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ABSTRACT 

PAMELA BOWEN DUNAGAN 
PREDICTORS OF CULTURAL COMEPTENCE IN BACCALAUREATE NURSING STUDENTS 
Under the direction of DR. LAURA P. KIMBLE 

Teaching nursing students to be culturally competent is essential for them to 

provide optimal care for diverse patients. The purpose of this triangulated mixed 

methods study was to explore prior cultural experiences, integration of cultural 

competence in nursing education, and attitudes of prejudice as predictors of cultural 

competence in baccalaureate nursing students. A sample of 129 students was recruited 

from schools of nursing in the United States via email invitation. Data were collected 

on-line via Zoomerang c survey technology. Demographic data, information about prior 

cultural experiences, and integration of cultural competence in nursing education was 

obtained using investigator developed tools. Attitudes of prejudice with respect to 

gender, ethnicity, religion, sexual orientation, and obesity were measured using reliable 

and valid instruments. The outcome variable of cultural competence, operationalized as 

cultural knowledge, cultural attitudes, and cultural consciousness, was measured with 

the Cultural Awareness Scale. Qualitative data about student's perceptions of prejudice 

were obtained with two open-ended survey items. 
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Using separate multiple linear regressions, the variables of age, gender, race, self-

reported obesity, prior cultural experiences, integration of cultural competence in 

nursing education, attitudes of prejudice, and social desirability were used to predict 

cultural competence. All three regression models were statistically significant. Greater 

prior cultural experience, higher levels of perceived integration of cultural competence 

in nursing education, and white race were significant predictors of greater cultural 

knowledge. Self-reported obesity significantly predicted greater cultural consciousness. 

Greater prejudice was a significant predictor of less culturally competent attitudes 

about providing nursing care. Social desirability predicted both cultural knowledge and 

attitudes. 

Qualitative data analysis revealed five themes. Three focused on being the 

recipient of prejudice (being obese, experiencing racism, experiencing gender bias) and 

two focused on having attitudes of prejudice toward others (prejudice against obese 

patients, prejudice against someone of another race). Qualitative data validated the 

quantitative findings. 

Nursing educators desiring to help students achieve the AACN (2008) standards of 

cultural competence may require different strategies to strengthen cultural knowledge, 

attitudes, and consciousness. Existing prejudice in nursing students needs to be 

addressed to help promote positive cultural attitudes about providing nursing care. 



CHAPTER 1 

INTRODUCTION TO THE STUDY 

The Institute of Medicine (IOM) reported patient-centered care that includes 

competent cultural care could increase the likelihood of eliminating health disparities. 

As a strategy to integrate the teaching of safe and quality healthcare, the IOM 

established five core competencies for health professions education (Finkelman & 

Kenner, 2009). The competency of patient-centered care included the recommendation 

that nursing students should have the ability to identify, respect, and care about 

patient's differences, values, preferences, and expressed needs (Finkelman & Kenner, 

2009). Cultural competence was defined as a set of behaviors, attitudes, policies, and 

practices allowing individuals and organizations to effectively work in cross-cultural 

situations (Finkelman & Kenner, 2009). Andrews (2007) answered the question: How 

will I know if I am culturally competent? Two criteria for becoming culturally competent 

were: "1) a long-term commitment of mastery of specific knowledge and skills, and 2) 

constructively critical self-reflection on feelings, values, attitudes, beliefs, and 

motivations comprising the affective domain, including those related to prejudice, 

bigotry, discrimination, and racism" (Andrews, 2007, para. 9). 

Documents published by the American Association of Colleges of Nursing (AACN) 

support the IOM core competencies. When the AACN (2008) developed The Essentials 

of Baccalaureate Education for Professional Nursing Practice, the document included 
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competencies in teaching cultural competence. As the population of the United States 

continues to grow more diverse, nursing students are providing care to patients from 

many cultures. Teaching nursing students how to be culturally competent is essential 

for them to provide optimal care for patients in multicultural communities. When early 

onset of cultural competence education occurs, nursing students demonstrate 

significantly better cultural knowledge, cultural sensitivity, and cultural skills than when 

cultural competence education does not occur (Lampley, Little, Beck-Little, & Xu, 2008; 

Perng, Lin, & Chuang, 2007). Negative attitudes of healthcare providers toward diverse 

cultures are detrimental in the accomplishment of cultural competency (White-Means 

et al., 2009). Foundational to cultural competence is the nurse-patient relationship. 

Studies indicate negative attitudes toward patients affect nurse-patient relationships 

and ultimately affect healthcare outcomes (Eliason & Raheim, 2000; Khanyile, 1999; 

Spence, 2001; Tilki et al., 2007; White-Means, Dong, Hufstader, & Brown, 2009). 

To meet expectations of nursing standards of cultural competence, teaching 

strategies must be developed which facilitate the attitudes, knowledge, and skills 

necessary for providing quality care to diverse populations. Assuming some nursing 

students enter nursing programs with negative attitudes toward other cultures such as 

cultural bias and prejudice, these might affect their desire or ability to complete the 

competencies as outlined by AACN. While research interest in the area of cultural 

competency is emerging in the nursing literature (Fitzgerald, Cronin, Campinha-Bacote, 

2010; Greatrex-White, 2008), there remains a lack of studies to guide educators in 

implementing and teaching cultural competence across the curriculum. Specifically, 
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research and practice models are needed to determine the best means to teach cultural 

knowledge and skills, while simultaneously encouraging the attainment of attitudes and 

dispositions necessary to reach cultural competency. 

Purpose of the Study 

The purpose of the study was to use a triangulated mixed methods design to 

explore demographic factors, prior cultural experiences, integration of cultural 

competence in nursing education, and attitudes of prejudice as predictors of cultural 

competence in baccalaureate nursing students. 

Research Questions 

The proposed study had the following research questions. 

Research Question 1- Are demographic factors, prior cultural experiences, 

integration of cultural competence in nursing education, and attitudes of prejudice 

predictors of cultural competence (cultural knowledge, cultural attitudes, and cultural 

consciousness,)? 

Research Question 2- Do attitudes of prejudice explain a significant amount of the 

variance in cultural competence, over and above what is explained by demographic 

factors, prior cultural experiences, and integration of cultural competence in nursing 

education? 

Research Question 3- What is the experience of prejudice in baccalaureate nursing 

students? 

Research Question 4- Do the qualitative themes validate the quantitative findings? 
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Conceptual Framework 

Cultural competence in nursing students was conceptualized in this study as the 

knowledge and attitudes necessary for providing quality care to diverse populations 

while being consciously aware of and sensitive to individual differences due to gender, 

age, ethnicity, religion, sexual orientation, weight, heritage, or cultural background. The 

three constructs of cultural knowledge, cultural attitudes, and cultural consciousness 

were used to operationalize cultural competence. 

Several models of cultural competence have been proposed including the Purnell 

model for cultural competence (Purnell, 2002), the Giger and Davidhizar transcultural 

assessment model (Giger & Davidhizar, 2002), and the process of cultural competence in 

the delivery of healthcare services (Campinha-Bacote, 2002). The models proposed by 

Purnell and Giger and Davidhizar have been primarily used either as a clinical 

assessment tool or as a guide for providing care to culturally diverse patients which 

limits their use as a conceptual basis for research. The Campinha-Bacote (2002) model, 

which was later revised (Campinha-Bacote, 2010), depicted a process of cultural 

competence in delivery of healthcare services rather than how cultural competence is 

promoted in an educational setting. 

Therefore for this study, a conceptual model was proposed which emerged from 

knowledge acquired through an analysis and synthesis of the literature around cultural 

competence. The conceptual model of predictors of cultural competence in 

baccalaureate nursing students, shown in Figure 1, provided the conceptual framework 

for the proposed study. 
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Figure 1 Conceptual Model of Predictors of Cultural Competence in Baccalaureate 

Nursing Students 

Demographic 
: Characteristics 

(age,gender, race, ethnicity, reiigioi 

Prior Cultural 
Experiences 

Integration of 
Cultural Competence 
in Nursing Education 

Attitudes of 
Prejudice (racism, 
sexism, heterosexlsm, 
religious bias, bias 
toward obesity) 

The major concepts within the model included demographic factors, prior cultural 

experiences, integration of cultural competence in nursing education, attitudes of 

prejudice with respect to treatment of other people, and cultural competence. 

The demographic factors within the model included age, gender, race, ethnicity, 

and religious affiliation. These fundamental factors may affect cultural competence in 

important ways (Fitzgerald, 2010; Glick, 1997; Klessig, 1992). For example, Fitzgerald 

(2010) found nursing students who identified themselves as non-White scored 

significantly higher on cultural competence than those who identified themselves as 

White. No studies were found that examined the impact of nursing students' age, 

gender, and religious affiliation on cultural competence. It was theorized demographic 

Cultural 
Competence 

•Cultural 
Knowledge 
•Cultural 
Attitudes 
•Cultural 
Consciousness 



factors may influence cultural competence because as persons age and have life 

experiences, they may have greater opportunity to gain cultural competence. Religious 

beliefs greatly influence how people view others and potentially can have a positive or 

negative influence on cultural competence (Taylor & Carr, 2009). 

Prior cultural experience was conceptualized as classes, experiences, or trips that 

occurred any time during childhood or prior to entering nursing school where students 

may have learned about a culture different from their own. It was theorized that prior 

cultural experiences may have a strong impact on cultural competence because 

experiences with people of different cultures promote cultural sensitivity (Ruddock & 

Turner, 2007). 

Integration of cultural competence in nursing education encompassed how 

experiences directed toward helping the student achieve cultural competence were 

integrated into the student's nursing program. It was inclusive of classes, courses, 

clinical experiences, and any other educational activities that students had experienced 

which were designed to help them learn how to provide nursing care to persons from 

another culture. Studies have indicated cultural competence increases after cultural 

education (Caffrey, Neander, Markle, & Stewart, 2005; Ming-Jung, Yao, Lee, Hwang, & 

Beach, 2010). Various strategies for cultural education have been used in baccalaureate 

of science in nursing (BSN) education including integration of the content across the 

curriculum, separate or specific focus, cultural immersion, simulation, and global study 

or mission study in diverse cultures. However, it was not known which type of cultural 

education had the strongest impact on cultural competence. An important aspect of 
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this predictor in the model was the amount of integration was from the perspective of 

students. It was theorized that gaining this perspective was important because if 

students could recall ways in which cultural competence was integrated in their 

programs, the learning was more meaningful. 

Attitude of prejudice was another major concept within the framework. 

Conceptualized as preconceived judgments, ideas, beliefs, or opinions about a culture, 

minority group, or marginalized group, attitudes of prejudice were theorized to limit an 

accurate understanding of the culture and effective healthcare implementation (Eliason 

& Raheim, 2000; Johnston & Kanitsaki, 2008; Khanyile, 1999) and consequently cultural 

competence. The focus of this study was on attitudes of prejudice that were relevant 

for healthcare providers including prejudice about specific cultures, religious, and 

racial/ethnic groups along with attitudes of sexism and heterosexism. In addition, 

theoretically, the variable of attitudes of prejudice was conceptualized more broadly to 

include bias toward obese persons. It was theorized this prejudice could be highly 

relevant for cultural competent care among nursing students as obesity is growing more 

prevalent among patients in healthcare settings (Base-Smith, 2006) and patients 

perceive healthcare providers have attitudes of prejudice related to weight (Brown, 

2006) which impact the care that is provided (Base-Smith, 2006). 

Leininger (2003) proposed biases and ethnocentrism issues were hurdles which 

limited nurses' attainment of cultural competence. Studies revealed a need for nursing 

educators to focus on both cultural competence and antiracism to promote effective 

cultural care by nursing students (Allen, 2010; Campesino, 2008). Identifying individuals 
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or groups of individuals such as nursing students as having attitudes of prejudice 

remains controversial among nurse educators and no clear consensus has been 

obtained regarding how attitudes of prejudice should be addressed in nursing curricula 

or which theoretical perspective should underpin teaching around reducing prejudice 

(Allen, 2010; Campesino, 2008). This study was designed to provide insight into the 

nature of attitudes of prejudice in nursing students and how these influence cultural 

competence. 

Within the model, the outcome variable of cultural competence was defined as a 

continual process of gaining a higher level of cognitive knowledge, understanding, and 

skills that incorporates an awareness, acceptance, and respect to learn about the 

culture, values, beliefs, and behaviors of patients. Culturally competent individuals 

possess the ability to adapt the care of the patient by resisting judgmental attitudes and 

performing assessments through a cultural lens. For this study, cultural competence 

was conceptualized as being comprised of three constructs: cultural knowledge, cultural 

attitudes, and cultural consciousness. 

Cultural knowledge involved understanding of how cultural differences may affect 

healthcare outcomes (Giger et al., 2007). For example, nursing students may learn ways 

to discover and provide safe and meaningful care to people of diverse cultures which 

produce positive patient outcomes and may cognitively learn differences and similarities 

of diverse beliefs and values. It was theorized prior cultural experiences would be the 

strongest predictor of cultural knowledge because living and learning about cultural 

diversity should contribute to cultural knowledge gained. 
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Cultural attitude was conceptualized as the ability of the nursing student to adapt 

the healthcare of the patient in a culturally sensitive way (Giger et al., 2007). For 

example, although the student and patient may have opposing healthcare values, it is 

evident the student has the ability to resist judgment or bias while allowing the patient 

to safely hold personal opinions and values for healthcare delivery. It was theorized 

attitudes of prejudice would be the strongest predictor of cultural attitudes about 

nursing care because students must resist existing judgments and biases to provide 

culturally competent care. 

Cultural consciousness was conceptualized as the ability to be consciously aware 

of cultural differences between groups of people and be sensitive to the nursing needs 

of patients, families, aggregates, and populations. It was theorized prior cultural 

experiences, integration of cultural competence in nursing education, and attitudes of 

prejudice would be the strongest predictors of cultural consciousness because 

consciousness develops with experiences (both personal and educational). 

Significance of the Study 

Teaching cultural competence to healthcare professionals is important in 

providing patient-centered care which is one of the IOM healthcare core competencies 

(Finkelman & Kenner, 2009). One barrier to achieving cultural competence in 

healthcare professionals has been varied attitudes of prejudice observed within 

students of the healthcare professions (Allen, 2010; Campesino, 2008; Eliason & 

Raheim, 2000, Johnstone & Kanitsaki, 2008). Evident with the California Endowment 

findings (2003) was the understanding students would need to learn knowledge, skills, 
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and attitudes to be culturally competent. However, to date no evidence-based teaching 

strategies to help students progress in cultural competence have been developed. The 

first step toward developing these strategies is a better understanding of the constructs 

that comprise cultural competence along with factors that influence students' 

progression along each construct. 

Another barrier to achieving cultural competence in baccalaureate nursing 

students has been the lack of clear theoretical perspective which could underpin the 

teaching of cultural competencies, and limited and inconsistent formal evaluation of 

effectiveness in teaching cultural competence (Allen, 2010; Ballantyne, 2008; 

Campesino, 2008; Lipson & DeSantis, 2007). The American Association of Colleges of 

Nursing (AACN, 2008) established standards initiating five cultural competencies for 

baccalaureate education. Baccalaureate students were to be able to meet the following 

standards in cultural competent care: 1) apply knowledge of social and cultural factors 

that affect nursing and healthcare across multiple contexts of nursing to work toward 

the process of incorporating content which addressed diversity in patients, 2) use 

relevant data sources and best evidence in providing culturally competent care, 3) 

promote achievement of safe and quality outcomes of care for diverse populations, 4) 

advocate for social justice, including commitment to the health of vulnerable 

populations and the elimination of health disparities, and 5) participate in continuous 

cultural competence development (AACN, 2008). While these standards are 

commendable, schools of nursing have not developed systematic methods to evaluate 

nurses on the accomplishment of these standards. 
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By characterizing factors associated with cultural competence in baccalaureate 

nursing students and examining the independent contribution of attitudes of prejudice 

to the variance in cultural competence, this study contributed needed nursing education 

knowledge which can be used in teaching cultural competence to nursing students. By 

considering prior cultural experiences and integration of cultural competence in nursing 

education as predictors which could possibly be effective in changing negative cultural 

attitudes about patient care, nurse educators can begin to develop standards in the 

teaching of cultural competence. 

Definition of Terms 

Culture- Culture was defined using Tylor's (1871) definition "that complex and 

whole which knowledge, belief, art, morals, law, custom, and any other capabilities and 

habits acquired by man as a member of a society" (p. 1). Although this definition 

reflects the male-specific gender bias of the 19th century, it was chosen for its relevance 

to the 21st century view of culture because it suggested a broad view of culture which 

was not limited to ethnicity but could be inclusive of religious affiliation, language, 

weight, gender, sexual orientation, age, and disability. 

Cultural competence- Integrating definitions from the American Association of 

Colleges of Nursing (2008), Campinha-Bacote (2002), Giger and Davidhizar (2002), and 

other cultural competence literature, cultural competence was defined as the 

knowledge and attitudes necessary for providing quality care to diverse populations 

while being consciously aware of and sensitive to individual differences due to gender, 

ethnicity, religion, sexual orientation, weight, heritage, or cultural background. Cultural 
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competence was defined by three constructs of cultural competence: cultural 

knowledge, cultural attitudes, and cultural consciousness. 

Cultural knowledge- Cultural knowledge was defined as the understanding of 

relationships between cultural differences and healthcare outcomes. 

Cultural attitudes- The construct of cultural attitudes was defined as the ability of 

the nursing student to adapt the healthcare of the patient in a culturally sensitive way. 

Cultural consciousness- Cultural consciousness was defined as the ability to be 

consciously aware of cultural differences between groups of people and be sensitive to 

the nursing needs of patients, families, aggregates, and populations. 

Prior cultural experiences- Prior cultural experiences were defined as classes, 

experiences, or trips that occurred any time during childhood or prior to entering 

nursing school where students may have learned about a culture different from their 

own. 

Integration of cultural competence in nursing education- Integration of cultural 

competence in nursing education was conceptualized as the formal nursing education in 

which students reported participating and integrated the concepts of cultural 

competence. It was inclusive of classes, courses, clinical experiences, and any other 

educational activities students experienced which were designed to help them learn 

how to provide nursing care to persons from another culture. 

Attitudes of prejudice- Utilizing the definition of Leininger (2002), the variable 

attitudes of prejudice was defined as preconceived judgment, ideas, beliefs, or opinions 
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about a culture which limit an accurate understanding of the culture and effective 

healthcare implementation. 

Summary 

Supported by a conceptual model derived from the literature, this study utilized a 

one-phase triangulation mixed methods design with a validating quantitative data 

model. The study examined demographic factors, prior cultural experiences, integration 

of cultural competence in nursing education, and attitudes of prejudice as predictors of 

cultural competence in BSN students. Qualitative data concerning cultural competence 

were used to validate and complement the quantitative findings. 



CHAPTER 2 

REVIEW OF THE LITERATURE 

Although cultural competence of nurses has been of interest for decades, there 

are limited empirical studies of cultural competence and much of what is known was 

learned through qualitative research studies. Consequently, there is limited evidence to 

guide teaching strategies for helping baccalaureate nursing students achieve cultural 

competence. This chapter provides a review of the literature related to cultural 

competence in nursing students. 

