baseline (T0)

* 9 weeks post-intervention (T1)
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Cooper Pre- Public health  Registered Theoretical background:

Brathwaite test/ department nurses Campinha-Bacote’s model of cultural

(2005) post- competence,

USA test N=76 Purnell's model of cultural

No CG competence,

Theory of cross-cultural
communication
Intervention:
Cultural competence educational
programme Including lectures,
case studies, discussions, role-play
game and reflective exercises
Duration: ten-hour course held over
a five-week period

Cooper Pre- Public health  Registered Theoretical background:

Brathwaite test/ department nurses Campinha-Bacote’s model of cultural

& Majumdar  post- competence,

(2006) test N=76 Purnell’s model of cultural

USA No CG competence,

Theory of cross-cultural

communication

Intervention:

Cultural competence educational
programme Including lectures,
case studies, discussions, role-play

game and reflective exercises

Duration: ten-hour course held over

a five-week period
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Inventory for Assessing the Process of Cultural « Overall cultural competence
Competence Among Healthcare Professionals-
Revised (IAPCC-R)

Data collection

« Pre-intervention at baseline (T1)

e 2 months later pre intervention (T2)
» 1 week post-intervention (T3)

« 3 months post-intervention (T4)

Cultural Knowledge Scale e Overall cultural competence

Data collection

« Pre intervention at baseline (T1)
e 2 months later (T2)

» 1 week post-intervention (T3)

e 3 months post-intervention (T4)
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Debiasi Pre- Two nurse- Nurse Theoretical background:
& Selleck test/ practitioner-  practitioners Purnell’s Model for Cultural
(2017) post- led clinics Competence
=1
USA test N=13
Intervention:
N
°CG Cultural competence training
Including PowerPoint presentation
with theory, reflection questions,
case studies and tips for practice
based on identified needs
Duration: one hour
Delgado et Pre- Medical Nursing staff Theoretical background:
al. (2013) test/ centre including Campinha-Bacote’s model of cultural
USA post- registered competence
test nurses, patient
. Intervention:
care assistants
. Cultural competence educational
and unit
. training
secretaries
Including exercise, lecture,
N=098 simulation and debriefing
No CG Duration: one hour
Edwards Pre- Community Registered Theoretical background:
(2019) test/ medical nurses Leininger’s theory on culture care
USA post- centre diversity and universality
N=28
test
Intervention:
No CG

Workshop
Including PowerPoint presentation,

lecture, and discussion

Duration: not stated
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e Cultural Competence Assessment (CCA)

o Clinicians' Cultural Sensitivity Survey

Data collection
« Pre-intervention

« Post-intervention

Overall cultural competence
Clients’ perception of nurses’

cultural competence

Inventory for Assessing the Process of Cultural
Competence Among Healthcare Professionals-
Revised (IAPCC-R)

Data collection
« Baseline (TO)
e 3 months post-intervention (T1)

e 6 months post-intervention (T2)

Overall cultural competence

Inventory for Assessing the Process of Cultural
Competence Among Healthcare Professionals-
Revised (IAPCC-R)

Data collection

« Before and after workshop

Overall cultural competence
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Elminowski Pre- Healthcare Nurses Theoretical background:
(2015) test/ organisation Leininger’s theory on culture care
N=18
USA post- diversity and universality
test Nurse )
Intervention:
titi
practitioner Workshop on cultural awareness and
students
cultural competence
N =45 Including case study and
presentation on basic definitions,
No CG steps to culturally competent care,
cultural considerations in healthcare
and health beliefs, techniques to
improve patient adherence and
communication barriers
Duration: three hours
Hsu et al. Pre- Haemo- Nurses Theoretical background:
(2023) test/ dialysis centre the cultural competence framework
. N =40 -
Taiwan post- for clinical nurses
test No CG

Intervention:

Situated simulation programme,
consisting of three hours of basic
concept courses on cultural
competence and three hours of

situated simulation teaching

Duration: six hours
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Cultural Competence Self-Assessment Scale e Cultural competence

Data collection
Not stated

The Nursing Cultural Competence Scale (NCCS) e Overall cultural competence

o Cultural awareness ability
Data collection

o Baseline (T0)

« Immediately after the intervention (T1)

o Cultural action ability
e Cultural resources application
ability

* 8 weeks post-intervention (T2) o Self-learning cultural ability
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Kim & Lee Pre- Public health
(2016) test/ centres
Korea post-

test

Public health

nurses

N=4

IG =21

CG=20

Theoretical background not specified

Cultural competence training
programme, consisting of an

offline training course with six
modules focusing on cultural
knowledge, sensitivity, awareness,
communication skills, and cultural
assessment skills, and online training
with two weekly email newsletters
and participation in BAND mobile

community application

Duration: four weeks of offline
training conducted in small groups
on one day (eight hours), and twice-
weekly online education sessions in
weeks two, three, and four

The control group did not receive
any interventions

Participants in the control group had
the possibility to participate in the
same training programme after the

experiment

Lal (2011) Pre- General
USA test/ hospital
post-
test

Registered

nurses

Theoretical background:

Campinha-Bacote’s model of care

Intervention:
Educational intervention via
workshop, including theory and

discussion about the model of care

Duration: one day
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« Jeffreys’s Transcultural Self-Efficacy Tool (TSET)
o The client-nurse trust scale

« The nursing satisfaction scale

Data collection
e Pre-intervention (TO)
« Post-intervention (T1)

« 4 weeks post-intervention (T2)

Overall cultural competence

TSET subscale practical dimension
TSET subscale cognitive dimension
TSET subscale affective dimension
Clients’ trust in nurses

Satisfaction with nursing care

Inventory for Assessing the
Process of Cultural Competence Among Healthcare
Professionals-Revised (IAPCC-R)

Data collection
* Pre-intervention

« Post-intervention

Overall cultural competence
Cultural desire

Cultural awareness

Cultural knowledge

Cultural encounters

Cultural skills
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Lange et Pre- Residential Nurses, nursing Theoretical background:
al. (2013) test/ and home assistants, Campinha-Bacote’s model of care
USA post- care agencies other
| jon:
test healthcare ntervention
. Educational intervention, including
professionals
discussion, activities, and
N =56 engagement with diverse group
members
No CG
Duration: 12 sessions
Lin & Hsu RCT Medical Registered Theoretical background
(2020) centre nurses Campinha-Bacote’s model of care.
Taiwan
N =97 Intervention:
Cultural competence educational
IG =48 . L. .
course, including introduction,
CG =49 foreign picture books, a film,
and reflections on prejudices and
stereotypes and structured role-play
activities.
Duration: 12 hours (three hours
weekly, over a four-week period)
The control group received no
intervention
Majumdar et RCT Two Nurses and Theoretical background not stated
al. (2004) community homecare
. Intervention:
Canada agencies and  workers
. Cultural sensitivity training
one hospital
N=114
Duration: 36 hours
IG =50 CG received no intervention
CG=54
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The Cultural Self-Efficacy Scale (CSES)

Data collection

Pre-intervention

Post-intervention

Knowledge of cultural concepts
Confidence in performing

culturally related skills

Nursing Cultural Competence Scale (NCCS)

Data collection

Baseline (T0)
Immediately post-intervention (T1)

2 months post-intervention (T2)

Overall cultural competence
Cultural awareness ability
Cultural action ability
Cultural resources application
ability

Self-learning cultural ability

Cultural awareness questionnaire

Client satisfaction questionnaire

Data collection

Baseline (t1)
3 months post-randomisation (t2)
6 months post-randomisation (t3)

12 months post-randomisation (t4)

(t4 after nurses in control group attended the

cultural sensitivity training course)

Overall cultural awareness
Interacting with people of other
cultures

Comfort in interacting with
people of other ethnic groups
Information on cultural beliefs
Adopting healthcare literature
Understanding of multiculturalism
Issue of culture

Patient satisfaction
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Mallery
(2018)
USA

Pre- Surgical
test/ hospital
post-

test

Registered

nurses

N =25

No CG

Theoretical background:
Bandura’s theory of self-efficacy,
Leininger's theory on culture care

diversity and universality

Intervention:

The CultureVision online database
(containing cultural information
regarding 75 ethnic, cultural,
religious, and ability groups) that
gives healthcare practitioners
access to information at the bedside
regarding culturally competent
patient care.

Intervention including slide
presentation, video introduction,
Learning Guide resource, and

exercises

Duration: three-month period, during
which the nursing staff had access to

the CultureVision database
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« Inventory for Assessing the Process of Cultural « Overall cultural competence
Competence Among Healthcare Professionals- « Patient satisfaction
Revised (IAPCC-R)

e The Hospital Consumer Assessment of Healthcare
Providers and Systems (HCAHPS)

Data collection

e Pre-intervention

« Post-intervention
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Sarvarizadeh Pre- Psychiatric Nurses Theoretical background:
et al. (2024) test/ hospital Almutairi’s model of critical cultural
Iran post- N=70 competence
test IG =35
Intervention: The flipped classroom
CG =35 Including activities before the class
(PowerPoint presentations, videos,
case reports, stories), activities
during the class (exam, lecture
and real-life stories relating to the
topics), and activities after the class
(sharing opinions and insights)
Duration: eight hours (four two-hour
sessions, conducted once a week
over a four-week period)
Sung & Pre- University Nurses Theoretical background:
Park (2021)  test/ hospital the Purnell Model for Cultural
Korea post- N=49 Competence
test No CG

Intervention: Mobile app-based
cultural competence training

program

Duration: eight learning modules,

each maximum 15 min

RCT - Randomised Controlled Trial; IG - Intervention group; CG - Control group; CCCTQ

- Clinical Cultural Competence Training Questionnaire; CCA - Cultural Competence

Assessment Scale; IAPCC-R - Inventory for Assessing the Process of Cultural Competence

Among Healthcare Professionals-Revised; NCCS - Nursing Cultural Competence Scale; TSET -
Jeffreys’s Transcultural Self-Efficacy Tool; CSES - Cultural Self-Efficacy Scale; NCCS - Nursing

Cultural Competence Scale; HCAHPS - Hospital Consumer Assessment of Healthcare Providers

and Systems; CCCS - Almutairi’s Critical Cultural Competence Scale; CCSN-SF - Cultural

Competence Scale for Nurses Short Version
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Almutairi’s Critical Cultural Competence Scale
(CCCS)

Data collection
« Pre-intervention

« Post-intervention

Critical cultural competence
overall

Cultural awareness

Cultural knowledge

Cultural skills

Cultural empowerment

Cultural Competence Scale for Nurses Short Version
(CCSN-SF)

Data collection
* Pre-intervention

o Post-intervention

Overall cultural competence
Cultural sensitivity

Cultural knowledge

Cultural awareness

Cultural skill
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Characteristics of included studies

All of the studies were published in English during the period from 2004 to
2024 (Table 2). Most studies were conducted in the USA (29-37). In three
studies, the Randomised Control Trial (RCT) design was used (37-40), while
the remaining studies used a pre-test/post-test study design. The study set-
tings were mostly hospitals, such as university hospitals (41), general hospi-
tals (34), psychiatric hospitals (42), and surgical hospitals (40). A few studies
were conducted in community medical centres (32, 36, 38), one study in
haemodialysis centre (43), one in residential and home care agencies (35),
and one in a palliative and hospice setting (29). The sample size varied
across studies, ranging from 13 to 114 nurses (39, 44). The three studies
focusing also on patient-related outcomes included patients from different
cultural backgrounds (29), low income and un-insured or under-insured cli-
ents (44), and married migrant women (45).

