   Korto L. Scott, Ed.D., RN, FNP

Assistant Professor in Nursing

LaGuardia Community College

The City University of New York

31-10 Thomson Avenue 

Long Island City, NY 11101-3007

718.482.5774 (office)

631.666.4103 (home)

krtscot@aol.com 

Stephanie L. Tatum, Ph.D.

Dowling College

Department of Educational, Administration, Leadership & Technology

1300 William Floyd Parkway

Shirley, New York 11967

631.244.1352 (office)

631.244.1377 (fax)

tatums@dowling.edu
Elsa-Sofia Morote, Ed.D.

Dowling College

Department of Educational, Administration, Leadership & Technology

1300 William Floyd Parkway

Shirley, New York 11967

631.244.1354 (office)

631.244.1377 (fax)

morotee@dowling.edu
Abstract
Because of the changing demographic landscape in the United States, providing quality healthcare for a diverse patient population is critical. A survey that included an open-ended question measured the development of cultural competence attitudes of 156 registered nurses who graduated from associate degree programs. The research question that was analyzed in this paper examined the relationship among three main variables: development of cultural competence, intuitional learning experiences in cultural care, and cultural competent care at work setting, and areas of influences, were acquired and spoken languages study also examined the development of cultural competence as it related to their institutional preparations: classroom, laboratory, clinical setting, and community, and their cultural care practices at the work setting. Results indicate that there were differences between the language groups as to where cultural competent influences were acquired during their institutional learning experiences. The results also indicated variables that were the best predictors of cultural competent care at the work setting.  
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PURPOSE

The demographics of the United Stated have been trending toward a diverse society since it was reflected in the1990 census report. It is inevitable that the American society is revolving into a multicultural population. Because of the changing demographics healthcare care providers would be providing care for individuals and their families who were different from themselves.  As the need to provide health care for culturally diverse groups became eminent, knowledge about various cultures and ethnic groups should be an essential element in the learning experiences of an associate degree registered nurse. Because being culturally competent potentially improves care and may aid in reducing the burden of health disparities (Institute of Medicine (IOM), (2002); Edwards, 2003).  This study, then, focused on the development of cultural competence as it related to institutional preparation in the classroom, laboratory, clinical setting, and community influences. The nurses’ cultural competence learning experiences at the community college and cultural care practices at their work setting were examined. . This paper focused on one of the research questions, the relationships in the nurses’ culturally competent care and their age, time working as a registered nurse, ethnicity, and primary native language and the themes that emerged from the open-ended responses relating to spoken languages and providing culturally competence care.
Theoretical Framework
The theoretical underpinnings for this study are:  Leininger’s (1990) notion that healthcare is embedded in culture, Banks’ (2006) multicultural education, and Campinha-Bacote’s (2003) delivery of culturally competent healthcare services. Leininger (1990, 1995) endorsed the idea that culture is the broadest most comprehensive, holistic and universal feature of human beings, which requires healthcare providers to understand patients’ cultural backgrounds because that understanding guides their actions and decisions. They can better meet patients’ health needs if they understand their culture. 

Banks (2006) describes multicultural education as a reform effort that permeates the total educational environment, including schools, colleges and universities. Educator’s help students understand and respect ethnic diversity through five dimensions: content integration, the knowledge construction process, prejudice reduction, equity pedagogy, the empowerment of a school culture and social structure. However, if multicultural education is to be successfully implemented institutional changes must be made, including “changes in curriculum, the teaching materials, teaching and learning styles, the attitudes, perception, and behaviors of teachers and administrators, and the goals, norms and culture of the school” (Banks, 2006, p. 3), 

Campinha-Bacote (2003) refers to cultural competence in the delivery of healthcare services as a model. She describes the model as the process in which the nurse continuously strives to achieve the ability to effectively work in the cultural context of a patient individually, or with the family and community in which the patient exists. Campinha-Bacote infers that knowledge is essential to the development and understanding of cultural competence. She describes cultural knowledge as the process of seeking and obtaining a sound educational foundation about diverse cultural and ethnic groups. It involves obtaining cultural knowledge about the patient’s health-related beliefs and values so that the health care provider understands the patients’ world view. The patients’ world views explain how he or she interprets illness and how such interpretations guide their thinking. Campinha-Bacote endorses the idea that multicultural education should be provided for all subjects, especially in nursing degree programs because the knowledge of multicultural education is essential to the development and understanding of cultural competence. 