Cultural Issues as Nursing Students Care for Clients from Diverse 

Cultures During Clinical Experiences 

One approach to studying cultural competence in nursing students has been to 

describe the cultural issues that arose when nursing students interacted with patients 

from different cultures during their clinical experiences. Most of the work focused on 

students interacting with patients of a different ethnic culture or nationality. Studies 

primarily included samples of nursing students from the United States, but one study 

focused on racism in the country of South Africa. 

In a qualitative study, Khanyile (1999) used ethnonursing methodology to focus 

on perceptions of the non-Zulu student's own experience after an encounter with a Zulu 

patient. Khanyile (1999) used a humanistic approach because "in South Africa, the 

concept of culture is understood with the context of racism" (p. 22). Criteria for 

14 
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inclusion in the study were: the student had experienced a problem due to the 

encounter and the student was in the third or fourth year of school. The purposive 

sample included twelve students. After data were categorized, numbered patterns 

were named and themes were formulated from each pattern. Khanyile's analysis 

revealed three themes: 1) different perceptions and previous experience will lead to the 

formation of stereotypes, 2) stereotypical relevant information, if used during the 

patient encounter, leads to inadequate care delivery, and 3) a positive approach 

through self understanding, control, respect for cultural diversity, and compromise will 

lead to adequate care delivery (Khanyile, 1999). 

Eliason and Raheim (2000) studied experience and levels of comfort of nursing 

students who worked with diverse client groups in a sample of 200 undergraduate 

nursing students. Students reported very little discomfort with racial/ethnic groups, but 

reported considerable difficulty in working with clients of differing sexual orientation. 

This study was important because it demonstrated sexual orientation of their patients 

may be an issue for nursing students as they provide nursing care. 

Upvall and Bost (2007) qualitatively studied five nursing students for the purpose 

of relating students' clinical experiences with Somali refugees with the development of 

cultural competence. Together with student clinical portfolios and reflection papers, 

focus group recordings were analyzed and coded (Upvall & Bost, 2007). After data were 

collected, a process of coding, examining, and identifying patterns in the data was 

implemented (Upvall & Bost, 2007). Findings included prior experiences of the students 

may have influenced their outlooks as some students had very little experience in caring 
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for patients from different cultures while others had extensive experience. Students 

with previous experience used this knowledge to guide their care in fragile situations 

(Upvall & Bost, 2007). Collectively, these studies suggest students' interactions with 

patients from a different culture were useful in increasing cultural awareness and 

sensitivity. 

Educational Experiences to Promote Cultural Competence 

While educational experiences to promote cultural competence are keys to 

meeting the AACN Baccalaureate Essentials and QSEN competencies, little is known 

about how schools of nursing approach educating students to be more culturally 

competent. A descriptive study focusing on nursing curricula in the U.S. examined 

transcultural nursing concepts, relevant content, practices, and experiences of students 

(Ryan, Carlton, & AN, 2000). Of the 610 National League of Nursing accredited schools 

surveyed, 217 (36%) responded. Total enrollment of participating program's 

universities and colleges ranged from 500 to more than 35,000 students. Almost all 

schools (n=208) awarded baccalaureate degrees. 

Results indicated 92% (n= 197) of undergraduate schools of nursing included 

definitions of transcultural nursing concepts and principles in curricula. Transcultural 

care nursing modules were incorporated into 67% (n=135) of programs. Formal 

programs on transcultural nursing were available in 43% (n=89) of programs. Field 

experiences including cultural opportunities in their geographical areas were reported 

by 74% (n=114) of undergraduate programs with experiences being described as local 

(n= 69), regional (n=31), national (n=14), and international (n=4). 
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Ryan et al. (2000) indicated preparation of students before field experiences was 

implemented by (n=142) 65% of nursing programs. Types of preparation included 

informal sessions and orientation to formal classes. The amount of time spent in 

preparing students for field experiences varied widely, with informal sessions lasting 

from 30 minutes to 8 hours. Formal sessions to prepare for field experiences were from 

1 hour to 3 semesters. Follow-up to field experiences were in the form of papers or 

journals (n=33), classroom or seminar (n=24), presentations (n=12), clinical conferences 

(n=25), and debriefing (n=6). Inquiry of faculty preparation and development in 

transcultural care nursing revealed 80 programs had no prepared faculty members, 56 

programs had one to two prepared faculty members, 19 had three to four faculty 

members, and 9 had five to eight prepared faculty members (Ryan et al., 2000). This 

study was important because it demonstrated the diverse ways cultural competence 

was integrated into the curricula of nursing programs and delineated limited faculty 

preparedness to teach cultural competence. 

One study compared the Inventory for Assessing the Process of Cultural 

Competence-Revised scores of graduating nursing students (n=218) from four schools of 

nursing (Kardong-Edgren & Campinha-Bacote, 2008). Each school of nursing 

implemented a different type of cultural competence curriculum. Results of the study 

indicated students scores were in the culturally aware range regardless of which 

program of study they attended. It was interesting to note type of cultural content in 

curricula (integrated curriculum, free standing cultural course, or use of a model 

developed by either Leininger or Campinha-Bacote) did not reveal a statistically 
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significant difference between cultural competence scores (Kardong-Edgren & 

Campinha-Bacote, 2008). 

Classroom Instruction 

There are a small group of studies that have examined the impact of classroom 

instruction on cultural competence. Kosowski, Grams, and Wilson (1997) explored 

experiences of international and host national nursing students who participated in 

caring groups within a classroom setting and discovered students had an increase in 

cultural sensitivity and awareness, particularly as caring within the groups increased. 

Kilpatrick and Brown (1999) utilized a descriptive design to study the 

effectiveness of an international exchange via the Internet as a classroom teaching 

strategy to promote progression of nursing students' cultural competency, enhance 

global awareness, and increase computer use. A sample of 25 nursing students, who 

overall had not had prior cultural encounters, from a rural southeastern United States 

university participated in an Internet international exchange after a short presentation 

on how to access the Internet and use email addresses. The researchers noted 76% of 

students reported the internet exchange heightened their international awareness 

(Kilpatrick & Brown, 1999). 

Alpers and Zoucha (1996) compared cultural competence and confidence of 

nursing students who had received cultural content (n=32) with those who did not 

receive cultural content (n=33). Within the study, the cultural content included ways to 

better prepare nursing students to provide culturally appropriate care. Findings 

suggested students who received some cultural content in courses reported lower 
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confidence about providing culturally sensitive care than those who received no cultural 

course content. Within a two hour class on cultural competence, students who 

reported greater confidence in providing culturally sensitive care had difficulty in 

understanding the transcultural nursing concepts, were argumentative with the expert 

speaker, and were unable to apply the concepts in group activities (Alpers and Zoucha, 

1996). This study was important because it suggested self reported confidence in 

cultural competence skills may not necessarily assure culturally competent behaviors. 

Cultural Immersion Experiences 

Cultural immersion experiences within a nursing program are educational 

experiences intended to help students increase their ability to provide cultural 

competent care. In many ways, cultural immersion has been considered the primary 

strategy (Levine, 2009) for helping students become more culturally competent. 

Cultural immersion experiences usually involve traveling to and living in a culture 

different than the student's for a period of days, weeks, or months. Cultural immersion 

is different from a tour because students have opportunities to interact with the culture 

in specific ways such as providing care for patients, living and eating with members of 

the culture, and becoming vulnerable to differences in cultures. Several qualitative 

studies have examined how these cultural immersion experiences shape students' 

cultural competence. In many cases, the qualitative studies suggest cultural immersion 

leads to complex and conflicting thoughts and attitudes among nursing students. 

Green et al. (2008) utilized a multiple case study approach to examine 

experiences of nursing students who studied internationally. Two programs of nursing 
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(one in the United Kingdom and one in Sweden) allowed student nurses to participate in 

a student exchange program. The convenience sample of 32 students made up the two 

cases of students which were from two schools of nursing (18 students from the United 

Kingdom and 14 from Sweden). The duration of visits for the United Kingdom students 

was 12 weeks and the duration for the Swedish students was five to 20 weeks. Green et 

al. (2008) developed themes (which were intermeshed and not mutually exclusive) from 

individual and group interview transcripts. The intermeshing themes were: culture, 

aspirations and values, personal development, professional development, and enablers 

and disablers (Green et al., 2008). Conclusions from the study were: some students 

were able to look at challenges through building on previous travel experiences, 

importance of effective management of international placements, complex ways in 

which students sought to make sense of culturally specific practices along with 

perceived universal values of nursing as a profession. 

A study was conducted to uncover the shared practices and common meanings 

of nursing students who participated in an immersion session in a diverse culture 

(Wilborn, 2000). Ten nursing students spent seven days involved in a clinical experience 

in Haiti. The Heideggerian hermeneutical analysis revealed students learned new ways 

of being, which offered assistance in and resistance to becoming more culturally 

competent (Wilborn, 2000). Analysis of the data indicated four lifeworld existentials: 

lived space, lived time, lived body, and lived relation. Findings of the study revealed 

ambivalence and ambiguity, although some students learned flexibility and increased 

their cultural knowledge (Wilborn, 2000). 
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Wallace (2007) conducted a qualitative study exploring American students' 

perceptions of caring for Korean patients, personal change of the students, and 

students' expectations of caring for Korean clients during a two-week cultural 

immersion. A purposive sample of nine American nursing students' journal entries were 

qualitatively analyzed for themes. Three major themes were identified: perceptions of 

Korea/Koreans, perceptions about personal change, and expectations about care of 

Korean clients (Wallace, 2007). Through cultural immersion in caring for patients from 

differing cultures, Wallace (2007) concluded students could sensibly understand the 

strangeness which preceded the experience, and cultural awareness and compassion 

were gained by students. The study suggested personal interactions with diverse 

cultures had a positive impact on students' cultural awareness. 

Frisch (1990) examined changes in maturity of thinking overtime during a six 

week cultural immersion involving nursing students (n=27) in Mexico. American 

students (n=6) participating in the study attended rural clinics, made client home visits, 

and delivered health teaching projects to school children in Mexico. Cognitive 

development of American students who did not participate in the immersion experience 

(n=21) and the American group who studied in Mexico (n=6) were compared at the 2nd 

week of the experience and again at the 15th week. The tool used to measure cognitive 

development was based on Perry's theory which is described as a nine step progression 

in evolution of thinking (Frisch, 1990). Results interpreted within Perry's theory 

indicated students described a dissonance when experiences did not fit into their 

worldview. 
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In a phenomenological study, Maltby and Abrams (2009) studied American 

nursing students' lived experience of a three week cultural immersion in Bangladesh. 

Data were analyzed using steps outlined by Colaizzi (1978) and employed the philosophy 

of Guba and Lincoln (1994). The themes of beginning to see, thinking about the seen, 

wanting to change the seen, and transformed by the seen were uncovered. Maltby and 

Abrams (2009) realized the students' ethnocentric ways were called into question and 

students realized profound truths thorough experiential learning such as: what it was 

like to be a minority, the experience of poverty, differences among cultures 

economically, industriously, and governmentally. 

Larson, Ott, and Miles (2010) described cultural immersion experiences of 13 

baccalaureate nursing students who studied in Guatemala for two weeks. The purpose 

of the study was to explore the impact of cultural immersion experience on student 

nurses' cultural competence. One pre-experience interview, one post-experience 

interview (which was conducted four to six months following the return of students) and 

reflective journals were used to obtain qualitative data about the experience. While in 

Guatemala, 13 students attended seminars in language lessons and participated in 

community health clinical practice. Larson et al. (2010) uncovered three themes from 

the data: navigating daily life, broadening the lens, and making a difference. Discussion 

included the understanding that multi-faceted cultural encounters were beneficial to 

students in their pursuit of cultural competence and a multidisciplinary approach would 

have been effective in making an impact on the Guatemalan communities (Larson et al., 

2010). 
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Pross (2005) conducted a qualitative study informed by van Manen's method 

(1990) with the purpose of exploring the nature and meaning of international education 

experiences from a nursing student's perspective. The American baccalaureate 

students' (N=27) experiences were all different and ranged from seven days to two 

months in Mexico, Guatemala, Norway, Russia, Honduras, China, West Africa, New 

Zealand, and the Mediterranean. Data were collected through a collection of mail 

surveys and interviews. Multiple levels of abstraction in data analysis were seen with 

the emergence of nine experiential structures and four essential themes (Pross, 2005). 

The themes of preparing, adjusting, caring, and transforming were identified. 

Ruddock and Turner (2007) used a Gadamerian hermeneutic phenomenological 

approach in collecting data from a purposive sample of seven baccalaureate nursing 

students from Denmark who had an international experience which focused on 

promoting cultural sensitivity. The length of stay for the cultural immersion was not 

reported. Data from conversational interviews were analyzed using the Turner (2003) 

method. Three themes emerged: experiencing transition from one culture to another, 

adjusting to cultural differences, and developing cultural sensitivity and growing 

personally were discovered (Ruddock & Turner, 2007). Ruddock and Turner (2007) 

concluded development of cultural sensitivity was a consequence of the international 

experience. 

In another phenomenological study, Koskinen et al., (2009) used reflective writing 

to describe enhancement of cultural competence through community experiences of 

nursing students. After learning critical incident technique writing skills and being 
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acquainted with a web-based learning system, a sample of 21 European and 27 

Canadian students were immersed in a student exchange over an extended period of 

time not specified by Koskinen et ai. (2009). European students studied in Canada and 

Canadian students studied in Europe. Data about critical incidents (n=134) or 

occurrences that made a significant contribution, either positively or negatively, to an 

activity or phenomenon were collected from the students and analyzed. Five main 

categories were found which described the study abroad: cross-cultural ethical issues, 

cultural and social differences, health-care inequalities, population health concerns, and 

personal/professional awareness. Students' reflections suggested the role of the 

healthcare professionals extended into the health promotion realm, moving beyond its 

responsibility in only providing clinical and curative care. Moreover, students' personal 

challenges with immaturity, ethnocentrism, lack of self-regulation, and inadequate 

language skills emerged with cultural immersion experiences (Koskinen et al., 2009). 

Greatrex-White (2007) utilized hermeneutic phenomenology to study a single 

focus: the meaning of study abroad. Utilizing the philosophy of Heidegger, Greatrex-

White (2007) collected unstructured journal entries of a sample of 26 United Kingdom 

undergraduate nursing student who studied abroad for an unspecified amount of time. 

Six general structures were conceptualized: leaving behind, escape, foreigner, learning, 

self-discovery, and risk. 

The structure of leaving behind was suggested to encompass a sense of 

detachment for students and contributed to feelings of loneliness, isolation, and 

changes in mood. Leaving behind revealed challenges as students faced negotiating and 
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relearning their new world and implications (both socially and professionally) of a new 

language. Study abroad also captured the essence of the students own culture as they 

saw and learned about a culture that was not their own (Greatrex-White, 2007). 

Caffrey, Neander, Markle, and Stewart (2005) evaluated the effect of integrating 

cultural content along with a cultural immersion experience in a United States 

baccalaureate nursing curriculum. A comparison of cultural competence scores of a 

group of nursing students who had integrated cultural content (ICC group) and a group 

who had the ICC plus a five-week cultural immersion in Guatemala (ICC Plus group) was 

conducted. Cultural competence was measured using the Caffrey cultural competence 

in healthcare scale (CCCHS) (Caffrey et al., 2005). The 28-item scale measured students' 

self-perceived knowledge, self-awareness, and comfort with skills of cultural 

competence (Caffrey et al., 2005). Pre-test scores (obtained during admission to the 

program) were compared with post-test scores (prior to graduation) in two groups. 

Group scores of those who had cultural content and a five-week cultural immersion (ICC 

Plus group) were compared with group scores of those who had only cultural content 

(the ICC group). Seven of the sample (ICC Plus group) had previous experience in a 

cultural immersion in Guatemala (Caffrey et al., 2005). Caffrey et al. (2005) reported 

small to moderate gains in cultural competence for the 25 students in the integrating 

cultural content (ICC) group compared to large gains in cultural competence for the 

seven students in the ICC Plus group. 
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Cultural Competence After a Nursing Student Experience in Cultural Immersion 

Researchers have studied short term outcomes of cultural immersion in nursing 

students. Other studies have looked at long-term actions of nurses after studying 

abroad as a student. Levine (2009), using the theoretical framework of the Moustatkas 

(1990) heuristic research model, explored changes which were effected in nurses' 

professional and personal lives due to a previous cultural immersion experience as a 

student (Levine, 2009). In-depth interviews of the ten participants revealed multi-level 

themes and categories. Categories of having blind trust, valuing others, and 

transforming experiences emerged from the nine themes of welcome/acceptance, 

building rapport, teaching/learning, open relationship with patient care, camaraderie 

and rapport, relationships beyond language, being a human being, caring about and for 

others, sharing lives, taking risks, assuming advocacy roles, recognizing prejudice, and 

having life changes (Levine, 2009). Dialectic analyses exposed three major oppositional 

categories in the study which could be informative to faculty in schools of nursing 

(Levine, 2009). 

Kirkham et al. (2009) described student learning in cultural immersion 

experiences and identified strategies that supported integration of this learning into 

personal and professional domains upon return from immersion. Throughout a three to 

four week immersion with a Guatemalan community health nurse in health screening 

clinics and health promotion fairs, a sample of 17 undergraduate nursing students from 

the U.S. were involved in debriefing sessions with faculty-researchers. Repeat focus 

groups of faculty and students met intermittently in participatory action research (PAR) 
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process groups over a period of one year (Kirkham et al., 2009). The PAR process guided 

students and faculty-researchers to think about previous experiences and join together 

to promote change aimed to continue commitment in social justice issues in practice 

(Kirkham et al., 2009). 

Three major ideas emerged from the data analysis: profound learning but difficult 

translation and sustainability, acquiring social consciousness: learning in international 

settings, and sustaining social consciousness: translating learning to home settings 

(Kirkham et al., 2009). Kirkham et al. (2009) found the following transformative learning 

strategies: intentionality, meaning making in community, critical spaces (which 

establishes the move beyond cultural competence), and ongoing critical engagement 

with social justice initiatives. 

In summary, research about cultural immersion with nursing students supports 

these experiences increase cultural competence, specifically in the areas of cultural 

sensitivity. However, language barriers, differences in cultures, and stressful situations 

can create conflicting emotions or thoughts in nursing students. Because the studies 

about cultural immersion are largely qualitative or have involved small samples of 

students, empirical data are limited about the optimal length and focus of cultural 

immersion experiences with respect to increasing cultural competence in nursing 

students. 

Comparative or Experimental Studies Around Achieving Cultural Competence 

The ethnic competency skills assessment (ECSA) was used to measure self-

perceived cultural competency skills in a study of nursing students providing nursing 
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care to culturally diverse clients (Naphloz, 1999). An experimental design was used to 

explore differences in cultural competency skills of an experimental group (n=49) who 

received the intervention of onsite consultation on cultural sensitivity and a traditional 

group (n=17) who did not receive the intervention. Cultural competence skills in the 

treatment group had significantly greater changes over time than the control group. 