Theoretical framework and intervention details

To design the intervention, different theoretical frameworks were used.
Campinha-Bacote’s model of cultural competence was most frequently used
as theoretical framework (30-32, 34, 35, 37, 38). This model defines cul-
tural competence as an ongoing process encompassing the five components
of cultural awareness, cultural knowledge, cultural skills, cultural encoun-
ters, and cultural desire (46). The second most frequently used theoretical
framework was Leininger’s theory of culture care diversity and universality
(47), which focuses on culture and care relationships (29, 33, 36, 40). Ac-
cording to Leininger, culturally congruent care is provided when performing
or making cognitively based assistive, supportive, facilitative, or enabling
actions or decisions that are mostly tailored to fit the cultural values, be-
liefs, and life-worlds of individuals, groups, or institutions (47). The third
most frequently used theoretical framework was the Purnell model for cul-
tural competence. Purnell and Paulanka (2003) defined cultural competence
as a self-cultural awareness, knowledge, and understanding of the client’s
culture, an acceptance of and respect for cultural differences, an openness
toward cultural encounters, and an adaptation of care to be congruent with
the client’s culture. The theoretical backgrounds in the studies conducted
by Majumdar et al. (2004) and Kim & Lee (2016) remained unclear.
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Interventions across studies differed in terms of definitions, applied meth-
ods, durations, but also theoretical backgrounds. However, two superordi-
nate categories were defined. The first category, referred to as education
and training, included lectures, presentations, case studies, discussions, and
various reflection activities (30-39, 42-45). The main focus in education and
training interventions was on promoting and understanding concepts such
as cultural knowledge, sensitivity, awareness, communication skills, and
cultural assessment skills. Two of the studies included cultural simulation
exercises in addition to the education and training sessions (32, 43). In Del-
gado et al. (2013), the cultural simulation was carried out using the “Clown
Culture” method. Here, a group of instructors engage in a playful explora-
tion of clown culture with the class, using interactive activities. Afterwards,
they hold a debriefing session to discuss the students’ reactions and feelings
about the communication style, traditions and values of clown culture (32).
The intervention in Hsu et al. s (2023) study consisted of basic concepts on
cultural competence (e.g. ability to draw on cultural resources) and three
hours of situated simulation teaching. In Lin & Hsu (2020), participants were
encouraged to understand the process of prejudice and stereotype forma-
tion through self-reflection, critiquing, and innovation. They also used struc-
tured role play activities to enable the participants to experience inequality
in designed scenarios, which triggered reflections on how prejudices influ-
ence people’s lives. Sarvarizadeh et al. (2024) implemented information on
the importance, concepts, integration, barriers, and outcomes of cultural
competence, as well as the provision of cultural care, through lectures and
a tutorial using a flipped classroom method. The contents of the interven-
tions in several studies (30, 31, 34, 35, 37) were developed based on the
five components of Campinha-Bacote’s model of cultural competence. In
Kim and Lee (2016), the offline education consisted of six learning modules
entitled concepts of cultural competence, multicultural policy, culture and
nursing care, awareness and acceptance of other cultures, effective com-
munication skills, and cultural assessment skills. In online education, partic-
ipants were sent different learning materials (e.g. racial discrimination map
or documentary films) to ensure continuous learning and encourage reflec-
tion on the awareness and acceptance of other cultures. Elminowski (2015)
implemented educational training that included basic definitions, steps to
provide culturally competent care, cultural considerations about healthcare
and health beliefs, techniques to improve patient adherence, and commu-
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nication barriers. In Debiasi et al. (2017), a one-hour cultural training mod-
ule, delivered as a PowerPoint presentation, included the Purnell model for
cultural competence and tips for practice based on identifying the needs of
participating nurses. Details about the educational content were not stated
in two studies (36, 39).

The second category, referred to as technology-based applications and sup-
port, contained three studies (29, 40, 41). Mallery (2018) focused on the on-
line database CultureVision, which contains cultural information regarding
different ethnic, cultural, religious, and ability groups, and gives healthcare
practitioners access to information at the bedside that helps them provide
more culturally competent patient care (40). Sung and Park (2021) assessed
the effect of a mobile app-based cultural competence training programme.
This programme consists of eight learning modules. Six modules address top-
ics such as the importance of culturally competent nursing care, methods
for assessing patients with diverse cultural backgrounds, and strategies for
planning culturally competent nursing care by using the themes of Purnell’s
model of cultural competence. The remaining two modules address cultural
attributes and characteristics specific to Arabic, Chinese, Russian, and Mon-
golian cultural groups. Bhat et al. (2015) examined the effects of web-based
modules, including self-assessment and culture-specific definitions (29). The
shortest intervention duration was one hour (32, 44), and the longest was
three months (40).

Assessment tools

To assess the effects of interventions on the level of cultural competence,
different validated assessment tools were used. The most frequently ap-
plied assessment tool was the Inventory for Assessing the Process of Cultural
Competence Among Healthcare Professionals-Revised (IAPCC-R) (31, 32, 34,
36, 40), followed by the Cultural Competence Assessment scale (CCA) (29,
44), and the Nursing Cultural Competence Scale (NCCS) (38, 43). To assess
the effect of interventions on patient-related outcomes, each study used
a different assessment tool. To measure the clients’ perception of nurses’
cultural competence, the Clinicians’ Cultural Sensitivity Survey was used by
Debiasi and Selleck (2017) and the Client Nurse Trust Scale was used by Kim
et al. (2016). Patient satisfaction was assessed using the Nursing Satisfaction
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Scale (45) and the Hospital Consumer Assessment of Healthcare Providers
and Systems (HCAHPS) (40).

Risk of bias in included studies

Of the included RCTs, one study (38) had a low risk of bias, one study (37)
had some concerns regarding the risk of bias, and one study (39) had a high
risk of bias (Figure 2). Of the included pre-test/post-test studies, nine stud-
ies were identified as having a critical risk of bias, and five studies as having
a serious risk of bias (Figure 3). The major source of bias in RCTs related to
the randomisation process, while this related to confounding deviation from
intended intervention and measurement of outcomes in the pre-test/post-
test studies.

Risk of bias domains

Domains: Judgement

D1: Bias arising from the randomizalion process. :

D2: Bias due 1o deviations from intended intervention. @ Hioh

D3: Bias due 1o missing outcome data. B Sorme conoams
D4: Bias in measurement of the outcome.

D5: Biag in selection of the reported result. ® Low

Figure 3 Risk of bias of included RCTs using ROB2
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Risk of bias domains
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Figure 4 Risk of bias of included pre-post studies using ROBINS-|
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Effect of interventions on nurses’ cultural competence

The effect size of each outcome of interest or their narrative description
within included studies is found in Supplementary file S3. Results in the fol-
lowing section are presented by the category of intervention (education and
training; technology-based application and support) and by study design.
Studies not included in the meta-analysis are presented in a narrative form.

Effect of education and training interventions on nurses’ cultural com-
petence (RCTs)

A meta-analysis with two RCTs (37, 38) was conducted to assess nurses’ lev-
els of cultural competence, resulting in a slight increase in the nurses’ level
of cultural competence (SMD 0.20, Cl 95% [-0.02, 0.43], I? = 0%, p = 0.08)
(Figure 5). One RCT could not be included in the meta-analysis due to in-
appropriate data reporting (39). When examining the attributes of cultural
competence, we see that education and training did not significantly im-
prove these attributes. The quality of evidence for these outcomes is con-
sidered to be low due to the imprecision and because the study conducted
by Berlin et al. (2010) had some concerns regarding the risk of bias (see
Figure 3).
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Std. mean difference Std. mean difference
Study or Subgroup SMD SE  Weight IV, Random, 95%Cl IV, Random, 95%CI
2.1.1 Cultural competence overall
Berlin 2010 (1) 0.24 0140309 B7.7T% 0.24[-0.04 , 0.52]
Lin 2020 0121522 0203362 32.3% 0.12(-0.28, 0.52)
Subtotal (95%Cl) 100.0% 0.20 [-0.02 , 0.43]

Heterogeneity: Tau® = 0.00; Ch* = 0.23, af=1(P=063) F=0%
Test for overall eflect =175 (P = 0.08)

2.1.2 Cultural awareness

Beriin 2010 0.162766 0281043 34.3% 0.16[-0.39 , 0.71)
Lin 2020 0092852 020328 657%  -0.09[-0.49,031)
Subtotal (95%Cl) 1000%  -0.01[-0.33,0.32)

Helerogeneity: Tau® = 0.00; Chi* = 0.54, df = 1 (P = 0.46); F = 0%
Test for overall effect: Z = 0.03 (P = 0.98)

2.1.3 Cultural skills

Berlin 2010 0217437 0281436 34.3% 0.22[-033,077) i -
Lin 2020 0139841 0.203425 65.7% 0.14[-0.26 , 0.54)
Subtotal (95%Cl) 100.0% 0.17 [-0.16 , 0.49] t

Heterogeneity: Tau® = 0.00; Chi¥ = 0.05, df = 1 (P = 0.82). F = 0%
Test for overall effect: Z=1.01 (P =0.31)

2.1.4 Cultural knowledge

Berlin 2010 0.366623 0.283076 100.0% 0.37 [-0.19, 0.92]
Subtotal (95%Cl) 100.0% 0.37 [0.18, 0.82]
Heterogeneity: Mot applicable

Test for overall effect Z = 1.30 (P = 0.20)

2.1.5 Cultural encounters

Berlin 2010 0.221309 0.281468 100.0% 0.221-0.33,0.77)
Subtotal (95%Cl) 100.0% 0.22 [-0.33,0.77)
Heterogeneity: Mot applicable

Test for overall eflect Z = 0.79 (P = 0.43)

2.1.8 Cultural resources application ability
Lin 2020 0.269046 0204035 100.0% 0.27 [-0.13, 0.67)
Subtotal (95%Cl) 100.0% 0.27 [-0.13 , 0.67) E
Heterogeneity: Mot applicable
Test for overall efect Z = 1.32 (P =0.19)
0 1 2

2.1.7 Self-learning cultural ability

Lin 2020 0.030802 0.203093 100.0% 0.03[-0.37, 0.43]
Subtotal (95%Cl) 100.0%  0.03[-0.37, 0.43]
Heterogeneity: Not applicable

Test for overall effect: Z = 0.15 (P = 0.88)

Test for subgroup differences: Chi® = 2.41, df =& (P = 0.88). F = 0% EE
Fawvours [control] Fawvours [intervention]
Footnotes
(1) Composite score (see Supplementary file 55)
Figure 5 Meta-analysis of the effects of education and training on nurses’ cultural competence

immediately post-intervention (RCTs)
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Since the RCT by Majumdar et al. (2004) could not be included in the me-
ta-analysis, its findings are summarised narratively. Their study found that
cultural sensitivity training significantly enhanced cultural awareness, un-
derstanding of multiculturalism, recognition of cultural differences and be-
liefs, adaptation of healthcare literature, and consideration of both social
circumstances and culture in clinical practice.

