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ABSTRACT

THE INFLUENCE OF TRANSCULTURAL HUMILITY SIMULATION DEVELOPMENT
ACTIVITIES ON THE CULTURAL COMPETENCE OF BACCALAURETE NURSING
STUDENTS

by
Teresa Hamilton

The University of Wisconsin, Milwaukee
Under the Supervision of Professor Karen Morin

One way to mitigate health disparities in the psan of nursing care and impact social justice
with vulnerable populations is the developmentuwfural competence. Although addressed in
nursing curricula, gaps in how to best addressiallicompetence remain. A study was
undertaken to determine whether participation iesgarcher-designed intervention, entitled
Transcultural Humility Simulation development, béie® components of Campinha-Bacote’s
model with an emphasis on “becoming” culturally gmtent, improved cultural competence in
graduating baccalaureate nursing students. A lodigial, descriptive, quasi-experimental,
pretest-posttest comparison group design using éddaemixed methods was used. A total of
57 student participants from one baccalaureatenmgsshool in the western US were randomly
assigned to the intervention group=22) or the comparison group £ 35). All participants
completed the Inventory for Assessing the Procé&autiural Competence-Student Version
before and after the intervention. Interventiontipgrants also completed three written reflection
exercises the day of the workshop. A subgroup dfgygants in the intervention group € 12)

and the comparison group £ 8) were interviewed two to three months aftedgiation.

No statistically significant differences were obid between groups while treating the pretest as

a covariate. Participants who identified as moeantbne race on the demographic survey



perceived they were more culturally competent tithase who identified as one ra€etatio of
F(10, 3) = 15.13p = .02. Analysis of participant reflections duriting intervention indicated
they anticipated incorporating cultural competeimte their practice bghattering

preconceived perceptionsgonstructing innovative insights improving effective
communication, andemerging personal developmentOnce in practice, they incorporated
cultural competence througlltivating nursing-person relationships providing quality
nursing care, serving the patient and family, establishing extraordinary communication and
approaching care with humility. This study suggests that bringing attention ttucal
competence through participation in Transculturaiiity Simulation Development could raise
awareness and foster developmental growth amoxgstyarticipants through transformative

learning, epistemic belief change, and double-leapning.
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CHAPTER 1

INTRODUCTION

People who are culturally and linguistically diveexperience discrimination, and
structural and clinical barriers that preclude tHfeom fully capitalizing on the advances in
health promotion and disease prevention measua¢f@tve benefitted Caucasians (AHRQ,
2013; Betancourt, Green, Carillo & Ananeh-Firempd@p3; Braveman, 2006; CDC, 2014,
Healthy People, 2020; National Institutes of Hea?bil3; Wilson, 2009). Health disparities
among culturally and linguistically diverse popigas persist (AHRQ, 2013) in spite of
recommendations that curriculum in professionasimgy education include developing cultural
competence (AACN, 2015). Professional nursing sttglmust be prepared to practice in a
multicultural environment and possess the knowlediidls, and attitudes needed to provide
culturally competent care (AACN, 2005).

The racial and ethnic distribution of the Uniteat®s population includes 62.6% non-
Latino Caucasian majority population, 17% reportifigpanic or Latino ethnicity, 13.2% Black
or African American and 5% Asian (U.S. Census Buy@815). In California, the location of
this study, 39% of the population is non-Latino €asian, 39% of the population is of Hispanic
or Latino ethnicity, 6.6% are Black or African Angan, and 14% are Asian (U.S. Census
Bureau, 2015). The U.S. Department of Health anch&luServices (2010) reported that over
82% of Registered Nurses are non-Latino Caucadempnstrating that the racial and ethnic
distribution of the Registered Nurse populatiosubstantially different from that of the US
population as a whole. Bates and Spetz (2014)eoCtiifornia Healthcare Foundation reported
that 53% of Registered Nurses are non-Latino Caarcasd that, although nearly 40% of

general population is Hispanic, only 7% of RegetieNurses are Hispanic. Global migratory



shifts and a lack of members of diverse populatemtering nursing contributes to the growing
disparity between minority populations and the dwamt ethnic composition of nurses that leads
to institutional discrimination (AHRQ, 2013).

The two main attempts to improve access to andtgudlcare among culturally and
linguistically diverse populations are recruitmant retention of culturally and linguistically
diverse people in health professions and educ#ticievelop cultural competence (AHRQ,
2013; Betancourt et al., 2003). This study additise development of cultural competence
among baccalaureate nursing students as an intenveao prepare a registered nurse workforce
equipped to address health disparities.

The problem of health disparities among culturalig linguistically diverse populations
and the challenge of improving the cultural compegeof professional nursing students are
explicated in this chapter. The theoretical frarogwof this study, Campinha-Bacote’s (2009b)
the Process of Cultural Competence in the Delieéijealth Care Services, is explained.
Finally, the study purpose, hypotheses and reseprestions, and significance of the study will
be stipulated.

Problem Statement

Health disparities of differences in length andlgyaf life, and rates and severity of
disease and disability exist when comparing theonitgjnon-Latino Caucasian population with
culturally and linguistically diverse people (UBepartment of Health and Human Services
Administration, 2015). Patient outcomes and sahetypng culturally and linguistically diverse
people may be adversely affected by the provisiarutturally incongruent nursing care

(Jeffreys, 2008) resulting in inappropriate nurstage (Ansuya, 2012). Automatically



categorizing an individual as a member of any calty and linguistically diverse group can
trigger unconscious stereotypes and prejudicess(Br2012).

Culturally competent nurses, those who value akd@egledge diversity, may help
improve healthcare access and quality (Brusin, 2818, 2004; Meleis, 1996) through the
provision of nursing care in sensitive, creativd ameaningful ways (Ansuya, 2012; Loftin,
Hartin, Branson & Reyes, 2013). Culturally compétaursing care has been posited as one
solution to help culturally and linguistically drse populations have better health outcomes
(Brusin, 2012; Malat, 2013). Nurses, investigatord educators have used intentional,
multifaceted approaches to improving cultural cotapee.

Efforts to address the development of cultural cetapce have included conceptual aims
and concrete methods. Conceptual objectives hawheded defining the terminology (Selig et
al., 2006), measuring cultural awareness (Kardoagr&n, 2007), increasing cultural knowledge
in health related curriculum, and improving headitecfor the culturally diverse population
(Lipson & DeSantis, 2007; Meltzoff & Lenssen, 200Blective courses have included strategies
such as lectures, group discussions, written refmyristudents, clinical experiences, guest
lectures, mentoring and consultation, and educatipartnership (Long, 2012). The following
examples have been shown to be useful in improsiigiral competence among nursing
students: teaching the positive value of diveraity the influence of cultural competence on
health disparities, raising issues of communicaliarriers, increasing health literacy and
knowledge of common health behaviors (Selig e28l06), focusing on the nurse-patient
encounter (Lipson & DeSantis, 2007), and encourpgeif-reflection (Kozub, 2013).

Fitzgerald et al. (2009), Lee, Litwin, Cheng anda&tk (2012), and Musolino et al.

(2010) suggested a positive relationship betweghesits who reported to be of race other than



Caucasian and their level of cultural competenaidi#onally, nursing students who had
international immersion experiences were more callficompetent (Lee et al., 2012; Musolino
et al., 2010) and immersion experiences have bemnrsto positively affect reactions to

cultural variation, values, and health beliefs (klwart & Resick, 1997). On the other hand,
natural experience with diversity may provide oppoities to develop cultural competence, but
does not necessarily lead to a reduction in pregydioes not require purposeful interaction, and
does not provide safety and opportunities for mibe and analysis of the highly charged,
controversial and emotional experiences connectadsimilarities and differences in culture
(Meltzoff & Lensson, 2000).

Newer teaching modalities such as the use of stioalén education are promising,
however, few investigators have reported the usenodilation activities to increase cultural
competence (Rutledge et al., 2008; Seckman & Dieddl3). Rutledge et al. (2008) employed a
computerized virtual patient encounter program asanulated patient care scenario with a high
fidelity mannequin. Rutledge et al. (2008) repotieat students were able to experience diverse
situations in a controlled environment, learnedrfrihe encounter, and developed strategies to
overcome weaknesses. The program was well-recbiystudents and faculty (Rutledge et al.,
2008), however, there were no data to show thapthgram was effective. Seckman and Diesel
(2013) used simulation activities to prepare sttsléar an immersion experience in a foreign
country. Participants reported being anxious, faietl, and one said her mind went blank
(Seckman & Diesel, 2013). Seckman and Diesel (2043)rted participants laughed nervously
and talked with each other in front of the simullgpatient, behavior that may make a patient

uncomfortable.



Lipson and DeSantis (2007) found that faculty mersmeere not consistent in their
approach to cultural competence education. Evelm iwitonsistent use, teaching strategies to
improve cultural competence have been recommer@eadper Brathwaite, 2005; Dykes &
White, 2011). No single method of teaching has destrated acquisition of cultural competence
over another, however, standardized patients havbaen used in nursing to teach cultural
competence (Long, 2012).

In this study, standardized patients were emplaydid Transcultural Humility
Simulation Development activities to improve culucompetence among baccalaureate nursing
students. In addition, this study addressed othps @n the literature. No cultural competence
study designs were found that included the usecohgparison group and few investigators
measured cultural competence before and afterifegpactivities, such as simulation, with valid
and reliable instruments (Meltzoff & Lenssen, 2088gn, 2014). In addition, none were found
which evaluated an educational intervention whlechool and after graduation and none were
found that used mixed methods (Calvillo et al.,208tzgerald et al., 2009).

Purpose of the Study

The purpose of this study was twofold. The firsh avas to determine whether
participation in the researcher designed intereenfi ranscultural Humility Simulation
Development, significantly improved cultural comgrate and its constructs, cultural awareness,
cultural knowledge, cultural skill, cultural desaad cultural encounters among graduating
baccalaureate nursing students when compared witbug of students who did not participate
in the intervention. The second aim was to explbesintegration of culturally competent

behaviors in nursing care following graduation.



Theoretical Framework

The theoretical framework of this study was thecpca model of cultural competence
created by Campinha-Bacote (2009b),Rnecess of Cultural Competence in the Delivery of
Health Care Servicegndergirds this study. This model was select@dbse there was
conceptual congruence between the model, the mstity nursing education, and the philosophy
of the researcher and study location institutioam@inha-Bacote is a nurse and the model
integrates intellectual and moral virtues necesgabecome a culturally competent healthcare
professional through the five constructs of the edg@ampinha-Bacote, 2005).

Campinha-Bacote (2007) has employed a definitiocutttire inclusive of religious
affiliation, language, physical size, gender, séxuigntation, age, disability, political
orientation, socio-economic status, occupatiorstlistand geographical location. The five
constructs of the model include cultural awarenesiyural knowledge, cultural skill, cultural
encounters, and cultural desire (Campinha-Bac@@7R Each are defined next.

Culturalawarenessnvolves understanding bias, stereotypes, pregu@dinod assumptions
that are held about individuals who are differdsaint us (Campinha-Bacote, 2007). In order to
appreciate the broader social, economic, poliaca environmental variables that affect the
nurse-patient encounter and how situational fadtdhgence health-seeking behaviors, nursing
students must self-examine feelings with regardiversity (Lipson & DeSantis, 2012).

Culturalknowledgéanvolves a sound educational base about cultugadty/linguistically
diverse groups (Campinha-Bacote, 1998). To leauritiry lists” of cultural characteristics is
not helpful, but nurses must focus on the integratif health-related beliefs practices and

cultural values, disease prevalence, and treataféoacy (Lavizzo-Mourey, 1996).



Culturalskill is the ability to conduct a cultural assessmemiotiain relevant information
that will allow accurate diagnosis and treatmerar{@inha-Bacote, 2007). Culturally and
linguistically diverse patients should not be comeplato “Eurocentric norms” (Campinha-
Bacote, 2007). Rather, assessment ought to be ctaatin a holistic manner (Campinha-
Bacote, 2007).

Culturaldesireprovides the energy source for one’s journey towaultural competence
(Campinha-Bacote, 2007). Campinha-Bacote (2007lpexgthat cultural desire involves caring,
love, sacrifice, social justice, and humility. Sirges that nurses find common ground with
patients, sacrifice any prejudice toward differen@nd break down systems of practice that
perpetuate inequities (Campinha-Bacote, 2007). Hiys revering others’ inherent dignity and
worth (Campinha-Bacote, 2007; Parse, 2014). Hunwes chosen as a portion of the title of the
intervention, Transcultural Humility Simulation Deepment, as it is consistent with the
theoretical framework of the study location indtda.

Culturalencountersare interactions with culturally and linguistigatliverse patients and
involve communication (Campinha-Bacote, 2007). Caimg-Bacote (2007) cautions against
exaggerated over-generalizations of a culturalty larguistically diverse population based on
little or no external validity. Cultural encountense at the center of Campinha-Bacote’s (2007)
model so that while engaging in the cultural enteyrihe nurse begins working on other
constructs of cultural competence, including catawareness, knowledge, skill, and desire
resulting in gaining preliminary knowledge about #pecific patient (Campinha-Bacote, 2011b).

Research Hypotheses

The research hypotheses for this study were:



1. Posttest measurement of overall cultural cormoetevill differ between students who
participate in Transcultural Humility Simulation Beopment and those who do not participate
when controlling for the pretest measurement.

2. Posttest measurement of the construcutitiral awarenesswill differ between
students who participate in Transcultural Humifsiynulation Development and those who do
not participate when controlling for the pretestasi@wement.

3. Posttest measurement of the construcutitiral knowledge will differ between
students who participate in Transcultural Humifsiynulation Development and those who do
not participate when controlling for the pretestasi@ement.

4. Posttest measurement of the construcutitiral skill will differ between students
who participate in Transcultural Humility Simulati®evelopment and those who do not
participate when controlling for the pretest meamant.

5. Posttest measurement of the construcutitiral encounterswill differ between
students who participate in Transcultural Humifsiynulation Development and those who do
not participate when controlling for the pretestasi@wement.

6. Posttest measurement of the construcutitiral desire will differ between students
who participate in Transcultural Humility Simulati®evelopment and those who do not
participate when controlling for the pretest meamant.

Research Questions
The following research questions guided this stiodgxplore the integration of culturally

competent behaviors in nursing care following gedaun:



1. How do participants who engage in Transcultbitahility Simulation Development
activities anticipate they will incorporate cultucampetence into nursing practice following the
intervention?

2. How will participants who completed Transcultddamility Simulation Development
(THSD) activities and those students that did rastipipate in THSD activities incorporate
cultural competence into nursing practice severahtims after the intervention?

Theoretical and Operational Definitions

The following theoretical and operational definitsowere employed in this study.

Cultural Competence.This concept is defined as "The ongoing procesghich the
healthcare professional continuously strives taea@hthe ability and availability to work
effectively with the cultural context of the pati€mdividual, family, community)" (Campinha-
Bacote, 2007, p. 15). Cultural competence was niedday the total score on the Inventory for
Assessing the Process of Cultural Competence-Stdeion. Cultural competence was also
evaluated using the following subscales:

Cultural Awarenessis the deliberate self-examination and in-depth@gion
of one’s own biases, stereotypes, prejudices, asgnaptions about others who are different
(Campinha-Bacote, 2011b). Cultural awareness wasuned by calculating the total subscale
score on items 1, 3, and 15 on the Inventory f@e&sing the Process of Cultural Competence-
Student Version.

Cultural Knowledge is the process of seeking and obtaining educabonita
culturally and ethnically diverse groups (Campideacote, 2011b). Cultural knowledge was
measured by calculating the total subscale scoreos 4, 6, 8, 9, and 12 on the Inventory for

Assessing the Process of Cultural Competence-Stikaion.



Cultural Skill is the ability to collect culturally relevant datad accurately
perform a physical assessment in a culturally §&esinanner (Campinha-Bacote, 2011b).
Cultural skill was measured by calculating theltstdoscale score on items 7, 17, and 18 on the
Inventory for Assessing the Process of Cultural @etance-Student Version measured cultural
skill.

Cultural Encounters are the mindful interactions that can be face-tefa
telephonic, or indirect encounters via all formsommunications, with the key factor being the
person, in this case the nursing student, is édailand open (Campinha-Bacote, 2011b). The
subscale item cultural encounters was measuredlbylating the total subscale score on items
10, 11, 13, 14, and 19 on the Inventory for Assegtie Process of Cultural Competence-
Student Version.

Cultural Desire is the motivation to “want to” engage in the pracesbecoming
culturally competent; not the “have to” (CampinhaeBte, 2011b). Cultural desire was
measured by calculating the total subscale scoreors 2, 5, 16, and 20 on the Inventory for
Assessing the Process of Cultural Competence-Stiiion.

Assumptions of the Study

1. Student participants will complete all studynaties.

2. Student participants have experienced simulatitimn the nursing program at the
study location and will be well prepared to pagate in the simulation portion of the study
activities.

3. Participants will answer all questions truthfuthoroughly and to the best of their

ability.
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Significance of the Study

Health disparities persist and professional ngrstadents need purposeful education
regarding race, ethnicity, and stereotypes in ot@@nprove equal access and the provision of
quality healthcare. Through the implementation @rnBcultural Humility Simulation
Development activities, cultural competence amamgrhlaureate nursing students may improve
leading to a culturally competent Registered Nweekforce. This phenomenon may positively
influence nursing theory, nursing research, nursithgcation, nursing practice, and nursing
policy.
Nursing Theory

The concept of “culturally competent” involves baulture and competence. The
meanings of “culturally competent” vary dependimgtbe definition of the term, which
theoretical framework is utilized by the researcl@d the concept of emphasis. For example,
the researcher may focus more on culture and lessmpetence or more on competence and
less on culture (Shen, 2014). Nursing has borrdwmeaviedge from other disciplines regarding
culturally competent care, mostly from anthropolegyl sociology. Nurses are expanding
nursing’'s knowledge base as definitions of cullyreabmpetent care are developed, theoretical
frameworks are created, and research guided bg thesries is initiated. These expectations are
consistent with the American Nurses’ AssociatiolNfd recommendation for nursing to
continue to build knowledge addressing the humapaeses to disease processes, which is the
essence of the discipline of nursing (White & Salh, 2012). These human responses are best
met when nurses understand the cultural contetktenindividual’'s experience.

Nursing theory guided this study. The interventionthe study, Transcultural Humility

Simulation Development activities, was specificalsigned using Campinha-Bacote’s (2002,
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2007b, 2011b) model, The Process of Cultural Coenuet in the Delivery of Healthcare
Services. Therefore, if there is a statisticalgngicant effect on cultural competence, then there
will be empirical evidence supporting the theoryiethwill help further nursing knowledge and
nursing theory.

Nursing Research

This study used a mixed methods design in ordbesb understand complexities of
cultural competence among baccalaureate nursigsts. Investigators have used quantitative
or qualitative methods in the past to explicate gifienomenon. Fitzgerald et al. (2009) and
Calvillo et al. (2009) recommended the use of mimelhods to study cultural competence
interventions among baccalaureate nursing studeovggver, no studies using mixed methods
were found. This study was an initial effort to eekk this particular gap in the literature.

If results of this study suggest that participgtim Transcultural Humility Simulation
Development activities helps to develop culturahpetence among baccalaureate nursing
students in one private university in the weste8) then there will be empirical literature
supporting its use in further studies and repligathis study with a larger sample.

Nursing Practice

Registered nurses represent the largest numberadthbare professionals in the US with
the most direct patient interaction and are theesferfectly poised to spearhead new and
innovative projects for the provision of advocaoy ¥arious health issues, and the people
affected by these issues (Kaminski, 2014). Hundoédisousands of people have immigrated to
the US, which presents opportunities for nursesate for people from many races, ethnicities
and cultures (Office of Immigration Statistics, 3p1When nurses are culturally competent,

patients are more likely to feel accepted, recaghiand empowered to participate fully in their
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care, regardless of cultural and linguistic divgrdeading to improved patient outcomes
(Brusin, 2012).

If participating in Transcultural Humility Simulath Development activities improves
cultural competence among baccalaureate nursinigsts, then the intervention could be made
available to other baccalaureate nursing studéntgpite of the progress made regarding cultural
competence, disparities persist. Further developwietultural competence and expansion of
participation in Transcultural Humility Simulatiddevelopment activities may help provide a
competitive edge in the marketplace in the privatetor as well as in state- and nationally-
funded programs (National Center for Cultural Cotapee, 2014).

Nursing Education

If participation in Transcultural Humility Simulath Development activities leasds to the
development of cultural competence, then nurseadtewill have an economical educational
intervention, and an easily implemented strategynfarove cultural competence among
professional nursing students. Nursing schoolssacitee US are using simulation to achieve
various learning outcomes. Organizations overseamgaccrediting education in nursing
include the American Association of Colleges of §ing (AACN), the National League for
Nursing (NLN), and Quality and Safety Education furses (QSEN). Each of these
organizations name cultural competence as a priarithis time.

The learning objectives of the intervention weysteesized from Campinha-Bacote’s
(2011b) model and constructs. The interventionn3caltural Humility Simulation
Development was carefully designed to reflect gsearcher’s learning objectives, Campinha-
Bacote’s (2011b) model and constructs, Bloom & €1956) learning domains, learning as

development, and to accommodate various adultilmodalities. Learning activities
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employed a multipronged approach with activitiebeéadone alone, in a large group, and in
small groups, to account for different learnindesty This approach was “bundled” together to
have a greater impact on participants than anyigctiould alone.

Health Policy

Cultural competence has the potential to increast &and improve health outcomes
among people in culturally and linguistically digserpopulations (Brusin, 2012). Previous efforts
to reduce health disparities included educatioruabmultures” of culturally and linguistically
diverse populations, however this approach reigf®stereotypes, suggests that racial groups
have homogenous cultures, and fails to recogn@emaand inequality (Malat, 2013).

Policy is the most underdeveloped area of the ncattural competence efforts within
health care systems (National Center for Cultuah@etence, 2014). Policy is required in
culturally competent care because it sets the anisand vision of organizations, supports the
practitioners with resources to implement cultyralhd linguistically competent practice,
measures the success of practitioners and the inagi@m in terms of how it serves diverse
families, and institutionalizes cultural and lingtit competence in the organization (National
Center for Cultural Competence, 2014). If a soluto health disparities is not discovered and
implemented successfully, the problem will be mgeeere in coming years as global migration
continues. The US health care system, which i@diratrained, faced an influx of patients in
2014, when 32 million Americans and others hadtheakurance for the first time (Healthy
People 2020).

Regulation and organizational oversight in nursegredicated on patient safety.
Organizations urging the provision of culturallyngeetent nursing care as a way to address

health disparities include Centers for Disease @band Prevention (CDC), the Joint
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Commission (TJC), the American Nurses’ Associa{l®NA), the Agency for Healthcare
Research and Quality (AHRQ), the Institute of Matkc(IOM), the American Association of
Family Physicians (AAFP), and the Commonwealth Fuihparticipation in Transcultural
Humility Simulation Development activities helpaddevelop cultural competence among
baccalaureate nursing students, then these remgiatyanizations could be informed of new
ways to approach the problem.
Chapter 1 Summary

Health disparities among culturally and linguishiigaiverse populations persist and one
approach to resolving these is provision of cultyreompetent nursing care by preparing
professional nursing students to practice in aicuwltural environment. Campinha-Bacote’s
(2009b) model the Process of Cultural CompetentiedrDelivery of Health Care Services
undergirded this study since it was generated fitmrdiscipline of nursing and best describes
cultural competence to this researcher. The pugyasee to determine whether participation in
the researcher designed intervention, Transcultduahility Simulation Development,
significantly improved cultural competence andcibistructs, cultural awareness, cultural
knowledge, cultural skills, cultural encounters anttural desire and to explore the integration
of culturally competent behaviors in the delivefyharsing care.

In Chapter 1, the problem, study purpose, concépefanitions, and theoretical
framework were presented. Research hypothesesumstians, assumptions and implications on
nursing theory, research, practice, education haadth policy were also explicated. Subsequent

chapters will present the literature review, statthods, results, and discussion.
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CHAPTER 2
REVIEW OF THE LITERATURE

This study was undertaken for two reasons. Thewies to determine whether
participation in Transcultural Humility Simulatiddevelopment significantly improved cultural
competence and its constructs among graduatin@lzaceate nursing students when compared
with a group of students who did not participat¢he intervention. The second reason for the
study was to explore the integration of cultura@bmpetent behaviors in nursing care following
graduation. Literature on cultural competence idiclg models and the theoretical framework
that was used to guide this study, research alhditral competence, information about health
disparities among culturally and linguistically dir¢e populations, and the educational
philosophy undergirding nursing education and the of simulation, all of which lay the
foundation for undertaking this study are preseimetis chapter.

Procedure

Multiple sources were employed to conduct the meoéliterature including a literary
search, personal communication with experts irucaltcompetence, and participation in
continuing education relative to the field of studiye following keywords were employed to
retrieve peer reviewed research articles limitethéoEnglish language spanning from 1999 to
2014: “Campinha-Bacote”, “cultural competence”, Itatally proficient”, “culturally
competent”, “culturally incompetent”, “cultural atidguistic”, “racial and ethnic”, “health
disparities”, “health care”, “nursing care”, “underved”, “minority”, and “cultural
competence”, “clinical simulation”, “nursing eduimat’, “nursing students”, “simulation
development”, “adult learning”, and “cultural com@ece”. The Boolean operator AND was

used to combine keywords in the search. Databassbincluded Academic Search Premier,
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Cumulative Index to Nursing and Allied Health La&ire complete (CINAHL complete),
Education Research Complete, Health Source: Nu/taglemic Edition, and MEDLINE.
Books and other supporting scholarly sources wseel and a bibliographic hand search for
other pertinent articles was conducted.
Cultural Competence

Cultural competence has been discussed for dewvattetheorists positing varied
definitions and several models. Although it is goeodinderstand the cultural and ethnic norms
of diverse groups, studying broad norms for granpy lead to stereotyping and set up an “us
versus them” dichotomy (Malat, 2013). It is impaorttéor nurses to individually assess each
person, and not group the patient with others basetie color of skin or where, geographically,
one lived before. Descriptions of concept analysexjels, and theories follow.
Concept Analyses

Suh (2004) used evolutionary concept analysis ttergtand the meaning of cultural
competence, which she describes as changing conshuover time. She found the attributes of
cultural competence to be ability, openness, asddllity (Suh, 2004). Ability, the first attribute
of cultural competence is characterized as thetyabal effectively provide care for ethnically
diverse populations through resolving cultural digy between nurses and the patients for
whom they provide care (Suh, 2004). The seconibaté identified by Suh (2004) is openness,
meaning acceptance and respect, and an objectiveegpectful attitude toward culturally and
linguistically diverse people. Flexibility indicaten ability to adapt in different situations and
appreciation of other cultures (Suh, 2004).

Suh (2004) also groups antecedents of cultural ebemge into cognitive, affective, and

behavioral domains. These are learning domaingjesiigng that cultural competence education
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is well-situated in pedagogical theory. Culturabagness and cultural knowledge are two
constructs in Campinha-Bacote’s (2009) model, tloedss of Cultural Competence in the
Delivery of Health Care Services, and are locatefiuh’s (2004) cognitive domain. The
affective domain comprises cultural sensitivitysci#bed as having an accepting attitude
towards others and respect for cultural differer{&sh, 2004). Cultural skill is a construct in
Campinha-Bacote’s (2009) model, the Process ofutallCompetence in the Delivery of Health
Care Services describing exceptional assessmenltafal beliefs, values, and practices, and is
located in the behavioral domain (Suh, 2004).

In her evolutionary concept analysis building oa Work of Suh (2004), Dudas (2012)
explored the concept of cultural competence iningrand nursing education literature. She
found three dimensions of cultural competence tawareness, attitudes and behaviors. She also
revealed consistency between nursing and nursingagidn, suggesting that interventions aimed
at nursing students may help promote cultural caenme among the nursing workforce in the
future (Dudas, 2012).

Awareness, the first dimension of cultural competeis described as knowledge of
cultural differences and similarities taking intansideration one’s own thoughts, ideas, and
biases (Dudas, 2012). Bias may involve racism é@astyping (Dudas, 2012). The second
dimension described by Dudas (2012), attitudesudas sensitivity toward those of other
cultures and the moral and ethical responsibilitgurses. Behavior, the third dimension
identified by Dudas (2012), describes using knogéedf the heritage, attitudes, and behavior of
patients creatively during provision of care.

In their discussions of cultural competence, 1004) and Dudas (2012) each describe

dimensions and attributes helping to define cultooampetence of nurses. In examining the
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work of Suh (2004) and Dudas (2012), they are simAll dimensions and attributes including
awareness, attitudes, behaviors, ability, openmessflexibility are integrated into the
development of the intervention, Transcultural HiitpnSimulation Development.
Models and Theories

Models of cultural competence are theoretical othm@ological in nature (Shen, 2014).
Models either examine the theoretical concept “cet@pce” or focus on “culture” as a
methodology (Shen, 2014). Select cultural competeheories and models, including those by
Leininger, Giger and Davidhizar, Jeffreys, and Cenin@-Bacote are evaluated briefly.
Following the theoretical literature review, emed#ii literature is reviewed and presented to
explain the cultural competence model and instrureelected for this study.