A triangulated mixed methods study exploring the relationship between short 

term international nursing clinical immersion experiences, cultural self-efficacy, and 

cultural competence was conducted in a sample of 200 undergraduate and graduate 

nursing students in New England (St. Clair & McKenry, 1999). From the 200 students, 50 

senior undergraduate students and 30 graduate students participated in an 

international clinical immersion experiences over a period of two consecutive years. 

The group of students who studied internationally were immersed in cultural 

experiences in Jamaica, Northern Ireland, and England for three weeks and participated 

in clinical and theoretical requirements in the U.S. (the international group). The other 

120 students did not participate in the international immersion (content only group). 

Cultural self-efficacy was quantitatively measured using the cultural self-efficacy scale 

(CSES) and was qualitatively assessed with data from participant observation, field note 

transcriptions, and journal writings of students. 

Qualitative findings from student journals who studied internationally were 

categorized into themes of cultural introspection, awakening, and transformation. 

Qualitative analysis indicated differences in students' ability to overcome 

ethnocentrism, experience a transformative perspective about being culturally aware 
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and sensitive, and understand patient's cultural practices and beliefs. A comparison of 

journals of students who did and did not participate in international study revealed the 

international group's journal entries reflected cultural introspection, awakening, 

transformation, and sensitive discussion of culturally diverse patients (St. Clair & 

McKenry, 1999). Student journals who did not study internationally did not have these 

reflections. 

Using a newly developed tool, the inventory for assessing the process of cultural 

competence among health professionals-student version (IAPCC-SV), Fitzgerald etal. 

(2010) tested the cultural competence levels of 90 undergraduate nursing students. 

Scores on the tool were used to categorize students in groups from lower to higher 

cultural competence: culturally incompetent, culturally aware, culturally competent, 

and culturally proficient. Findings indicated observed scores ranged from 49-74 with a 

mean of 59.79 (SD= 5.62). The mean score of the group indicated the group was in the 

culturally aware range. 

In a longitudinal study over a period of three years, Musolino et al. (2010) 

examined the cultural competence of students from different health professions. A 

total of 1,974 interdisciplinary students (526 medical students, 781 nursing students, 

237 physical therapy students, 260 pharmacy students, and 170 other students) 

participated in a quasi-experimental study to examine the effects of a cultural 

competency and mutual respect educational program on cultural competency. In 

addition, the moderating effects of gender and discipline on cultural competence were 

examined. Musolino et al. (2010) reported all disciplines significantly progressed in the 
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constructs of awareness, knowledge, and skills. No gender or discipline effects were 

found. 

Sargent et al. (2005) studied differences in levels of self reported cultural 

competence of first and fourth year BSN students and faculty of nursing. A convenience 

sample of 88 first year BSN students, 121 fourth year BSN students, and 51 nurse 

educators were administered the IAPCC (n=260). Of the first year students, 83 (94.3%) 

achieved scores in the range of culturally aware and 5 (5.7%) achieved scores in the 

range of culturally competent (Sargent et al., 2005). Of the fourth year students, 105 

(86.8%) achieved scores ranged in the culturally aware category and 16 (13.2%) 

achieved scores of culturally competent. Twenty-nine (56.9%) of faculty members 

scores fell in range of culturally aware, 20 (39.2%) were culturally competent, and two 

(3.9%) were culturally proficient. 

Hughes and Hood (2007) used a pre-test/post-test design to explore intention to 

make culturally sensitive choices and self-perceived cultural competency scores. Pre

testing occurred at the beginning of a course with cultural content and a post test was 

part of the course final. Students were asked to think of cultural nursing content which 

could have been effective in changing their cultural competency scores. Students also 

were asked to give clinical or personal examples of a behavior they had demonstrated 

that indicated attitudinal change (Hughes & Hood, 2007). 

The cross-cultural interaction score (CIS), which indicated cultural sensitivity, was 

assessed with the cross-cultural evaluation tool. The CIS was a 20 item 5-point Likert-

type scale which measured behaviors and attitudes from those that were exhibited 
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always to those never exhibited. Higher scores indicated an increased tendency to 

make culturally sensitive choices (Hughes & Hood, 2007). Students' scores increased 

significantly (p< .01) after engaging in strategies to promote cultural sensitivity. 

In a multidisciplinary descriptive study, White-Means et al. (2009) examined 

pharmacy, nursing, and medical students' self-perceived levels of cultural competence 

in their first and third years of school. Data were collected using a cultural competence 

questionnaire and two implicit association tests (one for race and the other for skin 

tone) (lATs). Nursing students in mixed (Black and White) racial groups had significantly 

higher scores on the cultural competency assessment tool than non-Hispanic whites. 

Reeves and Fogg (2006) qualitatively discovered the lived experiences of students 

with high and low cultural competency as quantitatively scored by the IAPCC. It was 

interesting to note the student with the lowest score (who scored in the culturally 

aware category) recalled no experiences with people who were culturally different and 

the student who had the highest score (who also scored in the culturally aware 

category) recalled many cultural experiences through participation in international fairs 

and summer camps (Reeves & Fogg, 2006). The major theme revealed in the qualitative 

data was defining life experiences, as students reported they had an attitude change, 

acquired new knowledge, and affected nurse-client encounters. 

Utilizing a mixed methods design, Lampley et al. (2008) used the IAPCC and 

investigated participants' experiences in a culturally significant event. Registered nurses 

who received baccalaureate nursing degrees (n=66) described a clinical experience that 

stood out in their minds and altered their perceptions and understandings of future 
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clinical situations (Lampley et al., 2008). All IAPCC scores of the participants were in the 

culturally aware category (Lampley et al., 2008). Mean scores of students who had the 

training were significantly higher than those without the training. Years of nursing 

experience and level of education were significant predictors of cultural competence. 

The themes of language or verbal communication barrier, religious beliefs, different 

health beliefs and behaviors, and culturally inappropriate nonverbal communication 

were revealed through qualitative analysis. 

Gaps in the Literature 

Research about cultural care in nursing has only been evident since Leininger's 

(1985) development of ethnonursing research methodology. Until the last decade, 

research was primarily implemented utilizing qualitative approaches. With the 

development of cultural competence models in 2002, quantitative research methods 

have become more evident in the literature. However, there have been very few 

research studies, both qualitative and quantitative, in the area of educational curricula 

or specific educational strategies in teaching cultural competence to nursing students. 

Quantitative findings have indicated baccalaureate students are aware of their 

cultural differences but are not reaching levels of competence or proficiency in giving 

culturally diverse care. Qualitative findings indicate transformation of nursing students 

after cultural immersion sessions however, quantitative scores of nursing students do 

not indicate adequate levels of cultural competence, suggesting a need to find strategies 

which will increase cultural competence levels. 



33 

Knowledge of the meaning of cultural competence of nursing students in caring for 

culturally diverse patients is another area in which a huge gap exists in research. 

Research which details the knowledge students have acquired about the meaning of 

cultural competence would begin to provide details for the future of nursing education 

in teaching cultural competence. These specific details are needed for teaching the 

meaning of culturally competent care which will be necessary to meet the teaching 

competencies of knowledge, skills, and attitude outlined by the American Association of 

Colleges of Nursing (AACN). 

Another area of concern is the lack of specific descriptions and definitions of culture 

as it pertains to patient-centered care of culturally diverse patients. What do secondary 

characteristics of culture, as defined by Dayer-Berenson (2011) such as educational 

level, socioeconomic status, occupation, political beliefs, place of residence (urban vs. 

rural), marital/parental status, physical characteristics, sexual orientation, gender issues, 

reason for migration to the United States, length of time away from country of origin 

and others mean to nursing students' attitudes in giving care to diverse cultures? 

Research studies are needed to answer questions concerning the meaning of the word 

culture. Studies which explore how lived experiences in different cultures affect nursing 

professional's ability to give cultural competent care are needed. 

Very few rigorous quantitative research studies were found which studied 

cultural competence levels of nursing students. It is suspected the reason for this is the 

recently developed instruments which measure cultural competence have focused on 

measuring the cultural competence of healthcare providers. Measures of cultural 
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competence in nursing students have not had adequate psychometric development and 

lack reliability and validity evidence. In addition, cultural competence has been 

conceptualized on a continuum rather than as composed of separate constructs. 

Evidence is needed to evaluate baccalaureate nursing students in the area of cultural 

competence. Furthermore, predictors of cultural competence in nursing students could 

provide nursing educators with evidence which could be used in implementing 

strategies to teach cultural competence. Because programs of nursing are unique in 

their approach to teaching cultural competence, research studies should compare 

specific strategies which have been incorporated in schools of nursing in the 

accomplishment of meeting standards of cultural competence. 

Few studies have examined what demographic characteristics may affect cultural 

competence. In recent studies of cultural competence in nursing students only one 

incorporated racial bias or skin tone bias as a variable for the study (White-Means et al., 

2009). One study was found which explored nurses' points-of-view about problems 

occurring during transcultural encounters between nurses and patients (Khanyile, 1999). 

It was found previous experiences leading to stereotyping were causing problems in 

transcultural nursing care (Khanyile, 1999). Gaps in the literature were found 

concerning how the variable of prejudice or negative attitudes of nursing students affect 

the ability to progress towards a higher level of cultural competence. 

There is a consensus in the literature that cultural bias and prejudice affect 

healthcare workers' ability to provide culturally competent care (Cassata & Dallas, 2005; 

Johnstone & Kanitsaki, 2008; Khanyile, 1999; Spence, 2001; Tilki, Dye, Markey, 
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Scholefield, Davis, & Moore, 2007). Studies about diversity in nursing schools and racial 

bias concerning the education of nurses were found, however very few research studies 

have explored prejudice among baccalaureate nursing students. It is important to 

characterize attitudes of prejudice in nursing students. These data will inform the 

development and testing of strategies to address cultural bias before nursing students 

become healthcare workers. 

Transcultural nursing care to promote cultural competence and attitudinal change 

was supported by the literature; however, it was suggested teaching interventions 

solely focused on the multicultural care may not be effective in changing attitudes of 

racism among nursing students (Allen, 2010; Nairn, Hardy, Parumal, & Williams, 2004). 

There is a lack of existing evidence indicating whether cultural competence education in 

nursing changes cultural attitudes, and subsequently nursing behaviors. 

Campesino (2008) believed integration of critical perspectives into nursing 

curricula could potentially transform nursing's approach to cultural education and 

transcultural nursing theory and multicultural nursing education tended to reflect a 

liberal, humanist standpoint which assumed nursing students had egalitarian and 

equitable attitudes. Consequently, rigor in theorizing cultural care may be lacking 

(Campesino, 2008), as this assumption about the views of nursing students is not 

supported by research. 

Although most nursing curricula expressed the importance of the value of cultural 

competence and avoidance of prejudice, stereotyping, and ethnocentrism, there was a 

lack of clarity about how to cultivate these attitudes among nursing students 
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(Campesino, 2008; Duffy, 2001; Nairn et al., 2004). Historically the focus in nursing 

education has been on addressing prejudice related to race and ethnicity rather than 

prejudice about age, obesity, and sexual orientation, which are other types of prejudice 

affecting healthcare delivery given by nurses (Eliason & Raheim, 2000; Schwartz, 

Chambliss, Brownell, Blair, & Billington, 2003; Teachman & Brownell, 2001). Studies are 

needed which examine attitudes of nursing students while caring for culturally diverse 

patients in clinical situations. 

Inferences for Current Study 

A national focus on providing culturally competent care has been emphasized as 

being of paramount importance by the American Association of Colleges of Nursing 

(AACN, 2008). Yet few studies have documented the level of cultural competence in 

nursing students and no studies were found examining predictors of students' cultural 

competence. The proposed study is a logical next step in addressing gaps observed in 

the nursing education literature. 

Summary 

In this chapter, research literature around cultural competence in nursing 

students has been reviewed. The limited evidence from qualitative studies indicates the 

need for quantitative studies that investigate attitudes of students in providing 

culturally competent care. While phenomenological studies have shown meaning of 

international study in cultural competence and discovery of student attitudes and 

feelings, the findings from these studies are not sufficient to provide specific guidelines 

for how to teach cultural competence. 
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While the AACN mandates cultural competence be taught in nursing school, 

there is no standard or cut-off for the level of cultural competence that should be 

reached prior to graduation. Students with negative attitudes toward culturally diverse 

patients may not be able to provide appropriate and effective care to these patients. 

Strategies need to be found which provide students with resources which will allow 

them to provide culturally competent care while in nursing school and when they 

become professional nurses. 



CHAPTER 3 

METHODOLOGY 

This chapter describes the methods that were used in this mixed methods study. 

The research design, setting, sample, instrumentation, procedures, and data analysis 

plan are presented. Ethical considerations for the protection of human subjects are also 

described. 

Research Design 

This study utilized a one-phase triangulation mixed methods design with a 

validating quantitative data model (Creswell, 2007). In a validating quantitative data 

model, quantitative and qualitative data are collected and analyzed at the same time 

and are collected within one survey instrument. Qualitative data were collected using 

open-ended qualitative questions as survey items. Because quantitative and qualitative 

data were collected at the same time during one phase of data collection, the strengths 

of the proposed design included efficiency and each type of data could be collected and 

analyzed independently utilizing techniques traditionally associated with the research 

question/hypothesis. 

Setting and Sample 

The setting was among nursing students in schools of nursing within the 50 United 

States (U.S.). Data collection was accomplished via a web-based on-line survey accessed 

via an active web link which was first initiated in a Facebook advertisement and then 

38 
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shared with colleagues through web networking and emailing. Potential participants 

could access the link to the survey within emails and also at the student researcher's 

Facebook Inc. page. A convenience sample of 130 students was recruited. Inclusion 

criteria for student participants included: greater than 18 years of age and attending a 

baccalaureate school of nursing in the 50 United States. There were no exclusion 

criteria for participation in the study. 

Instruments 

The survey was comprised of seven different instruments to measure the 

independent and dependent variables. The following describes the instruments and 

their psychometric characteristics. A copy of the survey which included all the 

instruments is in Appendix A. 

Demographic Questionnaire 

Demographic data were collected with the demographic questionnaire which 

was composed of dichotomously answered questions for gender and religious affiliation. 

The questionnaire also asked students if the nursing school they were currently 

attending was in the U.S. and if the school awarded a baccalaureate degree. Age in 

years and numbers of semesters completed in nursing school were measured at the 

interval/ratio level of measurement. Nominal level questions measured race, ethnicity, 

and primary language in the home. 

Prior Cultural Experience 

Developed from the literature (Levine, 2009) the prior cultural experiences (PCE) 

questionnaire was a 24 item summated Likert rating scale. Each item was rated from 
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strongly agree" to "strongly disagree." The possible range of scores was from 24 to 120 

with higher scores indicating higher prior cultural experiences. It was an investigator 

developed scale and was new for this study. A pilot study was used to establish 

reliability and validity (Dunagan, Kimble, Gunby, & Andrews, 2012). 

Integration of Cultural Competence in Nursing Education 

Conceptually, integration of cultural competence in nursing education (ICCNE) 

was defined as how experiences directed toward helping the student achieve cultural 

competence were integrated into the student's nursing program. A synthesis of the 

literature led to the development of this tool. The questionnaire was a 24 item 

summated Likert rating scale. Each item was rated from "strongly agree" to "strongly 

disagree." Possible range of scores was from 24 to 120 with higher scores indicating 

students perceived greater integration of cultural competence in their nursing program. 

It was also an investigator developed scale which is new for this study. Pilot study data 

supported its reliability and validity (Dunagan, Kimble, Gunby, & Andrews, 2012). 

Social Desirability 

Social desirability bias is the tendency for persons to answer questions so they will 

appear in a more positive or social acceptable way (Jo, Nelson, & Kiecker, 1997). 

Controlling for social desirability bias was particularly important in predicting cultural 

competence, as the social norm is students will have positive views about transcultural 

nursing. Not taking this variable into account potentially could have masked the 

relationship between theoretical predictors and cultural competence (Jo et al., 1997). 

The Social Desirability Scale (Form C) was used to measure social desirability bias in 
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completing the survey (Crown &Marlowe, 1960). The thirteen dichotomously coded 

items asked respondents to self-report about selected personal attitudes and traits. 

Possible range of scores was from 0 to 13 with higher scores indicating students 

possessed greater social desirability bias. 

Attitudes of Prejudice 

The Modified Godfrey-Richman ISMS More Perfect Scale (M-GRISMS-M) was 

used to measure attitudes of prejudice around race, gender, sexual orientation, and 

religion (Godfrey, Richman, & Withers, 2000). The 40 items of the scale included 

dichotomously answered questions and Likert type questions. 

Within the racism subscale, general racism items along with items of attitudes 

toward African-Americans, Latino/Hispanics, Asian-Americans, Native Americans, and 

European-Americans were measured. In addition to general religion questions, the 

religion subscale, attitudes toward Christian, Jewish, Moslem, and Agnostic/Atheist 

persons were measured. Attitudes toward homosexual men and women were 

measured in the heterosexist subscale and attitudes toward males and females were 

measured in the sexist attitudes subscale. 

Inter-item reliability indicated an overall Cronbach's alpha of 0.82. Construct 

validity had previously been demonstrated after a comparison of subscales of the M-

GRISMS and several reliable and valid scales (McConahay Modern and Old Fashioned 

Racism Scale (MMOFRS), Attitudes Toward Women Scale (AWS), and the Heterosexual 

Attitudes toward Homosexuality Scale (HATH/IHP) (Godfrey, 2000). 
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The 14 item Fat Phobia Scale-Short Form (FPS) was used to measure attitudes of 

prejudice about obese patients (Bacon, Scheltema, & Robinson, 2001). The 14 item 

version of the Fat Phobia Scale demonstrated strong reliability in both the 1984-1991 

sample (n=1135) (Cronbach's alpha of 0.87) and the 1999 sample (n=255) (Cronbach's 

alpha of 0.91) (Bacon, Scheltema, & Robinson, 2001). Construct validity of the Fat 

Phobia Scale was demonstrated by the fact that a subgroup of participants who took 

part in the treatment program designed to improve body image and self esteem 

significantly reduced their mean scores from pretest to posttest on both the 50 item and 

14 item versions (Bacon, Scheltema, & Robinson, 2001). 

Cultural Competence 

Cultural competence was operationalized with three constructs of cultural 

competence: cultural knowledge, cultural attitudes, and cultural consciousness. These 

three constructs were measured using the Cultural Awareness Scale (CAS) which was a 

36-item scale designed to measure outcomes of a program promoting multicultural 

awareness (Rew, Becker, Cookston, Khosropour, & Martinez, 2003). Psychometric 

evaluation of validity and reliability was conducted in a pilot study (Rew et al., 2003). A 

Cronbach's alpha reliability coefficient of .91 was obtained on the initial 37 item scale 

using a sample of 72 student nurses. During the second phase of the pilot study, the 

items were presented to a panel of experts to determine content validity. The content 

validity index was .88 and experts recommended the items be reduced by 1 to include 

36 items. 
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Data from these two phases of the pilot study were combined and a factor 

analysis was conducted to support construct validity of the CAS. With a combined 

sample of 190 students, Cronbach's alpha was .82. The factor analysis was conducted 

using principal components analysis with varimax rotation (n=159) and five factors were 

identified (general educational experience, cognitive awareness, research issues, 

behaviors/comfort with interactions, patient care/clinical issues). The five subscales 

were subsequently analyzed to support reliability and validity of each subscale. Three 

subscales of the CAS were utilized to measure cultural competence in this study: general 

educational experience (GEE), cognitive awareness (CA), and behaviors/comfort with 

interactions (BCI). The GEE subscale was used to measure cultural knowledge. The 

variable of cultural attitudes about providing nursing care was measured with the BCI 

subscale. The CA subscale was used to measure cultural consciousness. Rew et al. 