Effect of education and training interventions on nurses’ cultural com-
petence (pre-test/post-test studies)

In the majority of the pre-test/post-test studies reviewed, education and
training were identified as increasing the level of nurses’ cultural compe-
tence. The meta-analysis on eight pre-test/post-test studies shows that ed-
ucation and training pre- vs. post intervention may result in a large increase
in nurses’ level of cultural competence (SMD 0.93, Cl 95% [0.49, 1.38],
12 = 85%, p < .00001) (Figure 6). To examine whether education and training
also have long-term effects, a subgroup analysis of data was performed,
including data from studies that collected these data multiple times after
the intervention. The results of the meta-analysis of data from four pre-
test/post-test studies with multiple data collection timepoints (31, 32, 41,
45) show a large but not significant increase in the cultural competence
level (SMD 0.89, Cl 95% [-0.08, 1.86], I? = 95%, p = 0.07) (Supplementary
file S4). The evidence for this outcome is considered to be very low, as the
data come from pre-test/post-test studies with high inconsistency (differ-
ent measurement instruments and interventions used) and with a serious to
critical risk of bias.

Experimental Control 5td. mean difference 5td. mean difference
Study of Subgroup Mean S0 Total Mean 8D Total Weight IV Random, 85%CI IV, Random, 85% G
Cooper-Bralhwaile 2005 338 0 76 287 023 T6  135% 1.751.37, 212) —
Debiasi 2017 288 059 B 239 or 13 9.4% 071 [-0.20, 1.62) E =
Deigado 2013 6738 B3 T2 654 B& 98 14.4% 0.37 [0.06 , 0.65] ——
Edwards 2019 Ta08 695 2 6709 804 2 1% 167 (0,88, 2.25) —
Hsu 2023 294 [y ] 40 268 073 40 134% 034 [-0.10, 0.78) t=—
Kim 2016 662 12 Fal 579 15 21 1M9% 060[-0.02,1.22) ——
Lal 2011 7604 £l M To4 T3 34 130% 078 (028, 1.27) —
Sarvarizacen 2024 533 049 a5 453 064 35 12T 139086, 1.91) —_—
Total {85%C1) 308 338 100.0% 0.53 [0.49 , 1.38] &>
Heterogenefy: Tau® = 0.33; Che = 45.59, af = 7 {P < 0.00001); F = 85%.
Teest for averall effect 2 =412 (P < 0.0001) T C—

2 -1 o
Test for SUBGIOUD QMErEnces: Nl appicabie Favours [no ntervention] Favaurs intErvention]

Figure 6 Meta-analysis of education and training on cultural competence overall (pre-test/

post-test studies)

193



Chapter 6

Three pre-test/post-test studies could not be included in the meta-anal-
ysis due to inappropriate data reporting (30, 33, 35). Cooper-Brathwaite
and Majumdar (2006) reported a statistically significant change in partici-
pants’ mean cultural knowledge scores over time (pre-intervention mean
3.78; one-week post-intervention mean 4.57; three-month post-interven-
tion mean 4.59). The mean scores imply that the programme was effective
and that learning remained sustained at the three-month follow-up, but no
further data were provided (30). Elminowski (2015) claimed that cross-cul-
tural training provided in workshops is an effective learning method. How-
ever, this study does not provide any data to underpin this statement (33).
A comparison of pre- and post-cultural self-efficacy scores reported in the
study by Lange et al. (2013) revealed that participants’ confidence regarding
their knowledge (pre-intervention mean 2.71 (SD 0.93); post-intervention
mean 4.03 (SD 0.51); p = 0.026) and culturally-related skills (pre-interven-
tion mean 3.10 (SD 0.98); post-intervention mean 4.22 (SD 0.52); p < .001)
improved their interactions with patients and co-workers.

Effect of technology-based applications and support (pre-test/post-test
studies)

A meta-analysis of data from two pre-test/post-test studies assessing the
effectiveness of technology-based applications and support may result in
a large increase in nurses’ level of cultural competence (SMD 1.37, CI 95%
[1.01, 1.74], I? = 89%, p < 0.0001) post-intervention (Figure 7). By pooling
the data on different attributes of cultural competence, a large effect was
observed on cultural awareness, cultural knowledge, and cultural skills. The
quality of evidence for these outcomes is considered to be very low due to
the serious risk of bias and inconsistency (use of different measurement in-
struments) in these two pre-test/post-test studies.
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Figure 7 Meta-analysis of data on technology-based applications and support immediately

post-intervention (pre-test/post-test studies)

One pre-test/post-test study could not be included in the meta-analysis due
to inappropriate data reporting (29). The use of the technology-based ap-
plication and support (web-based modules) resulted in statistically signif-
icant post-intervention changes in overall scores for cultural competence
(pre-intervention mean 5.0; post-intervention mean 5.52, p < 0.01), and
authors also reported changes in subscales cultural awareness and sensi-
tivity (pre-intervention mean 5.81; post-intervention mean 6.81, p = 0.05)
and subscale cultural competence behaviour (pre-intervention mean 4.42;
post-intervention mean 5.07, p < 0.01).
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Effect of interventions on patient-reported outcomes

No pooling of studies was possible for the patient-related outcomes. Two
studies reported on the patient-related outcome patient satisfaction (39,
40). The use of the CultureVision database did not result in statistically sig-
nificant differences in patient satisfaction (40). Majumdar (2004) reported
observing no significant differences in mean scores between patients in the
control groups and in the experimental groups with regard to patient satis-
faction.

An effect of the intervention on client-nurse trust and satisfaction with
nursing care was reported in one study (45). Results showed statistically
significant differences between the experimental and the control group in
client-nurse trust (Z = -2.42, p = .018), but also in terms of the changes in
satisfaction with nursing care (F = 9.22, p = .004) (45). However, the evi-
dence is very uncertain concerning the effects of education and training in-
terventions on patient-related outcomes, since the results are from a single
pre-test/post-test study or two studies with a small number of participants,
and due to the methodological limitations of these studies.

Summary of findings

For each assessed outcome (nurses’ cultural competence, patient satisfac-
tion, client-nurse trust, and satisfaction with provided nursing care) the re-
sults from the strongest study designs were used in the summary of findings
table (Table 3). Therefore, to assess the nurses’ level of cultural competence,
the pooled results for education and training in RCTs (37, 38) were chosen.
To assess the patient-related outcome patient satisfaction, results from one
RCT (39) were used, examining education and training. Client-nurse trust
and satisfaction with provided nursing care were established using results
for education and training from a pre-test/post-test study (45). The cer-
tainty of the underlying evidence for education and training on nurses’ level
of cultural competence is low due to the data imprecision and risk of bias.
Regarding the effects of education and training on patient satisfaction, cli-
ent-nurse trust, and satisfaction with provided nursing care, the underlying
evidence is very uncertain due to the risk of bias and because the evidence
is obtained from pre-test/post-test studies with small sample sizes.

196



Study 4

Table 3 GRADE Summary of findings table

Effects of education and training on nurses’ level of cultural competence

Patient or population: nurses

Setting: any setting

Intervention: education and training

Comparison: no intervention

Outcomes No. of Certainty Impact
participants of evidence
(studies) (GRADE)
Follow-up

Nurses' level 148 (2 RCTs) 21210]0) Education and training may increase

of cultural LowaP the level of nurses’ cultural

competence (CC) competence slightly (SMD 0.20; Cl 95%
[-0.02, 0.43])

Patient 104 (1 RCT) o000 The evidence is very uncertain

satisfaction Very low<d regarding the effect of Education and
Training on patient satisfaction, as the
result is based on one RCT with a high
risk of bias.

Client-nurse 41 (1 non- 10/0]0®) Education and Training may increase

trust randomised Very low?e the level of trust in nurses, but the

study) evidence is very uncertain regarding

this effect, as the result is based on
one study with a small sample size and
with a critical risk of bias.

Satisfaction with 41 (1 non- 000 Education and Training may increase

provided nursing  randomised Very low?e satisfaction with provided nursing

care study) care, but the evidence is very

uncertain regarding this effect as the
result is based on one study with a
small sample size and with a critical

risk of bias.
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Cl: confidence interval; SMD: standardised mean difference

High certainty: we are very confident that the true effect lies close to that of the estimate
of the effect. Moderate certainty: we are moderately confident regarding the effect
estimate: the true effect is likely to be close to the estimate of the effect but there is a
possibility that it is substantially different. Low certainty: our confidence regarding the
effect estimate is limited: the true effect may be substantially different from the estimate
of the effect. Very low certainty: we have very little confidence in the effect estimate: the

true effect is likely to be substantially different from the estimate of effect.