Leininger. Widely known as the first cultural competence tlspt eininger (1991,
1995) developed the theory of cultural care divgrsind universality, based on her education in
nursing and anthropology. In order to provide ralgy meaningful, and congruent nursing care
to culturally and linguistically diverse patientgininger (1991, 1995) suggested nurses must
know the person’s cultural background and thatesirsust use culturally-based knowledge to
overcome cultural biases, prejudices, and non-ieerc care practices (Leininger, 2007). She
explained that emic knowledge comes directly frartuzal informants as natural, local, and
indigenous root care values (Leininger, 2007). Eéiee knowledge, on the other hand, is a
posteriori knowledge derived from outsider viewsioh-indigenous care values and beliefs such
as those of nurses (Leininger, 2007). LeiningeD{0eported that nurses using etic care
knowledge experienced cultural clashes, biasedlictsnand nursing imposition practice, all of

which were non-therapeutic to most cultures.
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The theory has been used to guide research usngthhonursing research method that
was designed by Leininger (2007) to fit the tenptgposes, premises and theoretical predictions
of the theory and to reduce the use of inappropresearch methods to examine nursing
phenomena. The aim of this qualitative researchhatkis to enable the researcher to “enter the
world of the participant and tease out the largelgnown and covert care beliefs, values, and
lifeways” (Leininger, 2007, p. 11). Results of saglusing ethnonursing have aided in
demonstrating interrelationships of the conceptsaintheory but the method requires extensive,
ongoing investigation, is complex and difficult fase with individual patients, has failed to
comprehensively discuss the role of nurses andwexgpon how to improve patient outcomes
(Higginbottom et al., 2011; Giger & Davidhizar, I89.eininger, 2007; Shen, 2014).

Giger and Davidhizar. The Giger and Davidhizar transcultural assessmeuiei(1990)
was a response to Leininger’s theory, developgatduide bedside nurses, an easy, systematic
approach to evaluating cultural phenomena amorgraligroups. Giger and Davidhizar (1990,
2002) posited that each individual is culturallygue. In order to provide nursing care, each
person should be assessed according to six phe@oi@nmunication, space, social
organization, time, environmental control, and bgat variations (Giger & Davidhizar, 1990,
2002).

Giger and Davidhizar (2002) explained that cultdréierence manifests as a time-
dependent patterned behavioral response variatithviathin and across certain races, cultures,
and ethnic groups. While culture is predominantfg@ed by intrinsic and extrinsic
environmental stimuli, values, beliefs, norms, anactices shared by those in a cultural group

shape identity, thinking, action, and being (GigeDavidhizar, 1999).
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The transcultural assessment model by Giger anddbiaar (2002) does not have an
associated instrument or research method. Assegatients in terms of the six phenomena may
be time consuming and educating nursing studentailbaral characteristics attributed to a
group leads to stereotyping and the use of gepatafories rather than patient centered
assessments (Lipson & DeSantis, 2007). Limited ame: the use of cognitive testing questions
may foster broad stereotypes rather than sengiawitl adaptability of thinking (Calvillo et al.,
2009).

Jeffreys. Jeffreys’ cultural competence and confidence (C@@GJlel provides a
framework for examining the multidimensional fastanvolved in the process of teaching and
learning cultural competence by guiding educattoategy, implementation, and evaluation
(Jeffreys, 2006, 2010b, 2012). Jeffreys (2010b) wkisenced both by Leininger and Bandura, a
psychologist, who studied social cognitive thedgcording to Jeffreys (2010b), Transcultural
self-efficacy (TSE) is one’s perception of confiderfor learning the specific transcultural skills
needed for culturally competent and congruent daspite obstacles and hardships. Within the
CCC framework the transcultural self-efficacy patiyviraces the proposed influence of TSE on
a learner’s action, performance, and persistencderning tasks associated with the
development of cultural competence (Jeffreys, 2D10b

There is an associated instrument, the culturalpetemce clinical evaluation tool
adapted from her transcultural self-efficacy tal@dyeloped by Jeffreys (2010b) that measures
cultural competence. Shen (2014) reported thateleffinstrument is psychometrically
validated through a series of five studies condlibetween 1996 and 2010, however, the
instrument was not chosen for this study becausasitmore than 80 items and a 10-point rating

scale making it a complicated and time consumisgument.
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Campinha-Bacote.The final model explained is that of Campinha-Bad@002, 2007b,
2011b), the Process of Cultural Competence in #les&ry of Healthcare Services. While the
previous theoretical perspectives all contributthodiscipline’s understanding, Campinha-
Bacote’s practice model, crafted to assist nureesine culturally competent, was chosen for
this study because it is the most cited in theditege found describing cultural competence and
there is congruence between the theory and theimentation. The model involves the
integration of five constructs of cultural competencultural awareness, cultural knowledge,
cultural skill, cultural encounters and culturakile. The theorist's assumptions have been
illuminated in her model and are discussed next.

AssumptionsCampinha-Bacote (2002, 2007b) shared that thedirsix assumptions of
the model is that cultural competence is a progessyey, dynamic, and involves the paradox of
knowing, so that the more one thinks he or she lsnthe less he or she knows and the less one
thinks he or she knows, the more he or she knolws.sécond assumption is that the process of
cultural competence consists of five inter-relatedstructs, cultural awareness, cultural
knowledge, cultural skill, cultural encounters andtural desire. Third, the spiritual and pivotal
construct of cultural competence is cultural desitee fourth assumption is there is intra-
cultural variation, that is, there is variation it cultural groups as well as across cultural
groups. Fifth, there is the assumption that cultcoanpetence is an essential component in
rendering effective and culturally responsive darall patients. The sixth assumption is that all
encounters are both cultural and sacred. With tassemptions in mind, the model is discussed
next.

Model. Campinha-Bacote has generated several iteratiotie ahodel for cultural

competence over time. The prototype of the cumsodel was developed in 1991 (Figure 1)
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Figure 1. The Process of Cultural Competence in thBelivery of Healthcare Services.
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Figure 1. The Process of Cultural Competence irbilevery of Healthcare Services.
Copywrited by Campinha-Bacote, 1991, 1998, 200202@eprinted with Permission from
Transcultural C.A.R.E. Associates (see Appendix A).

identifying the constructs of cultural awarenesstural knowledge, cultural skill, and cultural
encounters.

Campinha-Bacote (2011b) shared that the constwans very limited in scope, the
model appeared linear and did not depict culturadetence as a process, and the model failed
to portray the interdependency among the constriatshermore, cultural desire, a fifth
construct, was added in 1998, so Campinha-BacOteL{f) updated the pictorial representation
to reflect the interdependent relationship betwibenconstructs and expanded the definitions of
the constructs. The pictorial representation wadifieal to reflect the additional construct
(Figure 2) and the model was renamed to emphasaetltural competence is a process
(Campinha-Bacote, 2011b).

The pictorial model was again revised in 2002 (Feg8) to represent a volcano to
illustrate that when cultural desire erupts, iteg\forth the desire to enter into the process of

becoming culturally competent by genuinely purswiotjural encounters, learning cultural
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Figure 2. The Process of Cultural Competence in thBelivery of Healthcare Services.
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Figure 2. The Process of Cultural Competence irDislevery of Healthcare Services.
Copywrited by Campinha-Bacote, 1991, 1998, 200202@eprinted with Permission from
Transcultural C.A.R.E. Associates (see Appendix A).

knowledge through education and experience, comductilturally sensitive assessments, and

being humble to the process of cultural awarenéamfinha-Bacote, 2002).

Figure 3. The Process of Cultural Competence in thBelivery of Healthcare Services.
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Figure 3. The Process of Cultural Competence irDitlevery of Healthcare Services.
Copywrited by Campinha-Bacote, 1991, 1998, 200202Reprinted with Permission from
Transcultural C.A.R.E. Associates (see Appendix A).

The Process of Cultural Competence in the Delioétjealthcare Servicenodel was

amended in 2010 based on Campinha-Bacote’s (2@ieRe to understand empirical findings
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that indicated that the focus and center of culttwanpetence is the construct of cultural
encounters rather than cultural desire (Figure 4).

Campinha-Bacote (2011b) explained the central foftise discipline of nursing is a
caring presence found in the nurse-person reldtipnBeginning with cultural encounters,
which are mindful nurse-person interactions, these@pproaches the patient in an “open”

manner (Campinha-Bacote, 2011b, p. 44). The latsion of the model is discussed here.

Figure 4. The Process of Cultural Competence irDilesery of Healthcare Services.
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Figure 4. The Process of Cultural Competence irbilevery of Healthcare Services.
Copywrited by Campinha-Bacote, 1991, 1998, 200202Reprinted with Permission from
Transcultural C.A.R.E. Associates (see Appendix A).

The model explicates that while engaging in théural encounter, the nurse begins
working on other constructs of cultural competemeeluding cultural awareness, knowledge,
skill, and desire resulting in gaining prelimin&yowledge about the specific patient
(Campinha-Bacote, 2011b). Engaging in addition&lcal encounters, more knowledge
acquired will allow the nurse to validate, refioe modify existing beliefs to prevent
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stereotyping (Campinha-Bacote, 2011b). All congt'wé the model are interrelated, indicated
by the bidirectional arrows so that encounters gnik rise to issues related to knowledge,
awareness, skill, and desire (Campinha-Bacote, [0 Rtcording to Campinha-Bacote (2011b),
every patient has values, beliefs, and practicasitiiuence health. In order to render culturally
competent care, every patient needs a culturasassnt, not just those who “look like” they
need one (Campinha-Bacote, 2011b, p. 46).

Constructs There are five constructs in Campinha-Bacote’s (Q®kocess of Cultural
Competence in the Delivery of Healthcare Servitég. five constructs are cultural awareness,
knowledge, skills, encounters and desire. Eachtoaeiss described below, followed by a
description of how the constructs were interrelatethis study.

Cultural AwarenessAccording to Campinha-Bacote (1999, 2011a, 201ddyural
awareness is the deliberate, cognitive procesa shich nurses become sensitive to the
similarities and differences between their own eallbeliefs, and practices and those of people
from other cultures. It involves recognition of ewn biases, prejudices, and assumptions
about individuals who are different (Campinha-Bac@002). A stereotype is a simplified,
prejudicial idea of others, and may be subconsqigeses, 2014). Nurses must be aware of
documented racism in healthcare delivery. Racidlethnic minorities in the US receive lower
quality health care than non-Latino Caucasiansy @gen accounting for insurance status,
income, age, and severity of a health conditiom{@iaha-Bacote, 2005, 2011a).

Cultural KnowledgeCultural knowledge is the process of seeking andinimg a sound
educational foundation concerning the various weidvs of different cultures as well as the
knowledge of ethnic and biological influences oaltterelated beliefs and cultural values,

disease incidence and prevalence, and treatméca®@ff(Campinha-Bacote, 1999, 2002,
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2011b). Health-related beliefs and cultural valaesbest understood through knowledge of the
worldview that explains how illness is interpretet how it guides thinking, doing, and being
(Campinha-Bacote, 2002). There are four stagesathatse goes through when seeking cultural
knowledge: unconscious incompetence, or not bevayathat one is lacking cultural
knowledge; conscious incompetence, recognitiondubtiral differences exist; conscious
competence, the intentional act of learning abloefpatient’s culture, verifying generalizations,
and providing culturally responsive nursing interitens; and unconscious competence, the
ability of the nurse to spontaneously provide aally competent care (Campinha-Bacote, 1998,
2003).

Cultural Skill. Cultural skill involves excellent assessment absgitand the rendering of
holistic and appropriate nursing care based on allytagreed upon goals (Campinha-Bacote,
1998, 2011a, 2011b). As nurses gather informatiarges must remember how ethnically
diverse patients’ physical, biological, and physgtal variations influence accurate,
appropriate discernment, wisdom, and judgment (12082, 2005).

Cultural EncounterCultural encounter involves engaging directly ipesences with
patients from diverse backgrounds and seekinghasiet experiences (Campinha-Bacote, 1999,
2002, 2003, 2009, 2011a). This may be uncomfortablienes, however, it is extremely
important in order to refine one’s existing beliefseven biases regarding a cultural group and
prevent stereotyping (Campinha-Bacote, 1999). Btigyaating in cultural encounters, the
individuals most likely do not represent the stdietiefs, values, practices of any specific
cultural group (Campinha-Bacote, 1999). The nunssuitural encounters must be attentive and
fully present with the patient and emotions theseuras can result in the understanding,

temperance, and compassion (Campinha-Bacote, 2005).
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By developing the virtues of understanding, tempegaand compassion, patients
encountered feel valued, respected, and suppdti@aginha-Bacote, 2011a). The goals of
cultural encounters are to continuously intera¢hyatients from culturally diverse backgrounds
in order to validate, refine, or modify existingwas, beliefs, and practices about a cultural
group and to develop cultural desire, awarened$, &kd knowledge (Campinha-Bacote, 2011b,
p. 43). Effective cultural encounters should cansisnindful intercultural communications, not
mindless stereotyping (Campinha-Bacote, 2011b) tlaedeginning point of the process of
becoming culturally competent.

Cultural Desire.Cultural desire is the genuine passion of the niorseant to, rather than
have to, engage in the process of becoming culuaalare, culturally knowledgeable, culturally
skillful, and participate in cultural encountersaf@inha-Bacote, 1999, 2002, 2003b, 2005,
2011a, 2011b). Cultural desire involves the conoépve and caring for others, regardless of
their cultural values, beliefs, customs, and pcasti in a manner that allows nurses to examine
situations in light of racism and patients to feglued (1999, 2002, 2003a, 2003b). The
willingness to learn should be considered life-lamgl has been called cultural humility, which
is a quality of seeing the greatness in otherscanaing to the realization of the dignity and
worth of others (Campinha-Bacote, 2003b, 2005, 200®e building blocks for cultural desire
are caring and love, sacrifice, social justice, hityncompassion, and sacred encounters
(Campinha-Bacote, 2008).

Interrelationship of constructsn this study, culture competence was conceptudlize
same as Campinha-Bacote (2007), as "the ongoiraggsan which the healthcare professional
continuously strives to achieve the ability andilamlity to work effectively with the cultural

context of the patient (individual, family, commty)i' (p. 15). The interrelationship of
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constructs involves integration of cultural desaeltural awareness, cultural knowledge, cultural
skill, and cultural encounters and requires nutsege themselves as becoming culturally
competent rather than being culturally competent.

For the nursing student, educators spark nursumgsts’ desire through encounters with
people from other cultures specifically designethtwease knowledge and awareness through
culturally sensitive assessments. This is theletikveen the five constructs that supported the
intervention, Transcultural Humility Simulation Delepment, in this study. Next, empirical
literature using the instruments designed by CahgiBacote is discussed.

Empirical Literature Using Campinha-Bacote’s Theorpeveral researchers have used
Campinha-Bacote’s (2007) model as the theoretreahéwork to assess cultural competence
(Giles, 2008; Kardong-Edgren, 2007; Kardong-Edggeal., 2010) and some investigators have
used Campinha-Bacote’s instruments without an ifledttheoretical framework. Campinha-
Bacote’s original instrument, the Inventory for Assing the Process of Cultural Competence
among Healthcare Professionals (IAPCC) was devdlop&997 and was designed to measure
cultural competence in transcultural nursing sg#i his original instrument measured four
constructs of cultural competence-cultural awarenedtural knowledge, cultural skills and
cultural encounters. When the fifth construct & thodel was added, Campinha-Bacote added
five additional questions to measure the fifth ¢or of cultural desire and the instrument was
renamed Inventory for Assessing the Process ou@llCompetence-Revised (IAPCC-R)
(Campinha-Bacote, 2015). What follows is a disaussind use of empirical findings using the
Inventory for Assessing the Process of Cultural Getence-Revised.

Research with the Inventory for Assessing the Roé Cultural Competence-Revised.

Campinha-Bacote (2015) developed the InventorAgsessing the Process of Cultural
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Competence among Healthcare Professionals-Rewns2oD2 to measure the level of cultural
competence among healthcare professionals andajeastiwdents in the allied health fields, to
correspond with the updated model adding cultuealré. The range of scores on the Inventory for
Assessing the Process of Cultural Competence atdeafjhcare Professionals-Revised is 25-100
(Campinha-Bacote, 2007). 91 to 100 indicates “calty proficient”, 75 to 90 indicates “culturally
competent”, 51 to 74 is “culturally aware” and 30 is “culturally incompetent” (Campinha-
Bacote, 2007). The Inventory for Assessing the &sof Cultural Competence among Healthcare
Professionals-Revised has been used extensivedg@arch with a variety of populations including
nurses, nursing students, nursing faculty, anddhiealth professionals and students (Cooper
Brathwaite, 2005; Grady, 2014; Haack & Phillips12pKardong-Edgren, 2007; Kardong-Edgren
& Campinha-Bacote, 2008; Kardong-Edgren et al. 02Q&e et al., 2012; Mahabeer, 2009;
Musolino et al., 2009; Musolino et al., 2010; Ngleiszen, Rom & Noble, 2014; Poirier et al.,
2009; Salman et al., 2007; Riley, Smyer & York, 2D1

Cooper Brathwaite (2005) evaluated a course dedigmmtroduce Campinha-Bacote’s
model and transcultural terms to Public Health Beged Nurses. The course was given during a
two-hour period in five consecutive weeks. Her gtuded a one-group repeated measures design
and the Inventory for Assessing the Process ofutallCompetence Among Healthcare
Professionals-Revised to measure cultural awareneksral knowledge, cultural skills, cultural
encounters and cultural desire (Cooper Braithwai®@5). Data were analyzed with repeated
measures-analysis of variance across four poinisnef and the group’s mean scores differed over
time. Statistically significant differences weregent between the first and fourth times being
statistically significant, suggesting her educapoogram was useful in improving cultural

competence (Cooper Braithwaite, 2005). Cooper Brnaitte (2005) reported the cultural
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competence course was designed based on CampiléeBa2007) model using pedagogical
approach of Kolb’s adult learning theory and dicr@ase participant’s cultural competence.

Kardong-Edgren (2007) completed a randomized,istidt descriptive, cross-sectional
study using the Inventory for Assessing the Prooé€ultural Competence among Healthcare
Professionals-Revised with nursing faculty in béeggeate programs. She compared faculty of
schools in states with most immigrani=87) with faculty of schools in states with least
immigrants N=83) (Kardong-Edgren, 2007). Mean cultural compegescore for all faculty
(N=170) was 75.72 (range 25-100) indicating cultyrabmpetent, mean cultural competence for
faculty from states with most immigrants was 77 &8 mean cultural competence for faculty from
states with least immigrants was 74.28 (Kardongr&alg2007). Although a convenience sample
was used so those who are more culturally competagthave responded whereas those who were
not may have chosen not to, findings suggest faedio teach in states with more immigrants are
more culturally competent. Kardong-Edgren (200€premends further research using simulated
cultural encounters with patients.

Kardong-Edgren and Campinha-Bacote (2008) usethttemtory for Assessing the Process
of Cultural Competence among Healthcare ProfeskidRavised to measure the cultural
competence of graduating students from four schafatsirsing N=218). No significant difference
between the four nursing programs was found (m@a®77 range 25-100, Cronbach’s alpha 0.81).
Kardong-Edgren and Campinha-Bacote (2008) acknaeldidat with a self-report tool, students
are not actually challenged to demonstrate cultoaipetence in a meaningful way.

In her study of Canadian hemodialysis nurses usisgif-report instrumentNESS8),
Mahabeer (2009) found that the nurses were not ladgeable in ethnic pharmacology, or specific

diseases and biologic variations among differémietgroups. Mahabeer (2009), using the
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Inventory for Assessing the Process of Cultural Getence among Healthcare Professionals-
Revised, found the overall mean score of nursesbds(range 25-100) indicating “culturally
aware”. These findings suggest the nurses in timpleaneed more education to develop cultural
knowledge (Mahabeer, 2009).

Poirier et al. (2009) used the Inventory for Assegshe Process of Cultural Competence
among Healthcare Professionals-Revised with phaysiacients|=72) to measure cultural
competence before and after a course that wasesotided. The pretest mean score was 67.2
(range 25-100) and the posttest mean score wagB0i2er et al., 2009). The investigators
reported that cultural competence content was 6btite students’ comfort zone” and that students
“became aware of personal biases and reportedaisedeknowledge of several sociocultural
groups” (Poirier et al., 2009, p. 86).

Musolino et al. (2009) studied interdisciplinaryrgp@pants N=311), and reported that some
constructs of cultural competence improved aftee@uncational intervention. The intervention was
not described, however, Musolino et al. (2009) regmban improvement in cultural awareness,
cultural knowledge, and cultural skills. In a las¢éndy, Musolino et al. (2010) investigated
interdisciplinary professional®NE596) before and after an elective, noncredit caltcompetence
course. The pretest mean score was 69.4 (rangé@%ahd the posttest mean was 73.4 with
diverse participants scoring significantly higheann Caucasian participants (Musolino et al., 2010).
The investigators reported that participants dohaee sufficient cultural encounters in direct
patient care due to geographic barriers (Musolired.e2010).

Kardong-Edgren et al. (2010) used the InventoryMssessing the Process of Cultural
Competence among Healthcare Professionals-Revassahipare the cultural competence among

graduating students from six different BSN progrdis515) to determine if any one approach to
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the education of cultural competence was more @fethan another. The entire sample scored in
the “cultural aware” range suggesting no one edoralt approach was better than another
(Kardong-Edgren et al., 2010).

Using a cross-sectional exploratory descriptivegieRiley et al. (2012) used the Inventory
for Assessing the Process of Cultural Competenamgriiealthcare Professionals-Revised to
assess cultural competence among a conveniencéesahBSN completion studentsl£53). Upon
completion of their program, the overall mean was8{range 25-100) and over 50% were
“culturally competent” based on the instrument ¢Riét al., 2012). The students were associate
degree prepared Registered Nurses so their preganient, practice experiences with different
cultural groups, or continuing education may haseoanted for the results (Riley et al., 2012).

Haack and Phillips (2012) used the Inventory foséssing the Process of Cultural
Competence among Healthcare Professionals-Revigkdeaformed a one-time measurement
following four years of integrated cultural compete education and compared results with a one-
time measurement following regular programing. Haaad Phillips (2002) reported learning
activities in the integrated cultural competencecadion group included lecture on key terms,
health disparities, and strategies for communigatiith culturally diverse patients and 40 hours of
service learning diversity in free clinics or commity health centers. The sample included doctor of
pharmacy students, half of who=67) received the intervention and h&lf=68) who received
regular programming (Haack & Phillips, 2012). Imgearing the means between groups, cultural
competence mean in the control group was 69.7 ¢2bgl00) and the mean in the intervention
group was 71.5 (p 0.114). When comparing the maarmag the constructs, two of the five
constructs showed a statistically significant imyamment, cultural encounters (control mean 12.7

and intervention mean 13.3 with a range of 0-20@0d48) and cultural skills (control mean 12.9
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and intervention mean 13.8 with a range of 0-20@@d48) (Haack & Phillips, 2012). Since
Haack and Phillips (2012) demonstrated improvenreatiltural competence, even more needs to
be done to improve cultural competence.

Haack and Phillips (2012) admitted to a lack otwnal diversity in student population and
that it is unknown how the average student may lrapeoved over the course of the curriculum,
but the between group comparison design showedweptent in cultural competence. Their
findings suggest that integrated cultural competegduication may improve cultural competence
among doctor of pharmacy students but Haack antdd@hi2012) recommend tracking individual
progress in subsequent studies.

Lee et al. (2012) compared social responsibility emtural competence among physical
therapistsl=55) grouped by those who had international expeds and those that had not. One
instrument used was the Inventory for AssessingPtiogess of Cultural Competence among
Healthcare Professionals-Revised. Inspection dlitfigs revealed that those without international
experiences’ mean score was 75.47 (range 25-1@0thase with international experience had a
mean score of 80.09, suggesting those with intemmatexperiences are more culturally competent
(Lee et al., 2012).

Grady (2014) completed a pilot pretest and possiegie group design implementing a 90-
minute education program on key Latino culturalssdarations using the Inventory for Assessing
the Process of Cultural Competence among Healtlirafessionals-Revised to measure the
constructs of cultural competence among 15 homemmanses. Although the sample was small
(n=15), no demographic information was reported, thiere was no discussion of learning
activities, Grady (2014) did report an improvemeintnean scores on three of the five constructs of

cultural competence, cultural awareness, cultunallkedge, and cultural skill. Scores on the
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instrument improved with 20% of pretest sample iscpin the culturally competent range and 47%
of posttest sample scoring in the culturally corepetange (Grady, 2014).

Using a quasi-experimental pretest-posttest coghalp design, Noble et al. (2014)
studied a convenience sample of 146 first yearingistudents in Israel. The intervention was a
two hour lecture followed by a group project desigito improve cultural competence. The
intervention groupN=58) mean increased significantly from 68 (rangel@8) to 73 while the
control group had no significant increase (Noblalgt2014).

This review of empirical literature using the Intery for Assessing the Process of Cultural
Competence-Revised is reported for two reasonst, firis was done to convey the validity and
reliability of the instrument because Campinha-Besonewer instrument, the Inventory for
Assessing the Process of Cultural Competence afdeafjhcare Professionals-Student Version,
has not been used as extensively and thereforstist@timplications may not be as robust. Second,
findings of these studies have been incorporatedthe design of Transcultural Humility
Simulation Development activities. Useful recommegrehs from these investigators include
tracking the individual progress of participantsagédk & Phillips, 2012), using simulated cultural
patient encounters (Kardong-Edgren, 2007), andzieglculturally and linguistically diverse
participants and those with international immersaperiences were more culturally competent so
these were treated as confounding variables (Lak,&012; Musolino et al., 2010).

Research with the Inventory for Assessing the R®oé Cultural Competence among
Healthcare Professionals-Student VersiGampinha-Bacote (2007) reported that to yield highe
reliability, the Inventory for Assessing the Praxze$ Cultural Competence among Healthcare
Professionals-Revised was modified in responsattm Roszkowski and Wieland’s (2005)

research involving student nursés=695) to the Inventory for Assessing the ProcesSusfural
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Competence among Professionals-Student VersionlnMeatory for Assessing the Process of
Cultural Competence among Healthcare Professidstaident Version measures the five cultural
constructs and uses a four-point Likert scale caiing strongly agree, agree, disagree, and styong|
disagree (Campinha-Bacote, 2007). The range is 80 tvith scores indicating culturally
incompetent (20 to 40), culturally aware (41 to,5@iturally competent (60 to 74) and culturally
proficient (75 to 80). Research using the InvenforyAssessing the Process of Cultural
Competence among Healthcare Professionals-Studasitovt will be presented next.

Fitzgerald, Cronin and Campinha-Bacote (2009) aatallithe psychometric properties for
the Inventory for Assessing the Process of CultG@ahpetence-Student Version. A convenience
sample N=90) of undergraduate nursing students were adtanes the instrument (Fitzgerald et
al., 2009). Student mean was 59.79 (range 20-8Q)g@+ald et al., 2009). Internal consistency
reliability for the overall scale was .78 (Fitzgerat al., 2009). Fitzgerald et al. (2009) reported
Cronbach’s alphas for the instrument’s five subssainged from .19 to .68, indicating low levels
of internal consistency so an alternative concdm@pgaroach to subscale structure was considered
reflecting interdependence of the constructs wa goefficient alphas equaling .74 and .67. No
significant differences were noted in cultural catgmce between traditional and second-degree
students (Fitzgerald et al., 2009). Finally, Fitzde et al. (2009) recommend the use of mixed
methods, standardized patients, and simulatiotuttyshe phenomenon.

Escallier, Fullerton and Messina (2011) investidatee development of cultural
competence through faculty and student self-assagsistudent reports of the curriculum, expert
review of the curriculum, and patient perceptionsree university. The Inventory for Assessing the
Process of Cultural Competence-Student Versionusad to understand the student view of the

curriculum, however, no description of the sampld ao psychometric properties were reported
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(Escallier et al., 2011). A multifaceted educatamproach was reported and evaluation of patient
perceptions of cultural competence among stud&ssaflier et al., 2011) lent strength to the
design.

Durand, Abel, Silva and Desilets (2012) studiedrptaey studentdN=12) in a ten-week
elective course on cultural competence. The desagpretest-posttest with all participants
receiving the intervention (Durand et al., 2012)r&nd et al. (2012) reported the pretest mean was
57.1 (range 20-80) and the posttest mean was GBdtatistically significant increase. Four of the
five constructs of cultural competence improvedyéweer, there was no change in the cultural skill
construct (Durand et al., 2012).

Hawala-Druy and Hill (2012) used a qualitative gucntitative pre-test post-test one
group design using the Inventory for Assessinghtaecess of Cultural Competence-Student
Version with voluntary interprofessional studerids{06) and developed an elective semester-
long experimental course on ethnic-racial idenstygial determinants, homeless and mentally ill
populations, deaf culture, and health traditionpatfents and their families. The pre intervention
mean was 60.8 (range 20-80) and the post interentiean was 70.6, a statistically significant
improvement in cultural competence (Hawala-Druy #,12012). Results were also stratified
based on gender and race and students who we™ethnicities, other than non-Latino
Caucasians, showed the highest end of study scwan(74) (Hawala-Druy & Hill, 2012).

The Inventory for Assessing the Process of CultG@ahpetence-Student Version was
used with doctor of physical therapy studehisX53) in a pretest and posttest study designed to
determine the minimal detectable change (MDC)Herihstrument (Palombaro & Lattanzi,

2012). The MDC is the smallest amount of changeores necessary to conclude that the

change was not due to error (Palomboro & Latte?2(x12). The investigators reported a MDC of
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8.57 points (range 20-80). Palomboro and Latta212) report an internal consistency of .86,
similar to the previously reported alpha coeffitien.74 (Fitzgerald et al., 2009).