(2003) reported Cronbach's alpha reliabilities for the subscales used in this study: GEE 

(o= .85), CA (o= .79), and BCI (o= .71). Intercorrelations among subscales of the CAS 

were reported as r = .02 between GEE and CA, r = -.03 between GEE and BCI, and r = -.12 

between CA and BCI. 

Construct validity was supported through analysis of known group differences 

for the total scale and subscales. No significant gender differences were found. 

However, minority students had significantly lower scores on the GEE subscale (F=5.79, 

p< .05, df = 1/177). Because the CAS was developed to measure outcomes of programs 

which promoted multicultural awareness among faculty and students and this study 

explored baccalaureate nursing student's perspectives of their personal cultural 
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competence, with permission from Rew, the CAS was adapted to focus on students' self 

perceptions. 

Procedures 

Following Institutional Review Board (IRB) approval of the project at Mercer 

University, procedures proceeded to recruit participants into the study. All 

questionnaires for the study were converted into a web-based survey document via 

Zoomerang software. Qualified informational technology personnel working with the 

Mercer University IRB provided support to convert the electronic copies of study 

instruments into the complete survey. All protocols and procedures for recruitment and 

data collection were established prior to beginning the study and were assessed for any 

need for modification after the first five baccalaureate students were enrolled. Web 

networking was utilized to share the linked survey with colleagues who asked their 

individual IRB's for permission to forward the survey link to students. The student 

researcher corresponded with the colleagues' IRBs and sent required documents 

necessary for distribution of the survey link to baccalaureate nursing students. 

All study materials including information about the study, informed consent, and 

survey were converted into an on-line accessible form via an active web-link in either 

the on-line Facebook Inc. ad or an email from their associated university. Students 

interested in participating in the study, clicked on the link which took them to the study 

site. Once the interested student entered the study site, they could view text explaining 

the study and the consent form could be read. Students indicated they consented to 

participate in the study by progressing and completing the on-line survey. Following 
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completion of the survey, participants had the option of participating in a raffle for an I-

pod. Only one participant entered the raffle. This required the student to send contact 

information to the student researcher's email address. Because only one student 

participated in the raffle, no drawing was necessary and the student was considered the 

winner of the l-pod. 

Overview of Data Analysis 

Data from students' surveys went directly into an Excel data base that was 

maintained by Information Technology at the Macon, Georgia campus of Mercer 

University. The Excel database was sent to the researcher who verified, cleaned, and 

imported it into Statistical Package for the Social Sciences (SPSS). Missing data were 

addressed using standardized procedures. Descriptive statistics were used to 

characterize the sample. Normality tests were conducted for interval/ratio data and 

assumptions for statistical tests were tested. Alpha was set at p < .05. The quantitative 

research questions were tested with simultaneous and hierarchical multiple linear 

regression. Beta weights were examined to identify significant predictors of cultural 

competence and changes in R2 to assess relative contributions of perceptions of 

prejudice. 

Qualitative data were analyzed using methods of Creswell and Clark (2007). 

Creswell and Clark (2007) indicated general procedures for data analysis were: 

preparing the data, exploring the data, analyzing the data, representing the data 

analysis, and validating the data. 
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Describing the phenomenon of prejudice, nursing students wrote narrative texts. 

The texts were copied and organized in a word document for analysis. The student 

researcher then explored the data by reading through each entry and writing memos. 

Using initial and descriptive coding, qualitative codes were manually identified. When 

needed, sub-codes were identified. Themes were identified and discussed with the 

dissertation committee members to examine how qualitative data validated the 

quantitative findings. 

Qualitative validity was determined utilizing the trustworthiness criteria of 

Lincoln and Guba (1985). It was consensus of the student researcher and her 

committee the account provided by the researcher was accurate, trustworthy, and 

credible (Lincoln & Guba, 1985). 

Data Analysis Plan 

Research question one (Are demographic factors, prior cultural experiences, 

integration of cultural competence in nursing education, and attitudes of prejudice 

predictors of cultural competence (cultural consciousness, cultural knowledge, and 

cultural attitudes)?) was quantitatively analyzed using the SPSS electronic software. 

Simultaneous multiple linear regression was utilized to examine how a linear 

combination of independent variables of demographic factors (age, gender, race, 

ethnicity, religious affiliation), prior cultural experiences (PCE questionnaire), integration 

of cultural competence in nursing education (ICCNE questionnaire), would predict 

cultural competence in baccalaureate nursing students (CEE, CA, and BCI subscales of 

the CAS). The amount of variance the model explained was evaluated through 
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examining R2and the significance of the overall F of the model. This was determined 

when the independent variables were entered simultaneously in the regression. Beta 

weights were examined to determine their statistical significance as predicators of 

cultural competence and whether the direction of the relationship was in the theorized 

direction. Because cultural competence has three dimensions, three different multiple 

linear regressions were conducted, one for each subscale, to address the research 

question. 

Research question two (Do attitudes of prejudice explain a significant amount of 

the variance in cultural competence, over and above what is explained by demographic 

factors, prior cultural experiences, and integration of cultural competence in nursing 

education?) was also quantitatively analyzed using the SPSS electronic software. 

Multiple linear hierarchical regression was utilized to examine unique contributions of 

attitudes of prejudice (M-GRISMS-M, FPS-SF) in predicting the variance in cultural 

competence in BSN students over and above what can be explained by demographic 

factors, prior cultural experiences, and integration of cultural competence in nursing 

education. It was hypothesized attitudes of prejudice would contribute a significant 

amount of the variance in cultural competence beyond what was explained by the other 

predictors. The analysis was conducted in two steps. In the first step, demographic 

factors, prior cultural experiences, and integration of cultural competence in nursing 

education entered the model. In the second step, attitudes of prejudice were added to 

the model. A significant increase in R2 from step one to step two would indicate 

attitudes of prejudice contributed a unique amount of the variance in cultural 
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competence. As with research question one, three hierarchical multiple linear 

regressions were conducted with each of the subscales of the cultural competence scale 

as dependent variables. 

Qualitative data to answer the following qualitative research question were 

categorized utilizing Creswell and Clark's (2007) procedures for data analysis: What is 

the experience of prejudice in baccalaureate nursing students? Direct quotes 

representing each theme were used to validate the quantitative data. Each quote was 

copied and organized to prepare the data for analysis. The data were read multiple 

times, coded, subcoded, and grouped into themes and subthemes. Strategies of Lincoln 

and Guba (1985) were utilized to ensure trustworthiness and rigor. 

Justification of Sample Size 

A power analysis indicated 122 students were necessary to have adequate 

statistical power to address the study's quantitative questions. The required sample 

size was based on Green's (1991) work that indicated the required minimum of N 

(number of participants) was > 50 + 8K (where K was number of predictors) for tests of 

multiple R, and a minimum of N > 104 + K for tests of significance of individual 

predictors. The total number of predictors to address questions one and two was K=9, 

so N > 122 for multiple R and N > 113 for individual significance. It was estimated with a 

sample size of 122 students, the power was 0.80 that the study would detect a 

relationship between the independent and dependent variables at a two sided 0.05 

significance level. A total sample of approximately 130 students was targeted so in the 

case of incomplete on-line surveys or missing data from some of the participants, there 
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would still be a sufficient sample size with complete data to address the study 

questions. 

Protection of Human Subjects 

A sample of 129 baccalaureate nursing students were recruited from schools of 

nursing in the U.S. Students interested in participating in the study clicked on the link in 

a Facebook Inc. web advertisement or individual email which was designed by the 

student researcher. In the link, students were directed to information about the study, 

informed consent, and the survey. Once the interested student entered the study site, 

the study was explained and the consent form could be read. The potential risks to 

subjects were minimal and the study was designed to minimize risks. Potential risks for 

this study included the possibility of distress after completing the study due to time 

constraints or questioning. Progression through the survey was considered evidence 

that the student consented to participate in the study. A copy of the Institutional 

Review Board approval letter can be found in Appendix B. 

Participation or non-participation in the study did not benefit the students in any 

way. Data were collected from 9/21/11 through 11/9/11. After the surveys were 

completed, the student researcher viewed Excel spreadsheets which had been 

generated by the IT department of Mercer University. Mercer IT department 

maintained firewall protection for the database and the database was not shared with 

anyone but the student researcher and her dissertation committee. Summaries of the 

qualitative results and qualitative data will be kept for an extended time period in a 
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locked file in a locked office of the student researcher as required by the Mercer 

University IRB. 

Summary 

The research study utilized a one-phase triangulation mixed methods design 

with a validating quantitative data model. The sample of 129 baccalaureate nursing 

students was recruited on-line through Facebook and web-based networking and 

completed an on-line survey. The on-line survey was composed of multiple 

questionnaires along with open ended survey items to collect qualitative data. 

Descriptive statistics and multiple linear regressions were used in data analysis of the 

quantitatively collected data. Qualitative data were analyzed using the steps of Creswell 

and Clark (2007). Protection of human subjects was a top consideration in the research 

and Institutional Review Board approval was obtained prior to beginning of data 

collection. 



CHAPTER 4 

RESULTS 

The results of this triangulated mixed methods study are discussed in this chapter. 

The chapter describes data cleaning processes and formation of the final analytic 

sample. The sample characteristics are described along with procedures to optimize the 

psychometric properties of study instruments. Quantitative and qualitative data 

analyses by research question are also presented. 

Data Cleaning and Formation of the Final Analytic Sample 

On-line data collection via Zoomerang software over a six week period resulted in 

137 respondents. Data from the respondents collected in Zoomerang were imported 

directly into Excel. Data screening was performed to identify respondents with 

incomplete or missing data. Seven respondents failed to answer more than 20% of the 

items on the on-line survey and consequently were deleted from the data set. The 

respondents with incomplete data (N=7) were predominantly female (n= 6), of black/ 

African American (n=4) race who reported English as their primary language (n=4). An 

additional respondent was dropped from the final analytic sample because she was an 

extreme outlier with scores > 3 standard deviations below the mean on multiple 

variables. Consequently, the final analytic sample included 129 nursing students. The 

research findings presented in the remainder of the chapter, except where specifically 

indicated, pertain to the analytic sample of 129 students. 

51 
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Overview of Data Analysis 

Descriptive statistics were used to describe the sample. The psychometric 

properties of all study instruments were examined and optimized to strengthen 

statistical conclusion validity. In instances where 20% or fewer items were missing from 

any study scale or subscale, mean substitution with the subject's mean was performed 

to calculate the participant's score (Warner, 2008). Data were not imputed if more than 

20% of the data were missing from study scales or subscales and these participants' 

scores were recorded as missing. All interval/ratio level data were examined for 

normality, and data transformations were performed as required to meet the statistical 

assumptions for quantitative data analysis. When the results of the data analysis were 

identical for both the untransformed data and the transformed data, results using the 

untransformed data are presented. Text data collected to address the qualitative 

research questions were downloaded verbatim from Excel to Microsoft Word and 

analyzed with processes described later in this chapter. 

Sample Characteristics 

The sample consisted of 129 nursing students who were attending baccalaureate 

schools of nursing within the U.S. Study participants, as shown in Table 1, had a mean 

age of 28 years (SD 8.7), and were predominantly White, non-Hispanic, females. The 

majority reported English as the primary language spoken at home. However, multiple 

other languages were reported as primary languages spoken including Swahili, Yoruba, 

Twi, and Ibo. Approximately 30% of the participants reported they were obese. 



Table 1 

Sample Characteristics (N=129) 

Variables 

Age in years 

M 

27.8 

n 

(SD) 

8.7 

% 
Gender 

Male 14 10.9 
Female 115 89.1 

Completed half of course work 
Yes 
No 

85 
43 

66.4 
33.6 

Ethnicity 
Hispanic or Latino 
Non- Hispanic 

Race 
White 
Black or African American 
Two or more races 
American Indian/ Alaska Native 

4 
125 

99 
20 
9 
1 

3.1 
96.9 

76.7 
15.5 
7.0 
0.8 

Primary Language 
English 124 96.0 
Other Language 5 4.0 

Obese 
Yes 
No 

39 
88 

122 
1 
4 
1 

30.7 
69.3 

95.3 
0.8 
3.1 
0.8 

Religion 
Christian 
Jewish 
Agnostic 
Atheist 

Sexual Orientation 
Heterosexual 129 100 
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The religious affiliation of the sample was primarily Christian. However, students 

who were Jewish, Agnostics, and Atheists were also included in the sample. All study 

participants (100%) reported themselves as heterosexual in sexual orientation. 

Descriptive Statistics and Psychometrics Properties of Study Instruments 

The instruments used in this study were considered to be the best available to 

measure the study variables. However, none had extensive psychometric testing or 

development, particularly within the field of nursing education research. Consequently, 

the instruments required optimization of their psychometric properties. The 

optimization procedures focused on increasing conceptual clarity, decreasing 

redundancy between variables, and maximizing internal consistency reliability. A 

standard of 0.70 or higher was set as the criterion for an acceptable Cronbach's alpha 

(Nunnally & Bernstein, 1994). Table 2 presents the descriptive statistics and Cronbach's 

alpha for all study variables used in the main quantitative analyses. 
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Table 2 

Summary of Instruments and Descriptive Statistics and Internal Consistency Reliability 
for Major Study Variables 
Variable M (SD) Observed Possible Cronbach's 

Range Range Alpha 
Cultural 
Awareness 
Scale 

Cultural 
knowledge 47.1(6.5) 12-56 08-56 0.72 
subscalet 
(GEE) 

Cultural 
attitudes 
subscale 
(BCI) 

Cultural 
Consciousness 
subscale 
(CA) 

Modified 
Godfrey-
RichmanlSMS -20.2(8.3) -34-05 -34-34 0.77 
More Perfect 
Scale 
Fat Phobia 
Scale 
Prior Cultural 
Experiences 
Questionnaire 

50.1 (8.0) 

83.5 (14.8) 

18-70 

26-108 

14-70 

24-120 

0.89 

0.84 

Integration of 
Cultural 
Competence 128.7(16.4) 75-150 30-150 0.88 
in Nursing Ed. 
Questionnaire 
Social 6.4(9.1) 00-12 00-13 0.70 
Desirability 
Scale 
Note, t Statistics reported on the winzonzed data. GEE = General Education Experience, BCI = Behaviors/Comfort with Interactions, 

and CA = Cognitive Awareness 

27.3(6.3) 05-35 05-35 0.78 

28.7(5.3) 05-35 05-35 0.78 
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Cultural Competence 

Three constructs of cultural competence: cultural knowledge, cultural attitude, 

and cultural consciousness were measured with the Cultural Awareness Scale (CAS). 

The psychometric properties and normality for each subscale were examined. The 

variable of cultural consciousness was measured with the CAS cognitive awareness 

subscale. Seven items measured students' perceptions of their personal cultural 

consciousness. Two were removed from this subscale because they reflected students' 

perceptions of nursing instructors' cultural awareness and not their own awareness. 

The revised 5 item subscale had a Cronbach's alpha of .78. 

Cultural knowledge was measured with the CAS general education experience 

subscale. Six items focusing on perceptions of the educational environment noted to be 

conceptually similar to items on the Integration of Cultural Competence in Nursing 

Education were removed. A total of eight items remained which focused on students' 

perceptions of their personal cultural knowledge. Cronbach's alpha for this revised 

subscale was 0.72. One participant's score on this subscale was 19 and noted to be an 

extreme outlier (4 SD below the mean). To prevent this participant from having a 

spurious impact on the data analysis, his/her score was winsorized (Warner, 2008) such 

that the extreme score was transformed to a less extreme value one of 26.3 which is 1 

measurement unit lower than the score that corresponds to 3 SD below the mean. 

Cultural attitudes were measured with the behaviors and comfort with interaction 

subscale of the CAS. When the six item subscale was examined for internal consistency 

reliability, it was noted to be .58. Alpha if item deleted statistics indicated an item 
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focusing on students' perceptions of the instructors was weak. After removing this 

item, the revised Cronbach's alpha was .78. 

The means and standard deviations of all CAS subscale scores were examined in 

relation to the possible range of scores. The sample, on average had moderate to high 

levels of cultural knowledge, attitudes, and consciousness. 

Attitudes of Prejudice 

Attitudes of prejudice were measured using the Modified Godfrey-Richman ISM 

More Perfect Scale (M-GRISMS-M) (Godfrey, Richman, & Withers, 2000) and the Fat 

Phobia Scale (Bacon et al., 2001). Higher scores for both scales indicated greater 

attitudes of prejudice. For the M-GRISMS-M, two items were noted to be unclear and 

were deleted, resulting in a 34 item revised scale. The Cronbach's alpha for the revised 

scale was .77. The mean for the M-GRISMS-M was -20.2 indicating overall, the sample 

had low levels of prejudice with respect to gender, ethnicity, religion, and sexual 

orientation. All fourteen items of the Fat Phobia Scale were retained. Cronbach's alpha 

reliability was .89. The mean for the Fat Phobia Scale was 50 (SD 8.03) suggesting that 

the sample had a moderate level of prejudice toward obese individuals. 

Prior Cultural Experiences 

Prior cultural experiences were measured with the 24 item Prior Cultural 

Experiences questionnaire (PCE). Two items conceptually overlapped with the prejudice 

scale and were subsequently deleted. Twenty-two items were retained in the revised 

PCE with Cronbach's alpha of 0.85. The PCE mean score for the sample was 83.5 (SD 
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14.8) indicating participants reported a moderate to high variety of cultural experiences 

prior to entering nursing school. 

Integration of Cultural Competence in Nursing Education 

Integration of cultural competence in nursing education was measured with the 

34 item Integration of Cultural Competence in Nursing Education Questionnaire. 

Following review of the alpha if item removed statistics, four items were removed. The 

revised 30 item scale had a Cronbach's alpha of .91. The mean score for the sample was 

128.7 (SD 16.4) indicating students perceived a high level of integration of cultural 

competence experiences within the curricula of their nursing programs. 

Social Desirability 

The 13 item, Social Desirability Scale was used to measure social desirability bias 

in completing the survey. All thirteen items were retained with Cronbach's alpha for the 

scale of .72. The mean for the social desirability scale was 6.4 (SD 9.1) indicating the 

sample had a moderate level of desire to answer questions in ways that would be 

positively perceived by others. 

Relationships Among the Constructs of Cultural Competence 

Prior to conducting the multiple linear regression, relationships between the 

constructs of cultural competence were examined. Cultural knowledge about how 

cultural differences may affect healthcare outcomes and cultural attitudes as it relates 

to the treatment of others were significantly related at r = .34 (p < .001) suggesting 

these two constructs were moderately related. However, the construct of cultural 

consciousness which pertains more to the conscious awareness of cultural differences 



59 

between groups of people was not significantly correlated with cultural knowledge (r = 

.007, p = .941) or cultural attitudes (r = -.116, p = .196). 