Explanations

a. one study has some concerns regarding the risk of bias

b. results based on only two studies, with low number of participants

c. downgraded two points because of high risk of bias; using the ROB2 toll, almost all domains
had a high risk of bias

d. result based on only one study

e. downgraded two points due to the critical risk of bias; using the ROBINS-I toll, the study
was rated as having a critical risk of bias due to confounding effects and the serious risk of

bias in the measurement of outcomes

Discussion

This systematic review and meta-analysis was conducted to investigate
whether cultural competence interventions can increase nurses” levels of
cultural competence or improve patient-related outcomes. A total of 17
studies, three RCTs and 14 pre-test/post-test studies, were included in this
review; these were published from 2004 to 2024. All of the included studies
report effects for interventions on nurses’ level of cultural competence,
while only three of the studies evaluated the effects of cultural competence
interventions on patient-reported outcomes.

The interventions cited in these studies differ in terms of the definitions,
applied methods (e.g. through the use of PowerPoint presentations, a mo-
bile app, or an online education course), intervention duration, and meas-
urement instruments used to assess the cultural competence of nurses or
the patient-related outcomes. However, the included studies shared a few
common characteristics, which led us to define two main categories. The
first category, referred to as education and training, included lectures, pres-
entations, case studies, discussions, and different reflection activities. Four-
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teen studies were assigned to this category (30-39, 42-45). Three studies
(29, 40, 41) were assigned to the second category, referred to as technolo-
gy-based applications and support. Only two of these studies provided suffi-
cient outcome data for inclusion in a meta-analysis (40, 41). Mallery (2018)
focused on an online database called CultureVision, which contains cultural
information regarding different ethnic, cultural, religious, and ability groups
and gives healthcare practitioners access to information at the bedside re-
garding culturally competent patient care. Sung and Park (2021) assessed
the effect of a mobile app-based cultural competence training programme,
whereas Bhat et al. (2015) examined the effect of web-based modules, in-
cluding self-assessment and culture-specific definitions.

Pooled results for the effects of education and training in RCTs showed a
slight increase in nurses’ level of cultural competence. Because this result
is based on two RCTs, however, and there are some concerns about one of
these regarding a risk of bias (37), the quality of evidence for this outcome
is considered to be low (see Figure 2 and Table 3). The analysis of the pooled
results for education and training from the pre-post studies shows a large
effect, but also reveals the considerable data heterogeneity; therefore,
confidence in these results is limited, and caution should be exercised when
interpreting them. Follow-up examinations of the long-term effects of these
interventions were only conducted in a few studies (31, 32, 43, 45), and the
analysis of the pooled results shows a non-significant increase in the nurses’
cultural competence level.

Two studies examined the impact of technology-based applications and sup-
port on nurses’ cultural competence (40, 41), both reporting large effects on
nurses’ level of cultural competence immediately post-intervention. Howev-
er, the evidence is very uncertain due to the risk of bias (see Figure 3) and
high heterogeneity of the data (use of different measurement instruments;
see Table 2) in these two pre-post studies.

Two previous reviews were undertaken to investigate evidence for cultural
competence interventions, which were designed to improve nurses’ self-as-
sessed cultural competence (12, 13) and patient-related outcomes (12). The
results of a systematic review conducted by Oikarainen et al. (2019) are sim-
ilar to our findings. The authors explored the effectiveness of educational
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interventions and showed positive effects on nurses’ self- assessed cultural
competence, ranging from small to very large effect sizes.

The results of our meta-analysis are in part similar to those from Gallagher
and Polanin (2015). In their meta-analysis, the pre-test/post-test synthesis
results indicated a statistically significant, moderate effect; in contrast, our
meta-analysis of the pre-test/post-test study results on the effects of ed-
ucation and training on nurses’ level of cultural competence show a large
effect, but the certainty of this evidence is limited. However, all studies in
our meta-analysis of pre-test/post-test studies indicate the effectiveness of
an intervention. Gallagher & Polanin (2015) synthesis of treatment-control
studies showed a non-statistically significant, yet positive (small to moder-
ate) effect on nurses’ cultural competence, whereby our synthesis of two
RCTs shows a non-significant small increase in cultural competence.

A notable difference between Gallagher and Polanin’s (2015) and our review
is the measurement instruments used to assess the effectiveness of cultural
competence. In our review, studies that did not assess outcomes with a valid
and reliable measurement tool were excluded. By setting this exclusion cri-
terion, we aimed to increase methodological rigor and strengthen the cer-
tainty of evidence.

In a recently published scoping review about interventions used to increase
cultural competence in nurses working in clinical practice, it was suggest-
ed that appropriate educational training can increase nurses’ cultural com-
petence (48). Simulation in particular was highlighted, as it enables the
incorporation of cultural components into various vocational training pro-
grammes, enhancing participants’ comprehension of patient-centred cultur-
al practices (48). In our review, only two studies included cultural simulation
exercises in addition to education and training (32, 43). In Delgado et al.
(2013), for example, cultural simulation was carried out using the “Clown
Culture” method. A group of instructors engaged in a playful exploration
of the clown culture with the class using interactive activities. Afterwards,
they held a debriefing session to discuss the students’ reactions to and feel-
ings about the communication style, traditions, and values of the clown
culture (32). However, the simulating part of the intervention lasted only
15 minutes, which was why the whole intervention (duration of intervention
was only one hour) was added to the education and training group. In the
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second study, the intervention duration was six hours, consisting of three
hours of basic concept courses on cultural competence and three hours of
situated simulation teaching (43). Since the effectiveness of both interven-
tion parts was assessed together, we decided to add the study to the educa-
tion and training intervention group, but no clear evidence was obtained for
the effectiveness of simulation as a stand-alone intervention on the nurses’
cultural competence. A systematic review focusing on simulation-based cul-
tural competence training failed to provide any recommendations due to the
overall low methodological quality of the included studies and high hetero-
geneity among the provided simulation-based interventions (49).

In this review, no pooling of studies was possible to assess the patient-re-
lated outcomes. Two studies reported patient satisfaction, but no statistical
difference was evident after the implemented intervention (39, 40). A study
on the effect of education and training intervention on client-nurse trust and
satisfaction with nursing care reported significant effects on both outcomes,
but the evidence is very uncertain because the results stem from a single
pre-post study with a critical risk of bias (45). Chae et al. (2020) examined
the cultural competence educational interventions of healthcare profes-
sionals on patient outcomes and found no evident improvement. As in this
review, they found only three studies reporting patient-related outcomes,
and only the study by Kim and Lee (2016) reported significant intervention
effects. It thus remains unclear which intervention most effectively provides
culturally competent education for nurses and leads to improved outcomes
in patients with diverse cultural backgrounds (1). In our review, two of three
studies reporting patient-related outcomes failed to provide detailed in-
formation about the patients included. Only Kim and Lee (2016) reported
information about the patients included; therefore, a deep discussion about
patient-related outcomes derived from enhanced cultural competence in
nurses is not possible. Future studies should consider the following impor-
tant questions when reporting patient-related outcomes: Do the patients
have diverse cultural backgrounds, who reports their outcomes, and are the
measurement instruments valid and reliable?

In a scoping review about racism in the context of the client-nurse rela-
tionship, Vaismoradi et al. (2022) highlighted the importance of cultural
competence in nurses, as this facilitates culturally congruent care and helps
to avoid racism in a client-nurse relationship. As these authors emphasised,
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nurses sometimes struggle to balance their personal prejudices against their
professional commitments, often resulting in health disparities and tensions
rooted in racism. Sharifi et al. (2019) argued that this explains why improv-
ing nurses’ cultural competence is crucial for delivering unbiased, individu-
alised care. This improvement involves recognising cultural similarities and
differences, adapting care to meet patients’ needs, and ensuring the avail-
ability of organisational support.

One important consideration is that the use of self-administered instruments
to measure nurses’ cultural competence may have influenced the results in
single studies. In a review on instruments used to measure nurses’ cultural
competence, Osmancevic et al. (2021) found that commonly utilised instru-
ments are based on nurses’ self-reporting competence (20). The subjective
measurement method is also considered to be an important limitation. Due
to the effect of the social-desirability bias, participants may give a socially
appropriate answer that does not reflect their true beliefs (50). Self-admin-
istered instruments may also capture participants’ perceptions rather than
their actual implementation strategies, thus complicating the objective
measurement of their attitudes. As a result, the validity of data obtained
through self-administered questionnaires may be compromised, which can
indirectly affect the reliability of the study’s findings (43). Future research
should address the need to develop assessment instruments that can be used
to assess cultural competence through the patient perspective, in addition
to use of validated self-reported cultural competence instruments.

Limitations

This study has a number of limitations. The majority of included studies
were uncontrolled pre-test/post-test studies, which vary in their ability
to estimate a causal effect (51). Syntheses of observational studies, like
pre-post studies, are susceptible to risk for within-study and across-study
biases, as well as increased heterogeneity. Pooling effect sizes from pre-
test/post-test studies has a high risk of yielding biased outcomes due to
the interdependence of pre- and post-intervention scores within the same
group (52). This interdependence increases the susceptibility to confound-
ing factors and may lead to bias in the summary effect (53). However, we
attempted to minimize the limitations associated with including pre-test/
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post-test studies by using the recommend ROBINS-I tool to assess the risk of
bias. ROBINS-I is based on the consensus of a large team of developers who
addressed all important bias domains (23). In addition, we emphasise the
importance of interpreting the results of meta-analyses involving pre-test/
post-test studies with caution.

Furthermore, due to the small number and generally low quality of all in-
cluded studies, sensitivity analyses were not performed, although this had
previously been intended as stated in the study protocol. Sensitivity analy-
ses are used to assess the robustness of the meta-analysis and identify po-
tential confounders or methodological differences between studies (53). The
absence of sensitivity analyses in our study may limit the interpretability
and generalisability of the study results.

Implications

Our review results show that education and training as well as technolo-
gy-based applications and support can improve the level of nurses’ cultural
competence. Based on these results, we recommend cultural competence
interventions (education and training, technology-based application and
support) as continuing education for nurses in practice. The theoretical part
of the interventions should promote an understanding of attributes such as
cultural knowledge, sensitivity, awareness, communication, and cultural as-
sessment skills. Discussing cultural assessments in the daily nursing routine
and offering technology-based educational application and support (e.g.
mobile apps) that are accessible to all nursing staff will help promote the
maintenance of cultural competence.