Methodology

Data Sources and Setting   

This study was conducted in the New York metropolitan area and one of its suburbs. The participants were limited to associate degree registered nurses, and at the time of this study, they were also enrolled in bachelor degree nursing pathway program. There were 156 participants; the ages reported ranged from 20 to 60 years. There were 140 females and 13 males and participants were from thirty countries. The USA was reported as the main country of birth and it was represented by 26.3 percent of the participants. Jamaica was represented by 17.3 percent, the rest of the countries that were listed as places of birth were represented by less than 15 percent of the participants. The ethnicities reported were: African – American (30.8%), Caucasian (21.1%), Asian/Pacific Islanders (9.0%), Latino – Hispanic (6.4%), and the rest of the ethnicities were represented by less than 5 percent.  The result of the ethnicity analysis also showed that 30.8 percent of the participants identified their ethnicities as other. The hospital was reported as the main type of work setting and it represented 80.5 percent of the participants. 

English was reported as the primary native spoken language. There were one hundred and one respondents that listed English as their primary native spoken language and this accounted for 64.7 percent of the participants. Next was the French Creole language and it was represented by 7.1 percent.  Because English accounted for 64.7 percent of the participants, the researchers established two groups of languages and they were English and Non English speaking groups. 
Survey Instrument

A 32-item likert scale survey measured the levels of agreement from1 (strongly disagree) to 5 (strongly agree) across three variables: development of cultural competence, institutional learning experiences in cultural care, and cultural competence at the work setting. The levels of agreement for cultural competence at the work setting were also a likert scale with a rating of 1 to 5 with: 1=never, 2=rarely, 3=sometimes, 4=often, and 5=usually. The open-ended question was adapted from a study conducted by Reeves and Fogg (2006) and asked participants to identify factors that help or hinder their ability to provide culturally competent nursing care.
Factor analysis was conducted to determine the dimensionality of the three major variables. The thirty-two items on the survey were analyzed using principal component analysis and a rotational method of varimax with Kaiser Normalization. Based on the result of the rotational analysis, all thirty-two items were retained. 

An alpha coefficient of internal consistency was computed to assess the reliability of each variable.  Result of the alpha coefficients ranged from .847 to .944 indicating generally a high reliability for these scales. The alpha coefficients for the variables were: development of cultural competence .932, institutional learning experiences in cultural care .944 and cultural competent care at work setting .847. 
DATA ANALYSIS AND FINFINGS

Quantitative Analysis
Multiple regressions analysis was conducted to determine the levels of contribution among the variables for this research question. Correlations and independent sample t-tests were performed to evaluate the data that was collected.  Correlation was conducted among the three major variables: development of cultural competence, institutional learning experiences in cultural care, cultural competent care at the work setting, and areas where cultural competence influences were acquired with regard to the classroom, laboratory, clinical setting, and the community.  The classroom learning experiences and the three major variables showed weak to moderate relationships. Cultural competent care at the work setting the result was (r2 = 7.95%, p = .022).  Development of cultural competence (r2 = 6.35%, p = .050); both of these are weak relationships. With regards to institutional learning experiences in culture care the relationship was moderate at (r2 = 11.49%, p = .007).  The laboratory learning experience showed a weak inverse relationship with institutional learning experience it was (r2 = 7.78, p = .027).  The clinical setting learning experiences showed no relationships with any of the major variables. However in the clinical setting and classroom learning experiences there was a moderate relationship (r2 = 33.7%, p = .000).  However in the case of community, and classroom learning experiences there was a moderate inverse relationship; the result was (r2 = 26.8%, p =.000). 
  Independent sample t-tests that were conducted to evaluate the areas of influence where cultural competence was acquired as it related to spoken languages of English and non English speaking groups. The results showed that t (31.70) = -2.82, p = .008, which indicated that the non English speaking group (M =47.95, SD = 27.52), had a greater mean number than the English speaking group (M = 31.22, SD = 13.68).  There also were significance with community learning experiences because the result showed that t (62) = 2.61, p =.011 and this indicated that the English speaking with a mean number at (M = 21.17, SD =17.08) was greater than the non English speaking group where (M = 11.12, SD = 10.99). This indicated that the English speaking group showed significance with community learning experiences. There were no significant differences between the two language groups with regards to clinical and laboratory learning experiences. 
 A correlation analysis was conducted among the three major variables development of cultural competence, institutional learning experiences in cultural care, and cultural competent care at the work setting, and age. The results indicated that there was a weak relationship between age and cultural competent care at working setting the result was (r2 = 3.6%, p = .024). 
   