Data Analysis by Research Question 

The first two research questions for the study were closely related as research 

question 1 pertains to the predictors of cultural competence (cultural knowledge, 

cultural attitudes, and cultural consciousness) and research question 2 addresses 

whether attitudes of prejudice uniquely predict cultural competence, controlling for the 

other theoretically important variables. The results of data analysis will be presented 

around the three constructs of cultural competence and results regarding both research 

questions 1 and 2 will be discussed together. Research questions 3 and 4 will be 

addressed with results from the qualitative data analysis. 

Overview of the Multiple Regression Analysis 

To address research questions 1, 2, and 3, hierarchical multiple linear regression 

analyses were conducted. The dependent variables were cultural knowledge, cultural 

attitudes, and cultural consciousness and the independent variables were age, gender, 

race (which was dichotomously coded as White and non-White), self-reported (SR) 

obesity (which was self-reported by each participant), prior cultural experiences (PCE), 

integration of cultural competence in nursing education (ICCNE), social desirability 

(SDS), and attitudes of prejudice with respect to gender, ethnicity, religion, and sexual 

orientation (M-GRISMS-M) and obese individuals (FPS). In the first step of the 

hierarchical regression seven independent variables were entered: age, gender, race, SR 

obesity, PCEQ, ICCNE, and the SDS. At the final step, the M-GRISMS-M and FPS were 
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entered. Summaries of the multiple regression models predicting each of the CAS 

subscales are presented in tables 3,4, and 5. Statistics reported are those obtained 

after entry of the variables at the final step. Note the sample size varies for the 

different regression analyses due to missing data. 

Cultural Knowledge 

Cultural knowledge was not normally distributed with a negative skew. To 

address this issue, data were reflected and a square root transformation was performed 

(Warner, 2008). All additional analyses indicated the data met the assumptions for 

multiple linear regression. The results of the regression analysis were identical when 

both transformed and untransformed data were used. Consequently, statistics reported 

are those obtained with untransformed data. Hierarchical regression results indicated 

the overall model accounted for a significant amount of the variance in cultural 

knowledge (R2= 0.33, R2adj. = 0.28, F (9,116) = 3.26, p<.042). The model accounted for 

33% of the variance. Table 3 reports the beta weights, percentage change in R2, total R2, 

and F with significance values. In reviewing the beta weights, statistical analysis 

indicated non-White participants reported significantly lower cultural knowledge than 

White participants (p <.02). Data also indicated greater cultural experiences prior to 

entering the nursing program, greater integration of cultural competence within the 

nursing educational program and greater social desirability bias were significant 

predictors of greater cultural knowledge. 
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Table 3 

Results of Hierarchical Multiple Linear Regression of Predictors of Cultural Knowledge in 
Baccalaureate Nursing Students (N=116) 

Variable 

Age 

Gender 

Race 

S R Obesity 

PCE 

ICCNE 

Social 
Desirability 

FPS 

Beta 

.06 

-.02 

-.20* 

-.16 

.21* 

7 q * * * 

a n * * * 

-.11 

% Change in R 
4.1* 

Total R2 

M-GISMS-M -.14 
33.4% 3.2* 

Adjusted R2: 
27 8% 

Note. Beta weights presented are those obtained at entry in the final model. *p < 0.05, **p < 0.01, * " p < 0.001. Self-reported 

obesity (SR obesity), Prior cultural experiences (PCE), Integration of cultural competence in nursing education (ICCNE), Fat Phobia 

Scale (FPS), Modified Godfrey ISMS scale- more perfect (M-GRISMS-M). 

In the final model, the independent variables of M-GRISMS-M and FPS accounted 

for statistically significant amounts of the variance in cultural knowledge over and above 

the other independent variables combined (R2change=.041, p <.042). The variables of 

attitudes of prejudice and fat phobia accounted for 4.1% of the variance in cultural 
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knowledge. However, neither variable was a statistically significant predictor in the final 

model. 

Cultural Attitudes 

All data met the assumptions for hierarchical multiple linear regression. 

Hierarchical regression results indicated the overall model accounted for a significant 

amount of the variance in cultural attitudes about how nursing care is provided (R2= 

0.29, R2adj. = 0.24, F (9,121) = 5.2, p<.007). Higher scores on this scale indicate a more 

culturally competent approach to treatment of patients during provision of nursing care. 

The model accounted for 29% of the variance. Table 4 reports the beta weights, 

percentage change in R2, total R2, and F with significance values. Statistical analysis 

indicated greater attitudes of prejudice with respect to gender, race, ethnicity, and 

sexual orientation was a significant predictor of lower cultural attitudes. In addition, 

social desirability, a measure of bias toward answering questions in a way to please 

others was also a significant predictor in the model. An interesting finding was 

demographic factors, prior cultural experiences, and integration of cultural competence 

in nursing education did not significantly predict cultural attitudes. 

In the final model, attitudes of prejudice accounted for a statistically significant 

amount of the variance in cultural attitudes over and above the other independent 

variables combined (R2 change = .065, p < .007). Specifically, attitudes of prejudice 

accounted for 6.5% of the variance. Analysis of the beta weights indicated greater 

attitude of prejudice with respect to gender, race, ethnicity, and sexual orientation was 
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the most important predictor of lower cultural attitudes, as prejudice toward obese 

individuals was not a significant predictor in the final model. 

Table 4 

Results of Hierarchical Multiple Linear Regression of Predictors of Cultural Attitudes in 
Baccalaureate Nursing Students (N=121) 

Variable 

Age 

Gender 

Race 

SR Obesity 

PCE 

ICCNE 

Social 
Desirability 

FPS 

M-GRISMS-M 

Beta 

.05 

.04 

.11 

-.03 

.10 

.08 

3 2 * * * 

.03 

-.26** 

% Change in R2 

6.5** 
Total fr 

29.9% 5.2** 
Adjusted R2: 

24.3% _ _ 
Note. Beta weights presented are those obtained at entry in the final model *p < 0.05, **p < 0.01, * * *p < 0.001 Note: Self-reported 

obesity (SR obesity). Prior cultural experiences (PCE), Integration of cultural competence in nursing education (ICCNE), Fat Phobia 

Scale (FPS), Modified Godfrey ISMS scale- more perfect (M-GRISMS-M). 
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Cultural Consciousness 

All data met the assumptions for hierarchical multiple linear regression. 

Hierarchical regression results indicated the overall model accounted for a significant 

amount of the variance in cultural consciousness with respect to self-perception about 

how one's own culture might impact nursing care (R2= 0.17, R2adj. = 0.10, F (9,119) = 

0.15, p<.013). The model accounted for 17% of the variance. Table 5 reports the beta 

weights, percentage change in R2, total R2, and F with significance values. Only one 

variable significantly predicted cultural consciousness. Participants who self-reported 

they were obese reported lower cultural consciousness. The final step of the regression 

did not significantly change the R2 for the construct of cultural consciousness, suggesting 

that attitudes of prejudice were not unique predictors of cultural consciousness in this 

sample. 
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Table 5 

Results of Hierarchical Multiple Linear Regression of Predictors of Cultural Consciousness 
in Baccalaureate Nursing Students (N=119) 

Total R2 Variable 
Model 2 

Age 

Gender 

Race 

SR Obesity 

PCE 

ICCNE 

Social 
Desirability 

Beta 

-.04 

-.09 

.05 

-.32** 

-.18 

-.02 

-.08 

% Change in R2 

2.0 

FPS .01 

M-GRISMS-M .05 

16.9% 1.5 
Adjusted R2: 

10.1% 
Note. Beta weights presented are those obtained at entry in the final model. *p < 0.05, **p < 0.01, ***p < 0.001. Self-reported 

obesity (SR obesity), Prior cultural experiences (PCE), Integration of cultural competence in nursing education (ICCNE), Fat Phobia 

Scale (FPS), Modified Godfrey ISMS scale- more perfect (M-GRISMS-M). 

Qualitative Data Analysis 

Research question three (What is the experience of prejudice in baccalaureate 

nursing students?) was addressed using the procedures in mixed methods data analysis 

recommended by Creswell and Clark (2007). Two open-ended survey items were used 
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to obtain qualitative data to address research question number three: 1) Describe a 

time when you had attitudes of prejudice against someone because of a person's age, 

race, gender, ethnicity, religion, sexuality, or because the person was obese and 2) 

Describe a time when you or a close family member experienced attitudes of prejudice 

because of his/her age, race, gender, ethnicity, religion, sexuality, or because the person 

was obese. 

The qualitative narrative data from responses to the open-ended survey items 

were organized in a code book and seven codes were derived using initial and 

descriptive coding: sexism, obesity bias, religious bias, racism, sexuality bias, ethnicity 

bias, and ageism. Responses to the qualitative questions were organized in a manner 

that permitted codifying and categorizing of the qualitative data. Descriptive coding, 

sometimes called topic coding, was the method used "in the transitional process 

between data collection and more extensive data analysis (Saldana, 2009, p. 4). Tesch 

(1990) defined descriptive coding as "identifications of the topic, not abbreviations of 

the content. The topic is what is talked or written about. The content is the substance 

of the message" (p. 70). In this study, descriptive coding was used to analyze the basic 

topics within the narratives. 

Five major themes emerged from the qualitative data analysis. Three themes 

were from the data obtained when the students responded to the survey item that 

asked about being the target or recipient of prejudice. Of the 57 who responded to this 

question, ten participants indicated it was not applicable or stated they had no 

experience with prejudice. The remaining 47 participants wrote responses that were 
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one sentence to six sentences in length. Two themes were derived from data collected 

from the survey item focused on the student having attitudes of prejudice toward 

others. Of the 62 who responded to this question, eight indicated it was not applicable. 

The remaining 54 participants responded with narratives that were two to six sentences 

in length. 

Each theme will be discussed and illustrated with verbatim quotes and 

illustrations. Listed below is an outline of the themes and their subthemes which 

emerged from the analysis of the two qualitative data from the open-ended survey 

items. 

Themes and Subthemes Emerging from the Data About Being the Recipient of Prejudice 

1. Being Obese 

a. People whisper and stare 

b. Feeling lonely 

c. Ridiculed 

d. Not acknowledged 

e. Treated as though I am a burden 

2. Experiencing Racism 

a. Being shunned or overlooked 

b. Treated differently 

3. Experiencing Gender Bias 

a. Feelings of inequality 
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Being Obese 

Quantitatively, 31% of the sample self-reported they were obese. This finding was 

mirrored in the qualitative data as frequently participants wrote about the challenge of 

being obese. Of the 47 participants who responded about experiencing prejudice, 15 

wrote narrative text concerning being obese. Five subthemes of people whisper and 

stare, feeling lonely, ridiculed, not acknowledged, and treated as though I am a burden 

were identified. 

Base-Smith (2006) indicated the theme of obesity paradox (Damned If You Do, 

Damned If You Don't, or DIYD2) as the conceptual summation of contradictory, everyday 

living for obese individuals. A specific contradictory example of living with obesity was 

when obese individuals try to improve health by exercising or swimming and they are 

stared at and made to feel embarrassed; yet if they stay home, they are labeled as 

antisocial and unmotivated. 

The theme of being obese emerged from vivid statements as participants 

reflected on their own lives and described feelings of being whispered about or stared 

at, feeling lonely and ridiculed, not being acknowledged, and feeling like a burden. 

Many times participants used the phrase "people whisper" to describe how people 

reacted to their very presence. Loneliness seemed to be a cry for help as participants 

spoke of a pulling away from society or being with others due to being "alone and sad 

all the time." The yearning for people with obesity to pull away was in concordance 

with Base-Smith (2006) as one participant described being unaccepted after gaining 100 

pounds: 
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I was thin in my 20's and men and women treated me with respect. After gaining 
100 pounds, I realized how different the world is for an overweight individual. 
Rarely are doors opened and people whisper and stare when food is ordered. If I 
go into a business establishment I am not acknowledged and am treated as 
though I am a burden. Many times I am not even looked at when I ask questions 
or need assistance. It is a world of unacceptance. I have lost 80 pounds and once 
again people interact with me, open doors, and are courteous. 

People Whisper and Stare 

The subtheme of people whisper and stare emerged from statements such as 

"Rarely are doors opened and people whisper and stare when food is ordered" and 

there are "multiple occasions where people will whisper and talk when we walk by." 

In her doctoral dissertation, Base-Smith (2006) reported a person named Jodi composed 

a poem entitled "Fat Girl" which illustrated: 

Self-esteem doesn't live here; there is no sense of self-worth. There are many 
glimmers of hope, knowledge that deep down inside, behind the emotional 
baggage and under the layers of fat, there is someone worth loving, knowing and 
befriending. But that small portion of sparkling wonderfulness gets buried a bit 
deeper everyday. It goes deeper with each 'why bother' glance of people at the 
gym. Deeper still with the strange looks from waiters when you order a salad and 
a diet coke. And even deeper still when you realize that nothing matters except 
how you look. (p. 117) 

Participants stated their experiences in being whispered and talked about by others 

"totally molded the way I view people I see who are obese or overweight. People are 

people, regardless of size or anything else that might differ from what I consider to be 

'normal'." This statement validated the quantitative finding that being obese predicted 

cultural consciousness. Some obese individuals found pain and hurtfulness in being 

whispered about and developed a "molded" spirit which made them conscious of 

treating others with respect. This sensitivity to others was demonstrated by a 

participant who commented that during a clinical experience as a "charge nurse was 



70 

talking about a patient who was obese in a negative manner." The student recognized 

this action as inappropriate and as an expression of prejudice. 

Feeling Lonely 

The subtheme of feeling lonely emerged as participants shared deep feelings of 

sadness, loneliness, and seclusion. Base-Smith (2006), who indicated the lived 

experience of obese individuals consisted of "shrinking of the time sphere of 

interactions with others, wherein they become more reclusive, spending more time 

alone" (p. 81), mirrored the feelings and thoughts of students who expressed feelings of 

"a low self esteem, always quiet, and to myself and "alone and sad all the time." One 

participant shared heart-felt expressions of grief while writing about a sibling who was 

having difficulty with obesity and loneliness: 

My sibling is judged and cut down all of the time for being obese and short. 
He/she has absolutely no friends and people often make fun of him/her. He/she 
is alone and sad all of the time. He/she is a very nice person and in the past 
would do anything for anybody, now he/she is starting to become bitter because 
nothing good ever happens for them, he/she gets ridiculed, and has no one to 
turn to or count on outside of our family. It makes me sick that a young, friendly 
child has no friends and no one has the decency to invite him/her places or even 
call or text him/her. It breaks my heart even more than he/she is my best friend 
and a wonderful person and that there is absolutely nothing I can do to help 
him/her ease the pain. 

Ridiculed 

The subtheme ridiculed emerged as participants expressed feelings of ridicule 

from others. One participant wrote, "I have been called fat, out of shape, and ridiculed 

due to my obesity and limping gait by a black authority figure directly in charge of me." 

Another participant expressed feelings of ridicule in the following way: 

I was a 8 year old waiting outside of a store in a mall. I was propped-up against a 
column just outside of the store when an African-American male, about 30 years 
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old, walked by and said, 'What are you looking at, fat ass?' I didn't know what to 
think. I just happened to see someone walking by and he said that to me. I was 
just a kid. It was really shocking more than upsetting. 

These feelings of being ridiculed and called out by society were reflected in Fat Girl, a 

poem written by the unknown author 'Jodi' (2002) and quoted by Base-Smith (2006): 

Yes, I am a fat girl. See? I know this. I've been acutely aware of it since I was a 
child. Made aware by the kids at school, made aware by people passing on the 
street or at the mall, made aware by my dad who graduated from calling me fat 
butt to making 'jokes' about having to make the doors in our house wider so I 
could fit through. "Fatty, fatty two by four, can't fit through the kitchen door." 
that was one of his favorites. My sisters chiming in, not really knowing how badly 
they were hurting me. (p. 116) 

Not Acknowledged 

The subtheme of not acknowledged emerged from statements depicting times 

when, due to their obesity, participants were shunned or looked over. One participant 

explained "I am not acknowledged and am treated as though I am a burden. Many 

times I am not even looked at when I ask questions or need assistance." Feelings of not 

being accepted or acknowledged were evident in statements such as "after my divorce, 

some friends and I went out to a club and were made to wait in line because we were 

not the right age or weight for the club scene." These statements were also consistent 

with Base-Smith (2006) who indicated an essential theme for obese persons was being 

disregarded and not being treated with the proper respect or attentiveness. 

Treated as Though I am a Burden 

While Base-Smith (2006) did not speak of obese individuals feeling as a burden, 

she found obese patients felt undeserving and had feelings of unworthiness. The 

subtheme treated as though I am a burden emerged from honest statements expressed 
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by individuals who had been made to feel as though they were not welcomed to be a 

part of their own society. Statements such as "If I go into a business establishment I am 

not acknowledged and am treated as though I am a burden" have a pressing feeling of 

un worthiness. 

Experiencing Racism 

The theme experiencing racism emerged as numerous participants expressed 

feelings of being shunned or overlooked and being treated differently because of their 

race. Frequently, participants equated feelings of being treated differently with having 

"bad experiences." The majority of participants who had experienced racism was Black 

and was discriminated against by Whites. Being treated differently also brought feelings 

of hurt, frustration, and "never wanting to come back to this place." The geographic 

location of the South was mentioned as being the place where "I had a patient that 

refused my care, cause I was a black nurse and I spoke with an accent." 

Experiencing racism was expressed in a detailed account of a black man and his 

sons: 

Both my sons are very dark complexioned. We all went into the bank in Forsyth 
county one day.. . they [my sons] were standing off to the side. We could see 
the nervousness of some of the bank staff as I was waiting in line and they were 
off to the side. My oldest son said he's us [used] to it and basically we just 
laughed about it, but deep down it really does get 'old.' 

Being Shunned or Overlooked 

The subtheme of being shunned or overlooked emerged after several participants 

expressed feelings of being overlooked as a member of a different race. These feelings 

of being overlooked were accompanied by generalizations about different racial groups, 
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treated as though they were not smart, and disrespect in workplaces. Many times 

expressions of having hurt feelings or becoming angry accompanied these feelings of 

being overlooked. 

One participant explained this experience, writing "I figured some people still live 

in the slavely [sic] period" when expressing feelings of being shunned: "At work I have 

had someone bluntly ask for a white nurse to take care of them than a black nurse. It 

kind of hurt my feelings." Having numerous experiences with White people, a Black 

participant shared experiences of discrimination, 

I have been a cashier at a local retail store. My supervisor is a White woman. I 
have been employed at this store since April of 2007 [5 years], and I have yet to 
been [sic] offered an opportunity for advancement. I had to call and report this 
manager for not giving my [me] a raise for three years. I was being paid the same 
rate as someone that had just started working for this company two months ago. 
Not only has the manager made it obvious that she dislikes any race other 
[than] White, but she also discriminate on college students. 

Remembering a time when being overlooked meant totally being ignored a participant 

described the experience: 

My grandparents and I went on a trip to St Augustine, FL in the predominantly 
white section. We went to a restaurant and asked the waiter to turn the fan 
down near us. He said he would then completely ignored us after that and went 
to serve other customers. We also went to a variety show where many of the 
people shunned us and acted like we did not exist at all. These experiences just 
made me never want to come back to this place. Wherever I go, I always have 
to make sure at least one other black person is there so I know it's a safe place 
for me to be. If not I feel threatened and usually choose not to go there. 