The results of our review show that education and training may improve
patient-related outcomes, but the certainty of evidence is very low. Given
the limited number of studies addressing patient-reported outcomes and the
significant limitations of the study methodology, more well-designed studies
are needed that address the potential impact of cultural competence inter-
ventions on patient-reported outcomes. In particular, rigorously designed,
randomised, controlled trials and longitudinal studies are needed to improve
the generalisability of the results, and especially regarding effectiveness
of cultural competence interventions. These studies should consistently
address issues related to the definition of the term cultural competence,
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theoretical frameworks, measurement instruments, and applied methods.
Future research should aim to assess the impact of cultural competence in-
terventions from the patient perspective, as well as the validity instruments
used to measure nurses’ self-reported cultural competence. In addition to
the quantitative measurement methods (instruments) from the patients’ or
nurses’ perspective, we also recommend using more qualitative approaches
such as interviews to strengthen the quantitative results. Future studies
with more robust designs should include a more in-depth exploration and
discussion of simulation and its effectiveness on nurses’ cultural competence
but also on patient-related outcomes.

Conclusion

This systematic review and meta-analysis was carried out to investigate
whether cultural competence interventions impact nurses’ level of cultural
competence or patient-related outcomes. Cited cultural competence inter-
ventions were offered through education and training (including lectures,
presentations, case studies, discussions or different reflection activities)
or technology-based application and support (mobile app, online database,
or web-based training). Our results show that education and training may
slightly increase the level of nurses’ cultural competence, but certainty
of evidence is low. Technology-based application and support can increase
nurses’ level of cultural competence, but the certainty of evidence is very
low; therefore, the results should be interpreted with caution. Despite the
growing interest and research in nurses’ cultural competence interventions,
our review indicates a significant lack of literature examining the impact of
such interventions on patient-related outcomes. Due to the low number of
studies reporting patient-related outcomes, along with considerable heter-
ogeneity and inconsistency among these studies, the effectiveness of these
interventions on patient-reported outcomes remains unclear. All of the stud-
ies included in our meta-analysis suggest that the intervention has a posi-
tive effect, providing further support for implementing cultural competence
interventions. Our study provides up-to-date evidence for the interventions
and offers recommendations for future research, practice, and education.
In further research, more robust study designs are needed to evaluate the
impact of cultural competence interventions on patient-reported outcomes.
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Specifically, rigorously designed, randomised, controlled trials and longitu-
dinal studies are necessary to enhance the generalisability of findings.

Education and training can improve the level of nurses’ cultural compe-
tence; therefore, these should be offered as continuing education for nurs-
es. A combination of offline and online education formats may be recom-
mended. As offline educational interventions, workshops held with smaller
groups, including interactive working packages, are considered to be more
effective than face-to-face teaching or lecture settings. As our results show,
the use of technology-based educational applications and support (e.g. mo-
bile apps) can enhance cultural competence. These results should be used a
basis for making these kinds of applications available to all nursing staff. As
online educational interventions, online courses or open access courses can
strengthen the continuous development of cultural competence.
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Supplementary file S4

Composite scores and meta-analysis

Exparimental control Std, mean difference Std. mean differance
Study or Subgroup Mean  SD  Total Mean 5D Total  Weight IV, Random, 95%CI IV, Random, 88%C1
Betfin 1 404 082 24 39 087 27 251% 0.16 [:0.39, 0.71]
Berlin 2 312 088 24 277 099 27 248% 0.37 [0.19, 0.92)
Berlin 3 a5 084 24 33 0.96 T O251% 022 [-0.33,0.77]
Bedlin 4 are 084 L 387 085 T /% 022 [-0.33,.0.77)
Total (35%E1) [ 108 100.0%  0.24 [-0.03,0.52]

Hederogenaity: Tau® = 0.00; Ch¥ = 0.29_ dl = 3 (P = 0.96); F = 0%

Tesd for overall effect: Z = 1.72 (P = 0.03)
Test for subgroup differences: Not applicable

Footnote

Berlin 1 Cultural awareness
Berlin 2 Cultural knowledge
Berlin 3 Cultural skills
Berlin 4 Cultural encounters

Figure 1 Composite score; cultural competence overall, Berlin et

manuscript)

o
Fawvours [control]

]

2
Favours (intervention]

al. 2010 (see Figure 4 in

Experimantal Control 5td. mean difference 5td. mean difference
Study of Subgroup Mean 5D Total Mean SO Total Weight IV, Random, 85%0C1 IV, Randan, $5%C1
Cooper-Brathvaile 2005 s 0ar 6 287 0 76 254% 207 [167.2.486] —-—
Delgado 2013 ET6 66 T2 B354 66 98 258% 033 [0u03 . 0B4] -
Hsu 2023 267 088 40 268 o073 40 252% 0001 [-0u45 , 0.43] ——
Kim 2016 759 148 z 5.79 1.5 N 20E% 1.19 0052, 1,85 —_—
Tatal (95%CI) 209 235 100.0% 0.8 [-0.08 , 1.86] i
Heterogensity: Tau® = 0.92; ChP = 6287, o = 3 (P < 0.00001); F = 95%
Tiest for overall effect Z = 1.80 (P = 0.07) g .1 1 .3
Tesl for SuRgroup oiferences Mol appicable Favours [na intervention] Favours finbervention)

Figure 2 Meta-analysis of education and training on overall cultural competence in long-term

effect
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General discussion

General Discussion

In this doctoral thesis, several objectives were addressed. The first aim of
the work described in this doctoral thesis was to identify and critically ap-
praise the psychometric properties of instruments used internationally to
measure nurses’ cultural competence (Chapter 3). Based on the results of
the first study, the second aim was to translate the CCA into the German lan-
guage and to test the psychometric properties of the German version of the
instrument (Chapter 4). The third aim was to use the CCA-G instrument to
evaluate cultural competence among nurses and nursing students in Austrian
acute care settings (Chapter 5). The fourth and final aim described in this
thesis was to identify relevant international literature and synthesise the
existing evidence on nursing cultural competence interventions that have
been developed to improve levels of cultural competence and patient-relat-
ed outcomes (Chapter 6).

This chapter presents the most significant findings from the conducted stud-
ies included in this thesis. Subsequently, theoretical and methodological
considerations related to the included studies are presented. Furthermore,
implications for nursing practice, education, and for further research are
presented. A conclusion summarising the key points is provided at the end
of this chapter.

Main findings

The main results of the work presented in this doctoral thesis are summa-
rised below. For purposes of clarity, the main findings are presented in the
order the studies were conducted (Chapters 3-6).

Overview of instruments used for the assessment of nurses’
cultural competence

The first study (Chapter 3), a systematic review was conducted to evaluate
the measurement properties of instruments used to assess nurses’ cultural
competence. This study provides a broad overview of the existing interna-
tional instruments and their psychometric properties. The review includes
44 studies covering 21 instruments, among which the most frequently tested
were the Cultural Awareness Scale (1), Transcultural Self-Efficacy Tool (2),
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Cultural Self-Efficacy Scale (3), and Cultural Competence Assessment (4).
Psychometric evaluations were conducted by applying COSMIN criteria (5)
to address content validity, structural validity, internal consistency, reliabil-
ity, measurement error, and construct validity. Most instruments have been
previously tested to assess at least one aspect of validity, but seldom for
reliability. No studies were found in which the cross-cultural validity, cri-
terion validity, or responsiveness of the included instruments were tested.
The review highlights the need for robust, multidimensional instruments to
assess cultural competence comprehensively. While certain tools are often
used and well established in research, nevertheless, methodological limi-
tations and gaps in psychometric evaluation will restrict the applicability
of these instruments in practice and research unless further modifications
and psychometric testing are made. Based on the results of this review,
some recommendations are made. Firstly, the Transcultural Self-Efficacy
Scale (2) can be used to assess cultural competence in nursing students.
The results for the quality appraisal of measurement properties indicate
high content validity and internal consistency for this instrument, but also
moderate construct validity and low reliability. Therefore, further reliability
testing is recommended. Secondly, two instruments, namely the Cultural
Competence Assessment (4) and the Cultural Competence Health Practi-
tioner Assessment (6), are recommended for assessing cultural competence
in registered nurses. The results for the quality appraisal of measurement
properties indicate the moderate to high validity and reliability of both in-
struments.

German version of the Cultural Competence Assessment (CCA-G)

The results of the first study served as the basis for the selection of an in-
strument to be adapted for use in German-speaking countries. The aim of
study 2 (Chapter 4) was to translate and cross-culturally adapt the CCA by
translating it into the German language and to evaluate its psychometric
properties. Among the recommended instruments described in a previous
systematic review, we chose the CCA for its strong construct validity and ac-
ceptable internal consistency. After the translation of the CCA from the Eng-
lish into the German language, several validity and reliability psychometric
properties were tested. In CCA-G, five items related to cultural assessment
were excluded during face and content validity testing, as cultural assess-
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ment is not standard in Austrian acute healthcare practice. Additionally, neg-
atively worded items intended to prevent agreement bias were deleted due
to their difficulty and potential to confuse respondents. Internal consistency
was strong based on the overall scale and the cultural awareness subscale
results, while the cultural competence behaviour subscale results, although
slightly lower, remained acceptable. The latter demonstrated robust factor
loadings, confirming it as a key component. While behaviour represents an
observable and actionable aspect of cultural competence, comprehensive
cultural competence assessment requires instruments that address at least
three key attributes: cultural awareness, knowledge, and skill. However, the
CCA-G has been shown to be a valid and reliable tool for evaluating cultural
awareness and cultural competence behaviour, core elements that foster
culturally congruent, person-centred nursing care.

Cultural competence and influencing factors in nurses working in
Austrian acute care settings

In the previous study (Chapter 4), the first instrument (CCA-G) used to assess
nurses’ cultural competence in the German language was presented as a
valid and reliable tool. The aim of study 3 (Chapter 5) was to assess nurs-
es’ cultural competence in acute care and factors that influence this with
the CCA-G. Austrian nurses and nursing students exhibited moderate to high
levels of cultural competence, demonstrating notably high levels of cultural
awareness and moderate levels of cultural competence behaviour. Multi-
ple factors were found to significantly influence their cultural competence
levels, including their age, educational level, cultural diversity training re-
ceived, and self-perceived cultural competence. This means that older nurs-
es who had an undergraduate degree or had completed higher education,
participated in a diversity training programme, and perceived themselves
as somewhat or highly culturally competent tended to have higher cultural
competence levels. The study results emphasise the role of self-percep-
tion in cultural competence. Nurses who rated themselves as more cultur-
ally competent had higher competence levels, reflecting the importance
of self-awareness in cultural encounters. Despite these positive findings of
moderate to high levels of cultural competence, the study highlights limi-
tations in cultural competence behaviours, indicating a need for enhanced
training and organisational support.
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Cultural competence interventions and their effectiveness on
nurse and patient outcomes

The final study presented in this doctoral thesis (Chapter 6), a systematic re-
view and meta-analysis, was conducted to investigate whether cultural com-
petence interventions can increase nurses’ levels of cultural competence or
improve patient-related outcomes. A total of 17 studies, three RCTs, and
14 pre-test/post-test studies were included in this review, published from
2004-2024. All of the included studies reported the effects of the interven-
tion on nurses’ level of cultural competence, while three of the studies eval-
uated the effects of cultural competence interventions on patient-reported
outcomes. Cultural competence interventions were offered through educa-
tion and training (e.g. lectures, presentations, case studies, discussions, and
different reflection activities) or technology-based applications and support
(e.g. mobile app, online database, and web-based training). The results of
the meta-analysis show that education and training as well as technolo-
gy-based applications and support can improve the level of nurses’ cultural
competence; therefore, these should be offered as continuing education for
nurses in practice. Due to a low number of studies reporting patient-relat-
ed outcomes, along with the considerable heterogeneity and inconsistency
observed among these studies, the effectiveness of these interventions to
influence patient-reported outcomes remains unclear.