Finally, Werremeyer and Skoy (2012) studied cultacenpetence using the Inventory
for Assessing the Process of Cultural Competenade®t Version among advanced pharmacy
students pre- and post- a short term medical nmdgsip (N=4). Although the sample was very
small, the average score pre-mission was 60.8 €rafgB0) and post-mission was 65.5,
suggesting a short intensive trip overseas magasa the constructs of cultural competence
(Werremeyer & Skoy, 2012). While this trip may hgwrevided a “rare opportunity to integrate
lecture and cultural concepts in a meaningful w@yerremeyer & Skoy, 2012), going to other
countries is very expensive and not something estrgent may be able to participate in.

Investigators who have used the Inventory for Asisgsthe Process of Cultural
Competence among Healthcare Providers -Studentoviensth nursing students and students of
allied health have made the following recommendhatior further study. Similar to findings of
investigators using the Inventory for AssessingRhecess of Cultural Competence-Revised,
there seems to be a positive relationship betweglests’ race and their level of cultural
competence (Fitzgerald et al., 2009) so this wesdounding variable in this study. Second,
because the provision of culturally competent éareulturally and linguistically diverse
individuals is complex, investigators have recomdsehthe use of mixed methods to capture
breadth (Fitzgerald et al., 2009) and mixed metheel® used in this study. Finally, these
findings suggest that further research using stalimd patients and simulation is warranted

(Fitzgerald et al., 2009) and this study used stetided patients and simulation.
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Summary of Literature on Cultural Competence

In this section, models of cultural competence vex@&mined, including evolutionary
concept analyses of cultural competence by Suh4()2&@d Dudas (2012), Leininger’s (1991,
1995) theory of cultural care diversity and uniadity, Giger and Davidhizar’s (1990)
transcultural assessment model, and Jeffreys’ (P@@6ural competence and confidence model.
Further, Campinha-Bacote’s (2011b) practice mobed Process of Cultural Competence in the
Delivery of Healthcare Services, which has beersehdo undergird this investigation, was
explained. The empirical findings using Campinhada’s instruments suggest that the
Inventory for Assessing the Process of Cultural @etance-Student Version is a valid and
reliable instrument to measure cultural competemtie nursing students and students of allied
health. The Inventory for Assessing the Processuttural Competence among Healthcare
Professionals-Student Version was selected asrimany instrument for quantitative data
collection and analysis in this study.

Health Disparities

Background knowledge on health disparities is @luai order to provide quality nursing
care and improved patient outcomes among raciaeimdc minorities (Flaskerud, 2007,
Mahabeer, 2009). Disparities in health includeatdhces in length and quality of life, and
severity of disease and disability when comparireggrhajority non-Latino Caucasian population
with culturally and linguistically diverse people.S. Department of Health and Human Services
Administration, 2015). Health disparities are calisg both societal factors and biologic factors
(Betancourt et al., 2003) but the two main contasi for health disparities are lack of access to

care and inadequate care (Flaskerud, 2007). Theapyipublic health goal of the U.S.
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Department of Health and Human Services Adminisma2015) is achieving health equity and
improving health access and quality outcomes antloaglisparate US population.

In the latest available data from the Centers figeBse Control and Prevention and the
United States Department of Health and Human Sesyi@most 17% of the US population is
uninsured, and of those, over 80% are culturally lamguistically diverse (National Center for
Health Statistics, 2014). Li and Cai (2014) foumspdrities persisted after multivariable
adjustments. In fact, even when insurance stataeme, age, and severity of conditions are
comparable, culturally and linguistically diverseppilation receive lower quality healthcare than
do non-Latino Caucasians (Smedley, Stith & Nel&@92).

Culturally and linguistically diverse populationganore likely to report multiple
chronic conditions and are almost twice as likeljhave Diabetes Mellitus as non-Latino
Caucasians (National Center for Health Statis#644). Culturally and linguistically diverse
populations use Emergency Department servicesiasy care, and report fair to poor health
(National Center for Health Statistics, 2014). Reayho are culturally and linguistically diverse
are less likely to be vaccinated (National CenteHealth Statistics, 2014).

Disparities most reported are among African-AmericéBetancourt et al., 2003).
Specifically, twice as many African-Americans gdieh to low birth weight infants and
experienced infant mortality than Caucasians aatethre nearly 10% more deaths among
African-Americans than Caucasians for many repadisdase processes including
cerebrovascular disease, neoplasm, and Human Indeticency Virus (National Center for
Health Statistics, 2014). More American Indians Atakka Natives died from motor vehicle-
related injuries than Caucasians (National CemieHealth Statistics, 2014). Finally, there were

twice as many American Indian and Alaska Native laattho deaths and seven times as many
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African-American deaths than Whites because of bwlai(National Center for Health
Statistics, 2014).

Brusin (2012), Harris (2011), Harvey and O’Brie®12), Matthews-Juarez and Juarez
(2011), and Padela and Punekar (2008) implicaguiage barriers as contributing to health
disparities. Without excellent communication in test of circumstances, poor health outcomes
are a potential. Differences among culturally anduistically diverse populations include how
health and illness is viewed, trust in healthcar@ roviders, and loci of control (Bruisin, 2012;
Harris, 2011; Matthews-Juarez & Juarez, 2011; RafldPunekar, 2008). Therefore, not only are
there differences in measures to treat people dws races, ethnicity, cultures, and religions,
but also people in disparate groups may not evek cae (Bhui et al., 2012; Brusin, 2012,
Matthews-Juarez & Juarez, 2011).

Health Disparities in Summary

Health disparities may occur due to insufficienbwtedge and lack of understanding
among nurses and other health care professionals @ al., 2012; Matthews-Juarez & Juarez,
2011). More alarmingly, health disparities may aatue to bias, discrimination,
unacknowledged prejudices, stereotyping and stigmgt and outright racism (Bacigalupe &
Askari, 2013; Bhui, Ascoli & Nuamh, 2012; BrusifQ12; Flaskerud, 2007; Harris, 2011,
Lipson & DeSantis, 2007; Malat, 2013; Matthews-&aa%: Juarez, 2011; Musolino et al., 2010;
Padela & Punekar, 2008). There is compelling evdaddhat cultural competence as a concept
may help address health disparities among peogleeitunited States (Capell, Veenstra & Dean,
2006). Because care is provided for individuals wreracially, ethnically, culturally, and

socially unique and different from the care giy€eliney, Fisher, Fontaine, & Martin-Holland,
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2008), having nurses demonstrate cultural competeray help address the issue of health care
disparities.
Adult Education

Adult learning models, concepts, and strategie®wgamined and those used in
designing Transcultural Humility Simulation Devetoent activities are presented here. Mature
learners tend to be self-directed and have ricleeepce, which is a resource for learning
(Merriam, Caffarella & Baumgartner, 2007). Follogiis a presentation of adult learning
models, concepts, and strategies undergirdingtieeviention in this study. Additionally,
empirical research in nursing education approathése development of cultural competence
and the development of simulation as an instruatiomodality are presented.
Learning Models

Although the following are not theories, each maggdlains learning about others who
are diverse and informed the intervention. Modet$ude transformational learning, epistemic
belief change, learning to value the other, andotioloop diversity. Each of these models
explains that learning is a developmental proceiss.terms transformational and transformative
are used interchangeably in the educational liteeat

Transformational Learning. Transformational learning is a change in how sbimegtis
known rather than simply the increase of knowledg@afidence, self-perception, motives, or
self-esteem (Kegan, 1980). Kegan (1980, 2000)tad bly Drego-Severson (2004) explains that
simply increasing knowledge is informational leagbut that transformational learning must be
conceived as a developmental process. Developmeataing shows progress in knowledge,
results in knowledge reorganization, and constronzise advanced knowledge (Kegan, 1998,

2000 as cited by Drego-Severson, 2004). Informatitearning, an increase in knowledge and
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skill, is thought to bring about change in attitwde competency. Transformational learning
introduces new cognitive resources or deepensigxistsources, contributing to individual
development (Kegan, 1980, 2000, as cited by Dreg@Son, 2004). Kegan (1980, 2000) as
cited by Drego-Severson (2004) sums that the indtional learning adds to what a person
knows whereas transformational learning changesapearson knows.

This change in how something is known involvesdbeelopment of a capacity for
abstract thinking so that one can ask more getlegalatic questions about facts considering the
perspectives and biases of others (Kegan, 198@)20Ais development involves a change in
subject-object balancevhich refers to "the relationship between what wae take a perspective
on (hold as 'object’) and what we are embeddeddrcannot see or be responsible for (are
'subject to')" (Drago-Severson, 2009, p..37)

Adult educators who wish to support transformatidearning must create educational
designs that support the learner’s ability to negethis or her own purposes, values, feelings,
and meanings rather than simply to act on thosehars (Kegan, 1980, 2000). Also importantly,
the adult educator needs to determine when to rtiekeransfer of authority from the educator to
the learner (Kegan, 1980, 2000) to facilitate depelental growth.

Epistemic Belief ChangeThe development of personal epistemology is a dymam
process influenced by context, affect, and envireminiBendixon & Rule, 2004). Bendixon and
Rule (2004) posit a link between personal epistegioll development and the affective
domain. If one’s current epistemology is no longerking, then one weighs evidence and
discerns the truthfulness of one’s beliefs (Bendi&oRule, 2004). Epistemic doubt is
specifically questioning current epistemologicdidfe or options and this plays a partin a

mechanism for epistemic change if new informatefound comprehensible, coherent,

43



plausible, and rhetorically compelling to a paraeundividual (Bendixon & Rule, 2004).
Resolution strategies include reflection and saai&raction and if discernment results in
evidence that seems credible, then more advandedisbean develop (Bendixon & Rule, 2004).
To resolve the doubt, one either goes back to tioe way of knowing or chooses the new way.

Double Loop. Single-loop learning leads to first-order changd enovation. Double-
loop learning pertains to learning to change unytleglvalues and assumptions (Argyris, 1976).
Double loop learning leads to second- order chamgetransformation, or a paradigm shift to a
change in the fundamental governing values thahegie institution (Argyris, 1976, as cited by
Tagg, 2010)The focus of the Argyris’ (1976) theory is on salyiproblems that are complex
and ill-structured and which change as problemisgladvances, as in the case of cultural
competencel-rom this perspective, how students will learnssnaportant as what students will
learn (Argyris, 1976, as cited by Tagg, 2010). Oedbop learning focuses on changing
behavior by allowing reflection upon underlying wa$ and beliefs that guide behavior (Argyris,
1976, as cited by Tagg, 2010). Reflection of paréints was sought in this study to help make
participants aware of biases, provide space tantetictions, and practice how to incorporate
new information (Argyris, 1976, as cited by Tag@1@). This is because only when one is able
to reflect upon and change underlying beliefs dlor she experience a permanent change in
behavior.
Learning Strategies

Each of the following learning strategies help explearning in adults. Learning
strategies include self-directed learning, expeiatiearning and narrative learning.

Self-Directed Learning Self-directed learning involves shifting the canhiof learning

to the adult learner (Merriam et al., 2007) anddéeelopment of critical thinking, initiative, and
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sense of self as co-creator of the culture thgteshaelf (Kegan, 2000). The process of self-
directed learning includes independence, the ghditnake choices, and the capacity to
articulate the norms and limits of societal andspeal values and beliefs (Goddu, 2012).

Self-directed learners are able to examine selfui@iand situation in order to
understand how to separate what is felt from whaukl be felt, what is valued from what
should be valued, and what is wanted from what Ishioel wanted (Kegan, 2000). Educators
seeking self-directed learning for the student mastsimply ask the student to take on new
skills, modify the learning style or increase saifafidence (Kegan, 2000). In order to be
culturally competent, nursing students are askedhémge the whole way they understand
themselves, their world, and the relationship betwthe two.

Experiential Learning. The term experiential learning is used in two wiaythe
educational literature. It is referred to as leagrivy directly encountering the phenomena being
studied through the application of knowledge, fegliand skills and “doing” something rather
than merely thinking about it (Brookfield, 1987).this description, experiential learning occurs
in the discipline of nursing through the use ofidals; that is, nursing students learn conceptual
knowledge didactically and then put that knowlettgase in clinical education. The other way
experiential learning is described is “educatioat thccurs during participation in the events of
life” (Houle, 1980). This definition of experienti@arning can be used when thinking of the
“life-long” learner. Kolb and Fry (1975) createdramdel involving an experiential learning circle
that involves concrete experience, observationexiperience, forming abstract concepts, and
testing in new situations. The learning cycle cagib at any one of the above four points and

should be approached as a continuous spiral (Ko 1975).
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Narrative Learning. Clark and Rossiter (2008) discuss using storigsadoh and learn
by focusing on subjective meaning, making sensxpériences over the course of life. Stories
are crafted of significant transitions throughofg &nd express the meaning of developmental
growth throughout life (Clark & Rossiter, 2008). éimles (1968) stated that adults bring life
experience to the learning encounter, which cavesas a resource for learning. Clark and
Rossiter (2008) argue that there is a very clos@ection between learners and experience. The
experience occurs and then is explained verbaléy #fe fact and the resulting narrative gives
meaning to the experience (Clark & Rossiter, 2008).

Clark and Rossiter (2008) add that narrative legyimvolves conceptualizing the
learning process itself. Learning through stomesives hearing and interpreting the story,
telling stories by making a connection between nencepts and stories, and recognizing stories
(Clark & Rossiter, 2008). Recognizing stories prass that the learner begins to understand the
fundamental narrative character of experiencesappties the story to oneself, groups, societies
and cultures (Clark & Rossiter, 2008).
Cultural Competence Education

Methods used to teach cultural competence to mystirdents include discrete courses
and integrating content into curriculum. Specifiempts at teaching cultural competence are
presented here and include lecture (Cooper BratByw2005; Lipson & DeSantis, 2007,
Lockhart & Resick, 1997; Long, 2012; Selig, Troma% Greene-Moton, 2006), group
discussion (Cooper Brathwaite, 2005; Kozub, 20iBsdn & DeSantis, 2007; Lockhart &
Resick, 1997; Long, 2012; Munoz, DoBroka & Mohami&@D9; Selig et al., 2006), written
reports by students (Kozub, 2013; Lipson & DeSag®7; Long, 2012; Munoz et al., 2009;

Selig et al., 2006), clinical experiences (Lipso&Santis, 2007; Lockhart & Resick, 1997;
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Long, 2012), guest lectures (Lipson & DeSantis,2Q®ng, 2012; Munoz et al., 2009),
mentoring and consultation (Long, 2012), and liirachersion in other countries (Caffrey,
Neander, Markle & Stewart, 2005; Lipson & DeSar3)7; Long, 2012). Prior to an actual
immersion service learning opportunity, Seckman Rra$el (2013) used scenarios with artifacts
consistent with specific cultures such as praygs and statues.

Lockhart and Resick (1997) created an electivesmiur which nursing students self-
assessed cultural values, conducted a detailedtigagon of a cultural or ethnic group of their
choice, and volunteered service hours in local camty agencies of their choice. Experiential
learning activities including in-class individualdagroup exercises and field experiences have
been used with some success to minimize the tegddrstudents to memorize facts and help
them react to cultural variation among the valuss lzealth beliefs (Lockhart & Resick, 1997).
They found that it is faculty, as much as studetis, must continually strive to develop creative
ways to prepare nurses who are sensitive and alttampetent (Lockhart & Resick, 1997).

Cooper Brathwaite (2005) found a short term coigsgfective in enhancing cultural
competence and transfer of cultural competencedctipe. Participants in her study experienced
an increase in self-confidence to care for divegaulations, and changed their behavior,
meaning they incorporated new practices and pes#ititudes in how they cared for patients
from different backgrounds in their practice (CooBeathwaite, 2005). She recommended
cultural courses be included in undergraduate ngrsburses (Cooper Brathwaite, 2005).

Caffrey et al. (2005) evaluated the effect of gnéting cultural content in undergraduate
nursing curriculum during a five-week internatioimamersion experience on students’ self-

perceived cultural competence. She compared thbsaeceived “traditional” education only
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with those who got education plus a field immersaperience in another country that
suggested those with immersion were more cultuapetent (Caffrey et al., 2005).

Selig et al. (2006) designed an elective courseuttaral competence to increase
development of awareness, knowledge, understarmidgkill to better serve diverse
populations. The course included definitions, pesivalue of diversity, impact of cultural
competence on health disparities, issues of comeation barriers, health literacy and
knowledge of common health behaviors (Selig e28l06). They found the course promoted
students’ self-awareness, increased students’ stasheling of cultural competence and racism,
and provided an overview of available resourcesitbaltural competence in health care
settings (Selig et al., 2006).

Lipson and DeSantis (2007) reviewed five typesuwficular input among associate,
baccalaureate, and master degree programs to oretepcultural competence including
specialty focus, required courses, instruction aadefhs, immersion experiences, and distance
learning. They found that nursing faculty membeesret always adequately prepared to teach
cultural competence, nor are faculty consisteth@r approach to cultural competence (Lipson
& DeSantis, 2007). They reviewed immersion expeasrasting two to six weeks that were
shown to increase student self-awareness and ir@itwational behaviors regarding cultural
competence (Lipson & DeSantis, 2007). However glage enormous expenses for travel, a
limited number of students who can participate, lactl of formal evaluation (Lipson &
DeSantis, 2007) which makes immersion experiendessapractical tool to reach the bulk of the
nursing student population.

Lipson and DeSantis (2007) warn that a recipe umday list approach to teaching

cultural competence is an inhibitor because stigdesit not understanding how broader social,
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economic, political and environmental variablegetfthe nurse-patient encounter or how
situational factors influence health-seeking bebtisviRather, cultural competence education
should focus on the nurse-patient encounter (Ligs®eSantis, 2007).

In their descriptive study based on Leininger’'sumal competence model, Gebru and
Willman (2009) found that a more appropriate goalstudents might be cultural awareness
rather than cultural competence. In the same \anoz et al. (2009) developed a six-week
elective course on cultural competence with mudtigilinary students. Munoz et al. (2009) used
written reflection, group discussion, and guestgpes to present content on health disparities
and cultural competence in education, and intaucallipanels involving Somalian, Laotian,
Vietnamese, Gay and Lesbian, African American, Apgdan, and Hispanic speakers. They
found there were often more issues raised thanttndéalogue on racism, equal access, class
distinctions, social justice, and homophobia (Muebal., 2009).

Calvillo et al. (2009) underscore that educatoescimallenged to develop new and
effective curricula emphasizing understanding aertsgivity toward vulnerable patients and
population from a variety of cultural groups. Dykexl White (2011) found that behavioral
changes to reduce healthcare disparities mighebedulvanced by education. Standardized
patients are a promising way to teach this valdeecontent, but Long (2012) found that
standardized patients have only been used witlestaaf medicine.

Kozub (2013) used event analysis to develop culjucampetent nurses by engaging
students and creating a cohesive group. Event sisasya process in which participants choose
events to describe what happened, understandinifieence and explore the meaning each holds
to facilitate learning (Kozub, 2013). Based in theory of transformative learning, adult learners

interacted directly with the concepts and conteamdp taught (Kozub, 2013). She reported that
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cultural knowledge improved as participants redezstcand sought information to help them
understand and express the perspective of the @€beub, 2013). She reported event analysis
provided self-reflection and transformational leagy which helped develop cultural awareness
through group discussion (Kozub, 2013).

Recommendations gleaned from investigators regpdimuseful pedagogical attempts
include using teaching strategies to improve caltaompetence (Cooper Brathwaite, 2005;
Dykes & White, 2011). Selig et al (2006) taughekeint definitions, the positive value of
diversity, the influence of cultural competencehaalth disparities, issues of communication
barriers and health literacy, and knowledge of camimealth behaviors. Lipson and DeSantis
(2007) focused on the nurse-patient encounter amilK (2007) shared the positive effects of
self-reflection and group discussion.

Simulation

Simulation has been shown to be a highly effedtnet for learning and is defined as the
recreation of an event that is as close to reabtpossible (Baker et al., 2008; Hart et al., 2014)
Simulation repositions learning from a passiveepdiwe and content driven process to an active,
dynamic, and reflexive one (Berragan, 2011). Theafsimulation in nursing education
provides a “safe” environment where learners cakenmaistakes and problem-solve with
guidance available from the facilitator (JeffrieB&ttin, 2011; Long, 2012). The simulated
experience enables learners to experience divusgiens in a controlled environment prior to
working with actual patients (Rutledge et al., 2008

The amount and quality of cultural experienceslalbée to learners during clinical
experiences in acute care settings varies (Shat&l, 2013). In non-simulated “real” patient

care settings, the needs of the patient take priovier learning needs but with simulation, the
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learner’s needs and learning objectives are theecehattention (Berragan, 2011). Simulation
provides a context for purposeful interaction (Meft & Lenssen, 2000) so learners can apply
concepts. Simulation is not meant to replace erped with real patients but it is a reproducible,
highly realistic learning environment (UniversityRittsburgh, 2014). Explanation of the
evolution of simulation, how it impacts learningdgoromotes critical thinking follows.

Description. Simulation has been used in aviation since they @art of the twentieth
century (Page, 2000). Simulation can entail anyspay representation of the full or partial task
to be replicated (Cooper & Taqueti, 2004). In mgseducation, this includes the use of an
orange, for example, for intramuscular injectiddaman patient simulation has evolved from
the orange and parts of bodies to life-sized manimsgused first in medicine with anesthesia
students in the 1960s (Ober, 2009).

Nursing education has used simulation and humaamaimulators for years as the cost
of human patient simulators has become more rebko(¥effries, 2005). Low fidelity
simulation involves problem-based scenarios, statidels, and two-dimensional displays that
are good for procedural practice (Biteman, 2011nld.). Mid fidelity simulators include virtual
three-dimensional computer programs (Biteman, 2@hil)computerized mannequins that
produce heart, lung, and bowel sounds. High figalinulators are computerized life-like
mannequins that are equal in size, and in some caseght to humans which produce heatrt,
lung, and bowel sounds, have anatomically correlsgs, eyes that tear and blink, and respond
physiologically to interventions (Biteman, 2011ate model simulators reflect engineering and
psychological fidelity to provide a “realistic” edational experience (Berragan, 2011).

Standardized patients are people who act as patiestripted roles to help in communication,
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physical examination, and other skills. This magal especially useful when addressing
sensitive issues with patients (University of Pitiggh, 2014), such as cultural competence.

Learning Domains. Simulation promotes learning on a number of leuattiding the
affective domain, as participants feel a broad easfgemotions; the behavioral level when
learners “do” and “experience”; and the cognitigedl through discussion and application to
real life (Meltzoff & Lenssen, 2000). The researetiesigned simulated patient encounter in this
study addressed cultural diversity so learners wenperience a change in the affective,
behavioral and cognitive domains. These culturabanters align with cultural awareness,
cultural knowledge, cultural skills and culturaktte. The goal of the researcher-designed
simulation experience was to increase cultural ecaemce and the five constructs of cultural
competence.

Because differences in culture lead to emotiorspaases like bias, stereotyping, and
prejudice, simulation will allow a shift from cogdivie learning to the affective (emotional)
domain for the learning of cultural competence.iv&texperiential, contextual learning
approaches facilitate learning and the provisiosimiulation-based learning environments
provide learning experiences that learners seelegant for their future (Baker et al., 2008).

Reflection. The use of reflection, as is standard with simatatprovides a baseline for
culturally competent practice and an understandfrthe responses to diverse patient needs
(Kozub, 2013). Reflection contributes to prioritioa and organization, nursing assessment, and
clinical judgment, connecting theory and practicavpie, Pepin & Boyer, 2013). Simulated
experiences are particularly recommended amond Eduhers due to the cognitive process of

reflection upon the experience rather than jusettgerience (Merriam et al., 2007).
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There are three types of reflection, however, amlg may lead to transformative
learning. The first type of reflection is conteatlection, which is thinking about the actual
experience itself. The second type of reflectiopricessed reflection, which is thinking about
ways to deal with the experience. During this tgpeeflection, an individual may strategize
about problem solving. Third is premise reflectiamich involves examining long-held, socially
constructed assumptions, beliefs, and values d@hewgxperience. This is the type of reflection
that leads to transformative learning. During retflen, the individual reviews what happened
and thinks critically in order to make sense ofélperience and examine assumptions, beliefs
and values.

Critical Thinking. According to Brookfield (1987), critical thinkingbasists of five
phases. Discomfort is the first phase of critibahking. Second is appraisal, or self-examination
of the situation, thinking about the discomfortir@ins exploration, in which new and different
ways of explaining or accommodating the experieaareeexamined. The fourth phase involves
trying on new roles, new ways of behaving, new wafyhinking about the experience, and
gaining confidence in this new perspective. Inftfie phase of critical thinking, the individual
is able to integrate new ways of thinking. Crititi@hking enables the individual to scrutinize
and analyze relationships and assumptions. Usenolaion enables learner critical thinking
through opportunity to transfer classroom informatio a realistic setting (Sinclair & Ferguson,
2009).

Following simulation, learners, as unique persoitk different backgrounds and
reactions to a situation, are able to compare #ations with events that could have or should

have occurred (Lavoie et al., 2013) to allow fatical thinking and offers time to critically
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examine rationale (Sinclair & Ferguson, 2009). Akawahara, Yamashina and Tsuboi (2013)
recommend some silent time to allow for criticahiting during debrief.

Limitations. Limitations to the use of high-fidelity simulatarelude the inability of the
simulator to display facial expressions, an imparteon-verbal behavior (Kameg et al., 2010);
the time it takes for nursing faculty to learn s®euhe simulation technology and educational
resources (Berragan, 2011); and the possibilityldeganers may not be able to interact seriously
with a non-human simulator (Kameg et al., 2010)ckiir and Ferguson (2009) discuss “faculty
fatigue” because simulation requires time and hureaaurces. Additionally, the speed of
developments within simulation technology (Berred20i 1), while exciting, may shift the
thinking of nursing educators from ‘using manikingeach’ to learning all about manikins.
Learners, too, may not be satisfied with their eigmee with high-fidelity simulators (Luctkar-
Flude, Wilson-Keates & Larocque, 2012).

Adult Education in Summary

Instead of a high-fidelity simulator, standardizadients were used in Transcultural
Humility Simulation Development activities. Standiaed patients are carefully trained to
accurately and consistently role play a patientthed provide feedback to the learner and have
been shown to improve the perceived lack of reasch support the development of
communication skills (Luctkar-Flude, Wilson-Keats$.arocque, 2012). Nursing researchers
have used a variety of teaching modalities forwwaltcompetence, including lecture, case
studies, and travel for immersion experiences buatrhas shown to be superior in teaching
cultural competence (Long, 2012). Simulation witlinslardized patients was not used to teach
cultural competence to nursing students prior i® study but having reviewed theories of adult

learning, pedagogy, empirical research on nursthug&tion for cultural competence, and the use
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of simulation, Transcultural Humility Simulation &lopment activities show promise for
helping learners achieve cultural competence.
Chapter 2 Summary

In this chapter, the review of literature was preed. The methods employed in
reviewing the literature were articulated, ande¢begent literature supporting this study,
including theoretical and empirical evidence ortual competence, health disparities, adult
learning, nursing education, and the use of sinanas a strategy to address cultural
competence, was explicated. Campinha-Bacote’s (200del, The Process of Cultural
Competence in the Delivery of Healthcare Servioes the theoretical framework for this study.
The model involves the integration of five constsucultural desire, cultural awareness, cultural
knowledge, cultural skill, and cultural encount@rke Inventory for Assessing the Process of
Cultural Competence-Student Version was selectéldeasiain instrument for quantitative data
collection. Evidence of health disparities peraistl innovative strategies to teach cultural
competence are necessary. Nursing education thithegtxamination of adult learning theory
and models and the use of simulation as a souctiteastrategy for cultural competence

involving three domains of learning, cognitive,egfive, and behavioral was explained.
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CHAPTER 3
METHODOLOGY

The research methods including design, settingsantple, intervention, instrumentation,
data collection procedure, and data analyses asepted in this chapter. This study had two
purposes. The first was to determine whether ppaiion in the researcher designed
intervention, Transcultural Humility Simulation Delepment, significantly improved cultural
competence and its constructs, cultural awarecetisyal knowledge, cultural skill, cultural
desire and cultural encounters among graduatingab@reate nursing students when compared
with a group of students who did not participat¢he intervention. The second was to explore
the integration of culturally competent behavierswursing care following graduation.

Design

A longitudinal, descriptive, quasi-experimentakfgst-posttest comparison group design
(Shadish, Cook & Campbell, 2002) using embeddedchirethods (Creswell & Plano Clark,
2011) was used in this study. The embedded desigbines collection of quantitative and
qualitative data within a traditional quantitatresearch design (Creswell & Plano Clark, 2011).
The collection and analysis of qualitative datausced during and after the intervention and
implementation of the data collection and analysis.

This study was longitudinal in order to see if @manges that resulted from the
intervention persisted over time. It was descrigtmeaning it described the student participants’
experiences with the intervention and with the giown of culturally competent nursing care.
The design was quasi-experimental, meaning theseawaducational intervention designed and

empirically studied with the use of an interventgmup and a comparison group that did not
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participate in the intervention. Pretest-posttesasures strengthened the design to understand if
there were changes and if so, whether they may tesudted from the intervention.

The embedded design was used because a singlgetlatas not sufficient to test
hypotheses and answer the research questionsovitded greater insight and breadth to address
the problem than would be obtained by either tylpgata separately (Creswell & Plano Clark,
2011; Fitzgerald et al., 2009), because of the d¢exity of cultural competence (Calvillo et al.,
2009). The intent was not to merge different data & answer the same question, but to keep
the two sets of results separate using qualitditieengs to help explain quantitative findings
(Creswell & Plano Clark, 2011).