While in a retail store, one participant was ignored and stated she was looked 

over as the clerk asked to help the next person in line. Another participant was 

shopping in a retail store and felt ignored as though she did not exist. Larsen (2007) 

explained a similar finding as a Nigerian nurse worked among the United Kingdom 
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healthcare sector and felt invisible when a patient preferred talking to a student nurse 

who was White and ignored her due to her skin color of black. 

Treated Differently 

The subtheme of treated differently was expressed by numerous participants as 

they remembered what it was like to feel looked down upon, treated as though they 

were not smart, and generalized as a race. Remembering a time when remarks made by 

a nursing instructor were disturbing, one participant shared: 

My clinical leader for critical care makes racial remarks at almost every post 
conference. She speaks about how blunt and penetrating trauma (gunshot 
wounds, stabbing) is almost always "black on black" crime. Whenever we speak 
about our patients, she asks "Is he/she black or white?" If we say black, she nods 
her head as if their trauma is caused by influences from their culture. She 
doesn't realize that she deeply offends me, as I come from black heritage. My 
family is very respectable and my parents highly support education, success, etc. 
So for her to make these generalizations about black people is very disturbing, 
and I don't believe she should be a clinical leader at my school. She has 
emphasized that we are not to treat African Americans differently and to provide 
them the same care we would provide to any other individual. She is the only 
clinical leader who has demonstrated an outright racist attitude. All my other 
clinical leaders are very culturally competent and teach us how to care for 
patients of all cultures and races equally. 

Being treated as if not as smart one participant expressed feelings of racism: 

People think that just because I'm African-American that I'm not as smart as other 
races that are around me because of their own personal stereotypes but when 
they get to know me and my intellectual abilities, they want to work with me. 

One participant explained treatment in a restaurant was different when she had been 

accompanied by her Hispanic boyfriend than when she was with Caucasian friends. 

Another stated her mother did not like a mixed race relationship and explained it was 

not due to difference in skin color, but how society would treat the couple. 
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Very few research articles were found concerning racism involving American 

nurses or nursing students. However, Stewart (2009) discovered nurses of color, 

particularly Blacks, encounter race-based discrimination in their Canadian workplaces. 

Institutional racism which negatively affected experiences as a nurse leader was 

delineated in the research findings along with themes of racial discrimination in 

healthcare settings. Similarly students in the sample experienced racism within 

healthcare settings. 

Experiencing Gender Bias 

The theme of experiencing gender bias emerged as primarily female participants 

shared their frustration with feelings of inequality. One male participant shared feelings 

of inequality as perceived from the lens of being a male nursing student. Participants 

conveyed feelings of frustration as they were treated unfairly. Frequently, participants 

explained being made to feel less than equal when in reality their qualifications were 

equal or superior. 

Feelings of Inequality 

The subtheme of feelings of inequality emerged with vividly portrayed 

descriptions of sexism. One participant wrote: 

I have experienced prejudice because of my gender in the workplace. The 
women all get cubicles and all the men get offices, regardless of title. I was more 
qualified for certain positions, but due to being female the job was given to one 
of the owner's son's college buddies who didn't have experience or a degree in 
the field of work. It aggravated me to the point that I did something about i t . . . 
left and now seeking my college degree in something I am passionate about.. . 
nursing. 
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Repeatedly participants wrote about wanting to be equal in the perception of others. 

One student described unequal treatment of siblings due to gender: 

I have an older brother and my parents think that women are worse drivers than 
men. They feel my brother is a better driver because he is a man and tend to 
worry more about me when I get on the road yet I have never had an accident or 
come close. I have proven I am a good driver but because I am a woman they 
automatically think I am not as good of a driver as him and worry more. I feel 
bad about it because I want them to think the same about their kids. I have not 
shown any sign of being a bad driver. Both me and my brother are good drivers, 
never been in an accident, never gotten a ticket, or anything. I wish they would 
put more faith in me and be more confident in me. I know they are parents and 
worrying is what they do but I feel they over react when I get on the road but not 
as much when my brother is on the road or they don't show they worry as much 
about him. 

No articles were found regarding gender bias toward females in nursing (probably 

due to the fact the majority of nursing students are female). However, Kermode (2006) 

compared gender discrimination and prevalence of sexism in nursing students 

compared to non-nursing students. Male students in nursing programs felt significantly 

more affected by sexism and discrimination than non-nursing male students. 

In a literature review about gender discrimination and nursing, Kouta and Kaite 

(2011) discussed three legal cases involving males who felt they were discriminated 

against. Each case involved gender discrimination against male nurses who had been 

involved in issues concerning patient privacy, staffing, and quality of care. One male 

participant expressed feelings of discrimination in the following text: "I was personally 

discriminated against in nursing school. One of my clinical instructors treated me 

unfairly due to the fact that I was male." 
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Themes and Subthemes Emerging from the Data About Having 

Attitudes of Prejudice Towards Others 

1. Prejudice Against Obese Patients 

a. Trying not to show prejudice 

b. Frustration 

c. They do not care for themselves 

2. Prejudice Against Someone of Another Race 

a. Fear 

b. Knowing I am wrong 

c. Trying to change 

Prejudice Against Obese Patients 

An interesting paradox within the qualitative data was the many students who 

expressed how difficult it was to be obese, yet students also expressed thoughts of 

prejudice toward obese patients. The theme prejudice against obese patients emerged 

as students identified specific times when they were frustrated with obese people, yet 

tried not to show their prejudice even when they perceived patients would not care for 

themselves. Numerous participants elaborated on times when, because of prejudice 

against obesity, they were frustrated with the obese person. However, because of not 

wanting obese persons to feel discriminated against, they tried to never show their 

feelings. 
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Trying Not to Show Prejudice 

Participants described vivid text about trying not to show prejudice toward obese 

patients. One participant recalled an experience working as a paramedic when a "lesser 

quality of care was provided" due to prejudice against an obese patient: 

Working as a paramedic over the past 5 years, I have struggled with treating the 
morbidly obese, and recognize that as my own personal prejudice. In my 
experiences, I have had more than a few patients that surpassed the 500 lbs mark. 
I simply wonder why someone would let themselves get this big, this unfit, 
without seeking help. I find the lack of concern for oneself harder to deal with 
than someone simply choosing to give up after a battle with cancer - yet these 
two conditions are very similar. I also struggle providing treatment, say for 
difficulty in breathing, to the morbidly obese more than I struggle providing 
treatment to a chronic smoker with a similar complaint. I recognize that with the 
literally GROWING population of the US today, I will encounter obese people 
more often. I consider myself overweight (<25 lbs), but I don't think I could ever 
let myself put on 100 lbs without simply saying to myself, "enough is enough." I 
just don't see how some people allow that to happen. I try not to ever show my 
prejudice to the particular person involved, so hopefully they don't feel 
discriminated against, but I knowingly provide a lesser 'quality' of care. I try to 
work on this aspect with each new patient I treat, hoping one day I won't see the 
size of the patient as an indication of quality of care I provide. 

Another participant recalled not giving her supervisor "respect she deserved (since she 

was over me in the workplace). She did not really know because I was nice to her face." 

Honestly writing about obese individuals, one participant stated, "Any obese persons I 

have come in contact with have been lazy, and not care to do a thing about their weight. 

However, I never let the other person know how I feel. In my head I think all those 

things." 

The data from these participants were consistent with Brown (2006) who cited 

three qualitative studies (Mercer & Tessier, 2001; Petrich, 2000; Wright, 1998) which 

found nurses and nursing students have feelings of ambivalence and uneasiness when 
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assessing and taking care of obese patients. Wright (1998) explained nurses, in the 

context of undeveloped practice, did not want to talk about or tackle the issue of weight 

with obese patients. 

Frustration 

The subtheme of frustration was evident as participants remembered being 

frustrated with individuals who had obesity. Frequently participants wrote text 

concerning their anger with individuals who had obesity. These individuals were not 

necessarily patients. One participant stated a feeling of anger about obesity. Another 

participant did not want to help the obese person due to frustration. Frustration 

generally was due to either taking up too much space or not being able to move fast. 

One participant told about buying a seat in an airplane which was located beside 

an obese person: 

The last time I flew I was upset that the passenger that was booked beside me 
was obese enough to require two seats, but only bought one. I'm slightly 
overweight myself, so I understand, but I felt taken advantage of since I couldn't 
comfortably sit in the seat I paid for. 

Another attitude of frustration was shown as one participant needed too much space in 

a line: 

I was in line for the bathroom at the Fox Theater in Atlanta, and an obese woman 
was behind me. It was pretty crowded, but everyone was trying as hard as they 
could to give people space. The obese woman behind me kept bumping into 
me and almost knocking me down to let people by. She actually knocked me 
into the wall at one point. She didn't even apologize. It made me feel like telling 
her if you're fat enough to knock someone over then you need to be conscious 
of what you're doing and who you're touching with your body. She just seemed 
like she shouldn't have to apologize because she was fat. It really made me mad, 
and I'm getting mad writing about it. 
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In a qualitative study, Petrich (2000) described perceptions of nursing and medical 

students about obesity. Students were asked to write narrative texts describing their 

feelings, thoughts, and reactions to terms: fat, obese, and overweight. Petrich (2000) 

found 31% of students had feelings of repulsion toward obese people, 22% labeled 

obese persons as unhealthy, and 21% viewed obese persons as inactive or lazy, and 

lacking self control. Only 2% of students felt motivated to help obese persons and 

thought obese people could be helped to lose weight by healthcare professionals. 

They Do Not Care for Themselves 

The subtheme of they do not care for themselves emerged as participants bluntly 

stated their observations about obese patients not wanting to reach goals of care, lack 

of exercising and healthy eating, and lack of concern about themselves. Trying not to 

generalize patients into "one category" one participant describes childhood obesity: 

While I understand that some people are overweight or obese because of health 
conditions, it really bugs me when I see people, especially children, who eat 
unhealthy foods and do not exercise. I try my best not to generalize everyone 
into one category because I know some people cannot help it, but I think a lot of 
times especially in children their being overweight and obese is due to unhealthy 
eating habits and a lack of exercise. They eat junk and play video games all day 
and I wish there parents and school figures would make them get out and play 
and exercise regularly. 

Both Wright (1998) and Mercer and Tessier (2001) found nurses do not view 

obese patients in a positive light. Lack of motivation in obese patients was seen as a 

major problem for nurses. In a study exploring nurses attitudes toward obese patients, 

it was found a majority of nurses agreed that obese patients had a lack of self-control 

and their care was physically exhausting. Hoppe and Ogden (1997) found nurses 
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attributed failure of patients to lose weight to patient non-compliance and lack of 

motivation. 

Prejudice Against Someone of Another Race 

The theme of prejudice against someone of another race was uncovered in the 

data. Participants expressed disparate views, feeling fearful of people of different races, 

yet knowing this attitude of prejudice was wrong. Acknowledging prejudice against 

someone of another race was often accompanied by statements which indicated a 

desire to change. 

Fear 

The subtheme of fear was strongly evident in several participants' responses as 

they had experiences which precipitated fear. Participants expressed feelings of fear 

when in the presence of Black or Hispanic men. Two of the participants added the 

factor of late in the day or night as part of the description of fear. One participant wrote 

about feeling threatened: "I've been on the subway in DC late at night and been scared 

about being approached by or by young black men sitting close to me on the train. I felt 

scared and threatened." Another wrote: "I'm fearful of both Black and Hispanic males 

from several scary experiences I had when I was younger, I even get scared when they 

look at me a certain way." 

Knowing I am Wrong 

The subtheme of knowing I am wrong emerged when participants acknowledged 

the prejudice against a person of another race was wrong. One participant explained 

how family members used slang terms in descriptions of persons of the Black race. 



82 

After admitting this, the student stated dissatisfaction with this action and said "I do not 

do this." One participant described her irritation as an accident: "In our class we have a 

guy from out of the country and we find it hard to understand him so sometimes I get 

irritated with him on accident." One participant shared about feeling self conscious 

after looking directly at a person of another race: 

In my nursing program, there are very few minorities and I have noticed that 
when we discuss African-Americans in class, I am careful not to look around the 
room, because I do not want anyone to think I am targeting them specifically. 

Trying to Change 

The subtheme of trying to change emerged from numerous instances where 

participants felt committed to trying to change negative attitudes of prejudice. Action 

words used to describe this commitment were: working hard, forcing myself, and telling 

myself. One participant explained her geographical location and lifelong prejudice: 

I was raised in the South, where race is a big issue. It takes alot of education and 
self evaluation to overcome the instillation of lifelong prejudice. When starting 
school in Atlanta, the high school was 85% black. That was a dramatic difference 
from the middle school I went to. I had to work hard to see people as they are 
not as what color they are. 

Everts et al. (2005) examined Black-White opinions ranging from the years 1958 to 

2001 regarding certain societal issues. Survey questions dealing with attitudes toward 

job satisfaction, willingness to vote for a Black president, satisfaction with their standard 

of living, and whether Black and White populations were treated the same in their local 

communities were reported (Everts et al., 2005). Findings suggested Blacks had a less 

favorable view of societal treatment and even though Americans embrace cultural 

diversity, differences in attitudes between Black and White populations still exist. It was 
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reported numbers of participants (both Black and White) who had positive attitudes 

about all the issues increased over the years. However, Everts et al. (2005) cautioned 

these more favorable views of race may be due to participants trying to be socially and 

politically correct when answering the questions dealing with socially sensitive issues, 

rather than a change in long-standing beliefs. 

In summary, with respect to research question three, "What is the experience of 

prejudice in baccalaureate nursing students?", the qualitative data indicate prejudice is 

a complex phenomenon in nursing students. Students experienced prejudice because 

of being obese, being in a racial minority, or because of their gender. They witnessed 

friends and loved ones as recipients of prejudice. Many times these experiences were 

hurtful and had a negative impact on their lives. Paradoxically, students also had 

attitudes of prejudice especially toward obese patients and racial minorities. While 

acknowledging it was important to not reveal attitudes about obesity, students reported 

an internal dialogue of frustration. Students acknowledged attitudes of racial prejudice 

were wrong and they were trying to change. Results of the mixed methods study 

indicated most findings were consistent with the literature. Moreover, in response to 

research question 4, quantitative findings were validated by the qualitative data. 



CHAPTER 5 

DISSCUSSION 

A discussion of the study's findings and results are presented in this chapter. The 

results of the study will be discussed using the constructs of cultural competence 

(cultural knowledge, cultural attitudes, and cultural consciousness). It is important to 

note prior research focused on cultural competence in nursing students had not 

examined predictors of each of these constructs separately. The quantitative findings 

suggested the predictors of all three constructs were considerably different. Qualitative 

data validated attitudes of prejudice are complex experiences among nursing students. 

The implications of the results of this mixed methods study for theory, nursing 

education, and further research are discussed later in the chapter. 

Cultural Knowledge 

The finding that students' perception of how cultural competence is integrated 

within their nursing program was the main predictor of cultural knowledge was 

consistent with the literature. Although no studies were found that examined 

predictors of cultural competence in cultural knowledge specifically, many studies 

reported significant changes in levels of cultural competence after comparing groups of 

nursing students who participated in nursing education focused on developing cultural 

competence. Moreover, the literature suggested more integrated experiences may lead 
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to greater positive changes in cultural competence. For example, small to moderate 

gains in cultural competence were reported in students who only participated in cultural 

content, while very large gains were reported of students who also participated in 

cultural immersion (Caffrey et al., 2005). 

Teaching of cultural content as student's progress over time in their schools of 

nursing has led to significant increases in cultural competence (Hughes & Hood, 2007; 

Musolino et al., 2010). Cultural immersion has also been utilized in schools of nursing to 

increase levels of cultural competence and/or encourage students' development of 

cultural sensitivity and awareness (Caffrey et al., 2005; Frisch, 1990; Greatrex-White, 

2007; Green et al., 2008; Koskinen et al., 2009; Larson, Ott, & Miles, 2010; Maltby & 

Abrams, 2009; Pross, 2005; Ruddock & Turner, 2007; Wilborn, 2000). 

All these experiences in the development of cultural competence have been 

reported to be effective in increasing cultural sensitivity and awareness of students. 

However, quantitative findings have indicated baccalaureate students, while aware of 

their cultural differences, are not reaching levels of competence or proficiency in giving 

culturally diverse care (Fitzgerald et al., 2010; Kardong-Edgren & Campinha-Bacote, 

2008; Lampley et al., 2008; Reeves & Fogg, 2006; Sargent et al., 2005) suggesting that 

integrated cultural experience with greater cultural knowledge may not necessarily lead 

to more culturally competent care. 

The finding that White students reported greater cultural knowledge than non-

White students was unexpected and was not consistent with the literature. Musolino et 

al. (2010) found the cultural competence of students from multiple ethnic and racial 
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backgrounds increased over time in schools of nursing, pharmacy, and medicine. 

Cultural competence scores of Caucasians were lowest in comparison with other races. 

In another study, multi-racial nursing students' cultural competence scores were 

significantly higher than non-Hispanic White nursing students' scores (White-Means et 

al., 2009). The non-White group in this study had several students for whom English 

was not their primary language. The Cultural Awareness Scale (CAS) and cultural 

knowledge subscale have not been extensively validated particularly in minority samples 

so it is possible that this finding reflects a tool lacking validity in students who are not 

White especially those for who English is not their primary language. Future 

psychometric development of the tool is indicated. 

Very few studies were found which examined relationships between prior cultural 

experiences and cultural competence, including cultural knowledge. A positive 

correlation between prior cultural experiences and cultural competence was observed 

in one mixed methods study which revealed students participating in cultural 

experiences (specifically international fairs and summer camps) prior to nursing 

education had higher cultural competence scores (Reeves & Fogg, 2006). In contrast, 

Khanyile (1999) found differing perceptions of a problematic encounter between two 

cultures and previous experiences sometimes led to formation of stereotypes. Khanyile 

(1999) suggested solutions to the problem included understanding personal cultural 

values and beliefs and being tolerant of other beliefs and cultures. The key issue around 

prior cultural experiences is while increasing knowledge of other cultures, there is the 



87 

potential for those experiences to reinforce existing prejudices or stereotypes that 

ultimately may impact the ability to provide culturally competent care. 

Cultural Attitudes 

The construct of cultural attitudes was explored both quantitatively and 

qualitatively. The quantitative findings, which indicated greater attitudes of prejudice 

(in the areas of racism, sexism, heterosexism, and religious bias) were negatively 

correlated with attitudes about providing culturally competent care and were consistent 

with the themes and subthemes which emerged from the qualitative data analysis of 

this study. 

However, attitude of prejudice in the area of obesity was not a significant 

predictor of cultural attitudes in the quantitative analysis. This was not consistent with 

the themes emerging from the qualitative discovery. A possible reason for this 

inconsistency between qualitative and quantitative findings was attitudes of prejudice 

around obese individuals was measured with a specific scale while major forms of 

prejudice were measured with another scale, perhaps making the scale which 

incorporated multiple forms of prejudice a more powerful predictor. 