 Independent t- tests were conducted with the three major variables and English speaking and non English speaking.  With regards to the development of cultural competence there was significance, the result was t (128.66) = 2.29, p = .024. The non English speaking group has a higher mean number at (M = 44.12, SD = 5.19) which was significantly greater than the English speaking group where (M = 41.76, SD = 7.14).  With regards to intuitional learning experiences in culture care there were also significance, t (147) = -.206, p = .041.This indicated that the non English speaking group showed a higher mean number (M = 45.50, SD = 8.05), while the English showed (M = .42.26, SD = 9.52). With regards to cultural competence care at work setting, both non English and English speaking groups showed mean numbers that were closely related. The results were: non English (M = 43.54, SD = 6.44), and, English (M = 43.18, SD = 6.42).  However the results indicated that non English speaking showed significant values and higher mean numbers with two of the major variables: development of cultural competence and institutional learning experiences in culture care.
Qualitative Analysis
A theme that emerged with the English and non English speaking groups was their ability to provide culturally diverse competent care. The patterns that emerged were: resources were provided by the work setting, the environment was culturally diverse, and they also demonstrated sensitivity and respect to the patients. Another theme was factors that hindered their ability to provide culturally competent care and the patterns were: language barriers, lack of knowledge, high patient ratio, and increased work load. Both English and non English speaking groups reported that language barriers were the major hindrances to providing culturally competent care.     

In comparison of the survey and open-ended results, the survey results of the study revealed that non English speaking showed significant values and higher mean numbers with two of the major variables: development of cultural competence where ( p = .024) and institutional learning experiences in culture care (p = .041). Based on the results, the English speaking group did not acquire knowledge about various cultural groups during their institutional learning experiences in cultural care. Therefore, knowledge deficit was a hindrance in providing culturally competent care at the work setting.  The results also showed that English and non English speaking groups acquired influences of cultural competence care in different areas during their learning experiences with regards to the classroom, laboratory, clinical setting and the community. Non English speaking group prefers the classroom learning experiences and the English preferred the community. However both language groups’ responses in the open-ended-questions reflected that language barriers were the major hindrances of providing culturally competent care at the work setting. 
Discussion
Areas where Cultural competence was acquired


The  research question assessed the relationships among the three major variables: development of cultural competence, institutional learning experiences in cultural care, and cultural competent care at the work setting, areas where the influences of cultural competence was acquired with regard to the classroom, laboratory, clinical setting, and the community, and primary native languages. The results of this study found that there were weak relationships among the three major variables and the classroom learning experiences. The laboratory showed a weak inverse relationship with one of the major variable and that was institutional learning experiences in cultural care.   The clinical setting and the community learning experiences showed no significant relationships with the three major variables. However both the clinical setting and the community learning experiences showed moderate inverse relationships with the classroom learning experiences. The findings of institutional learning experiences in cultural care with regards to the classroom learning experiences was supported by Beatty and Doyle (2000); Onyoni and Ives (2007); and Kennedy et al. (2008). In their studies, the participants felt that they gained knowledge about cultural diversity in the classroom. However, the knowledge gained was not adequate to provide culturally competent care at their work settings.  
Areas of Cultural Influences and Primary/Native Languages


This study also found that there were relationships between primary native languages and the areas of influences where cultural competence was acquired. In this case, the establish languages were English and non English speaking groups. The results showed that there were significant relationship between the non English speaking group and the classroom learning experiences. The English speaking group on the other hand showed significant relationship the community learning experiences. The study also found that the non English speaking group of nurses showed significant relationship levels with two of the major variables: development of cultural competence and institutional learning experiences in culture care. According to Reeves and Fogg (2006), participants in their study felt that because they were multilingual, they felt comfortable in providing nursing care for culturally diverse patients.
Age Correlation

The results of this study indicated that age showed a weak relationship between age and one of the major variables and it was cultural competent care at working setting. Other findings of this study suggested that there were three variables that were predictors of cultural competent care at the work setting. They were classroom learning experiences, age, and the combination of development of cultural competence and institutional learning experiences. However among these variables, the combination of development of cultural competence and institutional learning experiences was suggested to be the strongest predictor of cultural competent care at the work setting.  