The longitudinal, quasi-experimental design wasselnao address some of the
methodological issues highlighted in the literatuneorder to determine whether participation in
Transcultural Humility Simulation Development adirs effectively improved cultural
competence, both intervention and comparison graugre used. Moreover, to understand
whether changes were maintained among studentipariis following graduation, data were
collected over time.

The study design addressed potential threats idityalMeasures to address qualitative
threats to validity were undertaken and are desdrimder the qualitative data collection and
analysis sections of this chapter. Quantitativedts to validity include attrition, history,
maturation, testing, statistical regression, seladbias, interaction between participants in the
intervention and comparison groups, reactive aearent, and bias (Shadish et al., 2002;
Creswell & Plano Clark, 2011). Each of these tle@ad the measures to prevent and minimize

their effects are offered in the next passages.
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Attrition, also called mortality, refers to any $osf response from a participant that
occurs after participants are randomly assignexitalitions, as when a participant refuses any
further participation (Shadish et al., 2002). Higt@s a threat to validity, refers to the specific
events that occur between the first and secondumeagnt (Shadish et al., 2002). Maturation
refers to the effect of the passage of time onesuibjas most participants may improve
performance regardless of the intervention, jusabee of time between pretest and posttest
measures (Shadish et al., 2002). Interaction betywadicipants in the intervention and
comparison groups as a threat to validity sinceg¢hn the intervention group may share
experiences with those assigned to the controlg(Bhadish et al., 2002). Measures to help
prevent attrition, history, maturation and interactin this study included minimizing time
between assignment and intervention implementationimizing time spent on surveys,
maintaining strict confidentiality and privacy, addbriefing participants about their study
experience (Shadish et al., 2002).

Testing refers to the effects of taking a testlf@ndutcomes of taking a second test
(Shadish et al., 2002) as might be the case iet@$trposttest design. Decreasing the amount of
time between measures helped mitigate this effiestrumentation is best described as changes
in the instrument, observers, or scorers, which praguce changes in outcomes (Shadish et al.,
2002). Interaction selection of comparison groupd maturation interacting may lead to
confounding outcomes, and erroneous interpretafianthe treatment caused the effect (Shadish
et al., 2002). Measures to reduce these threatlittity include using the same instrument in
the same conditions and not assigning a causeftead eelationship between the effects of the

intervention and the instrumentation.
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Statistical regression, also known as regressidohetanean, refers to selection of subjects
on the basis of extreme scores or characterishicadish et al., 2002). Selection bias is assigning
specific participants to either the interventiorcomparison group (Shadish et al., 2002).
Random selection using a random number genera®used to address these threats to validity
in this study.

Reactive arrangement refers to the artificialityhod experimental setting and the
participant's knowledge that he or she is parttangan an experiment (Shadish et al., 2002). To
remediate this problem, the intervention activitiese incorporated as variants of the regular
curricula (Shadish et al., 2002), such as facudtyltated discussion, the viewing of a video, and
simulation, and treatment should be delivered lyla faculty and staff (Shadish et al., 2002)
as was done in this study.

A data collection issue that can occur in the erdbddiesign is introducing bias through
the qualitative data collection that affects thamfitative instrument’s internal validity. To
address this issue, qualitative data collected poithe posttest measurement of quantitative data
used open-ended writing prompts so as not to péessi@dent participants in any way.

In this embedded mixed methods study, quantitathaqualitative data were collected
at roughly the same time and were analyzed indepelyd using techniques traditionally
associated with each data type, and then quaktéitndings helped explain quantitative results
(Creswell & Plano Clark, 2011). Transcultural HutgilSimulation Development is an
educational intervention designed by this researahd is theoretically based. The intervention
was administered to the experimental group onlgidetof any class time and the comparison
group did not participate. The diagram (adaptedchfShadish et al., 2002) of the research

design is presented in Figure 5.
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Figure 5. Diagram of Research Design

Comparison group  O1 O2 Os

Figure 5. Pretest data were collected at Tim@4}, from both the experimental and comparispn
groups. The experimental group participated ininiervention Xa), Transcultural Humility
Simulation Development activities, and data weléected. Posttest data were collected at Time
2 (O). Following graduation of the participants, a suog of 20 participants was interviewed| at
Time 3 O3).

Setting

This study was conducted at a private parochialarsity in the western US that
grants baccalaureate, master, and doctoral degreese are approximately 8,000 students
enrolled in the university. The mission of the wrsity is to help each student understand and
engage his or her purpose by providing a Christered educational experience that integrates
academics with spiritual and social developmenbofemities. The mission of the School of
Nursing is to educate competent, responsible, gaand professional nurses prepared from a
Biblical worldview to serve locally, nationally, drglobally, revering the human dignity of all
persons created in the image of God.

At the time of the study, the full time faculty veeall female and predominately
Caucasian. Less than 1% was Asian American andHassl% was African American. Of the
nearly 500 full time nursing students in the baaoe¢ate program, 85% were female and 15%
were male. Ages ranged from 18 to 56 and 80% w&te 25 years old. The racial and cultural

composition of the student population was 51% natiFAlo Caucasian, 27% Hispanic, 12%
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Asian, almost 5% African American, and approximateto Native American or Pacific
Islander.

Sample

The convenience sample was drawn from baccalauneeseng students enrolled in
NUR 471, a Nursing Leadership course, during thal fsemester of the program. Course
enrollment was 60 students. Inclusion criteriaudeld students enrolled in NUR 471 in Spring,
2015 who agreed to participate in the studyX7, 95%). Exclusion criteria included students
not enrolled in NUR 471 in the Spring, 2015 and wlitbnot agree to participate in the study.
All students who gave informed consent and meusioh criteria were enrolled to the study.

Power and effect size were calculated and 26 maatits per groupN=52) were needed.
Power is probability that a statistical test wdject the null hypothesis when it is false andrefe
to the ability of a test to detect relationshipattéxist in the population (Shadish et al., 2002).
The higher the desired power, the more subjectaegded (Plichta & Kelvin, 2013). According
to Cohen (1987) a power of .80 is reasonable faties in the behavioral sciences (as cited in
Plichta & Kelvin, 2013; Shadish et al., 2002). Effeize is a quantitative measure of the strength
of the phenomenon (Shadish et al., 2002). The ediee, the difference between, the means of
the two groups divided by the standard deviatioms set at .70 (Plichta & Kelvin, 2013). This
medium to high effect size was used in this studydtter assess the effect of the intervention. A
sample of 26 participants per group, the alphal levé5, an effect size of .70 and a power of
.80 (Cohen, 1987 as cited in Plichta & Kelvin, 2Dh@&re sufficient to detect differences
between groups.

Those who patrticipated in this study as standeddpatientsN=8) were qualified for

inclusion because each was able to speak anotigardge. Each standardized patient signed an
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informed consent (see Appendix B) and was recruateditrained by the Assistant Director of
the Learning Resource Center and StandardizednP&@rdinator. Of the eight standardized
patients, four were male and four were female. B@f¢he eight were African American and
one was from India. The standardized patients ngage from 18 years old to 31 years old
with a mean age of 22.6 years old.

Cultural Content Included in Curriculum

In this section, the cultural content includedha regular curriculum is presented.
Students in the baccalaureate nursing progranegiriiate university in the western US
typically learn about culture, defined as inclusofeeligious affiliation, language, physical size,
gender, sexual orientation, age, disability, poditiorientation, socio-economic status,
occupational status and geographical location (GamapBacote, 2007) but little in terms of
cultural competence, meaning the ability of theseup provide excellent care to culturally and
linguistically diverse individuals. At least onersing course each semester includes content on
culture and diversity, including the incidence amevalence of disease and disability and racial
and ethnic characteristics among culturally angdistically diverse populations.

In the fifth semester, students take NUR 430, Tealtsral Patterns of Health. A few of
the course objectives are: 1) Explore conceptsibfial health beliefs, values, and health
practices as they apply to nurse-person, nursepgend nurse-community processes through
the context of the biblical worldview; 2) Describecioeconomic factors impacting groups
across the life span and analyze the barriersatitheare in the United States related to cultural
health beliefs and health practices; 3) Examinddbal, ethical, and research issues confronting

the nurse regarding transcultural health care dgfiv
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NUR 430 focuses on incidence and prevalence oadesand disability and racial and
ethnic characteristics among culturally and lingoaly diverse populations, as well as
complementary and alternative therapy (CAM). CAMlines the following: acupuncture;
massage therapy; spinal manipulation; healing tplieht and cold application; meditation,
movement and relaxation; hypnotherapy; traditidresgllers and remedies; and, the use of natural
products like herbs or botanicals (National CefagelComplementary and Alternative Medicine,
2014).

The sample was drawn from NUR 471, Nursing Leddprs course that does not
include any content on cultural competence. Stuparitcipants in both the intervention and
comparison groups had no class scheduled on thefdhg intervention.

The Intervention: Transcultural Humility Simulation Development

Transcultural Humility Simulation Development isesearcher-designed educational
intervention developed to address the gap in thelure surrounding the use of simulation with
cultural competence. The intervention related diydo the theoretical underpinnings of the
study, Campinha-Bacote’s (2007) model, The Proog&xiltural Competence in the Delivery of
Healthcare Services, with an emphasis on “beconganfurally competent, as well as
integration of Bloom et al.’s (1956) taxonomy céiring domains, and that of adult learning
strategies. The greater part of the interventioa Workshop, was conducted on Friday June 12,
2015, with one activity done independently withimeoveek prior to that Friday. The date
planned for the Workshop was presented to studemMtR 471 at the beginning of the Spring
2015 semester on the course calendar so they isaid the date”. The Workshop was

designed to allow student participants to compdditactivities. Evaluation of the student
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experience was obtained to determine what wentamellwhat to improve (Seckman & Diesel,
2013).
Learning Objectives

Five learning objectives were developed based effivle constructs of Campinha-
Bacote’s (2007) model, The Process of Cultural Ceterpce in the Delivery of Healthcare
Services. These were:

1) Recognize one’s own cultural biases, prejudiced,amsumptions.

2) Develop knowledge about cultural influences on theal

3) Conduct culturally sensitive assessments.

4) Generate desire through participation in culturedaeinters.

5) Demonstrate cultural humility by recognizing thgrdty and worth of others.
Activities

The Transcultural Humility Simulation Developmentigities consisted of several
engagements. Learning strategies were chosen bagéé principles of adult learners (Fasokun,
Katahuri & Oduaran, 2005). Each of the learningvétets was also designed to support learning
as development (Kegan, 1980, 2000 as cited by D&mayerson, 2004). The reflective activities
were designed to facilitate epistemic doubt soestt@articipants could face their biases and
stereotypes (Bendixon & Rule, 2004). Student piaditts assigned to the intervention group
were asked to complete an online activity and themicipate in a workshop. Each is explained
in the following paragraphs.

Online Activity. Student participants self-administered the Harwalicit online
activity (Implicit Attitudes Test [IAT], 2011) ateir convenience within one week prior to

simulation day. The Harvard implicit online actwivas originally created in 1998 foster
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dissemination and application of implicit sociabodion and in 2011 it was made available for
free use to promote social justice (IAT, 2011nkasures attitudes and beliefs that people may
be unwilling or unable to report by measuring ttrerggth of one’s associations between
concepts, such a people of a certain race andatuaig, like good or bad, or stereotypes like
athletic or clumsy (IAT, 2011). The main idea iattmaking a response is easier when closely
related items share the same response key (1AT,)201

This online activity involved sorting value-lademnss into judgment categories.
Stereotypes are the belief that most members ochgpdhave some characteristic (IAT, 2011).
Explicit stereotypes are those that are reportédardly whereas implicit stereotypes are
positive and negative evaluations that occur oateidconscious awareness and comparison
(IAT, 2011). By participating in this activity inrjvate, each participant could learn about his or
her own cultural biases, prejudices, and assumpgogaging the affective and cognitive
learning domains (Bloom et al., 1956). Learningimyithis online activity was self-directed in
that learners managed the context, setting, andati@n, and when they completed this activity
(Abdullah, 2001). Assisting participants in becoghaware of implicit positive and negative
evaluations, participants may experieepestemic doubt, specifically questioning current
epistemological beliefs (Bendixon & Rule, 2004)isTplays a part in a mechanism for epistemic
change if new information is found comprehensibtéerent, plausible, and rhetorically
compelling to a particular individual (Bendixon &ufe, 2004).

Workshop. On June 15, 2015, student participants in thevatgion group attended the
Workshop.During registration, student participants were pited a folder containing a schedule
for the day, a color-coded card with their rotat{@nor B), cultural assessment tools, blank

paper for notes, index cards, and a pen. Studetitipants played a matching card game and
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watched a video as a group. Then student partitspangroups of approximately fourteen
participants, rotated through two stations in ptexdeined order. Student participants engaged in
a faculty-facilitated lecture and group discussabone station. The other station consisted of
participating in simulation with the standardizesdipnts followed by debrief. The day ended
with a whole group wrap up and completion of a teritevaluation of the intervention. Specific
activities are explicated below. The workshop scitednd student rotation sequence are
presented in Table 1.

Table 1

Workshop Schedule with Student Rotation Sequence

Time Activity
0900-1000 Registration and Breakfast
1000-1100 Matching Card Game and Silent Reflection
1100-1230 Video and Silent Reflection
1230-1315 Lunch
1315-1445 Rotation 1
Faculty Facilitated Simulation and Debrief
A B
1445-1500 Break with Snacks
1500-1630 Rotation 2
Faculty Facilitated Simulation and Debrief
B A
1630-1700 Wrap up and Whole Group Debrief

Matching Card GameA matching card game was designed, based on Caapin

Bacote’s (2007) theory, to help student participamtderstand concepts of cultural groups,
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existing cultural assessment tools, biologic armat@mical variations among culturally and
linguistically diverse populations, specific disessand differences within and between cultural
groups. The matching card game activity was intdriddéenelp participants obtain knowledge
regarding health-related beliefs, practices, aridegs disease incidence and prevalence, and
treatment which occur in the cognitive domain (Bioet al., 1956).

Disease incidence varies among ethnic groups aaithrdisparities prevail (Campinha-
Bacote, 2007). Stereotypes discount uniquenesweisity found within each culture and
accumulation of life experiences (Campinha-Bac2®®,7) and understanding stereotypes
involve the affective domain (Bloom et al., 195BY. understanding stereotypes, values, and
health injustices, student participants may hattatad learning in experience (Stein, 2004). As
Campinha-Bacote (2007) stated, healthcare profesisionust keep in mind that cultures are
constantly evolving so it is necessary to obtaitucal knowledge.

Card games may be fun and their use may help ntetstadent participants to learn and
immerses learners in the material so they learreratiectively (Teed, 2014) and may lead to
double-loop learning. Argyris (1976) described detlbop learning, which leads to a paradigm
shift, as the distinction between an individuabpeused theory and their “theory-in-use”, or
what they actually do, and bringing these two radagruenceChanges in values, behavior,
leadership, and helping others, are all part af,iaformed by, the individuals' theory of action
(Argyris, 1976). Typically, interaction with otheisnecessary to identify the conflict (Argyris,
1976).

Four tables were used in a classroom. Each taldeowtditted with a set of two decks of
cards each, one deck of “categories” and one cfciaigtions”. The cards were color coded so

each of the tables had a different colored set.CHnds were created, printed, laminated, and cut
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by the researcher. Student participants were giuections, played a round, mixed in various
groupings at the tables and continued play.

The “descriptions” decks of cards were distributgdally among all players. Student
participants were instructed to each take a tunngoiine “judge”. The judge chose a card from
the “categories” deck and shared the category ewadind with the other players at the table.
Each player chose the card with a “descriptiont tteaor she thought best matched the category
and placed it, face down, in front of the judgendfly, the judge decided which “description”
card matched the “category” card and the player \am” kept the “category” card.

Every ten minutes, chimes were played to signaln@er at each table to move so
different participants played together and all dealere used. About half-way through this
activity, it was noticed that with only winners mog tables, not everyone would see all the
decks. For the second half, those who did not woned tables when the chimes were played so
each participant would have the opportunity to pléth all decks. The game lasted
approximately an hour. After participating in thatiching card game, student participants were
provided with blank paper in order to write theaflection.

Video and Silent ReflectiorStudent participants were instructed to remaimsiléhile
viewing a video and completing written reflectiom feelings regarding this experience and
content. Faculty members were in the room to eragmiguiet time and to answer any questions
in private. The video selecteldpld Your Breatl?, portrayed the story of a male patient of Arab
heritage who was Muslim. He was diagnosed withggressive, life-threatening cancer but
rejected chemotherapy and embarked on a pilgrirtalyeecca. There was, at best, a
communication conflict when he declined chemothgrafich he understood to be a

continuous transfusion of medication because itldvothibit his ability to pray five times per
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day. He missed out on months of treatment as thdteared that family members, acting as
interpreters, misinformed him about the gravityhif disease while the family blamed the health
care system for his rapidly declining health.

Silent reflection uses self-directed learning tdtstontrol of learning to the adult learner
(Merriam et al., 2007). In this activity, studemtricipants had the opportunity to make choices
and articulate personal values and beliefs (GodadL2) by documenting personal experience in
writing. This is situated in the affective and cidiye domains (Bloom et al., 1956). Silence
during this time was implemented to help studemntiggpants reflect on culture, values, inequity,
and humility. By sharing their own words, storiaad reflections, student participants engaged
in narrative learning (Goddu, 2012). Argyris (19@8plained in double loop learning,
assumptions underlying current views are questi@medhypotheses about behavior are tested
publically. The end result of double loop learnstpuld be increased effectiveness in decision-
making and better acceptance of failures and mestékrgyris, 1976). This silent time and
reflection is a pair of double loop learning.

Faculty-Facilitated Rotation.Student participants then heard lecture content,
participated in faculty-facilitated group discussiand completed a free-write reflection activity.
Since Mahabeer (2009) found nurses need more aedacatdevelop cultural knowledge, ethnic
pharmacology and biologic variations among difféeghnic groups were topics specifically
addressed in the faculty-facilitated rotation ftudent participants to increase cultural
competence. The lecture content also includednmétion on the importance of using interpreter
services, the National Standards for Culturally Bmdjuistically Appropriate services in Health
and Healthcare (CLAS), and health disparities. Clb&®s tailor services to an individual’s

culture and language preference in order to brbgyapositive health outcomes for diverse
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populations (U.S. Department of Health and Humamwi&es, Office of Minority Health, 2015).
Lecturing is an effective way to disseminate knalgke (Cashin, 2010) and involves the
cognitive domain (Bloom et al., 1956). Lecturingie group of student participants allowed for
distribution of a large amount of information imedatively short amount of time.

The group discussion provided student participreopportunity to discuss concepts of
health equity. Group discussion has been demoedttatbe a core learning activity for higher
order critical thinking (Fasokun et al., 2005) aited in the affective and cognitive domains (Bloom
et al., 1956). Group discussion allowed studeni@pants the opportunity to come together and
share information, knowledge, and ideas as wdlliratheir views, and agree and disagree on issues
before taking a position on them (Fasokun et 8052. Ground rules included the need to respect
one another’s ideas, the need to listen and the toegive opportunities to everybody to participate
in the discussion (Fasokun et al., 2005). Partizigan the group discussion offered student
participants experiential and narrative learningd@u, 2012). Drego-Severson (2004) stated that
informational learning adds to what a person knatereas transformational learning changes how
a person knows. This activity introduced new cageitesources and deepened existing resources,
contributing to individual development (Drego-Seager, 2004).

The prompt for the free write was: “When | (thin&el, hear, taste, smell, see) culture...”
Directions for the free write may be found in ApgenC. The free-write activity provided the
student participants with the opportunity to idgnéind express personal ideas, feelings,
impressions and memories (Goldberg, 1986). Thisigactvas intended to help student
participants use the affective, cognitive and psyebtor domains (Bloom et al., 1956) for

narrative (Goddu, 2012) and transformative learriiegan, 2000).
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Simulation Rotation.The standardized patients played either the paietite sister. The
role of the patient was 24-year-old Bismark Sentveasingle, heterosexual, Catholic taxi driver
who immigrated to the United States from Rwandanssxaths ago with his sister. The role of the
sister was 22-year-old Nadia Sentwali, a singlajthg, student who accepted a scholarship
from a local university to study English. They grepvin Africa in a poor family in a remote
village with very little access to clean water dintited access to protein. Their primary
languages were French and Kenyan Rwandan. Themadtgrandparents were killed when they
were young and they never met their maternal gramsips. Their father died of a stroke when
they were teenagers. Their mother is still in thlage, she is healthy, and Bismark and Nadia
hope she can join them in the United States soon.

The standardized patients were placed in a sindilatepital room. Bismark was in a
hospital gown in a hospital bed. He had tapeditodnasogastric tube, an IV, and a midline
abdominal dressing. His gown and bed sheets weyatwested and his feet were uncovered. He
was instructed to report, if asked, that he hagdra throat, felt something was stuck in this throat
and hoped the tube would come out today. He wasttecared and overwhelmed because he
has never been in a hospital before and report gasked, of five on a scale of zero to ten.
Bismark was given cards expressing his body makes<iBMI) of 22, and vital signs including
heart rate of 96, respiratory rate of 22, bloodspuee of 142/88, body temperature of 99.2
degrees Fahrenheit. Cards are used with standdrdae&nts because if vital signs were actually
measured, they would not match the scenario. Nadgin the chair next to the bed holding a
rosary. She was to act worried and a little scéwetier brother. On the bedside table, there was

a picture of the Virgin Mary, a food tray with aap containing a hamburger and French fries
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next to an empty urinal, and an overflowing hogyrash bag. There were clean bags on another
table in the room.

Prebriefing During the prebriefing session, student participavere told that there were
faculty members in an adjoining room observing theomsistent with institutional practice.
Student participants heard a focused shift reftiis report included the following information:
24-year-old male named Bismark Sentwail who is dags postoperative after a hemicolectomy
secondary to small bowel obstruction; nothing byuthdNPO), he has a nasogastric tube to low
continuous suction with 200 milliliters output lastift; he has an intravenous catheter in his left
forearm infusing 5% dextrose in 0.45 normal saéih@25 milliliters per hour; he has a midline
abdominal dressing that has been dry and intdotygrade fever that has not been treated; his
last pain medicine was Dilaudid 1 milligram admiared intravenously one hour ago; English
his not his primary language but he “communicaies’f Instructions for the students were to
perform a shift assessment.

Simulation Student participants entered the “inpatient roampjairs. During simulation
neither the standardized patient nor the family tme@ntommunicated in English until the
student participant stated he or she was callingrianterpreter. Once the student participant
called for an interpreter, the standardized pataot family member did communicate in
English. Expected learning activities included shiduse of an official interpreter rather than a
family member, effectively conducting culturallynsgtive collection of subjective and objective
data, and demonstration of cultural humility byageizing the dignity and worth of the
standardized patient and family member (refer tpepulix D for rubric). Specific behaviors

included untwisting the gown, straightening thefinand emptying and replacing the trash bag.
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A faculty member in a different room observed timewations and completed the rubric.
This was not to judge or grade the experiencetdwiatch student participants’ performance.
This rotation was intended to provide the oppotiufar practice to help student participants
elicit assessment data in a culturally sensitivamea (Campinha-Bacote, 2007) using an official
interpreter and to demonstrate cultural humility.

Simulation engages the affective, cognitive andcpeynotor learning domains (Bloom et
al., 1956). Simulation is a form of experientiareing in which an adult learner makes practical
use of knowledge and applies it appropriately smhee a situation (Goddu, 2012). Experiential
learning focuses primarily on processes rather thdoomes so student participants were able to
learn from events as they occur (Stein, 2004). &timn also offered the opportunity for
transformative learning through the developmerth@inged expectations in order to distance
oneself from one’s prior frame of reference in oridebe open to learning (Kegan, 2000).

Kegan (1998, 2000) as cited by Drego-Severson (2&ddlained that simply increasing
knowledge is informational learning but that tramsefational learning in the constructive
developmental theory must be conceived as a deveofal process. Developmental learning
shows progress in knowledge, results in knowle@geganization, and constructs more
advanced knowledge (Kegan, 1998, 2000, as citddrego-Severson, 2004). This change in
how something is known involves the developmerd oapacity for abstract thinking so that one
can ask more general thematic questions aboutdaotsdering the perspectives and biases of
others (Kegan, 2000).

Debrief. Directly following the simulation, a faculty memifacilitated a debrief session,
that was approximately two to three times the lemdtthe simulation. See Appendix E for

debrief guide. Student participants were instruttelde quiet and were moved to the debrief
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room because of the emotional charge during sinaundArafeh, Hansen & Nichols, 2010). The
Standardized Patient Coordinator debriefed stamzdgatients as well, in order to validate
feelings regarding the simulation and collect infation for continuous quality improvement.

Debrief is an intentional process designed to faste development of clinical and
critical thinking, judgment, and communication (Refa et al., 2010; Dreifuerst, 2012). Faculty
facilitated discussion of feelings and reactionsudlwhat occurred in the scenario (Arafeh et al.,
2012) engaged the student participants, exploredrecof the participants and created a space
to reflect (Dreifuerst, 2012). Dreifuerst (2012pgested that debrief for “meaningful learning”
as a process allows participants to reflect onsil@as, actions, and alternatives using deduction,
induction, and analysis and that this processcestalyst for actionable knowledge.

Debrief following reflective quiet time is dividedto three phases (Arafeh et al., 2010),
however, they are fluid so participants may movekkand forth through phases, as facilitated by
the faculty member. In the reaction phase, itjgdsl for learners to express feelings and
reactions about what occurred in the scenario lagd the facilitator shifts the focus to a
reflective discussion (Arafeh et al, 2010). Theosetand “most critical” phase is analysis in
which the goal is to focus and reflect on the pgéints’ actions during the scenario (Arafeh et
al., 2010). The third phase is summary in whichip@ants learn crucial concepts to use in
future practice (Arafeh et al., 2010).

Reflection of participants was situated as a leayaictivity in this study to help make
participants aware of biases, provide space tantetictions, and practice how to incorporate
new information (Tagg, 2010). As the final stegpistemic belief change (Bendixon & Rule,
2004), this is because only when one is able teaefipon and change underlying beliefs will he

or she experience a permanent change in behavior.
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Whole Group SummaryAfter all learning activities, there was a whotewgp summary
of the day. During this time, the standardizedgydt were introduced to the student participants
and all were given the opportunity to share. Thisnvention helped student participants process
a new way of interacting with culturally and lingtically diverse persons to experience
epistemic doubt (Bendixon & Rule, 2004).
Education Design

The Transcultural Humility Simulation Developmeuntigities were designed specifically
to meet theoretical and educational objectivestF@ampinha-Bacote’s (2011b) model and
constructs were taken into consideration. Thenrdébearcher-designed learning objectives were
matched with learning strategies and Bloom et §L.956) learning domains, were incorporated.
The relationships between learning objectives niegractivities, Campinha-Bacote’s (2011b)
model, Bloom et al.’s (1956) learning domains addlialearning strategies are depicted in Table
2. These pedagogical decisions were made to accdatmuarious learning styles, like visual,
auditory, and kinesthetic and different persoraditiike those who prefer individual time, those
who feel comfortable in small groups, and those ehjoy large group activities.

Instrumentation

Quantitative and qualitative data were collected amalyzed in this study. Quantitative
data were collected using two instruments. The iilstrument was the Inventory for Assessing
the Process of Cultural Competence-Student Ve(§lampinha-Bacote, 2007) and the second
was an investigator developed demographic survaglitative data included written reflection
and a rubric evaluating participants’ demonstratboultural competence during the
intervention and later, semi-structured interviems re-interviews. Next the instrumentation is

described.
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Table 2

Relationships Between Learning Objectives, AatisjtCampinha-Bacote’s Model, Bloom et al.’s Leagridomains, and Adult Learning Strategies

Campinha-Bacote Bloom’s Learning Domains

Learning Strategies

Learn-
ing
Objec-
tive

1,4

2,3

2,4

4,5

1,4

1,4

3,5

4,5

Learning
Activities

Complete
Online
Activity

Matching
card game

Listen to
Faculty
Facilitated
Lecture

Participate
in Faculty

Facilitated
Discussion

Complete
Free-
Writing
Activity

Watch
Movie

Silent
Reflection

Participate
in
simulation

Participate
in Debrief

Cultural
Aware-
ness

X

Self- Experi- Narra- Transfor-
Direct- ential tive mative
ed Learn- Learn-  Learn-ing
Learn- ing ing
ing
X
X
X
X X
X X
X
X
X X
X X




Demographic Survey

An investigator developed demographic form (Appeid was used to ascertain the
demographics of the student participants. Gebruvditichan (2010) found that students of
“foreign origin” may be more aware of cultural \&y than those students without such a
background. Therefore demographic data were celliettt describe the sample in order to
understand any relationship among such variablésaoorrelate student participant
characteristics with cultural competence usingraatgaphic survey (see Appendix F).
Specifically, race, ethnicity and country of origiuere correlated with cultural competence.
The Inventory for Assessing the Process of CulturadCompetence-Student Version

The Inventory for Assessing the Process of CultGahpetence-Student Version
(Campinha-Bacote, 2007) is an instrument desigoedgasure constructs of cultural
competence, including cultural awareness, cultkkmalvliedge, cultural skill, cultural encounter,
and cultural desire. It consists of 20 items usirypoint Likert scale. For items 1 through 13
and 15 through 20, response categories are stragghe (4 points), agree (3 points), disagree (2
points), and strongly disagree (1 point). For itednthere is reverse coding so response
categories are strongly disagree (4 points), dea(B points), agree (2 points) and strongly
agree (1 point).