Racism 

The subtheme (which emerged from the studies qualitative analysis) of being 

shunned or overlooked in the theme of experiencing racism was consistent with the 

literature. Studies indicated attitudes of racial prejudice led to mistrust of other races 

and avoidance of situations that might evoke discriminatory behaviors (Tilki et al., 

2007). 
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The subtheme of treated differently was also consistent with the literature. 

Attitudes of racism and ethnocentricity have been the reason healthcare workers have 

classified, categorized, and negatively evaluated people of non-English speaking 

backgrounds and were used to exclude patients from healthcare resources and 

relationships (Johnstone & Kanitsaki, 2008). The potential for differences in race with 

accompanying language barriers to prevent effective communication and therefore 

jeopardize standards of care was concerning (Spence, 2001). 

The theme of prejudice against someone of another race was consistent with 

findings of the literature. The subtheme of fear was described as students were 

immersed in transforming experiences which involved moving from their comfort zone 

to taking risks outside that zone (Levine, 2009). Moving from an area of the known to 

an area of the unknown can be risky but is necessary in the beginning steps toward 

cultural awareness (Levine, 2009). 

The subtheme of knowing I am wrong was consistent with the findings of Levine 

(2009). In transforming cultural experiences, students discovered their own prejudices 

and bias toward other cultures and described the experience as "really felt like a 

significant life change . . . it was almost like a spiritual awakening about the reality of life 

and how people are" (Levine, 2009, p. 162). 

A theme of transforming, identified by Pross (2005), was consistent with the 

subtheme in this study of trying to change. As nursing students examined their own 

values and beliefs of different cultures, students realized their feelings of empathy and 

began trying to understand and empathize with patients (Pross, 2005). One participant 
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in this study expressed feelings of really trying to understand the patients' needs instead 

of forcing her own beliefs on the patient. 

Primarily, attitudes of prejudice have been studied in the area of racism and 

ethnocentrism. Inconsistent with previous mentioned studies, Eliason and Raheim 

(2000) reported very little discomfort of students with racial/ethnic groups, but 

considerable difficulty in working with clients of differing sexual orientation. There were 

no other studies found exploring prejudice in the area of heterosexism and no themes 

or subthemes qualitatively derived in this area. 

Gender Bias/Sexism 

Feelings of gender inequality were found in both male and female students. 

Because of a lower percentage of male students in the study (male, n=14; female 

n=115), only one participant wrote about gender bias from a male perspective. His 

response, which voiced feelings of inequality, was consistent with the literature. 

Nursing studies found gender discrimination, specifically barriers for men pursuing 

nursing, was still prevalent within the nursing profession (Kouta & Kaite, 2011). Men in 

nursing, in general, felt significantly more affected by perceived discrimination in 

nursing school than female students (Kermode, 2006). 

Also consistent with the literature were feelings of inequality voiced by six female 

participants. All nurses (whether female or male) function within a female dominated 

nursing system which is managed by a male dominated healthcare system and male-

dominated physicians (Brandi, 2000). Although an increase in male nurses and female 

physicians has occurred, gender dominated disciplines remain within the healthcare 
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system. When advancement in healthcare management positions was pursued by 

female nurses, career progression may have been slowed due to gender discrimination 

(Brandi, 2000). Women thought being female was more of a deterrent than being a 

nurse in career progression. 

Obesity Bias 

The attitude of obesity bias was not a significant predictor of cultural attitudes. 

However, obesity bias was significantly and negatively correlated with cultural attitudes. 

Qualitative findings from participants who voiced thoughts about being obese and 

participants having prejudice against obese patients reflected strong obesity bias. These 

themes were consistent with literature findings (Base-Smith, 2006; Brown, 2006). 

Smith-Base (2006) described the obesity paradox: "Damned If You Do, Damned If 

You Don't, or DIYD2" (p. 148). This "conceptual summation of contradictory everyday 

living for obese individuals" (Base-Smith, 2006, p. 148) was echoed by participants who 

both described being obese and were prejudice against obese patients. 'Trying not to 

show prejudice" is contradictory to statements about having "frustration" for individuals 

who "do not care for themselves." As the narratives indicated, obese participants who 

felt as though they were "treated as though a burden," were contradicted by other 

nursing students (from the perspective of care provider) who felt "frustrated" with 

obese patients as they "did not care for themselves." 

Social Desirability 

It is not surprising the measure of social desirability bias was a significant predictor 

of cultural knowledge and cultural attitudes. Nurse educators have the expectation that 
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students be caring and compassionate toward others. Consequently, the sample 

demonstrated a tendency to answer questions in a manner that placed them in a 

positive light. It was important to control for this tendency in the study, so relationships 

among the theoretically important predictors and cultural competence would be more 

clearly understood. 

Cultural Consciousness 

Self-reported obesity predicted lower levels of cultural consciousness in this study. 

The self-reported obesity relationship with cultural consciousness finding was counter 

intuitive. It is speculated cultural consciousness is gained when situations such as being 

obese (or stressors) arise which change a person's perspective about a culture. For 

instance, if a person has seen or experienced a situation of bias or prejudice and felt 

conscious empathy during the experience, they may consciously think: "I will never treat 

them like that." 

The qualitative findings support this speculation as students expressed feelings of 

frustration with obese patients and tried not to show the prejudice and as students who 

had prejudice against someone of another race knew it was wrong and were trying to 

change. Consciousness is an internal process made by individuals about how they will 

let their own beliefs and attitudes affect how they treat people. If participants who self-

reported they were obese had been through stressful situations as the qualitative 

findings suggested (people whisper and stare, feeling lonely, ridiculed, not 

acknowledged, and treated as though they were a burden), then it is speculated these 

stressful situations caused them to experience a change in their cultural consciousness. 
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Questions in the survey of cultural consciousness were coded such that believing 

attitudes and behaviors as being influenced by personal culture reflected a lower level 

of cultural consciousness. However, it was speculated the reverse might be true in this 

study. It is possible persons who have existing prejudice can acknowledge these feelings 

and make a conscious decision not to treat persons of diverse cultures differently. 

Those nursing students who have never seen any other perspective toward 

cultures other than their own may refuse to be empathetic toward diversity in cultures. 

They may be able to increase their cultural knowledge, but due to their attitudes, may 

not possess skills necessary to deliver care which is culturally competent. 

A statement by Andrews (2011) is embedded in the cultural consciousness 

variable: "Before you can provide culturally competent care for people with diverse 

backgrounds, it's important to engage in cultural self-assessment" (p. 19). Andrews 

(2011) asked the question: "How do you relate to various groups of people in the 

society?" (p. 19). A tool which measures levels of response by participants helps 

healthcare providers and nurse educators gain insight into values, attitudes, beliefs, and 

practices which may have been passed on from family or life experiences (Andrews, 

2011). If answered honestly, it is not certain all nursing students could relate to persons 

of other cultures in a positive way. 

Implications for Theory 

The findings of this study imply cultural knowledge, cultural attitudes, and 

cultural consciousness are three different concepts. Therefore, theoretical 

conceptualization which measures cultural competence on a progression continuum 
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where students progress from lesser to greater cultural competence may not be the 

strongest theoretical way to view cultural competence. The findings of this study 

suggest a different conceptualization of cultural competence is needed. Perhaps rather 

than cultural competence, the term cultural competencies should be used with the 

realization that students may have varying levels of cultural competence in cultural 

knowledge, cultural attitudes, and cultural consciousness. Since high levels of cultural 

competence in all three areas are desirable, specific strategies to increase cultural 

competence in each area may need to be developed. 

Implications for Nursing Education 

Teaching nursing students how to be culturally competent is essential for them to 

provide optimal care for patients in multicultural communities (AACN, 2008; IOM, 2003). 

The competencies for teaching cultural competence, as outlined by the AACN (2008), 

are knowledge, attitudes, and skills. These three areas of cultural competence are vital 

in progression toward competence in delivery of healthcare to multicultural individuals 

and communities. It is suggested increases in cultural knowledge and cultural attitudes 

will lead to awareness necessary to successfully implement cultural skills and obtain 

positive patient outcomes. 

The findings of the study imply the amount of cultural knowledge acquired 

through prior cultural experiences or integration of nursing education does not lead to 

better attitudes about providing cultural competent care. Attitudes of prejudice are 

what predict attitudes about care. If attitudes of prejudice are not addressed, cultural 

competence may never be fully realized. Because cultural competence is a multi-
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conceptual learning process, nurse educators should find ways to integrate teaching 

which: 1) increases cultural knowledge, 2) finds at-risk individuals with negative 

attitudes and initiates experiences which will assist in changing negative cultural 

attitudes, and 3) provides situations which promote a positive cultural consciousness. 

Learning objectives should lead the student toward meeting all standards of cultural 

competence provided by the AACN (2008). 

Implications for Further Research 

The term cultural competence is complicated. Consequently, interpreting the 

findings of studies of cultural competence can be a confusing process. For instance, 

some studies have only explored the area of cultural knowledge, yet the result is 

explained in the context of cultural competence as a whole. Conceptual analysis of 

cultural knowledge, cultural attitudes, and cultural skills along with continued 

development of rigorous tools which measure these three constructs in nursing 

students are needed. 

Qualitative research discovering the meaning of cultural consciousness and its role 

in the full attainment of cultural competence is needed. Finally, educational 

interventions to reduce attitudes of prejudice in nursing students and promote cultural 

competence need to be developed and tested. 

Strengths of the Study 

The mixed methods design strengthened this study because both quantitative and 

qualitative findings enhanced each other. The web-based survey permitted students to 

be anonymous and therefore, students appeared to be blatantly honest when 
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completing survey items. The sample size (N=129) was adequate for the study as power 

analysis estimated with a sample of 122 participants the study would detect a 

relationship between independent and dependent variables at a two sided 0.05 

significance level. 

Limitations of the Study 

One limitation of the study was the instrumentation used to measure key 

concepts of the study lacked extensive psychometric testing. Few tools have been 

developed for testing constructs of cultural competence in nursing students. Two 

predictor variables were measured using newly developed tools. However, a pilot study 

was done prior to this research to evaluate psychometrics of these two tools. 

A non-probability sampling plan (a convenience sample) was a limitation to the 

study. Due to time constraints and cost, a random sampling technique could not be 

used. Consequently, the extent to which these findings reflect the general population of 

nursing students is unknown. 

Conclusions 

Cultural competence is a collective term which has been used to describe one 

competency. In reality, cultural competence may be three distinct constructs which 

have different predictors and may affect patient outcomes in different ways. Nurse 

educators need to develop tools separately measuring each construct of cultural 

competence to meet standards of care as developed by the AACN (2008). Future 

research is needed in the area of cultural competence of nursing students and nurses to 

determine if standards are being met and patient outcomes are improving in the area of 
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cultural competence. In addition, interventions focused on improving cultural 

competence in each of the three constructs need to be developed and tested. 



APPENDIX A 

DISSERTATION STUDY SURVEY 

Dissertation Survey (1) 
Created: September 19 2011,1:18 PM 
Last Modified: November 08 2011, 7:57 AM 
Design Theme: Basic Blue 
Language: English 
Button Options: Labels 
Disable Browser "Back" Button: False 

Dissertation Survey 

Page 1 - Heading 

Demographic Questionnaire 

Page 1 - Question 1 - Open Ended - One Line 

What is your age in years? 

Page 1 - Question 2 - Choice - One Answer (Bullets) 

Gender: 

O Male 
O Female 

Page 1 - Question 3 - Yes or No 

Are you a nursing student in the United States? 

O Yes 
O No 

97 



98 

Page 1 - Question 4 - Yes or No 

Do you attend a baccalaureate nursing program in the United States? 

O Yes 
O No 

Page 1 - Question 5 - Yes or No 

Have you completed one half of the course work in your nursing program? 

O Yes 
O No 

Page 1 - Question 6 - Choice - One Answer (Bullets) 

Please check the category that most accurately describes your ethnicity: 

O Hispanic or Latino 
O Not Hispanic or Latino 

Page 1 - Question 7 - Choice - One Answer (Bullets) 

Please check the category that most accurately describes your race: 

O American Indian/Alaska Native 
O Asian 
O Native Hawaiian or Other Pacific Islander 
O Black or African American 
O White 
O Two or more races 

Page 1 - Question 8 - Open Ended - One Line 

What is the primary language you speak at home? 

Page 2 - Heading 

CULTURAL AWARENESS SCALE 

Page 2 - Question 9 - Rating Scale - Matrix 

Use the scale of 1 to 8 (1=Strongly Disagree, 4=No Opinion, 7=Strongly Agree, 8=Does Not 
Apply) to indicate how much you agree or disagree with each statement. 
General Educational Experiences 

I think I adequately know how to address multicultural issues in nursing 

Shaft Uogm 2 3 No Opinion ! 

O 1 O 2 O 3 O 4 O 

6 Strong Agree 0 

O 6 O 7 < 
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I have had opportunities and understand activities related to m u i c u l t d issues. 
O 1 0 2 0 3 0 4 0 5 0 6 0 7 

is school of nursfâ  my undê art(fir̂  of mufticuttural tsaes has iiKiea%d. f^ , ~ ^ ~ - Q <i O <; o c O 7 

have made efforts to ensure that no student is excluded 

it tines I hire engaged in behnion tiist m jy have Bade toidents fmis ceTtakt cultini backgrosnds feel excluded. 

O 1 O 2 O 3 O 4 O 5 O 6 O 7 

O 1 O 2 O 3 O 4 O 5 O 6 O 7 

feel comfortable discussing cultural issues in the classroom. ~ , rN _ ~ , ~ . ,~ . ~ , ~ _ 

6 0 1 0 2 0 ^ 0 4 0 ^ 0 6 0 7 

O I O 2 O 3 O 4 O 5 O 6 O 7 

O 1 O 2 O 3 O 4 O 5 O 6 O 7 
•Wtllll!!Mltidll)ititAffflW[jyilti™Bi. ~ . ~ ^ , - ~ ~ . ~ r . 7 

O I O 2 O 3 O 4 O 5 O 6 O 7 

O 1 O 2 O 3 O 4 O 5 O 6 O 7 

ic tBStructois at this DBTSIBS school model behaviors that are ̂ sitive to multicultural issues. /->, , / -v ~ , -v -> /~v , ^ ~ s>> , r^ -
6 O I 0 2 0 . ) 0 4 0 . - ) 0 6 0 / 

O 1 O 2 O 3 O 4 O 5 O 6 O 7 

M|tU;iiHlira;sttaltaM|(dite 

s msncten respect dineraices is DI 

[ j t r t i f c r a d w ^ M r a ^ t t i r t ^ 

Page 2 - Question 10 - Rating Scale - Matrix 

Cognitive Awareness 

StNftDiiigrN 2 3 No Opinion 5 6 StronglyAgm 

I think my beliefs and attitudes are influenced by my culture, <-* i o "> O ^ O .1 O ~ O <̂  o 7 

I think my behaviors are influenced by my culture. ,~ . ~ _ ,_. .. ,_. ~ . „ , _. 
' ' ̂  0 l 0 2 0 3 0 4 O ? 0 6 O 7 

1 often reflect on how culture affects beliefs, attitudes, and behaviors, r^ < ^ ^ ^ -, ^ . ^ . ^ , ^ . 
<~J i O 2 O J '-J 4 O 0 v j o -̂> / 

I believe nurses' own cultural belief influence tfteir nursing care decisions. ,-. 1 r ) 0 ~ , ... , ~ r 

lttfeiltii'M(̂ le!<!mlte(lit!î  ^ i o i ''i "- o •' "•> • r* A r* 7 

I tkiak it is the iffsinf instnictor's responsibility to accomaodate the direrse learaiBg needs of stodents. ,-. . ^ ^ ~ „ .̂ „ ^ „ 

1 tbiak the CBhtuat values of the nursiiig instructs inflnence their bebaviois in the clinical setiBs. r^ , ^ - ~ .. _. . ,.. ,. ,. 
O I O 2 O .t O 4 O 5 O 6 O 7 
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Page 2 - Question 11 - Rating Scale - Matrix 

Behaviors/Comfort with Interactions 

Slro^yDitagm 2 3 No Opinion 5 6 Strongly Agree D 

Iktaflllfylllk^ Q 1 O 7 1 ~ 1 4 O -̂  Q f O 7 f 

I am less patient 

I feel comfortable working with patients o f all ethnic groups. ~ 

O O 2 O 

O 2 O 

3 4 O 5 O 6 O 7 ' 

3 0 4 0 5 0 6 0 7 < 

O 2 O 3 O 4 O O 6 O 7 < 

tta 

O 

O 

o 

o 

o 

o 

0 4 0 5 0 6 0 7 

O 4 O O 6 O 

Page 2 - Question 12 - Rating Scale - Matrix 

Research Issues 

SftqftDingM 2 3 No Opinion S 6 StmngtyAgnt D 

1 6 ^ O 1 O 2 O :> O 4 O 5 O 6 O 7 ( 

lllitlliMll^lNt^MMilM ~ | 0 ? Q ~ ' 0 4 Q i ; Q 6 O 7 < 

TknhiiiUofirfflgcdffte ~ i o "> o ^ 1 4 "'> s o f O 7 c 

The researtbeis ̂  thb school of mniî  coasidef ctltiral issnes whes iEterpreting fk(fios$ ia die? studies. r. i o "> O " O 4 O ~ O ( O 7 < 

Page 2 - Question 13 - Rating Scale - Matrix 

Clinical Practice 

I feel comfortable discussing cultural issues in the classroom 

even 

I ldBitMmili ictoi[8ai ;mtaJff l lK[^reimi(! i i i i ( (Ba[Jt ,yi 

Inn 

!f I tKB mm ial'ofaaion aba i paterJ'saitet. i vould feci KufortJsitistiK (IK p M tr a fjni}' mtihei, r ) 

Stronoty Hsagm 2 3 No Opinion 5 6 Strong Agne D 

O 1 O 2 O 3 O 4 O 5 O 6 O 7 < 

O 1 O 2 O 3 3 4 O 5 O 6 O 7 < 

0 1 0 2 0 3 0 4 0 5 0 6 0 7 * 

O 1 O 2 O 3 O 4 O 5 O 6 O 7 < 

O 2 O 3 O 4 O 5 O 6 O 7 < 
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Page 3 - Heading 

The following two questionnaires deal with attitudes about persons that may be different from you 
or similar to you. It is possible that some of the statements in the questionnaires may be offensive 
to you, while others you may agree with. The statements may reflect your inner, sometimes 
unspoken, attitudes. It is important to answer the questions honestly as the focus of the study is 
on nursing students' attitudes about culture. 

Page 3 - Question 14 - Choice - One Answer (Bullets) 

Are you overweight or obese? 

O Yes 
O No 

Page 3 - Question 15 - Choice - One Answer (Bullets) 

What is your religion? 

O Christian 
O Jewish 
O Islam 
O Agnostic 
O Atheist 
O Other, please specify 

Page 3 - Question 16 • Choice - One Answer (Bullets) 

What is your race? 

O African-American 
O Latin American or Hispanic 
O Asian American 
O Native American 
O Euro-American 
O Other, please specify 

Page 3 - Question 17 - Choice - One Answer (Bullets) 

What is your sexual orientation? 