Theoretical consideration

In this section, the key findings of this thesis are discussed in a broader
context. These are the: a) assessment of nurses’ cultural competence, b)
Cultural Competence Assessment German Version (CCA-G), c) Cultural Com-
petence of Austrian nurses working in acute care setting, and d) cultural
competence interventions and their effectiveness.

Assessment of nurses’ cultural competence

Cultural competence is a dynamic and continuous process rather than an
endpoint event. It represents a competence that can be developed, im-
proved, and refined over time (7). According to Sharifi et al. (2019), the
development of cultural competence requires personal effort, effective edu-
cation, and organisational support in nursing care (8). In this doctoral thesis,
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we describe at what personal effort in terms of competencies means, and
more specifically how it can be measured and what an effective interven-
tion may be. The organisational support was not a subject of this doctoral
thesis, because this would go beyond the scope of the work. To investigate
the influence of organisational support, additional samples of nurses, e.g.
nurses in leading positions or nurse managers, need to be analysed. Howev-
er, we would like to mention that the benefit of nurses’ cultural competence
cannot be realised completely without considering organisational support.

The first study presented in this doctoral thesis shows that not every in-
strument mentioned in the systematic review can be recommended for fur-
ther use, as some of these may offer incomplete assessments of cultural
competence. A measurement instrument requires a clear definition of the
construct being measured (9); however, the lack of a standardised definition
of the term cultural competence means that the instruments are being used
to assess different factors of this construct. These factors are often derived
from cultural competence theories, models, or concept analyses. In nursing
practice, education, and research, plenty of these have been applied (7, 8,
10-15), but all of the researchers have considered the concept of cultural
competence as multidimensional. Multidimensional means that all factors
(also called attributes, aspects, or dimensions) considered to be relevant
are included in the construct of cultural competence. In a literature review
of cultural competence models and assessment instruments in nursing, four
factors were identified that were indicated for all of them (15): awareness,
knowledge, skill, and sensitivity. This indicates that a concept of cultural
competence needs to be multidimensional and include the most important
mentioned factors. In the same way, a measurement instrument used to as-
sess nurses’ cultural competence needs to be multidimensional and include
at least these most important factors of cultural competence. However, in
our systematic review, not all of the included instruments covered all of the
named factors.

Cultural Competence Assessment German Version (CCA-G)

Based on the theoretical assumptions and evaluated psychometric proper-
ties, one of the instruments recommended in our systematic review is the
Cultural Competence Assessment scale (CCA) (4). The original CCA scale
consisting of two subscales is based on the cultural competence model; the
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latter, in turn, consists of four factors, namely cultural diversity, cultural
awareness, cultural sensitivity, and cultural competence behaviours. In the
next study (Chapter 4), we translated and psychometrically tested the Ger-
man-language version of this instrument. In previous studies on the CCA,
two factors, cultural awareness and sensitivity (CAS) and cultural compe-
tence behaviours (CCB) could be confirmed through an exploratory factor
analysis (EFA) (4, 14) and a confirmatory factor analysis (CFA) (16). However,
in our study, these factor models could not be confirmed. Five items related
to cultural assessment were removed during face and content validity test-
ing in our study. This can be explained by the fact that cultural assessment
is not a standard component of nursing assessment in acute healthcare set-
tings in Austria, making these items difficult to answer (17).

As described above, cultural competence of nurses is a multidimensional
concept; therefore, robust and multidimensional instruments are needed
to assess nurses’ cultural competence comprehensively (18). If a concept
has different aspects, the measurement instrument should reflect this mul-
tidimensionality (9). The psychometric testing of the CCA-G resulted in the
creation of two subscales: cultural awareness and cultural competence be-
haviours. We examined the CCA-G for the completeness of the cultural com-
petence construct, but as discussed earlier we were not able to confirm that
the CCA-G can be effectively used to assess nurses’ cultural competence in
its entirety.

Cultural competence of Austrian nurses

Austrian nurses and nursing students working in acute care settings show
moderate to high levels of cultural competence (19). Our subscale results
demonstrate that they have high levels of cultural awareness but display
only moderate cultural competence behaviour, indicating that limitations
still exist in terms of addressing cultural needs in the daily nursing prac-
tice. During the psychometric testing, items regarding cultural assessment
were deleted. However, implementing cultural assessments into nursing dai-
ly practice, assessing patients’ cultural needs and expectations for care,
and adapting interventions to meet these needs and expectations are key
elements of cultural competence (4). It seems as though cultural assessment
is problematic in Austrian acute care. If we carefully examine the results of
study 3, we recognise that Austrian nurses are aware of cultural influences
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on care and are willing to increase their cultural competence, but many of
the study participants also reported that they do not have access resources
(e.g. text books that would help them to learn more about different cul-
tural values and needs). Some barriers (e.g. discriminatory perceptions or
discriminatory behaviours) regarding nursing care may not be known; there-
fore, these are seldom recognised by nurses (20). In summary, Austrian nurs-
es rarely have the opportunity to adapt their nursing care to fit the cultural
preferences of their patients (19).

In order to enhance nurses’ cultural competence, organisational support (in
terms of time resources) is needed (21). Access to different data sources
(e.g. textbooks, journals) and targeted education and training programmes
are necessary to provide ongoing professional development. Curtis et al.
(2019) argued that healthcare organisations must take responsibility for
promoting culturally congruent, patient-centred care (see Chapter 1) by
addressing workplace stressors and promoting workforce diversity. In their
study, time pressure and working pressure were identified as barriers to pro-
viding culturally congruent, patient-centred care (22). On the other hand,
the authors identified the increase in the number of nurses with different
cultural backgrounds as a facilitator. Due to their own cultural backgrounds,
these nurses are more likely to identify barriers to providing culturally con-
gruent care and may strive more strongly to provide such culturally congru-
ent, patient-centred care. As a further facilitator, the need to apply dif-
ferent strategies to recruit and retain culturally competent nurses, such
as financial incentives or professional development opportunities (23), is
emphasised.

Using the method of multiple regression analysis, study 3 (Chapter 5) iden-
tified factors that may be relevant to the development of cultural com-
petence from the perspective of the individual nurse. The age, education
level, previous cultural diversity training, and self-perceived cultural com-
petence were identified as influencing factors. Approximately half of the
nurses who had participated in cultural diversity training previously scored
higher on the CCA-G. These results align with those for the Cultural Com-
petence Model, suggesting that increased training leads to more frequent
culturally competent behaviours (14). This finding is consistent with those
of previous studies (4, 14, 24) which indicate that prior diversity training
enhances cultural competence. However, some studies have found that prior
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diversity training specifically affects culturally competent behaviour rather
than awareness (25, 26). Although training on cultural diversity has been
identified internationally as one of the most important factors in the de-
velopment of cultural competence (20, 27-31), some of the implemented
trainings also have been criticised. Critiques have suggested that some di-
versity trainings are not up to date and lead to stereotyping (32), and many
researchers have called for state-of-the-art educational interventions (e.g.
simulations or technology support) rooted in established theories, emphasis-
ing patient-centred care and self-reflection (19-21, 32, 33). It is therefore
crucial to search for and scrutinise the effectiveness of these interventions,
which is presented below.

Cultural competence interventions and their effectiveness

Cultural competence has been widely recognised as a skill that can be de-
veloped by carrying out targeted educational interventions (7). Previous
research established the implementation of educational interventions as
an effective approach to enhance all or at least some factors of cultur-
al competence (29-32). Based on our systematic review and meta-analysis,
we present these results within the theoretical framework of this doctoral
thesis, applying the concept analysis described by Sharifi et al. (2019) (see
Figure 3).

Cultural
Awareness

Cultural
Knowledge

Nurses'
cultural
competence

Cultural
Sensitivity

Cultural
skill

Cultural
Proficiency

Outcomes related to patients - n Outcomes related to nurses

* Greater satisfaction with nursing care - \ * Increased awareness and sensitivity
* Greater client-nurse trust 2 I * Greater knowledge about different
cultures

* Increased cultural skills

* Greater confidence
« Improved interaction with patient and co-
workers

Figure 2 Theoretical framework used in this doctoral thesis based on the concept analysis de-
scribed by Sharifi et al. (2019) and modified based on our study results
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Based on the results of our last study (Chapter 6), the implementation of
cultural competence interventions results in improvements in patient-relat-
ed outcomes, as well as outcomes related to nurses. Although many more
patient-related outcomes were mapped in the concept of nurses’ cultural
competence (8), our study results provide evidence for improvement in only
two outcomes, namely satisfaction with nursing care and client-nurse trust.
Two studies have assessed the effectiveness of cultural competence inter-
ventions on patient satisfaction, but no statistically significant differences in
outcomes were evident after the intervention were implemented (34, 35).
In the systematic review by Chae et al. (2020), the authors examined the
influence of cultural competence educational interventions implemented by
healthcare professionals on patient outcomes and found no statistically sig-
nificant improvement (36). Like our findings, these authors found only three
studies reporting patient-related outcomes, and only one study reported
significant intervention effects (37). It thus remains unclear which interven-
tion most effectively provides culturally competent education for nurses and
leads to improvements in patient outcomes (30).

The improved outcomes related to nurses were increased awareness and
sensitivity, greater knowledge about different cultures, improved cultural
skills, increased confidence, and enhanced interactions with patient and
co-workers. Our review findings indicate overall that education and training,
as well as technology-based applications and support, can enhance nurses’
cultural competence. Based on these findings, cultural competence inter-
ventions should be offered as part of continuing education for practicing
nurses. However, regardless of the type of intervention implemented, cul-
tural competence interventions need to be grounded in established theories
(e.g. Campinha-Bacote’s model of cultural competence (38)) to strengthen
the nurses’ ability to provide person-centred care and encourage self-reflec-
tion regarding their own cultural backgrounds and biases (19, 30, 32, 33).