Validity. Construct validity was established using the aoiess in Campinha-Bacote’s
(2011b) cultural competence model and correlatidh & cumulative cultural experience score
(r=0.309, p = 0.004).

Reliability. Internal consistency reliability for the overatlbde was adequate for a new
tool at .78 N=90) (Fitzgerald et al., 2009). The overall reliapifor this study was calculated

and is reported in the last column of Table 3, glatith operational definitions, instrumentation,
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8.

Table 3

Operational Definitions, Instrumentation, and Psyctetrics

Term Definition Measured By Previously Published Psychometrics
Psychometrics Calculated for this
Study

Cultural "The ongoing process in which the Inventory for Assessing the  Cultural composite Cultural Composite
Competence healthcare professional continuously striveBrocess of Cultural Total Scale Total Scale

to achieve the ability and availability to ~ Competence-Student Version Coefficient alpha .74 Cronhach’s Alpha .81

work effectively with the cultural context of (N=90) (N=54)

the patient (individual, family, community)"

(Campinha-Bacote, 2007, p. 15).
Cultural Deliberate self-examination and in-depth Items 1, 3, and 15 on the Coefficient alpha .19 Coefficient alpha .02
Awareness  exploration of one’s own biases, Inventory for Assessing the

stereotypes, prejudices, and assumptions Process of Cultural

about different others (Campinha-Bacote, Competence-Student Version

2011b).
Cultural Process of seeking and obtaining educatioliems 4, 6, 8, 9, and 12 on the Coefficient alpha .68 Coefficient alpha .64
Knowledge  about culturally and ethnically diverse Inventory for Assessing the

groups (Campinha-Bacote, 2011b). Process of Cultural

Competence-Student Version

Cultural Ability to collect culturally relevant data  Items 7, 17, and 18 on the Coefficient alpha .39  Coefficient alpha .37
Skills and accurately perform a physical Inventory for Assessing the

assessment in a culturally sensitive manneProcess of Cultural

(Campinha-Bacote, 2011b). Competence-Student Version
Cultural Mindful interactions that can be face-to- Items 10, 11, 13, 14, and 19 orCoefficient alpha .47 Coefficient alpha .56
Encounters  face, telephonic, or indirect encounters viathe Inventory for Assessing the

all forms of communications, with the key Process of Cultural

factor being the person is available and  Competence-Student Version

open (Campinha-Bacote, 2011b).
Cultural Motivation to “want to” engage in the Items 2, 5, 16, and 20 on the Coefficient alpha .67 Coefficient alpha .66
Desire process of becoming culturally competent; Inventory for Assessing the

not the “have to” (Campinha-Bacote, Process of Cultural

2011b). Competence-Student Version




and published psychometrics for the Inventory feséssing the Process of Cultural
Competence-Student Version. All reliability statiat analyses were similar to previously
published psychometrics with the exception of thiestruct of cultural awareness. The
coefficient alpha 0.02 calculated for the constaudtural awareness indicated no variation
among subscale scores for student participants.

There were a total of 54 cases considered valmkdimey had no missing items. The
Cronbach’s alpha based on these data was .81. WMeeestwo items with very low corrected
item-total correlation scores, relationship atabdl aware at .04. The corresponding items on the
Inventory for Assessing the Process of Cultural etence-Student Version (Campinha-
Bacote, 2007) were “I believe there is a relatign$ietween culture and health” and “l am
aware of some of the stereotyping attitudes, pregiwad notions and feelings that | have toward
members of other ethnic/cultural groups”. Althougheting these two items would have
increased the reliability estimation, all items a/&ept since the study sample was small.

Scoring. Scores range from 20 to 80 points and reflect ndred student understands
cultural considerations at a level of culturallpficient (scores from 75 to 80 points), culturally
competent (scores from 60 to 70 points), culturalyare (scores from 41 to 59 points), or
culturally incompetent (scores of 20 to 40 points).

Written Reflection

Student participants were asked to complete wrigdection during three portions of the
Transcultural Humility Simulation Development adiies following: the matching card game,
the viewing of the video, and the group wrap ughatend of the Workshop. Student participants
were provided paper and pens in order to handweftection following the workshop activities.

They were provided quiet time to facilitate refleatand participation.
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Workshop Evaluation

Student participants who participated in the wodgstvere asked to complete a written
evaluation of Transcultural Humility Simulation Degpment activities on the day of the
intervention (refer to Appendix G). These respongere examined for any information that
needed follow up by researcher (Denzin & LincoldQ@) such as ethical issues and feedback on
how to improve the workshop.
Individual Interviews

A subgroup of participants was interviewed aftexdgration, some from the intervention
group 6 = 12) and some from the comparison graup 8). The intention was that they would
have passed the licensing exam, obtained a jobhandime to acclimate to the role of
Registered Nurse. Questions used in semi-structatensziews were designed to answer
Research Question 2 and a semi structured interyiede was prepared (refer to Appendix H).

At the time of the interviews, four participant®¥2) had failed boards, one participant
(5%) passed the licensing exam and went directyraduate school, and the remaining
participants (75%) had passed boards and were mgpds Registered Nurses. At the time of the
re-interviews ( = 5), all students (100%) had passed boards anel werking as Registered
Nurses.

Data Collection

The collection of data commenced after the Instt#l Review Board (IRB) of both the
University of Wisconsin-Milwaukee (UWM) (see gradtapproval of the study, Appendix
) and the study site (refer to Appendix J). Thea®and Associate Dean of the School of
Nursing granted approval for the study. Several e of the faculty and staff assisted in

implementation of the workshop and data collectand their role and qualifications are
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presented in Table 4. Each was recruited becausepefrience, education and interest in cultural
competence. Recruitment entailed personal convensatvith the student primary investigator,

in person or via telephone. All faculty and staffoyparticipated were provided breakfast, lunch,
and snacks on the day of the workshop, as wellsasadl gift worth no more than $25 to
recognize their giving up personal time to helgwitis study. The investigator met with the
faculty and staff members one month prior to contimenthe study to apprise each about study
purposes, procedures and the intervention plarkedpy of Campinha-Bacote’s (2007) book
explaining her theory and instruments was maddablaito faculty and staff so each may
become familiar with cultural competence and itsstaucts, and the primary instrument used for
guantitative data collection. Faculty Member 1€reb Table 4) presented the study at the very
end of a class meeting one week before the begjrofidata collection using an established
recruitment script (Appendix K) to potential stutparticipants.

Potential student participants were informed tledliding to participate in the study, or
withdrawing from the study, will in no way affedtdir educational status or grade. Instructors
leading coursework for the student participantsewt informed whether a student participated,
declined to participate, or withdrew from the resbastudy so that no unintended negative
consequences could result. Potential student paatits were invited to ask any questions of the
investigator either by email or phone and Faculgnier 1 provided this contact information to
them. No questions were asked. The study timedipeesented in Table 5.

Pretest Data
On the first day of data collection, one week befibre workshop, Faculty Member 1 gave all
potential student participants a large envelopedbatained the informed consent (Appendix L),

the demographic survey (Appendix F) and the Inugnfiar Assessing the Process of
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Table 4
Faculty and Staff Assisting with Data Collectiordahe Workshop

Member Qualifications Role
1 Registered Nurse Friday, May 29

Master of Science, Nursing  Read recruitment script

Never taught the sample Friday, June 5

population Consented student participants

No responsibility for grading Distributed and collected surveys for pretest
Collected phone numbers of those willing to paptte in
semi-structured interviews
Provided student participants with instructions amtbsite
for the online activity
Friday, June 19
Distributed and collected surveys for posttest

2 Master of Science, Education Recruited, consented, trained Standardized Patients
Assistant Director of the Friday, June 12
Learning Resource Center  Prebriefed and debriefed Standardized Patients

Standardized Patient Was available for Standardized Patients when curesor
Coordinator concerns arose
No responsibility for grading

3 Registered Nurse Friday, June 12

Doctor of Philosophy, Nursing Led the Faculty-Led rotation of the interventioneth
Master of Science, Nursing times on day of Waorkshop.

Clinical Nurse Specialist, Lecture-content included information on the importance
Gerontology of using interpreter services, the National Stadsl&or
Ethnogeriatric Certification  Culturally and Linguistically Appropriate services

from Stanford University Health and Healthcare (CLAS), and health disparitie

No responsibility for grading Group Discussion and Free Writeallowed participants
to discuss concepts of health equity.
4 Registered Nurse Friday, June 12
Doctor of Nursing Practice  Observed and rated student participants’ performainca
No responsibility for grading rubric during simulation on day of Workshop.
There were approximately fifteen student pairs ol
and rated.
5 Registered Nurse Friday, June 12
Doctor of Nursing Practice  Observed and rated student participants’ performainca
No responsibility for grading rubric during simulation on day of Workshop.
There were approximately fifteen student pairs phesg
and rated.
6 Registered Nurse Friday, June 12
Doctor of Philosophy, Nursing Observed and rated student participants’ performainca
No responsibility for grading rubric during simulation on day of Workshop.
There were approximately fifteen student pairs ol

and rated.
7 Registered Nurse Friday, June 12
Doctor of Nursing Practice  Debriefed-student participants following each simulation
Director of the Learning with Standardized Patients on day of Workshop.
Resource Center There were approximately fifteen student pairsg¢o b

No responsibility for grading debriefed.
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Table 5

Study Time Line

Date Activity
Last week in May Invitation to Participate in Syud
Friday, June 5 Consent, Pretest with InventoryAfesessing Cultural Competence-

Student Version, and Demographic Survey

Friday, June 12 Written Reflection following Cardatdhing Game and Movie

Friday, June 12 Free-Write during Faculty-FaciithRotation

Friday, June 12 Faculty Assessment per Rubric duimulation

Friday, June 12 Written Evaluation of Intervention

Friday, June 19 Posttest with Inventory for Asseg€iultural Competence-Student
Version

July, After Graduation Invitation to Participatelirierviews

July through September Semi-structured Interviews

February 2016 Invitation to Participate in Re-latews

February & March 2016 Re-Interviews

Cultural Competence-Student Version. Potentialetugarticipants were invited to read the
informed consent form, complete the instrumentd, adelf-generated identification code to all
materials, and return the envelope to the facuktynimer. The self-generated identification code
consisted of seven elements: gender (M or F), manthday of mother’s birth; number of older
brothers; number of older sisters; and first ihibamother’s first name. The self-generated
identification code was unidentifiable to the resbar but allowed matching of instruments.
This was the collection of pretest data at Tim{©®1) (Shadish et al., 2002). Faculty Member 1

collected all envelopes so that nobody knew whadgekto participate and who did not.
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Faculty Member 1 delivered the envelopes to anathmn where the primary
investigator then reviewed the informed consentsiastruments and used a random number
generator to assign student participants to tlevuahtion group or comparison group.
Randomly, 22 student participants were assignéldetintervention group and 35 were assigned
to the comparison group. The investigator compadidt of the self-generated identification
codes of student participants in each group. Faddémber 1 posted the list of student
participants assigned to each group, identifiethieyself-generated identification code, on a
bulletin board. Instructions were left on the fimt student participants assigned to the
intervention group to access and complete the erativity and return the next week for the
Workshop.

Data Collected During Intervention

The intervention was planned for a day the stugarticipants were not scheduled for
normal class activities. The intervention grouptiggrated in Transcultural Humility Simulation
Development activities and data were collectedidatsf class time. The comparison group did
not have regular programming on the day of the slook. Qualitative data were collected from
participants in the intervention group during theMshop. Student participants engaged in
written reflection (see Appendix M) following theatching card game, after viewing the video
and at the end of the Workshop and completed aWrée activity (refer to Appendix C for free-
writing directions).

Qualitative data were collected using the prin@palcredibility, transferability,
dependability and confirmability (Schmidt & Brow20Q15). The assurance of credibility was
met through persistent observation, peer debnmef raferential adequacy. Persistent observation

involved spending a good deal of time with stugsarticipants during interviews to describe and
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capture the phenomenon of study (Schmidt & Brovdi,5). Peer debrief occurred when the
researcher enlisted the help of another persorstwsk the data, findings, and the researcher’s
reflections and feelings (Schmidt & Brown, 2015)davas provided in this study through
interaction with education colleagues, the Majaf€ssor and dissertation committee.
Referential adequacy was satisfied in this studyugh comparison with other sources of data
(Schmidt & Brown, 2015) comparing student responaés the audio and video recordings of
simulation and debrief. Transferability was accast@d through rich written comments and
narrative, achieving data saturation (Schmidt &&1p2015). In this study, an audit trail was
maintained to demonstrate the researcher’s deamsaking throughout the study. Refer to
Appendix N for an example of the audit trail. Retowere kept throughout this study on a
password protected computer to help assure consisie the findings over time and
auditability (Schmidt & Brown, 2015). Records amrr@gmal data were shared with the Major
Professor as requested. Using objectivity and usomgleading, open-ended questions addressed
confirmability (Schmidt & Brown, 2015) in this stydhrough free-write, written reflection and
semi-structured interview questions.
Posttest Data

The Inventory for Assessing the Process of CultDmnpetence-Student Version was
administered to both the experimental group anatimeparison group on the Friday following
the Workshop at Time D) after class. The instrument was placed in a largeelope and
distributed to student participants. Student pgudicts were asked to write the self-generated
identification code in order to match data, conplbe instrument, place it back in the envelope

and return it to the faculty member.
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Semi-Structured Interviews. Approximately two months after the workshop, those
student participants who agreed to be interviewed Z2) were contacted by phone to ascertain
when they could meet for a semi-structured intevvigtudent participants from both the
intervention (= 12) and comparison group £ 8) were contacted later in the summer after they
graduated and had some patient care experienbe iole of an entry level Registered Nurse for
semi-structured interviews (refer to Appendix H $emi-structured interview questions). Two
participants who had said they were interestectinginterviewed were not available later in
the summer. Interviews were interactive using @eaof probes, penetration, exploration, and
explanation to fully explore all factors that ungpierparticipants’ answers, including reasons,
feelings, opinions, and beliefs (Ritchie & Lewi§(®). The semi-structured interviews took
place at a time and public location convenientfach student participant; all but one was
conducted in the office of the investigator. Thieestinterview was conducted at a local coffee
shop. The majority of the interviews lasted abdutr@nutes. Interview data were digitally audio
recorded and then transcribed.

Re-Interviews. After completing 20 interviews, and evaluating tiepth and quality of
the data, in consultation with three members ofctiramittee, review of interview transcripts
indicated a need to re-interview student participaimstitutional Review Board approval was
amended to re-interview the student participanfgp@hdix O). Student participants were
recruited by phone and school email. Student ppaints were consented (please refer to
Appendix Q for re-interview consent). A total o¥édi students were re-interviewed, from the
intervention groupr(= 3) and control groum(= 2). These qualitative data were elicited by the
use of open ended questions regarding “culturalpstence”, the same concept as quantitative

data measured. All re-interviews were conductetthénoffice of the investigator. Each was much
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longer than prior interviews, averaging one houre Te-interviews were digitally audio recorded
and then transcribed.
Human Subjects Protection

Confidentiality was assured and maintained. Stugarticipants were instructed not to
write their names or any other personal identifyimfgrmation on any of the data collection
instruments. Instead, the participants were askedite the self-generated identification code
on the top of each instrument so data could beedttor analysis.

Student participants who were willing to be corgddior semi-structured interviews
following graduation were asked to place a phonmaber where they could be reached under the
self-generated identification code. After surved anitten reflection and evaluation data were
matched by the self-generated identification cpi®ne numbers were placed on a worksheet in
random order so no associations could be made bataigvey answers and any person.

Simulation activities were digitally audio and videscorded. The recordings of the
simulation activities were used during debrief &bphparticipants reflect on their actions, and
later to compare student perceptions of their astwith their actions. Written reflection and
evaluation were used to analyze aggregate datanaigtdual performance or opinions. Semi-
structured interviews and re-interviews were diyitaudio recorded and transcribed verbatim.

The participants were informed that all study dateluding surveys, written reflections
and evaluations, and digital audio and video reogsiwill be stored in a locked cabinet.

Student participants were informed that transcritb&té would be saved on a password protected
computer. Student participants were informed tindy the researcher and the Major Professor of
this study would have access to the raw data. #th avill be kept for a period of three years in

case further or future analysis is warranted aed ttata will be destroyed. Findings are reported
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only in the aggregate with no individual persom&@ntifying information. Findings were sent to
the author of the model and instrument as per CalmapBacote’s instruction (J. Campinha-
Bacote, Personal Communication, May 17, 2014). artedyses of quantitative and qualitative
data are presented next.
Data Analysis

The use of mixed methods in this study enablednestigator to be more likely to
capture the essence of the phenomena (CreswekoRTlark, 2011) of cultural competence.
Statistical analyses were performed for the Invgnfor Assessing the Process of Cultural
Competence-Student Version (Campinha-Bacote, 28@d Yhe researcher designed
demographic survey to test the study hypotheseslit@iive content analysis (Ritchie & Lewis,
2009) was used to analyze data gathered from dtpdeticipants’ written reflections, the free-
write activity, and the semi-structured interviesvsl re-interviews in order to answer the two
research questions. How the quantitative data wengaged is presented next.
Data Management

Version 23 of the Statistical Product and Servigekitions (SPSS) for Windows was
used to perform quantitative data analysis on aqmal computer. The independent variables for
the research study were demographic data and Tulunst Humility Simulation Development
activities. The dependent variables included caltaompetence as well as its five constructs,
cultural awareness, cultural knowledge, culturdlskcultural encounters and cultural desire as
measured by the Inventory for Assessing the PramieSsiltural Competence-Student Version
(Campinha-Bacote, 2011b) and the demographic suileydata were cleaned to ensure the

variables have valid and usable values and thesimgislata were addressed.
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Cleaning Data.Once quantitative data were entered into SPSSjateewere cleaned
using three methods. The first was “spot checkinbére the raw data was compared with the
electronically entered data to check for data-eatry coding errors by randomly selecting
several participants’ completed paper surveys antparing them to the data on the electronic
spreadsheet (Plichta & Kelvin, 2013). The second {ege-balling” to review the data for errors
that may have resulted from a data-entry or codiigjake (Plichta & Kelvin, 2013). The third
was a “logic check” in which data were carefullyiesved to make sure the codes and answers
entered made sense (Plichta & Kelvin, 2013). Norsrwere found in this process.

Missing Data. Reasons for missing values included student paaint attrition or
student participant declined to answer individusstionnaire items (Plichta & Kelvin, 2013;
Shadish et al., 2002). In this study with 57 pgraats, there was attrition of 23% £ 13) on
any part of requested instrumentation. The intergargroup had 27%mn(= 6) attrition and the
comparison group had 20% € 7) attrition.

The goal with the missing data of random individgaéstionnaire items was to estimate
what the study would have shown had there beenissimg values (Shadish et al., 2002). In the
case of this study, the treatment effect of missmnagviduals was modeled by assuming the
treatment effect for those who left the study wasdame as those who remain (Armijo-Olivo,
Warren & Magee, 2009).

Multiple imputation is the best method for imputatiand is commonly used (Weiming
Ke, Personal Communication, February 9, 2016). idlglimputation is a statistical technique
for analyzing incomplete data sets, that is, dats for which some entries are missing (Plichta
& Kelvin, 2013). Application of the technique recgs three steps: imputation, analysis and

pooling. For imputation, missing entries of incoetpldata sets are filled in not once, tout
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times, commonly five, and in this casez= 5. Imputed values are drawn from a distributitha(
can be different for each missing entry) (Plicht&&lvin, 2013). This step results mcomplete
data sets (Plichta & Kelvin, 2013). Second, theranalysis of each of tlme completed data sets
resulting inm analyses (Plichta & Kelvin, 2013). Finally, theanalysis were integrated into a
final pooled result (Plichta & Kelvin, 2013).
Descriptive Analysis

Descriptive analysis was performed to describesttmaple characteristics and to evaluate
pretest and posttest scores to examine for ou{ldishta & Kelvin, 2013). Frequencies such as
mean, median, mode, range, and standard deviatierescomputed for the intervention group
and the comparison group (Plichta & Kelvin, 2013)ores on the Inventory for Assessing
Cutlural Competence-Student Version in this stuahged from 53 to 80 (instrument range is 20
to 80). The mean score was 65.93, the standaratitavivas 5.57 and the coefficient of
variation was 9.62%. The Pearson’s skewness caeftiof the distribution was 0.066D =
0.597) and the Fisher’'s measure of kurtosis w&38)SD= 1.154). These data suggest a
positive minor skewness and leptokeurtic distriimutbut this was not statistically significant so
subsequent statistical analyses were not affected.

Research Hypotheses

The criterion for significance (alpha) of p < 0\@&s adopted for significance testing
(Plichta & Kelvin, 2013).

1. Posttest measurement of overall cultural competentteliffer between students who
participate in Transcultural Humility Simulation Belopment and those who do not participate
when controlling for the pretest measuremdiat.test this hypothesis, one-way analysis of

covariance (ANCOVA) was used to measure the diffeeeamong intervention group and
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comparison group means of total scores on the toweifor Assessing the Process of Cultural
Competence-Student Version (Campinha-Bacote, 208if¢ controlling for the covariate effect
of the pretest, which is neither a dependent viiabr an independent variable (Plichta &
Kelvin, 2013).

2. Posttest measurement of the construcutdural awarenesswill differ between
students who participate in Transcultural Humil8ymulation Development and those who do
not participate when controlling for the pretestaserementTo test this hypothesis, one-way
analysis of covariance (ANCOVA) was used to meatheaifference among intervention group
and comparison group means of total construct sammatems 1, 3, and 15 on the Inventory for
Assessing the Process of Cultural Competence-St#eion (Campinha-Bacote, 2007) while
controlling for the covariate effect of the prefaghich is neither a dependent variable nor an
independent variable (Plichta & Kelvin, 2013).

3. Posttest measurement of the construcubiural knowledgewill differ between
students who participate in Transcultural Humil8ymulation Development and those who do
not participate when controlling for the pretestasarementTo test this hypothesis, one-way
analysis of covariance (ANCOVA) was used to meatheaifference among intervention group
and comparison group means of total construct saamaétems 4, 6, 8, 9, and 12 on the Inventory
for Assessing the Process of Cultural Competenade®t Version (Campinha-Bacote, 2007)
while controlling for the covariate effect of theepest, which is neither a dependent variable nor
an independent variable (Plichta & Kelvin, 2013).

4. Posttest measurement of the construaudtural skill will differ between students who
participate in Transcultural Humility Simulation Belopment and those who do not participate

when controlling for the pretest measurem@iattest this hypothesis, one-way analysis of
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covariance (ANCOVA) was used to measure the diffeeeamong intervention group and
comparison group means of total construct scoragears 7, 17, and 18 on the Inventory for
Assessing the Process of Cultural Competence-St#eion (Campinha-Bacote, 2007) while
controlling for the covariate effect of the prefaghich is neither a dependent variable nor an
independent variable (Plichta & Kelvin, 2013).

5. Posttest measurement of the construcubifural encounterswill differ between
students who participate in Transcultural Humil8ymulation Development and those who do
not participate when controlling for the pretestasarementTo test this hypothesis, one-way
analysis of covariance (ANCOVA) was used to meathedifference among intervention group
and comparison group means of total construct sammatems 10, 11, 13, 14, and 19 on the
Inventory for Assessing the Process of Cultural etence-Student Version (Campinha-
Bacote, 2007) while controlling for the covariatéeet of the pretest, which is neither a
dependent variable nor an independent variableH{fli& Kelvin, 2013).

6. Posttest measurement of the construacutfural desirewill differ between students
who participate in Transcultural Humility Simulatidevelopment and those who do not
participate when controlling for the pretest measuent.To test this hypothesis, one-way
analysis of covariance (ANCOVA) was used to meathedifference among intervention group
and comparison group means of total construct sammatems 2, 5, 16, and 20 on the Inventory
for Assessing the Process of Cultural Competenade®t Version (Campinha-Bacote, 2007)
while controlling for the covariate effect of theegest, which is neither a dependent variable nor
an independent variable (Plichta & Kelvin, 2013).

Ancillary analysis. Ancillary analysis included one-way analysis ofisace (ANOVA),

using regression, to test whether the between-gvatiption exceeds the within-group variation
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and explore the influence of select demographi@bées on the dependent variable (cultural
competence). Hawala-Druy and Hill (2012) and Muswokt al. (2010) suggested that individuals
who identify as non-Latino Caucasian and those aredorn in countries other than the US may
be more culturally competent. The demographic e “race”, “ethnicity”, and “country of
birth” were each used to explore this relationsing to test whether the level was significant in
predicting cultural competence scores controllimgdemographic variables (Plichta & Kelvin,
2013). Thd statistic was computed by obtaining a ratio oftlibeveen-group variance to the
within-group variance (Plichta & Kelvin, 2013).
Research Questions

Preamble

The researcher’s personal bias most likely infle@ehdata analysis since qualitative
research is value-laden and iterative. The resedschssumptions include the following. First,
all persons are created in God’s image, are cresjedlly, and have inherent worth and dignity.
Second, cultural competence is particularly impdrta the geographical area of the study
location since culturally and ethnically diversdiinduals are widely encountered by
baccalaureate nursing students here. Third, nufamgty must have requisite knowledge, skills
and attitudes in order to develop learning expegeemnelevant to culturally and linguistically
diverse populations. Lastly, measurable patientaues will improve with culturally competent
care.
Research Question 1

How do participants who engage in Transcultural HitgnSimulation Development
activities anticipate they will incorporate cultdreompetence into nursing practice following

the intervention?
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The first research question was answered by amajystudent participants’ written
reflection and the free-write activity to understdaelings, perceptions and experiences of
student participants and the research questiorg gsintent analysis (Ritchie & Lewis, 2009).
Although the question was not specifically askedtatient participants, all by two participants
(n = 20) discussed how they anticipated their praatiould change based on experience with
the intervention.

Content analysis is generally used when the studygse is to describe phenomena
(Hsieh & Shannon, 2005) and involves analysis ¢ lbontent of documents collected, and
context, in this case the intervention. Contentyamainvolved generating codes to reduce the
data and then searching for themes (Ritchie & Le2@€9). This analysis allowed
understanding of the essential character of theqhenon, cultural competence, and evaluation
analysis commenced, which is targeted towards giogi‘answers” about the effectiveness of
the intervention (Richie & Lewis, 2009).

Ritchie and Lewis (2009) explained the followinglfimark” analytic features which
were used in this study to maximize qualitativelgsia: grounded in data, facilitates and
displays ordering, and permits case searches fgiewgtithematic categories across cases (p.
210). Analysis of the data was grounded in the,dataer than superimposed, because concepts
and patterns were captured, but the original dat@ &lso easily accessible throughout the
analytic process (Ritchie & Lewis, 2009). This wes to simply count the number of times a
concept of interest appeared, as that would betjatwve analysis, but rather, raw data were
reduced to make sense of the evidence while nimigdke original terms (Ritchie & Lewis,

2009).
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Data were transcribed from the written reflecti@yges and the free write activity
verbatim. Transcribed data are presented in AppeQdData were printed and read repeatedly
to achieve immersion (Hsieh & Shannon, 2005). Téta evere then coded by hand to inspect the
evidence in largely related blocks of subject mgfechie & Lewis, 2009). A highlighter was
used to highlight words and phrases that appearedpture key thoughts or concepts (Hsieh &
Shannon, 2005). The data did not come in tidy suibgdated data, which would suggest that the
data collection lacked the penetrative and expboyanterrogation needed to understand the
phenomena (Ritchie & Lewis, 2009). Rather, synthesis captured to make sense of responses.

These codes, the highlighted words and phrasestiveneplaced into a new word
document. A hard copy of the new word document pvaged. Different colored highlighters
were used to highlight words or phrases that seé¢mgd together, making categories used to
organize and group codes into meaningful theme:H& Shannon, 2005). The themes were
compared with the originally transcribed data tewee the overall meaning was not lost (Ritchie
& Lewis, 2009). Lastly, analysis permitted casecees so that while the investigator used
defining characteristics, clusters, and createthédse the whole data set was always available to
understand patterns across different and withieséRitchie & Lewis, 2009). This analysis was
an iterative process, not linear, in that as categare refined, dimensions clarified, and
explanations developed, there is a constant neexVisit the original or synthesized data
(Ritchie & Lewis, 2009).

Research Question 2

How will participants who completed Transculturalitdility Simulation Development

(THSD) activities and those students that did rastipipate in THSD activities incorporate

cultural competence into nursing practice severahths after the intervention?
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Research Question 2 was answered through anafysesro-structured interviews with
student participants from the intervention grohip=(12) and the comparison group £ 8).
Later, the interview transcripts from those papiaits who were re-interviewel € 5) were
analyzed. Ritchie and Lewis (2009) statedbtialwords used by study participants and the
categorical themes together comprise descriptivalitqtive evidence for content analysis.

Questions with participant responses to the iteeadind value-laden semi-structured
interview questions were transcribed verbatim. Ati@induction was used to identify themes
and sort data so materials with similar contentedecated together (Ritchie & Lewis, 2009).
These data were printed and words and phraseBtthéh the research question were
highlighted. The highlighted words and phrases imecmitial codes were then transcribed into
new documents and a hard copy of the new word dentimas printed. These quotes can be
found in Appendix R. Different colored highlightexgre used to highlight words or phrases that
seemed to go together, grouping codes into thekssl{ & Shannon, 2005). The themes were
compared with the originally transcribed data teuea the overall meaning was not lost (Ritchie
& Lewis, 2009). This analysis was an iterative @%s; not linear. From the themes, the data
were further categorized. Finally, findings weratsesized in a way that is conceptually pure,
with meaningful distinctions to best answer Rede&yaestion 2 (Ritchie & Lewis, 2009).