Areas of Cultural Influences and Primary/Native Language
In the case of the English speaking group they showed significant relationship with the community as an area of influences where the development of cultural learning experiences were acquired.   Students learn in school but they also learn outside of school through the social curriculum. Through the social curriculum, as well as through the school curriculum, students learn language, acquire culture, obtain knowledge, develop beliefs, internalize attitudes, and establish patterns of behavior. They learn about themselves and others. They learn about the groups to which they and others belong. In short, the combination of school and societal multicultural education, students learn about diversity in various forms, including racial, cultural, gender, religious, regional, and national (Cortes, 1995). Therefore among the four areas of influences classroom laboratory, clinical setting and the community, as to where the development of cultural competence were acquired, the researcher can infer that the English speaking group in this study acquired their influences of the development of cultural competence from the community. 
Hindrances of Providing Culturally Competence Care

Language Barriers and Knowledge Deficit
 
Language barriers, and knowledge deficit, were reported as hindrances of providing culturally competent care; these findings were supported by Owens and Randhawa (2004), Reeves and Fogg (2006).  Onyoni and Ives (2007), indicated that ignorance and knowledge deficit impedes the health professionals’ ability to provide culturally competent care. Another broader aspect of knowledge deficit can also lead to racial and ethnic disparities (Clark, 2009). Therefore nurses need to culturally competent to minimize the risk of disparities among culturally diverse patients.
Implications

This study suggested that primary spoken language, age, and the areas where cultural competence influences was acquired during the nurses’ institutional preparations impacted their development of cultural competence.  The non English speaking group showed significance with classroom learning experiences while the English speaking group preferred community learning experience. Therefore the administrators of associate degree nursing programs should enhance the curriculum of the laboratory teaching and learning experiences to include information that would include information that would reflect various ethnic groups. Because the laboratory is a learning environment where nursing students develop collaborative skills required for performance in the clinical setting.  The nurse needs to understand the differences that exist when she or he perform physical assessment among the various ethnic groups. For example they need to comprehend that assessment of dark skin patients with conditions of bruising. Initially, a bruise will be reddish because of the color of the blood under the skin and this easily seen in people who do not have dark skin.  However a reddish initial bruising may not be easily identified in dark skin patients who because of his or her ethnicity have a dark skin color. Therefore it is essential such differences would be taught during the nurses’ laboratory learning experience. 
 Age showed a weak relationship with one of the variables which was cultural competent care at working setting.  However other findings of this study suggested that there were three variables that were predictors of cultural competent care at the work setting. They were classroom learning experiences, age, and the combination of development of cultural competence and institutional learning experiences. Conversely among these variables, the combination of development of cultural competence and institutional learning experiences was suggested to be the strongest predictor of cultural competent care at the work setting. 
Health care professionals interact with people from a variety of cultural and ethnic backgrounds, which presents a challenge for nurses: becoming knowledgeable about diverse cultures. Through cultural competency, it is conceptualized that nurses will deliver culturally competent care (Leininger, 1990, 1995; Campinha-Bacote, 2003); however, for this to occur there must be conceptual change (Taylor and Kowlaski, 2004). That is, healthcare providers must not only acknowledge the changing demographic landscape; rather, efforts to address the healthcare needs of the patients must be a part of their theory to practice, which begins with their institutional learning activities. 

Acquiring knowledge or conceptual understanding about diverse cultures in their institutions can include, but is not limited to:  enhanced laboratory multicultural curriculum, utilize teaching manikins that reflect features of various ethnic groups during the laboratory practice learning session, educate nursing students about the biological variations in different cultural and ethnic groups and reinforce teaching about these variations during the classroom, laboratory, and clinical setting institutional learning experiences. The nurses in this study have indicated that the institutional learning when providing institutional learning experiences for nurses who are multilingual verses English as the primary language, areas where the development of cultural competence is acquired should fully utilize the four areas that were examined in this study.   Because it becomes important for administrators and faculty in associate degree nursing programs, as well as hospital nursing administrators, to recognize the importance of providing multicultural educational programs (Banks, 2006) that would help nurses provide culturally competent care for the growing population of culturally diverse patients that utilize the health care system. Doing so  will at a minimum keep pace with the changing demographic landscape and possibly reduce or prevent health disparities for diverse populations. 
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