Methodological reflection

This section includes a critical reflection on some of the methodological de-
cisions made when conducting the individual studies included in this doctor-
al thesis. Firstly, the strengths of the studies are highlighted and, secondly,
the limitations are critically reflected upon.
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Strength of the conducted studies

A major strength of the performed studies is the use of the most compre-
hensive and newest versions of relevant methodological approaches (i.e.
reporting guidelines, quality appraisal tools, data analysis methods). To find
relevant literature in our first study, we used a highly sensitive search filter
that enabled us to identify studies on measurement properties of measure-
ment instruments (39). At the time our study was carried out, the COSMIN
research group had published this search filter only for PubMed. Once per-
mission to modify this had been received, we modified this search filter for
every database we searched as part of our systematic review. To assess the
quality of studies and instruments included, we used the most advanced
methodological approaches available, including quality assessments includ-
ing the COSMIN checklist (40) and the criteria for good psychometric prop-
erties (5). Additionally, the synthesised evidence was graded by taking a
modified GRADE approach (5). Unlike previous reviews on the measurement
properties of instruments used to measure cultural competence, our system-
atic review addressed nurses and nursing students, underlining the impor-
tance of focusing on a specific population (5). By using the COSMIN approach,
our high-quality systematic review provides a comprehensive overview of
the quality (i.e. measurement properties) of instruments and supports the
evidence-based recommendations provided that help researchers select the
most suitable instrument for an assessment of cultural competence (i.e. in
research or clinical practice or in discriminative, evaluative, or predictive
applications). We have published these clear recommendations for the most
suitable available measurement instrument (5). Using the current standard-
ised methodological approaches, our systematic review has appeared in the
highest-ranked nursing journal (International Journal of Nursing Studies).

The strength of the second and third study was its large sample of 915 par-
ticipants. We were able to include data from nurses and nursing students
from different parts of Austria. During the adaptation and preliminary testing
phases, we included a large number of experts (nurses, nursing researchers,
nursing educators, psychologists, and experts in questionnaire development)
in different phases of the testing. Furthermore, this is the first nurses’ cul-
tural competence assessment instrument to be tested in German language
which can now be used in the German-speaking countries (17).
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A key strength of the fourth study, a systematic review and meta-analy-
sis, lies in its application of the most up-to-date methods, such as rigorous
and comprehensive quality appraisal tools. The quality assessment of ran-
domised controlled trials (RCTs) was conducted using the ROB2 tool (41),
while the pre-post study quality was evaluated with the ROBINS-I tool (41).
Both tools are recognised for their comprehensive frameworks and stringent
rating criteria. ROBINS-I is based on the consensus of a large group of experts
and builds on recent developments regarding the risk of bias assessment of
randomised trials and diagnostic test accuracy studies (42). Additionally, as
in the first systematic review, the findings were synthesised and presented
using summary-of-findings tables created with the GRADE approach (43). To
interpret our findings, we used the standardised statements to interpret and
communicate the results of systematic reviews based on the GRADE Guide-
line (44). The statements assume that the certainty of the evidence is based
not only on the imprecision of the result (i.e. the power of the analysis and
the width of the confidence interval), but also on other criteria, such as the
risk of bias of the studies, the inconsistency (heterogeneity) of the result,
the indirectness (including subgroup analyses and the applicability of the
outcome measure), and publication bias.

Limitations of the conducted studies

Some limitations of the studies included in this thesis should be addressed.
The first study was limited due to the need to synthesise evidence from
pooled studies published in different languages (on instruments) and con-
ducted in different countries. These included instruments with (slightly)
different cultural competence constructs. Therefore, some of the pooled,
modified versions did not cover all of the same factors of the cultural compe-
tence concept. In the case of the modified cultural awareness scales (CAS),
these instruments are consistent with the underlying concept of the scale,
including items included to assess attitudes (e.g. perceptions of education-
al experiences, cognitive awareness, and comfort with interactions) (45-
47). Measurement instruments often have multiple/modified versions, e.g.
different language versions, modified or adapted versions with a different
number of items (e.g. short forms), and versions with a different mode of
administration, response scales, or scoring algorithms (48). Evaluating each
version individually ensured that the highest-quality instrument is identified
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and can be recommended for future use. For example, a longer version may
be comprehensive, while a shorter version may lack relevant items (48).
The summarised results would have been more comprehensive if modified
instruments had been pooled together only if they had the same factor mod-
els. In future studies, this limitation could potentially be avoided by using
the upgraded COSMIN guideline (48) and the new guideline for reporting
systematic reviews of outcome measurement instruments, the 2024 version
of the PRISMA-COSMIN for outcome measurement instruments (49). Among
its other new features, the upgraded COSMIN guideline incorporates meth-
ods for grading the quality of the evidence (certainty assessment using the
GRADE approach) in the review management file, which allows the better
utilisation and reporting of extracted information about each measurement
instrument.

A further limitation in this thesis is the use of the cross-sectional study de-
sign in study 2 and 3. The cross-sectional study design is often used to pro-
vide an initial view of a given topic; data is collected at one point in time,
and a snapshot of a sample population is provided (50). This design is useful
for estimating prevalence and exploring associations between variables, for
instance, to identify influencing factors. However, this study design did not
allow us to draw conclusions about causality (51). To increase the under-
standing of nurses’ cultural competence, future studies with longitudinal
designs should be undertaken. As the sampling method in study 2 and 3, we
used convenience sampling, because this commonly used method provides
an efficient, cheap, and easy way to select participants (50). However, it
may be that only nurses who were interested in the topic of cultural com-
petence took part in this study. This consideration may limit the overall
generalisability of the study findings.

Another important methodological consideration regarding study 2 and 3 is
related to the instrument used. The CCA-G is a self-reporting instrument.
Like other instruments used to assess the cultural competence, the CCA-G is
also limited by its risk of bias. The social desirability bias is most commonly
reported, which may lead participants to give a socially acceptable answers
that do not reflect their true beliefs (52). To address this limitation and
gain a more comprehensive understanding of nurses’ cultural competence,
it would be beneficial to include patient-report instruments and qualitative
evaluation methods, such as interviews, focus groups, or observational stud-
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ies, in future studies. Such methods allow for a deeper exploration of par-
ticipants’ experiences, attitudes, and behaviours and provide more detailed
insights into the topic of cultural competence.

A limitation of the fourth study is that most of the included studies em-
ployed a pre-post design, and the ability of this design to accurately esti-
mate causal effects is inherently limited (53). Syntheses of observational
studies, like pre-post studies, are susceptible to a risk of within-study and
across-study bias, as well as increased heterogeneity. In addition, observa-
tional studies may not be the most appropriate study design for assessing
causal relationships between an intervention and an outcome, as several
characteristics might differ or change over time between the different in-
tervention groups. In uncontrolled pre-post studies, a significant risk of bias
exists due to the interdependence of pre- and post-intervention scores with-
in the same group. This interdependence increases the susceptibility to con-
founding factors (53) and may bias the summary effect (54). However, as the
meta-analysis of observational data is more directly applicable to the gener-
al population, it is often desirable to combine observational data with RCTs
(54). We were also able to include three RCTs in our meta-analysis, which
yielded similar results as those of observational studies. In addition, we also
attempted to minimise the limitation related to including pre-post studies
by using the recommended ROBINS-I tool to assess the risk of bias. ROBINS-I
is based on the consensus of a large team of developers because it covers all
important bias domains (42). This is not true of any other tool used to assess
the risk of bias in observational studies (43). In view of these limitations, we
emphasise the need to interpret the results cautiously, and particularly the
results of meta-analyses that include a substantial proportion of data from
uncontrolled pre-test/post-test studies.

Implications

Key implications and recommendations for research as well as practice and
nursing education have been drawn to enhance the assessment of nurses’
cultural competence and to improve the effectiveness of cultural compe-
tence interventions. These implications and recommendations are present-
ed in research and practice and nursing education sections.
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Implications and recommendations for research

Given the large availability of instruments for assessing cultural compe-
tence, the development of entirely new self-administered instruments is
not recommended (18). Instead, we recommend the adaptation and fur-
ther testing of the psychometric properties of the existing instruments. In
particular, we recommend that researchers conduct further testing of less
frequently assessed properties, such as measurement error, responsiveness,
and cross-cultural validity. Testing these aspects is essential to ensure that
instruments provide reliable and valid results in different healthcare set-
tings and populations (5). Based on our study results, we recommend some
measurement instruments for use in further research as well as in nursing
practice and nursing education. The Cultural Competence Assessment (CCA)
(4) and the Cultural Competence Health Practitioner Assessment (CCHPA) (6)
are recommended for assessing nurses’ cultural competence. The Transcul-
tural Self-Efficacy Scale (55) can be used as a tool to assess cultural com-
petence in nursing students, but further reliability and validity testing is
recommended. Furthermore, in addition to the quantitative measurement
methods (instruments), we recommend the use of qualitative approaches,
such as interviews or mixed methods. Qualitative results will provide more
insight into the topic, improve the interpretability of study results, and sup-
port quantitative results.

Since the CCA-G includes only two factors of the cultural competence con-
struct, we recommend further extending this instrument. In order to avoid
limitations associated with self-reporting instruments and to increase our
understanding of nurses’ cultural competence, we recommend including pa-
tient-reporting of cultural competence in future studies. Furthermore, the
use of qualitative evaluation methods, such as interviews or focus groups in
addition to surveys would be beneficial. Applying such methods may allow
for a deeper exploration of participants’ experiences, attitudes, and be-
haviours and may provide more detailed insights into the topic of cultural
competence (56). Future studies should also be conducted to assess the usa-
bility of the CCA-G in other healthcare settings, and especially in long-term
care institutions, as the number of residents with a migrant background is
increasing every year in Austria long-term care settings (19, 57).
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According to the results of study 4, education and training may improve
nurses’ cultural competence. However, only a limited number of studies
have assessed the effectiveness of cultural competence interventions on
patient-related outcomes, and considerable limitations in study method-
ology were noted (58). Therefore, more well-designed studies are needed
that address the potential impact of cultural competence interventions on
patient-related outcomes. In particular, rigorously designed, randomised,
controlled trials and longitudinal studies are needed to improve the inter-
pretability and generalisability of the results on the effectiveness of cultural
competence interventions. Longitudinal studies need to be considered due
to uncertainties regarding how long it may take for the implemented inter-
vention to influence patient outcomes.