Re-Interviews. As data from the interviews were analyzed and imsatiation with the
committee, it became clear that the data were ficgrit to answer Research Question 2. The
guestions, probes and content were not at isstrethgtinterviews. Rather, it was the technique
of the interviewer and failure to uncover “in-depéimswers to the question. To this end, during
re-interviews, the techniques of active listenifagilitation, clarification, restatement, and

reflection were used. Each of the techniques apéa@ed next.
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To use active listening, the interviewer conceertlain what the participant was saying
and the subtleties of the message being convegethier with the facial expressions and body
language observed. The interviewer paid attentche participant’s responses rather than
predicting how the person would respond or whastioe will be asked next. Facilitation and
back-channeling techniques dug “deeper” into answeing phrases such as “uh-huh”, “go on”,
and “then?”, and techniques such as leaning foriasthow interest, and head nodding to
encourage participants to continue talking werelu€#arification like “what do you mean
by...” was be used to obtain more information abaunflicting, vague, or ambiguous
statements. Confirmation of the interpretation bbtwas said was be used by restating, for
example, “let me make sure | understand...”. Finabflection was used to ask participants a
guestion to clarify a phrase or sentence that eagewd elaboration and indicated that the
interviewer was interested in more information. §éadditional data were analyzed in the same
way as the original interview findings using corttanalysis (Hsieh & Shannon, 2005; Ritchie &
Lewis, 2009).

Interpretation

In this embedded mixed methods design, quantitaiivequalitative data were collected
and analyzed separately, as described above. Rofjamalysis, findings were compared and
qualitative findings were used to help explain ditative findings. Sandelowski (1996) first
introduced embedding the qualitative design withmexperimental design (as cited in Creswell
& Plano Clark, 2011). The qualitative data in tslisdy consisted of student reflection during the
intervention and semi-structured interviews regaggrovision of nursing care in a culturally
competent manner. These data were analyzed sdganatkeinterpreted within the larger

experimental design to make sense of findings.
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Chapter 3 Summary

The research design, sample, and setting, thevarigon, instrumentation, data
collection procedure, and data analyses procedvees presented in this chapter. The literature
search identified several gaps in the literaturasneng cultural competence among
baccalaureate nursing students. There were notigaas's who used standardized patients with
simulation. There were no investigators who measautural competence before and after
learning activities, such as simulation with vadiad reliable instruments (Meltzoff & Lenssen,
2000; Shen, 2014). No investigators used a congagsoup and none studied longitudinally
using mixed methods to understand the effect @darcational intervention after time.

In this study, quantitative and qualitative dataeveollected, analyzed, and mixed to
understand whether and how participants will imgabcultural competence in the provision of
nursing care (Creswell & Plano Clark, 2011). A liadinal, descriptive, quasi-experimental,
pretest-posttest comparison group design (Shatish, 2002) using embedded mixed methods
(Creswell & Plano Clark, 2011) was used. Campinhaed®e’s (2007) Inventory for Assessing
the Process of Cultural Competence-Student Versibich has shown content and construct
validity and reliability, and a researcher desigdechographic survey comprised the quantitative
data. Qualitative data included student participeniten reflections, a free-write activity and
later, semi-structured interviews and re-intervie@salitative data were analyzed through
content analysis (Ritchie & Lewis, 2009).

The purpose of this study was twofold. The firsh avas to determine whether
participation in the researcher designed intereenfi ranscultural Humility Simulation
Development, significantly improved cultural comgrate and its constructs, cultural awareness,

cultural knowledge, cultural skill, cultural desaad cultural encounters among graduating
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baccalaureate nursing students when compared witbug of students who did not participate
in the intervention. The second aim was to explbesintegration of culturally competent

behaviors in nursing care following graduation ia¢ @rivate university in southern California.
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CHAPTER 4
RESULTS OF THE INVESTIGATION

This chapter provides the results of the invesbgadf cultural competence among
graduating professional nursing students. The @& this study was twofold. The first aim
was to determine whether participation in the resesx designed intervention, Transcultural
Humility Simulation Development, significantly impred cultural competence and its
constructs, cultural awareness, cultural knowledgkural skill, cultural desire and cultural
encounters among graduating baccalaureate nursidgrés when compared with a group of
students who did not participate in the intervemtibhe second aim was explore the integration
of culturally competent behaviors in nursing carofving graduation. Presented next are the
characteristics of the sample studied followedH#yresults of data analysis.

Sample Characteristics

A total of 57 student participants, 22 in the mgéntion group and 35 in the comparison
group began the study. This comprised 95% of thdugating class. Each student participant
completed the Inventory for Assessing the Procégxitiural Competence-Student Version
(Campinha-Bacote, 2007) at TimeQy) prior to the intervention. Student participartatt
remained in the study (overall attritior= 13, 23%) completed the Inventory for Assessirgg th
Process of Cultural Competence-Student Versionme R ©>) following the intervention. The
demographic and descriptive analysis for the tvaugs is presented next. The groups did not
differ demographically. The typical student pagamt was female, non-Latino Caucasian and in

her mid-twenties.
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Intervention Group

The participants in the intervention group werestlyofemale = 20) with 9.1%
indicating they were mala & 2). Age of the participants in the interventianyp was 21 years
old to 36 years old, a narrower range than the esis@n group with a mean age of 26 years old
and a mode of 25 years old. Two participants deedrtheir race as of two or more races with
90.9% € = 20) indicating one race. Over thirty-eight peto@8.1%) of participants in the
intervention groupr(= 16) stated they are White, European or Middlg&asAmerican.
Almost five percent (4.8%n(= 2) of participants in the intervention group dédssd themselves
as Black or African American, 7.1% € 3) were Asian American, and 2.4%= 1) was Native
Hawaiian or Pacific Islander. The majority£ 13) indicated they were Non-Hispanic or Latino.
Over 38.1% 1§ = 16) were single and live alone or with a parent.

The pretest and posttest means of the overalesaor the Inventory for Assessing the
Process of Cultural Competence-Student Version (fi@ma-Bacote, 2007) were 63.86 =
5.73) and 65.933D = 5.57). Please refer to Table 6 for total andstrmct subscale scores and
descriptive findings for the intervention and comgan groups. The majority of the participants
in the intervention group self-rated “culturallymapetent” or “culturally proficient” (77%).
Please see Table 7 for pretest and posttest repouttural competence.
Comparison Group

The comparison group consisted of 25 females (6Pat¥ 11 males (30.6%). The group
ranged in age from 22 years old to 44 years oléforean age of 30 years old and a mode of 27
years old. The majority of participants in the ca@mgon group were White, European American,
or Middle Eastern American (82%). Three particigamére African American (8%), three were

Asian American (8%) and one was Native HawaiiaRacific Islander (2%).
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Table 6

Total and Construct Pretest and Posttest Mean Sciaelntervention and Comparison Groups

Intervention Group

Comparison Group

Total Instrument

Range 20-80

Cultural Awareness
3-12

Cultural Knowledge
5-20

Cultural Skill
3-12

Cultural Encounter
5-20

Cultural Desire
4-16

Pretest Mean
63.865D=5.73)

Min 53/Max 78

Pretest Mean
10.9 SD=.83)

14.32 6D=2.01)

8.45 GD= 1.41)

15.77 6D=1.97)

14.32 6D= 1.64)

Totals
Posttest Mean Pretest Mean P osteest

65.93%D=5.57) Total Instrument  63.24 6D=6.15) 64.79%D=7.18)

Min 58/Max 76 Min 5380 Min 53/Max 79
Constructs
Posttest Mean Pretest Mean P osteest
10.88$D=.89) Cultural Awareness 10.54 SD=.85) 10.71¢6D =1.12)
3-12
14.75%D=2.08) Cultural Knowledge 14.43 SD= 2.38) 14.82%D=2.82)
5-20
9.28D=1.42) Cultural Skill 8.26 SD=1.5) 8.8286D=1.49)
3-12

16.73%D=1.39) Cultural Encounter 15.69 SD=2.11) 16 §6D=1.72)
5-20

14.37$D=1.71) Cultural Desire 13.94 6D=1.66)  14.32%D= 1.72)
4-16
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Table 7

Respondents Pretest and Posttest Report of Cul@oaipetence in Intervention and Comparison Groups

Intervention Group

Comparison Group

Culturally Proficient
(75-80)

Culturally Competent
(60-74)

Culturally Aware
(41-59)

Culturally Incompetent
(20-40)

N (%) of Participants

2 (9%) 1
15 (68%) 10
5 (23%) 3

0 (0%) 0

Culturally Proficient
(75-80)

Culturally Competent
(60-74)

Culturally Aware
(41-59)

Culturally
Incompetent (20-40)

N of Participants

4 (11%) 3

22 (61%) 15

10 (28%) 6

0 (0%) 0
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Eleven out of the 36 participants indicated theyealgispanic or Latino. All but one was born in
the United States. The majority are single=(21) and live alonen(= 10) or with parenta(=

10). There were few differences between the intdrea group and comparison group on
Campinha-Bacote’s (2007) Inventory for AssessinguCal Competence-Student Version.

The comparison pretest and posttest means of #rlbgcores on the Inventory for
Assessing the Process of Cultural Competence-St#eion (Campinha-Bacote, 2007) were
63.24 SD=6.15) and 64.7985D = 7.18). The total and construct subscale scordslascriptive
findings were presented in Table 6. The majorityhef participants in the intervention group
self-rated “culturally competent” or “culturally licient” (72%). Please refer to Table 7 for
pretest and posttest report of cultural competence.

Hypotheses Testing

The instruments used to collect quantitative dathuded the Inventory for Assessing the
Process of Cultural Competence-Student Versionlamdesearcher designed demographic
survey discussed above. Presented next are tHesrebthe inferential statistical analyses of the
data collected using the Inventory for AssessimgRhocess of Cultural Competence-Student
Version and the demographic survey.

Hypothesis 1

Posttest measurement of overall cultural competenltaliffer between students who
participate in Transcultural Humility Simulation Belopment and those who do not participate
when controlling for the pretest measurem&atsed on a significance (alpha) of p < 0.05,
results indicate no difference of the means ofptb&ttest total between the intervention graup (

= 65.93,SD=5.57) and the comparison grolp € 64.79,SD = 7.18) on the Inventory for
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Assessing the Process of Cultural Competence-St#eion (Campinha-Bacote, 200F),
ratio of F(1, 31) = .74p = .40,9?>= .023. The hypothesis was not supported.
Hypothesis 2

Posttest measurement of the construdutiural awarenesswill differ between students
who participate in Transcultural Humility Simulatidevelopment and those who do not
participate when controlling for pretest measurem&ased on a significance (alpha) of p <
0.05, results indicate no difference of the medrte@®posttest total between the intervention
group M = 10.88,SD=.89) and the comparison grolg € 10.71,SD=1.12) on items 1, 3 and
15 on the Inventory for Assessing the Process dtu@l Competence-Student Version
(Campinha-Bacote, 2007, ratio of F(1, 3) = 2.479p = .12,n%= .403. The hypothesis was not
supported.
Hypothesis 3

Posttest measurement of the construacutfural knowledgewill differ between students
who participate in Transcultural Humility Simulatidevelopment and those who do not
participate when controlling for pretest measurem&ased on a significance (alpha) of p <
0.05, results indicate no difference of the medrte@®posttest total between the intervention
group M = 14.75,SD= 2.08) and the comparison gro £ 14.82,SD= 2.82) on items 4, 6, 8,
9 and 12 on the Inventory for Assessing the Prock€siltural Competence-Student Version
(Campinha-Bacote, 2007, ratio of F(1, 4) = 1.179p = .37,5%2= .300. The hypothesis was not
supported.
Hypothesis 4

Posttest measurement of the construaudtural skill will differ between students who

participate in Transcultural Humility Simulation Belopment and those who do not participate
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when controlling for pretest measuremddased on a significance (alpha) of p < 0.05,ltesu
indicate no difference of the means of the postt#at between the intervention grouyg € 9.2,
SD=1.42) and the comparison groly € 8.82,SD=1.49) on items 7, 17 and 18 on the
Inventory for Assessing the Process of Cultural etence-Student Version (Campinha-
Bacote, 2007)F ratio of F(1, 4) = 1.70p = .23,n2= .405. The hypothesis was not supported.
Hypothesis 5

Posttest measurement of the construautfural encounterswill differ between students
who participate in Transcultural Humility Simulatidevelopment and those who do not
participate when controlling for pretest measurem&ased on a significance (alpha) of p <
0.05, results indicate no difference of the medrie@posttest total between the intervention
group M = 16.73,SD= 1.39) and the comparison grol £ 16,SD=1.72) on items 10, 11,
13, 14 and 19 on the Inventory for Assessing tloedss of Cultural Competence-Student
Version (Campinha-Bacote, 200P)ratio of F(1, 5) = 1.79p = .21,n?= .499. The hypothesis
was not supported.
Hypothesis 6

Posttest measurement of the construcuttfural desirewill differ between students who
participate in Transcultural Humility Simulation Belopment and those who do not participate
when controlling for pretest measuremddased on a significance (alpha) of p < 0.05,ltesu
indicate no difference of the means of the postt#at between the intervention grouy €
14.37,SD=1.71) and the comparison groly £ 14.32,SD=1.72) on items 2, 5, 16 and 20 on
the Inventory for Assessing the Process of CultG@hpetence-Student Version (Campinha-

Bacote, 2007)F ratio of F(1, 8) = .57p = .72,n2= .221. The hypothesis was not supported.
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Ancillary Analysis

Hawala-Druy and Hill (2012) and Musolino et al. {2) suggested that individuals who
identify as other than non-Latino Caucasian oram in countries other than the US may be
more culturally competent. The selected demograydmi@bles analyzed to determine whether
any had an effect on cultural competence were ethejcity and country of birth. Based on a
significance (alpha) of p < 0.05, the effect ofa@n cultural competence yieldedmanatio of
F(10, 3) = 15.13p = .02, indicating that participants who identifigsl being from more than one
race on the demographic survey were more cultaralpetent that those identified as being one
race. ANOVA was also used to determine whetheriethrf F(17, 6) = 1.63p = .38] and
country of birth F(10, 3) = 1.41p = .35] had an effect on cultural competence betésults
indicated no relationship.
Summary of Quantitative Analysis

Inspection of findings revealed no differencesuftural competence between
intervention and comparison groups indicating titervention did not make a difference in
cultural competence among professional nursingestisd The pretest and posttest measures in
both the intervention and control group were eaphwalent. Statistical analysis indicated that
students who identified as more than one race peddigher cultural competence than those
who identified as one race.

Research Questions

Research Question 1

How do participants who engage in Transcultural HitgnSimulation Development
activities anticipate they will incorporate cultdreompetence into nursing practice following

the intervention?
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Four themes were identified from the analysis add& he themes includghattering
preconceived perceptionsconstructing innovative insights improving effective
communication, andemerging personal developmenfThis evidence is displayed in Table 8.
Each of the themes answering Research Questiod &wadential support are described next.

Shattering Preconceived Perceptionslhe first theme identified in the content analysis
of written reflection and the free write emphasizdtht participants understood before being
exposed to the intervention. The theme shattenaggmceived perceptions is made of
discomfortandmisunderstandingeach are explained with student participant rasps next.
Discomfort A few student participants revealed personal digoa with the situation. A
student shared:

When | think about culture or it comes into my chimany things enter my thoughts. Of

course depending on the situation varies. Unfoteipanany times the first thing that

enters my mind and I'm sure many other people dkisvey preconceived ideas,
beliefs, values, and definitely biases. It is e@sthink or convince ourselves that our
way is the “best” way of doing or thinking becatisat is what we’ve been taught and
groomed our entire lives. | would we be taughtwieng way so of course we, and |
could admit, me as well, tend to be ethnocentriaige.

Misunderstanding Student participants discussed the frustratiomodfunderstanding
how to interact with culturally and linguisticaltiiverse persons. A student stated:

It sheds light on my own need to improve on beinlgucally competent, especially in

practice as a nurse. It is impossible to know eéng about each culture but we have to

at least try.
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Table 8

Research Question 1 Analysis of Written Reflecimh Free-Write Activity

Student participant words, phrase or sentence Codes Themes
Simulation demonstrated caregiver frustration Discomfort Shattering
| feel the frustration of attempting to communicaéh someone whose primary language is not thi Preconceived
same as mine. Misunder- Perceptions
Unneeded stress and frustration standing

My preconceived ideas, beliefs, values and definli&ases

| see the cultural barriers all the time now with patients. Discernment
| want to be the nurse that takes the time to nsake her patients understand the information they
given

It has allowed me to open my eyes and to be mdterally aware and sensitive.

how important it is to understand other culturdgi@ens and to respect them

see someone's world from their perspective t[;esli:rets for
It sheds light on my own need to improve on beinigucally competent, especially in practice as a € Future

nurse.

This is a huge issue that | feel not many peopteerhealthcare setting are aware of.

Language barriers are often the problem betweelthicase providers and patients. Language

| gained a better understanding on what (or holougl approach) a patient with the language bari
| cannot assume people will ask questions if thmytdinderstand.

| have not stopped to think what | would do if Ine¢o encounter a patient that has other language
needs, especially if an interpreter is not reaaigilable for them.

importance of a translator Translation
the importance of using a hospital’s translator.

It is eye-opening to see how much is lost in tratish when it comes to having a patient of différen
culture that speaks a different language.

A translator or is absolutely crucial to have tamily and patient understand all options.I'm nahgo
to waste time trying to get them to understand mgstjon about pain, nor touch them which may b
violation of their cultural and spiritual beliefefore | take the time to handle the language barrie

Constructing
Innovative
Insights

Improving
Effective
Communication
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Table 8
Research Question 1 Analysis of Written Refleciwh Free-Write Activity (Continued)

Communication is the basis of understanding edoérair human beings. Meaning
communication errors

Communication can save lives.

| really see how important communication is. Whpaaking with any and everyone you really havi

to take the time to make sure what is said is stded.

It is very important to be effective at communioatto understand or provide health care.

Effective line of communication is necessary fdeefive patient centered care

| need to make sure we can properly understand ahein.

The simulation demonstrated barriers to providiogststent care that should be tailored to the Idealistic
patient's cultural needs. Prospects
As health professionals, cultural, education, retigand all factors that pose as barriers must be

considered in providing a better healthcare.

We should try to learn multiple culture and langesg

Made me want to take a step in the right direcéind learn Spanish because it is the second mast

language in California.

Learned about the importance of culturally competane. Learning
| gained a better understanding on what (or holougl approach) a patient with a language barrie Needs
learned that there were several cultures that hdtdknow much about

Taught me how | should treat others in my practice.

It made me realize that getting a cultural backgcban a patient is absolutely necessary to provide

care.

It's important to take the time to explore and fegaut what exactly they are comprehending. This

important also because if they are illiterate gdeto be written in their chart so all their hiecdtre

providers are aware.

| was not aware of how many people couldn't foldéevme seemed like simple directions) but man

were unable to follow drug directions.

| gained a better understanding of how | should@g@gh a patient with a language barrier.

| think we could each work towards being equippétth wertain tools to learn to approach each

Emerging
Personal
Development
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Table 8

Research Question 1 Analysis of Written Refleciwh Free-Write Activity (Continued)

situation.

It's impossible to know everything and anything abeach culture but we have to at least try.

| got a little bit of insight as to how it will beith patients from other cultures that | am not if&an
with.

I'm intrigued to dig further into healthcare barsi@and educate myself on ways to help my patients
This helped me understand a little bit more abeirtdpmore tolerant and respectful to a person's  Affective
cultural/religious wishes. Growth
As a new nurse it has given me the confidence wuliarally competent regardless of the obstacle:
might face.

This has showed me how important it is to taketithe and teach patient.

Makes us think about how we perceive and judgersthe

Showed me how an “outsider” really feels when faséll the language challenge.

Highlighted important considerations that shouldcbasidered when taking care of culturally diver:
patient.

This gives me a newfound discovery of my job asi@&.

This helped me understand a little bit more abeitdomore tolerant and respectful to a person's
cultural/religious wishes.

This starts with me. | need to be aware of anyestgpes and may have and deal with them.
Reflect upon my values and beliefs.

| learned as a healthcare provider.

| feel that | will be more attentive to culturehsicity, race, and language.

More accepting and tolerant of different cultures

great experiences to help us reflect on our roteah as professionals

| feel that today | learned to be even that muchenaavare, especially in the healthcare setting,
because these are people's lives.




A student reflected:
When | think about a culture other than my owrnihk of strange and uncomfortable
situations. | went to Little India for cultural gexts and felt like everything was too
bright, too loud, too hot, and confusing. | fekdia stranger and as if people were staring
at me and judging me. When I think of my trip thest summer to Ukraine, | felt the
same way. Only everything was too cold, too hashgray, and just uncomfortable.
When | think of my own American culture, | feel ctortable and at ease. | tend to trust
people who speak English were the people who domtl tend to be more comfortable
around people from my own ethnic group than others.
Another student shared:
While the nursing program has continually emphaks@dtural competence, today
showed that it is a really big issue in healthcBne.appreciative of having exposure to
these issues and being allowed a safe place torexghiese topics. I'm intrigued to dig
further into healthcare barriers and educate myselays to help my patients.
Constructing Innovative Insights. The second theme answering Research Question 1 is
innovative insights. This theme reflects what stugmrticipants newly perceive. This theme is
made ofdiscernmenanddesires for the future
Discernment Student participants revealed personal awarenesg dlversity. A student
shared:
Hands on with the patient, such as in simulatianademonstrate exactly how we react,
engage, critically think, and respond to unfamisduations (different culture). Most
importantly, it shows the type of care we wouldvpde. Putting us in uncomfortable,

hands-on situation pushes us to gain more expe&rienc



Another student reflected:
| will most definitely use this experience in myaptice. The simulation was priceless! |
learned so much about myself. It's much differehew you're put in the situation with
real people. Thank you for allowing me to be irststiudy. | gained so much new
knowledge about a topic | thought | knew. Thank jauthis rare opportunity.

A third student wrote:
Cultural diversity is a large barrier to overcorée are unique and different in every
way. It is important to ask the patient what théeal health is. By learning to understand
other cultures and beliefs on healthcare, it idfitlsé step in providing the best care
possible.
Desires for the FutureStudent participants reflected about their futuacpce and

interactions with culturally and linguistically divse patients. A student reflected:
It was eye-opening to be exposed to the concequladral competence. | found that |
have so much to learn on the topic. | feel thaayodearned to be even that much more
aware, especially in the healthcare setting, becthese are people’s lives.

Another student stated:
| feel that | will be more attentive to culture¢heicity, race, and language.

A third student shared:
This makes me want to be a different nurse. | i@ibe the nurse that takes the time to
make sure her patients understand the informaliey are given. Overall what | learned
| will carry with me throughout my nursing career.

Another student wrote:



| really appreciate the standardized patients faeklbecause it truly showed me how an

outsider really feels when faced with the languelgglenge. As a new nurse it has given

me the confidence to be culturally competent relgasdof the obstacles | might face. |

definitely would want to be represented and undecsif | was in their position. It was a

good experience and taught me how | should tréegtrstin my practice.

Improving Effective Communication. The third theme answering Research Question 1
was increasing effective communication. This thevas made of statements regarding
language, interpretation, messages, and understaridearly every single participant reflected
on language and the ability to be understood aménstand culturally and linguistically diverse
persons. This theme is comprisedasfguage translationandmeaning The theme effective
communication is described next.

Language Student participants discussed linguistic divgrsgiommunicating with
people speaking languages other than English isithelation, and their personal experiences in
clinical settings while in school. A student shared

Being a bilingual native Spanish speaker, | havaeeacross a lot of patients needing

Spanish-speaking interpreting. | have not stoppetink what | would do if | were to

encounter a patient that has other language nespiscially if an interpreter is not

readily available for them.
Another student reflected:

The video has emphasized even more how impotténta understand other

cultures/religions and to respect them. This sstrgws the importance of a translator as

well. It's sad because it seems like the patiewen fully understood that he could have

another form of chemotherapy besides the punmpoulid’ve been valuable if the doctor



knew he did not want to have the pump due to hlisi@l beliefs.

So many family members were used as translatetsad of official figures which | think

effective communication. The daughter who helpethe most in the end seemed very

upset and official translator wasn't used the whohe because it could’'ve been a

difference of starting chemo right away and cqaddsibly have changed the outcome.
A third student shared:

| feel the frustration of attempting to communeatith someone whose primary

language is not the same as mine. | can feekt@dn between the different values

between their culture and my culture.

Translation. The patient encountered during the simulation didspeak English with
his sister. Instead, they spoke French or Kenyaarigan until the student participant used the
phone for an interpreter. The student participdigsussed the importance of an interpreter but
use the term synonymously with translator. A stadéared:

Although the issue of cultural diversity/competemns an issue at any health setting, it

was good to experience it in simulation. | wasised to asking for a Hispanic interpreter

that when faced with different ethnic groups thatnot familiar my mind went blank. In
the simulation | could have used simple termsstoabout their background/language. |
could have used visuals (map) to pinpoint thegior An effective line of

communication is necessary for effective patiamtered care.

Another student stated:

This is a somewhat good lesson learned in regardbvays use a translator. As it was

evidently shown that family members do hold bad¢klunformation to protect their

loved ones from getting hurt. (Not telling him hadhcancer.) Is also critical to verify



patients fully understand the info they are recgj\vas well as all their options provided.

A third student reflected:
| understand that in some cultures the languageeb#s extremely difficult. If the
patient doesn’t want to hear the word cancer bexzhe or she believes they can pray or
seek a higher being, then | can completely undedsthat. The mind is a very powerful
thing, if you change your thinking, meaning thmsitive, and have less stress you
yourself can cure many things. But it's so harfutty understand the cultures meaning
of things. If they doctor would have said we hatleer chemos available or even asked
why don’t you want chemo, his outcome may have lzeltie different. It is important
to give all options to the patient. You never rg&thow why people decide things until
you ask. Communication can save lives.

Student participants shared the personal impacbblbeing able to communicate. A student
wrote:
And being a future nurse | see the cultural basradrthe time now with my patients. So
many times I've felt inadequate or useless bechuses unable to provide what my
patient needed. Something so small and simpld ta&e advantage of every day would
hinder me from doing my job. Whenever | have a $aapeaking only patient, | never
feel good about the job | did at the end of mytdbgicause (of things) | missed or didn’t
do something important.

Another student shared:
| felt personally humbled and challenged in thiglgtbecause of the lack of experience
in dealing with different cultures/languages. hththis gave me a good glimpse of the

future in the complex | may face with differenttwll groups. | think | gained a better



understanding on what (or how | should approagtgteent with a language batrrier.
Meaning. Communication is not just sending and receivingsages. Rather, one,
especially when discussing health issues must enswuterstanding occurs. A student stated:
| was emotional during watching this video. Dughte language barrier, the patient
cannot understand the doctor, he felt upset, hepeWith totally understand the
patient’s feelings. He felt bad he cannot commurigeell with the doctor. Also, in this
video, it reflects some different culture backgrou8uch as, family don't tell the true
diagnosis of the patient. Language barrier anekifft culture background may stop
patients seek help from health care provider. Rtamvideo, | learned as a healthcare
provider. We should try to learn multiple cultureddanguages.
Student participants also discussed communicatiohd context of patient care. A student
reflected:
This definitely opened my eyes to myself. | wahtrey patients to feel comfortable with
me and be able to provide great care. Languageisare often the problem between
healthcare providers and patients. The miscommatioitis so deftly, and can be fatal.
Another student shared:
| really see how important communication is. Wkpeaking with any and everyone you
really have to take the time to make sure whaaid is understood. Healthcare can be so
ambiguous and saying something as simple as ‘g@inyg to start an 1V,” can be really
hard for individuals to understand.
Emerging Personal DevelopmentThe student participants discussed their discomfort
with their current experiences and innovative modtfons in the provision of nursing care

among culturally and linguistically diverse persomerging personal development as a theme



indicates participants’ dissatisfaction with cutrapproaches and a change in how and what they
think about provision of culturally competent cafée theme emerging personal development is
comprised of three clusters, includiigigalistic prospects, learning needsdaffective growth.
Each theme is described next.

Idealistic ProspectsSome student participants proposed impracticaltisols to cultural
competence. Learning a new language is difficult time consuming, let alone learning
multiple languages. Also, although language basraee an issue when providing nursing care
for culturally and linguistically diverse persoitss only a fraction of issue when considering
cultural customs, norms, values, and then individesires. One student reflected:

Language barrier and different culture backgroumy stop patients seek help from

health care provider. From this video, | learned &galthcare provider. We should try to

learn multiple culture and languages.

Learning NeedsLessons learned during the intervention activiteggarded recognition
of “the importance of culturally competent caretldrow to better provide care for culturally
and linguistically diverse persons. A student iete:

It opened my eyes to my need to be more cultucaiypetent. In regards to culture, |

realize there are many things to consider...languadjgjon, gender, race, ethnicity. |

feel like it's a skill in itself to be culturallyamnpetent. The challenge now is to be able to
perform well as a culturally competent nurse gisemetimes limited resources, time, or
support in the hospital setting.

Another student wrote:
During this experience, | felt that | really hadthink about my feelings toward and

subjects such as racism and cultural factors. HBsergbtion cards were mostly positive



words such as good, self-confident, compassiooatesief. It was difficult to choose a
positive word for something like racism. Overdlle texercise was good because | had to
reflect upon my values and beliefs.