O Heterosexual 
O Lesbian or gay 
O Bi-sexual 
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Page 3 - Heading 

The following are statements that some individuals may have about persons different from them. 
Please indicate whether you agree or disagree with each statement or answer yes or no to the 
questions. 

Page 3 - Question 18 - Choice - One Answer (Bullets) 

Native American men are more aggressive and brutal than other men. 

O Agree 
O Disagree 

Page 3 - Question 19 - Choice - One Answer (Bullets) 

African-Americans are more prone to commit a crime than European-Amencans. 

O Agree 
O Disagree 

Page 3 - Question 20 - Choice - One Answer (Bullets) 

Muslims are more treacherous than other religious group people. 

O Agree 
O Disagree 

Page 3 - Question 21 • Choice - One Answer (Bullets) 

Gays and Lesbians should be blamed for the AIDS epidemic. 

O Agree 
O Disagree 

Page 3 - Question 22 - Choice - One Answer (Bullets) 

Gay men attract more attention to themselves than heterosexual men. 

O Agree 
O Disagree 

Page 3 - Question 23 - Yes or No 

Do you feel that gay or lesbian individuals are flamboyant as a response to the prejudice held 
against them? 

O Yes 
O No 
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Page 3 - Question 24 - Choice - One Answer (Bullets) 

Hispanic/Latino men attempt to show more of a 'macho' attitude than other men. 

O Agree 
O Disagree 

Page 3 - Question 25 - Choice - One Answer (Bullets) 

Males are more intellectually competent than females. 

O Agree 
O Disagree 

Page 3 - Question 26 - Choice - One Answer (Bullets) 

Sexism was created by women as an excuse for their lower level of success in the business 
world. 

O Agree 
O Disagree 

Page 3 - Question 27 - Choice - One Answer (Bullets) 

Women use their sexuality to gain advantage over men. 

O Agree 
O Disagree 

Page 3 - Question 28 - Choice - One Answer (Bullets) 

Atheist-Agnostic people are more self-centered than people from other religious groups. 

O Agree 
O Disagree 

Page 3 - Question 29 - Yes or No 

Would you seriously consider marrying someone of a different race than you? 

O Yes 
O No 

Page 3 - Question 30 - Yes or No 

Would you seriously consider marrying someone of a different religion than you? 

O Yes 
O No 



Page 3 - Question 31 - Choice - One Answer (Bullets) 

Asian American business owners are greedier than other business owners. 

O Agree 
O Disagree 

Page 3 - Question 32 - Choice - One Answer (Bullets) 

Gay, lesbian, or bisexual individuals should be permitted to teach children in schools. 

O Agree 
O Disagree 

Page 3 - Question 33 - Choice - One Answer (Bullets) 

Catholics have a 'holier than thou' attitude. 

O Agree 
O Disagree 

Page 3 - Question 34 - Yes or No 

Do you feel that the open discrimination toward African-Americans promotes crime and/or 
violence? 

O Yes 
O No 

Page 3 - Question 35 - Choice - One Answer (Bullets) 

Gay or lesbian partners should be allowed to legally marry each other. 

O Agree 
O Disagree 

Page 3 - Question 36 - Yes or No 

Do you feel that African-Americans' intelligence level is lower than that of other racial groups? 

O Yes 
O No 

Page 3 - Question 37 - Yes or No 

Do you feel that Hispanics' intelligence level is lower than that of other racial groups? 

O Yes 
O No 
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Page 3 - Question 38 - Choice - One Answer (Bullets) 

Christians are intolerant of people with other religious beliefs. 

O Agree 
O Disagree 

Page 3 - Question 39 - Choice - One Answer (Bullets) 

Lesbian women have strong negative attitudes toward men. 

O Agree 
O Disagree 

Page 3 - Question 40 - Yes or No 

Considering the Holocaust, do you feel Hitler had some justification in persecuting Jews? 

O Yes 
O No 

Page 3 - Question 41 - Choice - One Answer (Bullets) 

AIDS came into being to punish the gay, lesbian and bisexual lifestyle. 

O Agree 
O Disagree 

Page 3 - Question 42 - Yes or No 

Considering the affirmative action issue, do you feel racial minorities should have advantages 
over European-Americans in situations such as job quotas, scholarships, etc., when all other 
things are equal? 

O Yes 
O No 

Page 3 - Question 43 - Choice - One Answer (Bullets) 

Do you believe those with the same religious beliefs as you are morally better than those with 
different religious beliefs than you? 

O Yes 
O No 
O Same 

Page 4 - Question 44 - Choice - One Answer (Bullets) 

Do you believe those of the same race as you are morally better people than those of different 
races than yours? 

O Yes 
O No 
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O Same 

Page 4 - Question 45 - Choice - One Answer (Bullets) 

Do you believe those of the same sexual orientation as you are morally better people than those 
of a different sexual orientation than you? 

O Yes 
O No 
O Same 

Page 4 - Question 46 - Choice - One Answer (Bullets) 

Do you believe those of the same gender as you are morally better people than those of the other 
gender? 

O Yes 
O No 
O Same 

Page 4 - Question 47 - Choice - One Answer (Bullets) 

Jewish people are deceitful and money hungry. 

O Agree 
O Disagree 

Page 4 - Question 48 - Yes or No 

Two women were jogging around their neighborhood in their sport bras and running shorts. It was 
about 10 p.m. All of the sudden, two men appeared and raped them both. Do you feel these 
women provoked the rape? 

O Yes 
O No 

Page 4 - Question 49 - Yes or No 

A gay couple decides to go downtown for the afternoon. They stroll down the street holding hands 
and, while waiting for the light to change, they share a quick kiss. Do you feel this couple was 
displaying too much affection in public? 

O Yes 
O No 

Page 4 - Question 50 - Yes or No 

A European-American woman is walking in the mall prior to closing. She sees two African-
American males walking toward her. She immediately clutches her purse. Do you feel her 
behavior is justified? 

O Yes 
O No 
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Page 4 - Question 51 - Yes or No 

Two women were jogging around their neighborhood in their sport bras and running shorts. It was 
about 10 p.m. Do you feel these women were acting in a rape-provoking manner? 

O Yes 
O No 

Page 4 - Question 52 - Yes or No 

A man and a woman decide to go the mountains for the weekend. They rent a tent and camping 
gear and spend the weekend hiking, fishing, and talking by the campfire. They pack up on 
Sunday and go home. Do you feel this woman was inviting rape by going away for the weekend 
with the man? 

O Yes 
O No 

Page 4 - Question 53 - Yes or No 

A heterosexual couple decides to go downtown for the afternoon. They stroll down the street 
holding hands and while waiting for the light to change, they share a quick kiss. Do you feel this 
couple was displaying too much affection in public? 

O Yes 
O No 

Page 5 - Heading 

The next set of items deal with attitudes about obese or fat people. Each item has adjectives at 
the ends of the scale that are opposites. Please indicate the number that best reflects your 
attitudes toward obese or fat people. 

Page 5 - Question 54 - Rating Scale - One Answer (Horizontal) 

Industrious vs. Lazy 
I n d u s t r i o u s 2 3 4 l a 

O 1 O 2 O 3 O 4 O 

Page 5 - Question 55 - Rating Scale - One Answer (Horizontal) 

Has will power vs. no will power 
h a s w i l l p o w e r 2 3 4 n o w i l l p 

O l O 2 0 3 Q 4 D 

Page 5 - Question 56 - Rating Scale - One Answer (Horizontal) 

Unattractive vs. Attractive 
u n a t t r a c t i v e 2 3 4 a t t r a c 

O 1 O 2 O 3 O 4 O 
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Page 5 - Question 57 - Rating Scale - One Answer (Horizontal) 

Poor self-control vs. good self-control 
p o o r s e l f - c o n t r o l 

O 1 Q 2 O 3 O 
g o o d s e l f - c 

4 O 

Page 5 - Question 58 - Rating Scale - One Answer (Horizontal) 

Slow vs. Fast 

l 
1 O 2 O 3 O 4 O 

Page 5 - Question 59 - Rating Scale - One Answer (Horizontal) 

Having no endurance vs. Having endurance 
having no endurance 

o 1 o 2 O 3 O 
h a v i n g e n d i 

4 O 

Page 5 - Question 60 - Rating Scale - One Answer (Horizontal) 

Inactive vs. Active 
i n a c t i v e 

O 1 o 2 O o 
a c t ! 

4 O 

Page 5 - Question 61 - Rating Scale - One Answer (Horizontal) 

Strong vs. Weak 
s t r o n g 

O 1 o 2 O o 
w 

4 O 

Page 5 - Question 62 - Rating Scale - One Answer (Horizontal) 

Self-sacrificing vs. Self-indulgent 
s e l f - s a c r i f i c i n g 

O 1 o 2 O 3 O 
s e I f -1 n d u 

4 O 

Page 5 - Question 63 - Rating Scale - One Answer (Horizontal) 

Likes food vs. Dislikes food 
l i k e s f o o d 

O 1 o o 3 O 
d i s l i k e s 

4 O 

Page 5 - Question 64 - Rating Scale - One Answer (Horizontal) 

Shapely vs. Shapeless 
s h a p 

O 
i y 

1 O 2 O 3 O 
s h a p e I 

4 O 

Page 5 - Question 65 - Rating Scale - One Answer (Horizontal) 

Overeats vs. Undereats 
o v e r e a t s 

O 1 o 2 O O 
u n d e r e 

4 O 
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Page 5 - Question 66 - Rating Scale - One Answer (Horizontal) 

Secure vs. Insecure 

s e c u r e 

O 1 o 2 O O 
n s e c 

4 O 

Page 5 - Question 67 - Rating Scale - One Answer (Horizontal) 

High self-esteem vs. Low self-esteem 
h i g h s e l f - e s t e e m 

O 1 o 2 O 3 O 
low se I f - e 

4 O 

Page 6 - Heading 

Prior Cultural Development Questionnaire 

Page 6 - Question 68 - Rating Scale - Matrix 

For the purposes of completing this questionnaire, culture is defined as any knowledge, belief, 
art, morals, law, custom, and any other capabilities and habits acquired by a person as a member 
of a society (Tylor, 1871). Specifically, cultures with differing races, ethnicities, genders, sexual 
preferences, and obesity will be studied. The questionnaire focuses on classes, experiences, or 
trips that occurred any time during your childhood or prior to entering nursing school where you 
may have learned about a culture different from your own. Please indicate whether you disagree 
or agree with the following statements. Remember this section focuses on the time BEFORE you 
entered nursing school and when the question talks about "different culture," it means one or 
more cultures different from your own. 

I attended an elementary school that was primarily a m i d culture of students. 

I attended a middle school thai was primarily a mixed culture of students. 

I attended a high school that was primarily a mixed culture of students. 

I have had brief interactions with persons from a different culture. 

k lamilHt iFpi i fe l r t l ta l l l to i i ta^ 

tatiffls^triitiWkllfafaliWte 

IkitlMfliipliityii^ 

Strongly Disagree D i s a g r e e Helttier Agree a Disagree A g r e e Stronj 

o 

o 

o 

o 

o 

o 

o 

o 
IhveexperiendaaiUimersim ,.. 

I have sought to learn more about persons from a different culture. 
O 

1 

1 

! 

1 

1 

1 

1 

1 

1 

1 

O 

o 

o 

o 

o 

o 

o 

o 

o 

o 

2 

-> 

2 

2 

-> 

2 

- > 
A. 

-i 

^ 

-> 

O 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

3 O 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

O 

O 

O 

O 

O 

O 

O 

O 

O 

O 
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have had experiences nvith persocs fiom s different cuitore that vr̂ re Kfe chaDgkg. m a posrtive way. 

itantfatira. 

lntMti|«!d|»taate 

At Dmes. 1 k « waited to ciuse soEdiiiE abota bo* persons from a fiffereit culfore thisk sad !ive. 

have bad experieaces with peisons ftoffl a difierenE catbire that made me doubt aiy own ciiure, 

b t hail apemocB « i pertois (TOD a dla^t cisittn that «te d i H lxciii» 1 didii't bo i their lasp|(. 

have had experiences whh persons from a different culture where ethical issues arose. 

have had experiences with peisons of a different c i n e that helped me grow spiritually. 

have had experiences widi persons of a different culture where I felt like a minority. 

have had experiences with persons of a different culture that made me feel fortunate. 

have had a desire to b o w more about persons from a different culture, 

c o u l d b e h a p p y l i v i n g a m o n g p e r s o n s from a di f ferent c u l t u r e . 

O 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

1 o 

i o 

1 o 

i o 

1 o 

1 o 

1 o 

1 o 

1 o 

i a 

! o 

1 o 

1 o 

1 o 
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-> 

~) 
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~t 
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-> 
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o 

o 

o 

o 

Page 7 - Heading 

Development of Cultural Competence in Nursing Education Questionnaire 

Page 7 - Question 69 - Rating Scale - Matrix 

For the purpose of completing this questionnaire, culture is defined as any knowledge, belief, art, 
morals, law, custom, and any other capabilities and habits acquired by a person as a member of 
a society (Tylor, 1871). This questionnaire focuses on your nursing program. Specifically, it 
involves any classes, courses, clinical experiences and any other educational activities that you 
have experienced within your nursing program that were designed to help you learn how to 
provide nursing care to persons from another culture. Please indicate whether you disagree or 
agree with the following statements. Remember that this section focuses on your nursing 
program. 

Strongly Disagree D i s a g r e e Nattier Agree or Disagree A g r e e Stronj 

The nursing school I attend is culturally diverse. ._. i o T n r> r» 



hformatioa about sirstffi care of pencirs from ifferat cuitarts is mleEratetJ nto abn̂  nerv ccurse m nnsis sclioo! 
O 

l i n ^ x t o i i l i i t e M ^ 

AgebtheecQTBar̂ bofftoTjrwklcriî csjetDptr!̂  r,. 

l iHiii itBijiwKitiMfflitoiiaii i iaisoiraMiitoinilBii i ici i i i i lWk 

ioirnwiKk«aim**innMi!iitiiiiaiiai«kirt:0»!Kk 

tainqjMbtkfamrtA^itaniiiHi^ 

ia 

icUntf̂ iglĤ iinrttfpiakkiî abtttaiteaibkk|rrt 

My nsrjiig proaaii p\idej speciftc instnaios ci bow to peifcrm a cilcri ssesssent OB a patieii. 

My suuingprcfrit teacbes attenatn e idbis for conmatoig t i r«ri-£iiglislHptaling dieds and fiaiiics 

sing students ot a ditlerei gender wit 

Faculty treat patients of a different gender with respect and understanding. 

Facuhy treat nursing students from a different religion with respect and understanding. 

respect and urn 

O 

O 

o 

o 

o 

o 
taiitofraiMmra^ ^ 

O 

lf«ri{irojiiiito^4it6^ r. 

r o 
im^wmmmma{MMn«&ffim»kMMMil^m -, 

O 

O 

o 

o 

Faculty treat nursing students from a different race w i respect and understanding. r . 

Faculty treat patients from a different race with respect and understanding. 

Faculty treat nursing students from a different ethnicity with respect and understanding. 

O 

O 

resi 



Faculty treat nursing students who are obese with respect and understanding 

Faculty treat patients w h o are o b e s e with respect and understanding 

FartytitiiraifJlii i leilsita 

Faculty treat patients who are gay. bbian. bisexiul or transseiKierê  wth respect and understanding. 

1 have cared for o b e s e clients during my nursing program experience. 

I have cared for »y. iesbiaa bise.xsaL or tranigendered persons dunne ay ntning program experenK. 

I kve cared for clients s lo a t of a Mereot racethan my cm during sy Dirsii|progriBi experience. 

IbRfaiifbMiwK^btainpiif^isni i n | d i eieuB#lt iahff̂  Kt,ii^,pi^fttf iiai% rkasliMaiBiett. 

i^bnii i t ip^i;^ 

Page 8 - Heading 

Listed below are a number of statements concerning personal attitudes and traits. Read each 
item and decide whether the statement is true or false as it pertains to your personally. It's best to 
go with your first judgment and not spend too long mulling over any one question. 

Page 8 - Question 70 - Choice - One Answer (Bullets) 

It is sometimes hard for me to go on with my work if I am not encouraged. 

O True 
O False 

Page 8 - Question 71 - Choice - One Answer (Bullets) 

I sometimes feel resentful when I don't get my way. 

O True 
O False 

Page 8 - Question 72 - Choice - One Answer (Bullets) 

On a few occasions, I have given up something because I thought too little of my ability. 
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Page 8 - Question 73 - Choice - One Answer (Bullets) 

There have been times when I felt like rebelling against people in authority even though I knew 
they were right. 

O True 
O False 

Page 8 - Question 74 - Choice - One Answer (Bullets) 

No matter who I'm talking to, I'm always a good listener. 

O True 
O False 

Page 8 - Question 75 - Choice - One Answer (Bullets) 

On a few occasions, I have given up something because I thought too little of my ability. 

O True 
O False 

Page 8 - Question 76 - Choice - One Answer (Bullets) 

There have been times when I felt like rebelling against people in authority even though I knew 
they were right. 

O True 
O False 

Page 8 - Question 77 - Choice - One Answer (Bullets) 

No matter who I'm talking to, I'm always a good listener. 

O True 
O False 

Page 8 - Question 78 - Choice - One Answer (Bullets) 

There have been occasions when I have taken advantage of someone. 

O True 
O False 

Page 8 - Question 79 - Choice - One Answer (Bullets) 

I'm always willing to admit it when I make a mistake. 

O True 
O False 
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Page 8 - Question 80 - Choice - One Answer (Bullets) 

I sometimes try to get even rather than forgive and forget 

3 True 
3 False 

Page 8 - Question 81 - Choice - One Answer (Bullets) 

I am always courteous, even to people who are disagreeable 

O True 
3 False 

Page 8 - Question 82 - Choice - One Answer (Bullets) 

I have never been irked when people expressed ideas very different from my own 

3 True 
3 False 

Page 8 - Question 83 - Choice - One Answer (Bullets) 

There have been times when I was quite jealous of the good fortune of others 

3 True 
3 False 

Page 8 - Question 84 - Choice - One Answer (Bullets) 

I am sometimes irritated by people who ask favors of me 

3 True 
3 False 

Page 8 - Question 85 - Choice - One Answer (Bullets) 

I have never deliberately said something that hurt someone's feelings 

3 True 
3 False 

Page 9 - Heading 

Please tell me about any experiences you may have had in the past as described below 

Page 9 - Question 86 - Open Ended - Comments Box 

In the space below, descnbe a time when you or a close family member experienced attitudes of 
prejudice because of his/her age, race, gender, ethnicity, religion, sexuality, or because he/she 
was obese Provide as much detail as possible including how this expenence affected you 
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Page 9 - Question 87 - Open Ended - Comments Box 

In the space below, describe a time when you had attitudes of prejudice against someone 
because of the person's age, race, gender, ethnicity, religion, sexuality, or because the person 
was obese. Provide as much detail as possible about the situation including how you felt and how 
the person responded. 

Thank You Page 

Thank you for your submission. 

Screen Out Page 

Standard 

Over Quota Page 

Standard 

Survey Closed Page 

Standard 
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Dear Ms. Dunagan: 
Your application entitled: "Predictors of Cultural Competence in Baccalaureate Nursing 
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