Implications and recommendations for practice and nursing
education

Cultural competence interventions continue to be major strategy to en-
hance the cultural competence of nurses. Ongoing nursing education relat-
ed to cultural diversity is recommended to promote culturally congruent,
person-centred nursing care (7, 8, 30, 32, 59, 60). Already before gradua-
tion, nursing students need to be prepared to take care of culturally diverse
patients (61). In particular, these students should have the opportunity to
develop a deeper cultural awareness by receiving education on key aspects
of culturally congruent, patient-centred care, such as communication, lan-
guage, religion, social values, and cultural norms (62).

The results of study 4 show that education and training as well as technolo-
gy-based applications and support can improve the level of nurses’ cultural
competence (58). Based on these results, we recommend cultural compe-
tence interventions (education and training, technology-based application
and support) as continuing education for nurses in practice. Using a com-
bination of offline and online education is recommended. As offline educa-
tional interventions, workshops in small groups including interactive working
packages, problem-based learning, or simulations may be more effective
than traditional face-to-face teaching or lectures. For example, blended
learning methods have been shown to stimulate participants to learn more
actively (63). As our results show, technology-based educational applications
and support (e.g. mobile apps) can enhance cultural competence. These
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results argue for making these kinds of applications accessible to all nurs-
ing staff. As online educational interventions, promoting online courses or
open access courses (e.g. Massive Open Online Courses (MOOCs)) that can be
joined at any time can strengthen the continuous development of cultural
competence (58). Online learning resources are versatile and can be used to
help meet individual learning needs and promote self-directed learning (63).

To measure personal efforts as well as the effectiveness of cultural compe-
tence interventions, we recommend the use of a valid and reliable instru-
ment. To assess the cultural competence of nurses, the Cultural Competence
Assessment (CCA) (4) and the Cultural Competence Health Practitioner As-
sessment (CCHPA) (6) are recommended. CCHPA emerges as the most com-
prehensive tool for assessing cultural competence, particularly due to its
detailed structure and broad applicability. However, this tool can be con-
sidered time-consuming since it consists of 67 items. In contrast, the CCA
offers a more feasible alternative, with a significantly shorter, 25-item for-
mat that can be completed in less time. This argument may be particularly
advantageous in clinical or research settings where time constraints are an
important issue; therefore, the balance between comprehensiveness and
feasibility needs to be considered when selecting an appropriate instru-
ment. The translated and psychometrically tested CCA-G is recommended
for assessing cultural awareness and cultural competence behaviour in nurs-
es in German-speaking countries (17).

The provision of culturally congruent, person-centred nursing care cannot
be achieved without the support of healthcare organisations (64). Although
this topic is not the subject of this doctoral thesis, organisational support
is highly relevant to nurses’ acquisition of cultural competence. We recom-
mend that healthcare organisations provide nurses with the necessary tools
(e.g. technology-based educational applications like mobile apps and sup-
port), resources (e.g., relevant literature or time for learning), and oppor-
tunities for continuing education so they can provide higher-quality nursing
care to patients with different cultural backgrounds.

Conclusion

In the introduction of this doctoral thesis, we introduced our reader to Ha-
sib. By presenting his case, we wanted to highlight the importance of pro-
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viding person-centred, culturally congruent nursing care. Hasib’s struggle to
maintain his spiritual practice during hospitalisation highlights how unmet
cultural and spiritual needs can lead to distress, even when the care team’s
intentions are to ensure the patient’s safety. Addressing such needs is a
cornerstone of the provision of person-centred, culturally congruent nursing
care. In this doctoral thesis, we described studies carried out to modify the
CCA-G, an instrument that can be used to assess nurses’ cultural compe-
tence in German-speaking countries and which can be easily integrated into
nursing practice due to its practicability. We also have provided information
about the cultural competence of Austrian nurses and identified influenc-
ing factors by using the CCA-G. Furthermore, we identified several ways to
enhance person-centred, culturally congruent nursing care, such as educa-
tional interventions. These could include workshops for nurses in smaller
groups including interactive working packages, but also instructions for how
to perform cultural assessments and provide care to best meet the patients’
cultural and spiritual needs.

Thinking back on Hasib’s case, the culturally congruent, patient-centred
care would include a cultural assessment conducted together with him and
his family due to his communication difficulties. His spiritual needs would be
assessed, and nursing care would be adapted in light of these needs. For Ha-
sib, this could include assisting him with ritual washing and creating a safe
environment for prayer several times a day. Such adaptations would ensure
the patient’s safety while still respecting his cultural and spiritual needs.
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Abstract

Nurses’ cultural competence has been identified as one of the key com-
petencies that enable nurses to provide culturally congruent, person-cen-
tred care that respects and integrates patients’ cultural values and needs.
To address knowledge gaps and identify opportunities for improving per-
son-centred, culturally congruent nursing care, it is essential to identify
the most valid and reliable instruments that can be used to assess nurses’
cultural competence. An assessment of cultural competence is also needed
to evaluate the impact of implemented interventions, such as cultural com-
petence education programmes. The overall aims of the work presented in
this doctoral thesis were to assess nurses’ cultural competence with a valid
and reliable measurement instrument and to assess the effectiveness of ed-
ucational interventions. Results of these assessments then served as sources
for recommendations for education and practice. To achieve these aims, we
conducted a systematic review (Chapter 3), a cross-sectional study on nurs-
es (N = 915) working in Austrian acute care setting (Chapter 4 and 5), and
performed a meta-analysis (Chapter 6).

In this doctoral thesis, we provide a broad overview of the existing interna-
tional instruments and their psychometric properties. The review included
44 studies covering 21 instruments. Furthermore, we modified the CCA-G,
which is a valid and reliable tool for evaluating cultural awareness and cul-
tural competence behaviour, as core elements in fostering culturally congru-
ent, person-centred nursing care. Using the CCA-G, we show that Austrian
nurses and nursing students exhibit moderate to high cultural competence,
demonstrating notably high levels of cultural awareness and moderate levels
of cultural competence behaviour. Multiple factors were found to signifi-
cantly influence these cultural competence levels, including age, education-
al level, cultural diversity training, and self-perceived cultural competence.
The results of the meta-analysis show that education and training as well
as technology-based applications and support can enhance nurses’ cultural
competence; therefore, these should be offered as continuing education for
nurses in practice. The use of a combination of offline interventions (work-
shops in small groups, including interactive working packages) and online in-
terventions (open access courses like Massive Open Online Courses (MOOCs))
is recommended. To assess cultural awareness and cultural competence be-
haviour in nurses in German-speaking countries, we recommend the use of
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the CCA-G. Future studies should be conducted to assess the usability of the
CCA-G in other healthcare settings, and especially in long-term care insti-
tutions, as the number of residents with a migrant background is increasing
every year in Austrian long-term care settings.
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Zusammenfassung

Zusammenfassung

Die kulturelle Kompetenz von Pflegepersonen stellt eine Schlusselkompe-
tenz dar, die es den Pflegepersonen ermoglicht, eine kulturell kongruente,
personenzentrierte Pflege zu leisten, die die kulturellen Werte und Bedurf-
nisse der Patient*innen respektiert und einbezieht. Um Wissensliicken zu
schlieBen und Moglichkeiten zur Verbesserung der personenzentrierten, kul-
turkongruenten Pflege zu ermitteln, ist es wichtig, zuverlassige Instrumen-
te zur Messung der kulturellen Kompetenz zu identifizieren. Die Einschat-
zung der kulturellen Kompetenz ist auch erforderlich, um die Auswirkungen
durchgefihrter Interventionen (z. B. Fortbildungen) zu bewerten. Die Zie-
le dieser Dissertation sind die Einschatzung der kulturellen Kompetenz von
Pflegepersonen mit einem validen und zuverlassigen Messinstrument und die
Effektschatzung von FortbildungsmaBnahmen. Die Ergebnisse dieser Arbeit
dienen zur Empfehlungsableitung fur die pflegerische Ausbildung und Pra-
xis. Um diese Ziele zu erreichen, wurde eine systematische Ubersichtsarbeit
(Kapitel 3), eine Querschnittsstudie mit Pflegepersonen in Osterreichischen
Akuteinrichtungen (N = 915) (Kapitel 4 und 5), und eine Meta-Analyse (Ka-
pitel 6) durchgefiihrt. Innerhalb der systematischen Ubersichtsarbeit (44
Studien zu 21 Instrumenten) wird ein umfassender Uberblick iiber die inter-
national bestehenden Instrumente und ihre psychometrischen Eigenschaf-
ten gegeben. Dariiber hinaus modifizierten wir das CCA-G, ein valides und
reliables Instrument zur Evaluierung von kulturellem Bewusstsein und kul-
turell kompetentem Verhalten, welche als Grundelemente zur Forderung
personenzentrierter, kulturkongruenter Pflege angesehen werden. Anhand
des CCA-G zeigten wir, dass osterreichische Pflegepersonen eine moderate
bis hohe kulturelle Kompetenz aufweisen. Dabei zeigten sie hohes kulturel-
les Bewusstsein und einen moderaten Grad an kulturell kompetentem Ver-
halten. Alter, Bildungsniveau, Weiterbildung zur kulturellen Diversitat sowie
die wahrgenommene kulturelle Kompetenz waren signifikante Einflussfakto-
ren. Ergebnisse der Metaanalyse zeigten, dass Weiterbildung sowie techno-
logiegestiitzte Anwendungen und Unterstutzung die kulturelle Kompetenz
verbessern konnen; daher sollten diese als Fortbildung fiir Pflegepersonen
in der Praxis angeboten werden. Eine Kombination aus Offline-Fortbildungs-
maBnahmen (Workshops in kleinen Gruppen mit interaktiven Arbeitspake-
ten) und Online- FortbildungsmaBnahmen (frei zugangliche Kurse wie Mas-
sive Open Online Courses (MOOCs)) wird empfohlen. Fir die Einschatzung
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des kulturellen Bewusstseins und des kulturell kompetenten Verhaltens von
Pflegepersonen im deutschsprachigen Raum empfehlen wir das CCA-G. Kiinf-
tige Studien sollen die Anwendbarkeit des CCA-G in anderen Gesundheitsbe-
reichen, wie den Langzeitpflegeeinrichtungen, untersuchen, da die Anzahl
der Bewohner*innen mit Migrationshintergrund in osterreichischen Langzeit-
pflegeeinrichtungen steigt.
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