A third student shared:

Although it is impossible to learn every languageken, it is made me want to
take a step in the right direction and learn Sgahecause it is the second most used
language in California.

Affective Growth Many student participants reflected on their eox@iregarding
cultural competence throughout Transcultural Husnliimulation Development activities and
how their feelings were changing. A student refidct

When | think about culture | think of automaticpest. | sometimes find it hard to think

if I have a culture as a citizen of the United &al have recently come to realize that the

American culture is to adopt, practice, and expeeeall cultures. And | find that to be

unique.
Another student wrote:

This experience made me feel a little uncomfortalodigd not want to come off mean,

rude, uncaring, or racist based on the cards tlpwih. | try my best to treat everyone

equally. And this game made it really difficultdo so. It was also very eye-opening
because it definitely shows you that people othéworld feel this way towards others.

It makes me sad to see that this is how some peapl&ée perceived and treated based

on where they come from the things they deal witta@laily basis.

A paradigm is a way of viewing something (Kuhn, @QR7Student participants

demonstrated a change in their way of viewing sbingt A student revealed:



When | think about culture, | see so many diffetdmgs. | see yellow, black and
beautiful colored cloth. But when I think abouinta healthcare setting, it's different. For
example, | would think that | would only run intpesaking either English or Spanish. Just
a stereotype of mine. | also think | would be fagcbmpetent in treating these patients
but after the simulation, | was wrong. After listegto this lecture, | was not aware of
how many people couldn’t follow (to me seemed Bkaple directions) but were unable
to follow drug directions. This is a huge issue thael not many people in the
healthcare setting are aware of. It was a hugepga and | will remember this for when
I’'m in my own practice.
Another student shared:
When | think about culture, | get a feeling of dsiey and mystery behind what a certain
culture could be or is. | find figuring out the ngy of a different culture is interesting
and can be specifically revealing for the nurse gattent. Recently, | interacted with a
Middle Eastern patient (to which | made no mentbmy travel or experience in the
Middle East). However, when the patient was infaltroémy experiences the patient
immediately wanted to speak about politics, peagpdegraphy, etc. Our cultural
experiences can be insightful to each other afssedning our cultural backgrounds.
Research Question 2
There were five themes identified from analysishef data. Each of these with
supporting evidence in the form of statements fparticipants is displayed in Table 9. The
themes includeultivating the nurse person relationship providing quality nursing care,
serving the patient and family, establishing extraordinary communication and

approaching care with humility. Each theme is explained next in the statemerets bg
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Table 9

Research Question 2 Analysis of Semi-StructureshMigws and Re-Interviews

Student participant words, phrase or sentence Codes Themes
You have to establish a relationship. Building Cultivating the
We have to build trust and rapport Rapport Nurse-Person
You try and build a rapport with them to build éat®nship of trust. Relationship

You get down on eye level

You have to slow down and make sure they are okt what you are doing.

Be respectful.

Every patient should get the same quality of care.

Treat all patients as individuals

Without communication, it is impossible for nursedeliver patient centered care.
Assess the person’s background, the whole person.

You have to look at each patient and find out whatost important to them. What is their priority
What is their value they place on who they areifigehnd the events of the day?
Deliver patient centered care

| try and understand the person and where thegareng from.

Where are they from?

What is their language?

What is their family structure?

What is their religion?

What cultural practices are important to them?
Who do they live with?

And then who makes health decisions?
Assess the person’s background, the whole person.
How to deal with diverse people in pain.

Cry out and scream really loud in pain.

We have to improve our pain assessment.

| need to humble myself and offer the best carsiptes
Treat them with dignity and respect.

| want to treat people with dignity

Show care and compassion

Patient-
Centered Care

Nursing Providing

Assessment Quality Nursing
Care

Pain

Management

Loving Care
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Table 9
Research Question 2 Analysis of Semi-Structuresiigws and Re-Interviews (Continued)

You need to take time to show them you care.

Culture is immersed in everything and it is howaaee.

Need to make sure they have complete care.

We have to consider health literacy. Patient
Need to take the time to education patients inatway understand. Education
Make sure someone knows about their disease anddtake their meds.

Need to take the time to educate patients in atheay understand.

Food preferences are much different. Meaning of Serving the
It shows you’re willing to be more accepting whemuyare willing to try (new foods). Food Patient and
Food is a big difference. A patient wanted nothimgo with what we offered. Family

In other cultures, family takes care of you. Importance of

Wife, 7 kids, mom and dad and dad’s wife all vigitin the room. Family

Mom, aunt and grandma were all there.

He wanted food that his wife had prepared with love
He wanted something that his wife had prepared hoith.
He wanted food to bring not just sustenance butfaam

Hispanic
Mostly African American and some Hispanic Population we
A lot of my patients are Hispanic. Serve

Hispanics, Vietnamese, Chinese

Any language, color, ethnicity, religion.

Large Hispanic population

We have many Latinos, many African Americans, sésians.

Wide variety of different cultures.

Genetics means there is a different pharmacologitatt of medications on different ethnicities.

Communication barriers. Sending Establishing
A communication barrier can seriously affect agqrats care. Messages Extraordinary
Communicating is hard. Communication

Using an interpreter is very time consuming “likevimg an extra patient”.
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Table 9
Research Question 2 Analysis of Semi-Structuresiigws and Re-Interviews (Continued)

Frustration of not being able to communicate. Il even know what language they were
speaking.

It is frustrating to not be able to communicate.

Speak Spanish

The majority of the patients speak Spanish buinftdo

Speaking Spanish with each other but English wigh m

Spanish speaking.

All Spanish speaking.

My nurse preceptor and the guards speak Spanish.

Use a proper interpreter.

Have a telephone translation service.

If they don’t speak English, we need an interpreter

We need to use the official interpreter, not thmaifa

(Their) communication style is very interesting.

Always be aware of communication.

Communication

We have to communicate in a way that the patiemtierstand.

Communication barriers.

try to communicate

Communication is the foundation of good health care

Without communication, it is impossible for nursedeliver patient centered care.
If you show you are trying to communicate, peopikwork with you and give you grace.
| can’t assume people will understand me.

When you slow down, go step by step asking thethmely understand, you can see they’re more ¢
peace with the care they're receiving they're mappreciative when you have taken the time to

show them you care.

Our nurses’ duty to make sure our patient undegistas and offer the patient our time.
You and the patient have to truly understand wégbing on.

We have to communicate in a way that the patiemterstand.

| try and understand the person and where thegareng from.

I like to try and understand where they are confiiom.

Understanding
Others
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Table 9
Research Question 2 Analysis of Semi-Structuresiigws and Re-Interviews (Continued)

You need to understand the person you are takirggafa

(With language barriers) you have to learn to btle bit more creative and put yourself in their
shoes and pay attention to their body language.

In the simulation, the patient spoke a languageltt@n’t recognize. It was good practice for whe
the patients don’t speak Spanish. | knew | hadatibam interpreter but did not know what languac
and did not know how to figure it out.

| enjoy different cultures and learning their ways Acceptance
Any language, color, ethnicity, religion.

Culture is how we care.

Be willing to be accepting of other cultures.

Accept people.

Cultural competence is a work in progress. Attitudes
Be aware of your assumptions so you don’t stereotyp

It is best to ask, you cannot assume.

Do not make assumptions. | do make assumptions.

| can’t assume people will understand me.

You cannot assume parents (of pediatric patientsg Wworn here.

We should not assume

| assumed my diverse patients would be Latino lxey tan be from anywhere.

You have to be willing to try and grow as an indival.

Everyone is diverse. Every person has his or herwews, religion, culture, ethnicity, race.
Everyone is diverse!

Looks can be deceiving.

| assumed my diverse patients would be Latino ey tan be from anywhere.

Don’t pass judgment.

Prejudices can be subconscious.

Prejudices can negatively affect your patients bsegou may not realize it, that you're being
different, but they may realize it.

Using language like “those people” shows prejudice.

Approaching
Care with
Humility
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Table 9
Research Question 2 Analysis of Semi-Structuresiigws and Re-Interviews (Continued)

| thought she was middle eastern or Asian but shee klispanic.

| try to understand my own feelings and avoid sifees.

Always offer anything more than one time to Asiaignts. They think it is rude to say yes the fit

time.

Asian Americans are very stoic.

We have to improve our assessment. Areas to
We have to perform tasks while being culturallyseve. Improve
You have to slow down and make sure they are okt what you are doing.

You get down on eye level.

We have to build trust and rapport




participants.

Cultivating the Nurse-Person RelationshipClusters of student participant responses
that described the nurse-person relationship irdbdilding rapportandpatient-centered care
These concepts enabled the student participantie the importance of cultural competence
in their practice.

Building Rapport Student participants shared that building rappuodt taust are essential
components in relationships with patients. Alse, ¢bncept of respect was shared. Evidence of
this concept includes the following. A participahtared:

“I literally sat with her and, and it was kind ajainst our clinical ideology to be a sitter,

but my fear was that if | walked away and nobodg wethe room and she wasn’t on a

tele monitor, she was gonna tank again. And seedmml did my little things with my

room next door, but | kept going back and | wasckhey her blood pressure, and her
blood pressure never really came down with thedla@ssure medication. So | was kind
of shocked that she had this reaction, but it nbveught her blood pressure down. And
when | was talking to her after the fact, um, isvkind of funny. She told me she had
never met such a kind and endearing white womanpasition of authority to talk to
another woman in a position of authority that wéscan American. And it was amazing
to me because she was in her late 60s and | any mid30s. | was shocked that there
was a dividing line cuz | didn’t see a diving lihe.

Patient-Centered CareStudent participants shared that patients shoeilat the center
of nursing care. Statements showing this inclutbeddllowing. A participant stated:

“You have to look at each patient and find out wisahost important to them. What is

their priority? What is their value they place be events of the day?”
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Another participant said:

“Yeah, um. Like a lot of it, like | think the simations that we've done, like, with, you
know, like, one of the first one we had to do festmester, they just walked us into a
room and we had to, like, talk to the brother thias there and then the sick sister that
was, you know, on the bed and But they're Middlst&a so it's like they weren't really
talking to you because you were talking to her @nath he's on the phone, so you're kind
of like, so it's like, dealing with a difficult siation where you're, you're really
uncomfortable but still trying to pursue, like, ykoow, the care for the patient even
though they don't really want to talk to you. Afille, they made it really difficult on
purpose to teach you, like, not to give up andike, just to continue to pursue, like, the
situation, you know, so. Yeah, | think little thegike that are difficult, um, but that
teaches you to kind of not, not just let that si@inething difficult, like, kind of kill the
opportunity that says still provide the care fag gatients, so. Think, like that, think just,
like, taking the time to, like, go through that phanaybe if it, if it is a very short, short
chapter, going through and talking about it andrasguestions and having it, like we
have to get, you know, signed off on cultural, Jikeu know, so different cultures like
learning those basic things are very important.tBen, like, not being always, like,
something that you know is going to be on the t®st.like, you're constantly trying to
review it. So things like that | think really heip bring it to the forefront, like, rather than
just sit being something that's insignificant. Bess®, you know, compared to all the
information you have to learn, it's very, it's,djkhe one percent. But if the instructors
and, like, it's something that's a priority for g@hool as a whole-"

Student participants discussed equality and sps#te.
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One participant stated:

“Every patient should get the same quality of care.

Another participant said:

“Treat all patients as individuals.”

Providing Quality Nursing Care. The third theme answering Research Question 2 is
providing quality nursing cardhis theme is made of the data clustarssing assessmerain
managementoving care andpatient educationEach of these clusters is supported with student
participants’ statements during semi-structuredrinews.

Nursing Assessmeni he following originated from student participdnmtssponses. A
participant stated:

“Assess the person’s background, the whole pérson.

Another participant said:

“Um, the way you assess somebody is going to berdiit because people from different

cultures require different things to happen. Som@pte, some cultures don’t want a male

to be doing a physical head to toe on a femalge uitacceptable so we need to make sure
that we meet those needs.”

A third participant stated:

“Where are they from? What is their language? Vithdteir family structure? What is

their religion? What cultural practices are impottit them? Who do they live with?

And then who makes health decisions?”

Another participant shared:
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“There’s a difference pharmacology wise becauderdint cultures are tied to ethnicity

and ethnicity is tied to genetics which means teeaalifferent pharmacological effect on

different genetic people ...”

Pain ManagementStudent participants discussed pain managementragiards to
culturally and linguistically diverse persons. Ap@pant said:

“We have to improve our pain assessment.”

Another participant stated:

“Other cultures cry out and scream really loud amg’

A third participant said:

“We need to know how to deal with diverse peoplpam.”

Loving Care Many student participants discussed “showing leued “showing Jesus’
love” toward patients during provision of nursireye. A participant stated:

“I think that, 1 think, you know, you learn a lot lke the, the more the norms for, you

know, whether it be like, you know, death rituatdike, you know, practices when

you're dealing, you know as a male, dealing witty ¥now, different cultures, how you

address the man. You know, like, things like th#tink the school sets you up to

be...To have the base knowledge. But | think youtereally comfortable until you

come with a, like, difficult experience working Wit patient, like, and the family,

like...It stretches you to be better. And you realaey, maybe | didn’t say that the

right way or maybe | should’ve addressed, you knoaybe | should’'ve been more

aware of the different culture that was in the raather than just walking in and, like,

expecting it to be normal.

Patient Education Student participants mentioned patient teachingasicipant stated:
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(Teaching) “actually involves language, caringppknowledge, and the nurse’s ability
to make sure someone knows about their diseashamdo take their ‘meds’.”

Serving the Patient and Family.Patients and the importance of including family
members were discussed by student participantstopie of the importance of family seems
universal across cultures, but the student paditgphad some unique discussion surrounding
this. The theme was supported by discussidoads and meaningsnportance of familyand
population we serveéEach is discussed with student participant statgsinext.

Meaning of Food Food is sometimes referred to as universal, siligeeesons need food
to fuel the body. Food carries meanings with it.tenheijm (2011) explains, meals are
religiously and socially important occasions sunaed by rituals, in which there is social
discourse. One participant stated:

“So it’s just, you know, she brought like a teattkhe really likes and like a, you know,

a breakfast dish that she really likes and it's stbimg I've never had so | was like

asking about it and, um, trying to understand hioat plays a significant role in her, her

culture, and even her family, like, history, likgu know, so just understanding how that
lineage has been passed on where it's a complifédyent thing for my wife’s family,
so.”

Another participant said:

“They’re always asking, like, ‘- - -, are you goitmcome by and have dinner?’ If |

already ate, they're like, ‘come eat anyway.’ Bwgyt just, they want to share in the

experience of, you know, the people that, you knbdpesn’t matter what you look like.

It's the, they just want to spend time with you &ese, you know, you matter to someone

and their family, so, they matter to you, so.”
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A third participant stated:
“He was like, ‘this is absolute hogwash. Like, tdéhis food. | don’t want to touch it.
Like, don't come near it. Don’t put it in my rooniike, he would only eat food that his
wife brought in. And | was like, why? Like it's jubod. And you know it was like a
sandwich and like, a drink and some fruit and laligrotein, carb, fruit, vegetable, all
the normal things as we nurses say, this is thenéass to what you need. Well, the
essentials for him was not just those categoriegylfelfilled, it was something that his
wife had prepared with love and something that fn@® his culture which meant beans,
rice, um, maybe some chicken, um and something thenHispanic culture and it was
like, those are all really bad for diabetes. Thaxseall not my, my go to’s for our renal
patients, so, like, what am | supposed to do?t8mk | relate to food so much. So | see
it in a lot of patients where they relate to foodiat’s like, this is not something that
brings on sustenance but it, doesn’t bring conifort.
Importance of Family Student participants discussed family generallytaedoresence
of family during hospitalization, including multigerational differences. A participant said:
“If you can see the kind of, the discomfort anderewith the language barriers too it's
like, you know, is this something that’'s okay, lik®u know. If you're not, you know, let
me know and...Even working, communicating with theéeo) you know, like the
daughter of the patient but then talking to hergtaers, the granddaughter, and like them
having to, you know, translate through, you knomd ao you’re trying to be, you know,
inclusive of everybody in the room and not tryingeikclude people because they just

can’'t understand necessarily what you're sayingyso know.”
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Population We ServeStudent participants described the population skttweugh the
use of ethnicities and cultures and one mentioreeetic differences. The list included
Hispanic/Latinos, African American, Vietnamese, &tdnese. One participant said:

“Genetics means there is a different pharmacosb@ftfect of medications on different

ethnicities.”

Another participant stated:

“Like the School of Nursing here, | think we doc& fo incorporate culture. | think that,

you know, | can’t not...l don’t know a lot of othgmu know, nurses from other schools

but it seems like we go above and beyond, like..o'tdkeel like culture’s a big
importance at other universities because it's,hitisd to teach but | think it's something
worth investing time into, you know. There’s ndbaof research in the area-

Kind of like it's the shortest chapter in the bogku know. Kind of like-

Here’s the norms, you know, and then that’s, tha&ly what they teach you at like, you

know. The simulations we do here, um, you know, agking it a focus of your

curriculum, like, because it's something that yoalgze with every step. Like it's part of
the nursing process rather than just like a, yaankra checklist...”

Establishing Extraordinary Communication. Nearly all student participants discussed
communication. The fourth theme is establishingaainary communication. The clusters that
comprised the theme includednding messagesndunderstanding others

Sending Messagedearly every student participant spoke in depthuabo
communication, which does not simply involve spagkiOne has to ensure the message is being
understood.

A participant stated (it is) “our nurses’ duty t@ke sure our patient understands us and
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offer the patient our time”.

Another participant stated:

“We have to communicate in a way that the patienterstand.”

A third participant said:

“When you slow down, go step by step asking thethaf/ understand, you can see

they’re more at peace with the care they're recgithey’re more appreciative when you

have taken the time to show them you care.”

Another participant said:

“A communication barrier can seriously affect aigaifs care.”

Understanding OthersMiscommunication can occur when messages are ceivesl
accurately or understood. A participant said:

“In the simulation, the patient spoke a langudmge t didn’t recognize. It was good

practice for when the patients don’t speak Spanikhew | had to call an interpreter but

did not know what language and did not know howigore it out.”

Another participant stated:

“Since graduating, | have, | think | have expereshalmost, just, | mean, a huge variety

of, of, of patients and, and clientele. From migtipultures, um, but even some cultures

within America I've seen a lot of. So, like, inifigas a nurse, you, you would think, oh,

I’'m worried about running into a patient that | tapeak the same language as, and

that’s always frightening because, like, okay, mlgjective data is now altered because |

can’t understand what they’re saying. Um, wheremasg it's not just do | speak the same

language, do | understand or am | familiar withirtiealture in a way that | can say this is

normal?”
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Approaching Care with Humility. The last theme answering Research Question 2 is
approaching care with humilitatudent participants discussed how they approadinuucare
with culturally and linguistically diverse persofisis discussion includeacceptancef
culturally and linguistically diverse persomdtitudetoward others, andreas to improveThese
three clusters that make up the theme approachirggvath humility and help explain how
student participants care. The evidence in stugaricipant’s words are displayed next.

AcceptanceA few student participants specifically discussecgsity. One participant
said:

“I enjoy different cultures and learning their vaay

Another participant said:

“Culture is how we care.”

A third participant stated:

“Nurses must be willing to accept other culturesy Eanguage, color, ethnicity, religion.”

Attitudes Student participants shared assumptions, sterestygpdgment, and
prejudices. The following quotations support tHisster of data. A participant stated:

“Cultural competence is a work in progress. Whimpgortant to them, who is in their

family, what is their influence? Is it family, rglon, the neighborhood?”
Quite a few student participants discussed pregudicparticipant said:

“Prejudices can negatively affect your patientsduse you may not realize it, that

you’re being different, but they may realize it.”

Another participant said:

“So there's this one guy. He's white guy, olderd Awre had two African American

patients and he was very prejudice and to seeliken,.. He just, he'll like piddle, like,
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word usage, like, like, “Those people. They doedpond to ACE inhibitors as well as
us.” And | was just like, ‘What do you mean, usWds like, yeah, you're talking to my
professor that's white, but, and | guess I'm, hideite, but like his tone was very ...
unnecessary. And he didn't really, there was ride didn't react to the patients in a
negative way. Like there was no ... Yeah, | thiekdid a good job not being prejudice
with the, with the patient present. But you canlsew that can affect care down the line,
like, because those subconscious, like, prejudiaase, can be, can negatively affect
your patients because you may not realize it,tbatre being different, but they may
realize it. Or they may overhear you from the haijywou know.”

Student participants revealed a few personally Bdceotypes. A participant stated:
“I try to understand my own feelings and avoid stgypes.”
Areas to ImproveStudent participants recognized the need for imgmoent while

approaching patient care with culturally and lirggigially diverse persons. A participant said:
“We have to build trust and rapport.”
Another participant said:
“We have to perform tasks while being culturallpsiéve.”
A third participant stated:
“You have to slow down and make sure they are ek#y what you are doing.”
Another participant stated:
“You just, you have to be cognizant of, you knogpecially in the small ICU unit. Like,
everybody’s within earshot, you know. You just ddmiow what you’re going to say and

who hears at that exact moment and it just, itm@mery rude and unnecessary.”
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Campinha-Bacote

Following examination of qualitative data througintent analysis by use of coding and
themes, data were further investigated to undedstaationships between the data and
Campinha-Bacote’s (2007) cultural competence mdtimhpinha-Bacote (2007) theorizes five
constructs of cultural competence, cultural awassneultural knowledge, cultural skill, cultural
desire and cultural encounters. Example participtatements with codes and themes were
elevated to the theoretical constructs. Theseioelstiips are presented in Table 10.
Summary of Qualitative Analysis

While quantitative analysis is relatively straigiftiard, qualitative data are value-laden
and analysis is iterative. Content analysis, aswgasl with this analysis, was used to capture and
interpret meaning in the data (Ritchie & Lewis, 2D0rhe codes, concepts, and ultimately
themes generated used the student participantsinawtis much of the time (Ritchie & Lewis,
2009). The two research questions were answeredghrcontent analysis.
Student participants who engaged in Transcultutathtity Simulation Development activities
reflected on how they planned to incorporate caltutompetence into nursing practice following
the intervention througkhattering preconceived perceptionsconstructing innovative
insights, improving effective communication andemerging personal developmentStudent
participants have incorporated cultural competenienursing practice several months after the
intervention througltultivating nurse-person relationships providing quality nursing care,
serving the patient and family, establishing extraordinary communication and
approaching care with humility. Following content analysis, the themes as wedlcisal

participants’ words were also organized by the téioal framework used in this study
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Table 10

Relationship of Campinha-Bacote’s Model, Themesle§poand Example Participant Statements

Campinha-Bacote’s  Themes Codes Example Statements by Student Participants
(2007) Constructs of
Cultural Competence

Cultural Awareness Cultivating the Nurse- Affective Growth (The simulation) helped me see how much
Person Relationship  Existing Barriers (patients) expect a health care worker to be able t
Unrealistic work with their specific language and culture,
Approaching Care with Expectations despite the slew of religions, cultures, and gyt
Humility Discomfort beliefs out there.
Equality
Attitudes | try to treat all patients as individuals and nake
Assumptions assumptions. | think subconsciously I do. | do make
assumptions.
Cultural Knowledge Shattering Practical Lessons As nurses it is our duty to make sure our patient
Preconceived Language understands us and offer the patient time to dsscus
Perceptions Translation about anything that they feel they need to talkuabo
Pain Management their situation.
Constructing Languages | learned new cultural terms and how different
Innovative Insights cultures feel while being cared for in the US.

In order to provide something better, better care,
you have to know about different cultures.

Cultural Skill Providing Quality Existing Barriers You have to look at each patient and find out what
Nursing Care Discernment is most important. What is their priority? What is
Patient Centered Care the value they place on how they are feeling aed th
Nursing Assessment  events of the day?
Foods and Meanings | believe that in order to raise the level of cave,
Receiving Messages have to create a healthcare team that it is
compassionate to the struggles of all individuals
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Table 10 Continued

Cultural Desire

Cultural Encounters

Emerging Personal
Development

Meaning
Desires for the Future
Loving Care

Approaching Care with Accepting all People

Humility

Cultivating the Nurse- Frustration

Person Relationship

Building Rapport
Patient Education

Serving the Patient and Population we Serve

Family

Use of Interpreter
Understanding Others
Diversity

and respects differences among patients.

The person has inherent worth and dignity.
Nurses need to be more attentive to the patient and
humbly try and offer the best care possible.

| learned how frustrating it is, as the nurse,db n

be able to communicate and how that barrier can
seriously affect the patient’s care. | learned also
that | have to come up with creative ways to
overcome the barriers. Like hand gestures, showing
them how to breathe.

Everyone is unique.

We need to make sure our patient understands us
and offer the patient time to discuss about angthin
that they feel they need to talk about their situat




Interpretation
A strategy specific to the mixed methods desigmluisehis study, the embedded design,
is quantitative and qualitative data are colle@ed analyzed as they would be in two separate
studies and then during interpretation, the exiemthich qualitative findings support or
discredit quantitative findings is examined (Crels&ePlano Clark, 2011). Quantitative
analyses indicate no statistically significant élifnces among intervention and comparison
group pretest and posttest scores. The majorisyunfent participants in the intervention group
and the comparison group self-rated “culturally petent” or “culturally proficient”. Qualitative
findings, however, suggest student participantsdiddemonstrate cultural competence and
awareness that they have changes to make in tloeiispn of nursing care.
Chapter 4 Summary
In this chapter, the results of the data analysigevpresented. The characteristics of the
sample studied were presented followed by the tesfithe quantitative and qualitative data
analyses. Hypotheses were accepted or rejected basaferential statistical analyses and
research questions were answered through contalyisa In the next chapter, findings are

discussed and recommendations are made.
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CHAPTER 5
CONCLUSIONS AND RECOMMENDATIONS

In this chapter, discussion of the findings of shady is presented. Study limitations,
recommendations for further study and implicatiars also elucidated. The purpose of this
study was twofold. The first aim was to determirfeether participation in the researcher
designed intervention, Transcultural Humility Simtidn Development, significantly improved
cultural competence and its constructs, culturarawess, cultural knowledge, cultural skill,
cultural desire and cultural encounters among grtidg baccalaureate nursing students when
compared with a group of students who did not pigeike in the intervention. The second aim
was to explore the integration of culturally congsgtbehaviors in nursing care following
graduation. The study was undertaken at one privateersity in western US.

Summary of the Study

In order to address health disparities, this sttalymenced to address the gaps in the
literature surrounding cultural competence amoraglgating nursing students. Before this study,
few investigators measured cultural competencerbefod after learning activities, such as
simulation with standardized patients, with validiaeliable instruments (Meltzoff & Lenssen,
2000; Shen, 2014). No investigators evaluated acattnal intervention while in school and
after graduation and none were found which usecedirethods (Calvillo et al., 2009;
Fitzgerald et al., 2009). No cultural competencelgtdesigns were found that include the use of
a comparison group or longitudinal design, meagpitie effects of an intervention over time.

An educational intervention, Transcultural Humilgymulation Development, was
designed based on the theoretical framework by GdmpBacote (2007) therocess of

Cultural Competence in the Delivery of Health C&exvicesPedagogical decisions
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incorporated learning as development, Bloom e$ §1.956) learning domains, adult learning
strategies, various learning styles and differemspnalities. Quantitative data were collected
using the Inventory for Assessing the Process diug€al Competence-Student Version
(Campinha-Bacote, 2009) in a pretest-posttest casgagroup design and a demographic
survey. These data were analyzed using inferestagiktics (Plichta & Kelvin, 2013) to test the
research hypotheses but did not show a statistisghificant difference between pretest and
posttest measures in either the intervention gayipe comparison group.

Qualitative data were collected through writtedeetion, a free-write activity and semi-
structured interviews. Research questions were enesiby content analysis of these qualitative
data (Ritchie & Lewis, 2009). Themes answering RegeQuestion 1 werghattering
preconceived perceptionsconstructing innovative insights improving effective
communication, andemerging personal developmenfThemes that arose from participants
answering Research Question 2 weu#tivating the nurse-person relationship providing
quality nursing care, serving the patient and family, establishing extraordinary
communication, andapproaching care with humility. The analysis of qualitative data was
embedded within the quantitative design (CresweRtl&no Clark, 2011). A discussion of the
hypotheses and research question findings arerniesseext.

Discussion of Hypotheses Findings

In this study, there was not a statistically sigaift difference between the pretest and
posttest scores among the intervention group angadson group on the Inventory for
Assessing the Process of Cultural Competence-St#rion (Campinha-Bacote, 2007).
Furthermore, there were no differences among threnmef any construct subscale scores among

the intervention group when controlling for thetpst measure. These findings indicate the
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researcher-designed intervention, Transcultural HynSimulation Development, was not
effective. The minimal detectable change for trstrimment is 8.57 points (range 20-80)
(Palombaro & Lattanzi, 2012). In this study, thesas a difference in the mean scores of both
the intervention group and the comparison groupnty 2 points indicating no change as a result
of the intervention.

One reason for the lack of detectable change in tha intervention group and the
comparison group was the high pretest ratingsunfesit participants and another possible reason
was the length of time planned for learning aatgit The high pretest ratings left little room for
improvement, regardless of the quality of the etlanal intervention, Transcultural Humility
Simulation Development, since all student partiotpgerceived they were culturally competent.
The theoretical framework, Campinha-Bacote’s (20@dyel, the Process of Cultural
Competence in the Delivery of Health Care Serv{@smnpinha-Bacote, 2007) may provide
another explanation for a lack of detectable chafpe first assumption of the model is that
cultural competence is a process, a journey,dyiamic, and involves the paradox of knowing,
so that the more one thinks he or she knows, #sHe or she knows and the less one thinks he
or she knows, the more he or she knows (CampinicatBa2007).

Pacquaio (2007), Kardong-Edgren et al. (2010) atel/Rt al. (2012) reported all
participants self-rated in the “culturally aware™oulturally competent” ranges, as did students
in the present study. Kardong-Edgren and Campird@et (2008) acknowledge that with a
self-report tool, students are not actually chaeshto demonstrate cultural competence in a
meaningful way. Together with the findings fromstistudy this suggests that self-perception

may be inaccurate. Perhaps the qualitative datepted a more accurate picture of “becoming”
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culturally competent. Participation in simulatide@ned reflective responses indicating the
student participants were not as culturally commuiedis they thought.

Cooper Brathwaite (2005) and Hawala-Druy and Fi0X2) used a longer time frame for
their educational interventions than one day aswsasl in this study and found a statistically
significant improvement in cultural competence.sTimay help explain the lack of statistically
significant improvement before and after Transaalttiumility Simulation Development, in
that there was not enough time to impact change imtervention that took place primarily in
one day. Perhaps increasing awareness might haveabmore reasonable goal.

Several previous studies found a positive relabignbetween students’ race and their
level of cultural competence (Fitzgerald et alQ20Hawala-Druy & Hill, 2011; Lee, Litwin,
Cheng & Harada, 2012; Musolino et al., 2010). Dgiamcillary analysis of results, the effects of
race, ethnicity and country of birth were examinsthg ANOVA in relation to cultural
competence. Of the three demographic variabley,rack had a statistically significant
relationship with cultural competence. These figdiare congruent with previous studies.

Discussion of Research Questions Findings

Analysis of qualitative data indicated gaps in ¢h#ural awareness, cultural knowledge,
cultural skill, cultural desire, and cultural enaters of student participants. Student participants
the intervention group stated in written reflecteomd, later, semi-structured interviews that they
feel more adequately prepared to provide nursing foa culturally and linguistically diverse
persons, even though the quantitative analysisalideflect this. Poirier et al. (2009) reportedtth
cultural competence content was “out of the stusle@mfort zone” and that students “became

aware of personal biases and reported increasatl&dge of several sociocultural groups”.

143



A multifaceted education approach was used in Tudhgal Humility Simulation
Development through use of an online implicit attéés test, a matching card game, a video, a
faculty-facilitated rotation and participation imlation and debrief. Qualitative findings suggest
each educational activity was valuable in helpitugients reflect on how their provision of nursing
care will change and has changed in light of thiigrmation. Student participants’ written
evaluations at the end of the workshop revealedydearning activity was useful.

Research findings suggest transformative learningrg student participants.
Transformative learning is a change in how sometisrknown by developing a capacity for
perspectives and biases of others (Kegan, 200@ynlreg as development is an essential feature
of transformational learning so as to contributéh development through reconfiguring the
individuals’ way of knowing (Kegan, 1998, 2000,cted by Drago-Severson, 2004).
Transcultural Humility Simulation Development adis supported student participants’ ability
to negotiate purposes, values, feelings, and mgamather than simply to act of those of others
(Kegan, 2000).

Findings of this study suggest student participamy have begun to experience epistemic
belief change, the development of personal epidiegganfluenced by context, affect, and
environment (Bendixon & Rule, 2004). The questignf current beliefs plays a role in change IF
a new way of understanding makes sense (BendixBul&, 2004). Student participant statements
suggest epistemic belief begin to change as atreftile intervention. In this study, several
strategies were designed to do this. For examplinglthe simulation, student participants
demonstrated cultural knowledge by “knowing” theyeded an interpreter, the student participants
did not know what language the standardized patiste speaking and did not know how to

ascertain this knowledge.
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Double-loop learning leads to a paradigm shiftdguing on changing behavior, in this
case development of cultural competence, by allgwéflection upon underlying values and
beliefs that guide behavior (Argyris, 1976, asctidy Tagg, 2010). Reflection of participants
was sought in this study to help make participamtare of biases, provide space for to rethink
actions, and practice how to incorporate new infdram (Argyris, 1976, as cited by Tagg,
2010). This is because only when one is able tecefipon and change underlying beliefs will
he or she experience a permanent change in beh@neirfollowing statements made by student
participants suggest double-loop learning occurred.

Student participants were particularly open andelsbthrough the written data articles.
More “negative” comments were elicited through tertreflection the day of the Workshop
than later during semi-structured interviews. Ppshais was because it was a more private way
to share data than through face-to-face interviitls student participants. Perhaps it was
because the collection of these data occurred glama throughout the experience of the
intervention so “negative” thoughts were remembened recorded. Perhaps it was because
during interviews months later, student particigamere able to think more on their experiences
so they no longer felt “negative”.

Communication was a theme in both the written otites and in semi-structured
interviews, suggesting its importance. Nearly ev@ngle participant wrote about
communication and nearly every participant intemad discussed communication. The video
selected portrayed the effects of poor communindtetween a patient and his family with the
healthcare team and many student participants vatmiat how powerful this was for them.
Additionally, the simulation put each student pap@nt into a patient care context in which they

had to make decisions and demonstrate culturaltypebent nursing care.

145



Findings of this study are consistent with CampiBlagote’s model, the Process of
Cultural Competence in the Delivery of Healthcaeevi&es. Of the six assumptions, two really
stood out as having been supported by these fisdthg first and the fourth. The first
assumption in her model is that cultural competes@eprocess, journey, dynamic, and involves
the paradox of knowing, so that the more one thivkksr she knows, the less he or she knows
and the less one thinks he or she knows, the neoe bhe knows. The first assumption was
supported by the pretest findings, that studertigiaants perceived they were culturally
competent and the first research question, thdestuparticipants did not know how to provide
care for the culturally and linguistically diversendard patients in simulation. The fourth
assumption is there is intra-cultural variatiorattts, there is variation within cultural groups as
well as across cultural groups. Student particgpamdicated understanding of this, that every
individual is unique.

The constructs of cultural competence were adddessthis study. The first construct,
cultural awareness, is the deliberate processadrhimg aware of values, beliefs, biases,
prejudices, and assumptions about people from atiitrres (Campinha-Bacote, 2007). Cultural
knowledge is the process of seeking foundationata&tion about different cultures (Campinha-
Bacote, 2007). Cultural skill involves excellens@essment abilities (Campinha-Bacote, 2007).
The fourth construct, cultural encounter is paptting in direct experience with others in order
to refine existing beliefs and biases regardingucal groups (Campinha-Bacote, 2007). Cultural
desire is the genuine passion of the nurse to teamather than have to, engage in the process of
becoming culturally aware, culturally knowledgealdelturally skillful, and participate in
cultural encounters (Campinha-Bacote, 2007). Tiidyssupported the constructs of cultural

competence in that the intervention objectives weoeleled after them. Research question
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findings supported the beginning development ofroupd awareness of one’s own biases and
stereotypes, provided information for developmdrkmmwledge, and provided one encounter
for student participants. More needs to be doneltbsitvas a good first step for student
participants in improving cultural competence.
Limitations

There were no ethical implications in this study there were limitations in the research
design, methods, and intervention. Each is disclssthe next paragraphs.
Design Limitations

One study limitation was a small convenience saraptme institution. Participation was
on a voluntary basis and the intervention occuogt days but data were collected from
participants over months so this may have affeatedion, which was quite high, over 20%.
Shadish et al. (2002) reported that if attritiotom, less than ten percent and the effect size is
high, as it is in this study, then analyses witefg change the conclusion about whether the
intervention was effective. However, since attritisas over twenty percent, analysis in this
study might have been affected. Finally, as Secdvidikenna and Smith (2012) experienced,
the time frame used for the intervention may nosiiicient to detect change in all three
learning domains, including cognitive, affectivadgpsychomotor.
Limitations of Methods

First, the use of a self-generated identificatiodecemade matching data difficult because
some student participants forgot their codes aweg.tlt may have been better to assign codes
and preprint several labels for each participadtater all data collection destroy any list
connecting the participant with the code. Secondngtative instruments only measured the

extent to which student participants agreed theycalturally competent, not patient satisfaction
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with culturally competent care or patient outcomesstly, written reflection throughout the
intervention elicited genuine and authentic expexs, feelings, and opinions of student
participants regarding many aspects of nursing, cerigust cultural competence.
Intervention Limitations

Limitations with the educational intervention weliscussed among faculty and staff
who assisted in implementation. Student participaere reticent to admit to their personal
biases. An opportunity to debrief about the onlngvity was missed. We ought to have
collected data regarding their experiences andhigehbout it through written reflection after
discussing experiences with the activity. The stagarticipants ought to have been reassured
that everyone has biases and prejudices so eadd Wweunore honest with him- or herself and
acknowledge this very first construct of culturahgpetence-cultural awareness (Campinha-
Bacote, 2007). Next, student participant feedbactke card game was that the students “didn’t
like how it made me feel”. Addressing cultural aarzess early in the day, or even earlier in the
semester, might have helped them open their mmds/areness prior to the card game.

Next, there were limitations with the simulatiorrfpan of the educational intervention.
Student participants wore street clothes. The fadwds noticed that students behave more
professionally when in the School of Nursing umfioiThe student participants also did not have
a watch with a second hand; their hair pulled baldsed toed shoes or even their stethoscopes,
which they would have had they been in uniformhaiigh the simulation was a culturally
sensitive assessment, student participants wengraepared to do this because they had not been
informed of the activity before the day of the Waltkp. Asking them to come in uniform may

have addressed this very practical issue.
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Another issue with the simulation was that stugmticipants were given a verbal
report. It may have been more effective and realistprint out a report sheet for each student
with the information. Next, the student particigantent in the simulated in-patient hospital
room to care for the patient in pairs. It was pkohthis way for practical reasons, such as time
constraints, but was a limitation. If each studead been by him- or herself, he or she would
have had to think “on their feet” more specificallystead, most participants waited for the
partner to decide and act and this actually tookenione since each was waiting for the other.
Also, there are very rarely two nurses who roungatments together so this did not mirror
current practice.

Finally, the student participants were not showw b use the interpreter phone. So
even though they needed to use a phone to calitienpreter services, they literally did not
know where the phone was in the room or who theyewalling. Many chose to call “the
doctor” which we had not planned for. The desigthefsimulation was a shift assessment that
was culturally sensitive. The nurse cannot calldbetor until the assessment is complete. It
would have been more realistic to give the stuganticipants a quick room tour of the
simulated inpatient hospital room without any senditzed patients present and point out the
phone, the resources and supplies available, arse thot available, and introduce them to the
simulated charge nurse.

Conclusions

The following conclusions are offered.

1. Total cultural competence scores among graduatioiggsional nursing

students were equivalent in the intervention andarison groups as

measured by pretest and posttest scores on thettmydor Assessing the
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Process of Cultural Competence-Student Version (@ama-Bacote, 2007)
surrounding an educational intervention.

2. Cultural constructs, including cultural awarenessdtural knowledge, cultural
skills, cultural encounters, and cultural desirapag graduating professional
nursing students were equivalent in the intervendiod comparison groups
measured by pretest and posttest subscale scotke tmventory for Assessing
the Process of Cutlural Competence-Student Ve(§lampinha-Bacote, 2007)

surrounding an educational intervention.

3. Participants who identified as more than one rageeuwnore culturally
competent.
4. Although intensive, a one-day workshop intervenatiowed participants to

become aware of the need to change and refleatlarral competence but did
not permit time to demonstrate change. Culturalmetence requires adult
development.

5. Student participants articulated how they will irqmarate cultural competence
into their nursing care through written reflectiamsl semi-structured
interviews.

Implications
This study had implications in several areas indgaursing theory, research, practice,
education and health policy.
Nursing Theory
Campinha-Bacote’s (2007) model, The Process au€@allCompetence in the Delivery

of Healthcare Services guided this investigatidmsTheoretical framework provided the
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structure like scaffolding from the design to ipietation in order to address health disparities.
Transcultural Humility Simulation Development lesg objectives mirrored Campinha-
Bacote’s (2007) constructs and then all learninyities were designed using adult learning
models and strategies.

There was not a statistically significant differeni pretest and posttest mean scores in
either the intervention group or the comparisorugrddowever, student participants identified
multiple areas for personal development when piogidursing care for culturally and
linguistically diverse persons. Although additiosaldies replicating this intervention with a
larger sample are recommended, these results suggewursing theory did adequately underpin
the study intervention.

Nursing Research

This study used a longitudinal, descriptive, queagerimental, pretest-posttest
comparison group design (Shadish et al., 2002)gusimbedded mixed methods (Creswell &
Plano Clark, 2011) in order to best understand dexitpes of cultural competence among
baccalaureate nursing students. Investigators ise@ quantitative or qualitative methods in the
past to explicate this phenomenon but this isitlsé $tudy using mixed methods to study
cultural competence interventions among baccaléireasing students. In this study,
qualitative findings were embedded within the largeantitative empirical design.

There was not a statistically significant diffeceramong pretest and posttest scores in
either the intervention group or the comparisorugron the Inventory for Assessing the Process
of Cultural Competence-Student Version. The rexflthe study suggest that the self-report

instrument may not adequately measure cultural ebemge among participants, since

151



gualitative findings suggested they did learn assallt of the intervention and student
participants stated they developed and learned.
Nursing Practice

Results of this study did not suggest that panrittig in Transcultural Humility
Simulation Development activities improves culturaimpetence among graduating
baccalaureate nursing students in one private tgityen the western US. It is hoped that the
graduates of the program who participated will carg to participate in the process of becoming
cultural competent and reflect on the learningvaadss in which each participated. By
participating the process of becoming culturallynpetent participants from this study may
model consistently using an official hospital ifeter, assessing each individual in light of
cultural context, and providing nursing care iruéturally humble way for other nurses and new
nursing students, perpetuating change in pradddditionally, the intervention could be made
available to other nursing students and other delarad colleges of nursing.

Three of the five themes answering Research Que2timcluding cultivating the nurse-
person relationship, providing quality nursing ¢a@rving patient and family, are “normal”
nursing activities that might be expected of nufsas the general public. These themes
surfaced in this study from the participants’ staats. Perhaps cultural competence is simply a
part of these nursing activities, rather than sbmgton its own. Cultural competence may be a
“value added” piece of nursing care.

Nursing Education

Nursing schools across the US are using simulati@thieve various learning outcomes.

The results of this longitudinal, descriptive, guegperimental, pretest-posttest comparison

group design (Shadish et al., 2002) using embeddeeld methods (Creswell & Plano Clark,
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2011) suggest that participating in Transculturahility Simulation Development activities
helps to improve cultural competence and its conttramong baccalaureate nursing students in
one private university in the western US. In thigly, cultural competence was repositioned in
the context of adult development. In this way, iogrants and others may acknowledge how
they interacted with culturally and linguisticatiyverse persons before the intervention and
conceptualize how they may change following thervention. Nurse educators could be
informed of this intervention as a strategy to depeultural competence among professional
nursing students.

The learning objectives of the intervention weyeteesized from Campinha-Bacote’s
(2011b) model and constructs. The interventionn3caltural Humility Simulation
Development was carefully designed to reflect gsearcher’s learning objectives, Bloom et
al.’s (1956) learning domains, and accommodateouaradult learning modalities. Learning
activities employed a multipronged approach wittivétees to be done alone, in a large group,
and in small groups, to account for different l@agrstyles with all strategies “bundled” to have
a greater impact together than separately.

The AACN mandated elimination of health dispastierough cultural competence
(Department of Health and Human Services [DHHSDS)@s support for the development of
patient-centered care which identifies, respecdtsaatiresses differences in patients’ values,
preferences and expressed needs (Institute of Medi2003). Five of AACN’s nine
Baccalaureate of Science in Nursing (BSN) Essendéidtiress cultural competence, including the
ability to work with diverse populations and conte)prepared faculty with requisite attitudes,
knowledge, and skills, the development of culte@hpetence in students and faculty by

providing environments supportive of diversity dadilitated by guided experiences with
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diversity, the appreciation of the profound inflgerof culture in people’s lives, and the
commitment to minimize the negative responses altheare providers to these differences
(Paasche-Orlow, 2004).

The NLN included cultural diversity in one of itsur core values (NLN, 2009). QSEN
(2016) established prelicensure competencies fiimyieducation and proposed targets for the
knowledge, skills, and attitudes (KSAs) to be depel for each competency. The very first
competency is patient centered care which stresgegal competence and states the patient or
designee as the source of control and full paithproviding compassionate and coordinated
care based on respect for patient’s preferencasgsaand needs (QSEN, 2016). Knowledge:
Nurses must know how diverse cultural, ethnic araad backgrounds function as sources of
patient, family, and community values (QSEN, 20BXills: Provide patient-centered care with
sensitivity and respect for the diversity of hunexperience (QSEN, 2016). Attitudes: Value
seeing health care situations “through patientesgyrespect and encourage individual
expression of patient values, preferences and sg@deneeds, seek learning opportunities with
patients who represent all aspects of human diyeesid recognize personally held attitudes
about working with patients from different ethniciltural and social backgrounds (QSEN,
2016).

Health Policy

Cultural competence has the potential to incréase and subsequently improve
outcomes among people in culturally and linguistyodiverse populations (Brusin, 2012).
Previous efforts to reduce health disparities idetlieducation about “cultures” of culturally and

linguistically diverse populations, however thigegach reinforces stereotypes, suggests that
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racial groups have homogenous cultures, and failsdognize racism and inequality (Malat,
2013).

Policy is the most underdeveloped area of the ncattyural competence efforts within
health care systems (National Center for Cultuah@etence, 2014). Policy is required in
culturally competent care because it sets the anismnd vision of organizations, supports the
practitioners with resources to implement cultyralhd linguistically competent practice,
measures the success of practitioners and theiaegi@m in terms of how it serves diverse
families, and institutionalizes cultural and lingtit competence in the organization (National
Center for Cultural Competence, 2014). If a soluto health disparities is not discovered and
implemented successfully, the problem will be ms@eere in coming years as the US health
care system, which is already strained, espeadiléyr facing an influx of patients in 2014, when
32 million Americans had health insurance for tingt time (Healthy People 2020).

Regulation and organizational oversight in nursggredicated on patient safety and
many organizations urge the provision of culturaltynpetent nursing care as a way to address
health disparities. Since the empirical resultthef study suggest that participating in
Transcultural Humility Simulation Development adiies helped to develop cultural
competence among baccalaureate nursing studeot®iprivate university in the western US,
then these regulating organizations could be inéorof new ways to approach the problem.

Recommendations

Based on the findings of this study, the follownegommendations for further study are
made:

1. The educational intervention, Transcultural Humpiimulation Development, showed

promise as one way to improve cultural competenoeng baccalaureate nursing
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students. The intervention could be used with otluesing students and shared with
nursing educators for use at other institutions.

2. Data collected in this study were self-reported @eflctive in nature. Student
participants reported they were culturally compebeziore the intervention yet reported
during and following the intervention how littleetyn knew. More simulation, in which
student participants can view back their behavisrgcommended.

3. Since a one-day workshop was not effective in dgxel cultural competence,
educational intervention activities could be lergtéd and threaded throughout the
curriculum, beginning earlier in their journey.

Chapter 5 Summary

In this chapter, a summary of the study was preseiesearch findings for this study
including analyses of hypotheses and researchiqosstere discussed. The study limitations
were identified and addressed. The implicationhisfstudy on nursing theory, research,
practice and education, and health policy wereudised. Finally, recommendations were made
for future work with regards to cultural competeasea way to address health disparities.

Study Summary

One way to mitigate health disparities in the psau of nursing care is for healthcare
providers to be culturally competent. Although agdied in nursing curricula, gaps in how best
to improve cultural competence remain.

The purpose of this study was to determine whegihdrcipation in a researcher designed
intervention, entitled Transcultural Humility Sinatilon development, based on components of
Campinha-Bacote’s model, improved cultural compegan graduating baccalaureate nursing

students and explore how student participantsheitome culturally competent having been
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exposed to the intervention. A longitudinal, dgstive, quasi-experimental, pretest-posttest
comparison group design, using embedded mixed rdstvas used to study 57 students from
one school in the western US. Student participaete randomly assigned to either the
intervention ( = 22) or comparison group € 35).

All participants completed the Inventory for AssagCultural Competence-Student
Version before and after the intervention. Intetie@nparticipants also completed written
reflection during the intervention. A subgroup affcipants in the intervention group=12)
and the comparison group=8) were interviewed 2 to 3 months after graduation

In this study, no statistically significant differees in cultural competence or its
constructs were obtained between groups whileitig#te pretest score as a covariate,
suggesting the intervention was not effective. Asial of participant reflections written during
the intervention indicated they anticipated incagbimg cultural competence into their practice
by shattering preconceived perceptionsconstructing innovative insights improving
effective communication andemerging personal developmentOnce in practice, they
incorporated cultural competence througfttivating nursing-person relationships providing
quality nursing care, serving the patient and family, establishing extraordinary
communication andapproaching care with humility.

Participation in Transcultural Humility Simulati@evelopment may increase student
awareness and could foster developmental growtmgratudent participants through
transformative learning, epistemic belief changel double-loop learning. Transformative
learning is a change in how something is known dayetbping a capacity for perspectives and
biases of others (Kegan, 2000). Epistemic beliahge is the development of personal

epistemology influenced by context, affect, andiemment if a new way of understanding
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makes sense (Bendixon & Rule, 2004). Double-loapmilieg leads to a paradigm shift by
focusing on changing behavior, in this case devaetag of cultural competence, by allowing
reflection to become aware of biases, provide sf@d® rethink actions, and practice how to
incorporate new information (Tagg, 2010).

The educational intervention, Transcultural Humiimulation Development, shows
promise as one way to improve cultural competenoaeng baccalaureate nursing students.
Recommendations for further study include usinginkbervention with other nursing students
and shared with other educators to be used witsimystudents at other institutions. It is further
recommended that the intervention be done at nmstéutions with the investigation replicated
and expanded. Finally, it would be beneficial td ooy continue education on cultural
competence, but also to study culturally and lisgcally diverse patient experiences and patient

outcomes.
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Appendix A

Permission to Use Model and Figures

Datef March 12, 2015
! / To: | Ms. Teresa Hamilton
A _ From Dr. Josepha Campinha-Bacote
gy r;istrative o President, Transcultural C.A.R.E._Associates
& Educational Consultation RE: | Contractual Agreement for Limited Use of Campinha-
in Transcultural Health Care Bacote’s Models of Cultural Competence in a Dissertation

This letter grants one-time permission to Ms. Teresa Hamilton to copy my

J. Campinha-B acote, 1991, 1998, 2002 and 2010 models of cultural competence as it appears on
PhD, MAR, PMHCNS-BC, GTN-A, FAAN my website at www.transculturalcare.net/Cultural Competence Model.htm, in
her proposal to her professor and in her final dissertation in 2015.

Transcultural Healthcare Consultant

TIME FRAME: Permission to use my model is a one-time from March 2015
through December 30, 2015 when she submits it to her chair and in her
dissertation.

RESTRICTIONS OF COPYING: This permission only grants the
copying/ reprinting of my model in Ms. Teresa Hamilton proposal and
dissertation. She agrees that my model cannot be copied for any other
reasofn outside of her proposal and dissertation. This includes, but not
limited to, being copied in another formal or informal publication. a journal
article, in another academic paper, handouts for presentations, nor for any
PowerPoint or Poster presentations or in any hard copy or electronic
formats. i

As part of this permission agreement, it is required that Ms. Teresa
Hamilton will use the following citation when citing my model in her
dissertation:

The Process of Cultural Competence in the
Delivery of Healthcare Services
' Copyrighted by Campinha-Bacote, 1991, 1998, 2002, 2010
| Reprinted with Permission from
E’ Transcultural C.A.R.E. Associates

GOVERNING LAW: All parties acknowledge that this Contractual
Agreement for Limited Use of Campinha-Bacote’s Model of Cultural
Competence is a valid contract. This contract shall be governed and construed
underjthe laws of the State of Ohio, except as governed by Federal law.
Jurisdiction and venue of any dispute or court action arising from or

related to this contract shall lie exclusively in or be transferred to Hamilton
County Municipal Court, Hamilton County Court of Common Pleas, or the
Federal Court situated in the County of Hamilton, Ohio.

#513-469-1664 ) o
& 513-469-1764 ATTORNEY’S FEES AND COSTS: In any action to enforce any provision
of this Agreement, the prevailing party will be awarded reasonable attorney’s

£ costs:
www.transculturalcare.net I 2 /(
. L%W -Bacote ) ate
11108 Huntwicke Place { ;‘ 3: l‘l! 15

Cincinnati, Ohio 45241 Ms. Teresa Hamilton

meddir@aol.com
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Appendix B
Standardized Patient Informed Consent

University of Wisconsin — Milwaukee
Consent to Participate in Research

Study Title: Influencing cultural competence amongoaccalaureate nursing student
participants with Transcultural Humility Simulation Development

Person Responsible for Research:

Student PI: Teresa Hamilton, RN, MSN, Assistanfé&sor
California Baptist University, School of Nursing

8432 Magnolia Avenue, Riverside, CA 92504

P 951-343-4956 E thamilton@-calbaptist.edu

Pl: Karen Morin, RN, PhD, Professor Emeritus
University of Wisconsin, Milwaukee, College of Nung
E morin@uwm.edu

The student Pl is a doctoral student at UniversitWisconsin, Milwaukee and the Pl is the
chair of the dissertation committee who will oversiee study.

Study Description: The purpose of this research study is to evaludtaral competence

among graduating baccalaureate nursing studentiparits and determine whether participation
in a researcher-designed intervention, Transculimanility Simulation Development, will
influence cultural competence.

Activities: If you agree to participate you will be asked to

» Come to the School of Nursing at California Baptisiversity for eight hours on June 12,
2015

» Portray a Standardized Patient

* You will be given a script and prebriefed for yoate and wear undergarments and shorts
under a patient hospital gown

* You or the student participant will lift your govior nursing student participants to assess
your abdomen.

» Student participants will be instructed to compketulturally sensitive abdominal
assessment

o Student participants will ask you questions, arspatt, palpate, and listen to
your abdomen with a stethoscope

» Student participants will enter room in pairs tongete their assessment

» There will be approximately fifteen encounters aadh encounter will take approximately
10 minutes.

* You may take a break whenever you need to in betweeounters with student
participants.
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* You will be asked to give anonymous written feeddfac participants (less than five
minutes per pair of student participants).

» Demographic information will be collected but remanonymous and no identifying
information will be collected.

» Encounters will be digitally audio and video readThe purpose is for student

participants to review their actions and behaviordearning purposes.

If you refuse to be recorded, you may not partigpa

Risks / Benefits: Risks that you may experience from participating @nsidered

minimal. There are no foreseeable physical risksramforeseeable social risks. There may be
psychological risks, these are unlikely. You masl fEsmbarrassment from exposing your
abdomen. To minimize this risk you will be providgdown and bed linens to use for privacy
between assessments.

There are no costs for participating. There arbeartefits to you other than to further research.

You will be provided breakfast, lunch, and snatiesday of the simulation. As a small token of
thanks for your valuable time, you will receiveifi gard worth $25 at the end of the day of the
simulation.

Confidentiality: All information collected about you during the cseirof this study will be kept
confidential to the extent permitted by law. We ndie@gide to present what we find to others, or
publish our results in scientific journals or aiestific conferences. No information that
identifies you personally will be released. Onlg 8tudent Pl and faculty Pl will have access to
the information. However, the Institutional ReviBwmard at California Baptist University, or
the Institutional Review Board at UW-Milwaukee q@paopriate federal agencies like the Office
for Human Research Protections may review thisysugcords. We will collect demographic
data and collect feedback from you about studeatactions. Digital audio and video recordings
will be made, transcribed, and destroyed. Trangorip of the recordings will be kept on a
password protected computer. All information cdkekfor this study may be keep for three
years for future use and then it will be destroyed.

The PI, Dr. Karen Morin, the Institutional Reviewo@d at California Baptist University or UW-
Milwaukee or appropriate federal agencies like@figce for Human Research Protections may
review this study’s records. Aggregate data frora mstrument only, the Inventory for
Assessing the Process of Cultural Competence-Stirion will be submitted to the theorist,
Dr. Josepha Campinha-Bacote, but will include neg@eal information.

Voluntary Participation: Your participation in this study is voluntary. Yauway choose not to
take part in this study, or if you decide to taketpyou can change your mind later and
withdraw from the study. You are free to not ansamy questions or withdraw at any time.
Your decision will not affect any present or futuedationships with California Baptist

University or the University of Wisconsin Milwaukeghere are no known alternatives available
to participating in this research study other thahtaking part.
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Who do | contact for questions about the studyFor more information about the study or
study procedures, contact Teresa Hamiltamaatilt59 @uwm.edwr 951-343-4956.

Who do | contact for questions about my rights or omplaints towards my treatment as a
research subject? Contact the UWM IRB at 414-229-3173idrsinfo@uwm.edu

Research Subject’'s Consent to Participate in Resedr:
To voluntarily agree to take part in this studyyyoust be 18 years of age or older. By signing
the consent formyou are giving your consent to voluntarily parteti@ in this research project.

Printed Name of Subject/Legally Authorized Représive

Signature of Subject/Legally Authorized Represeveat Date

Research Subject’'s Consent to Audio/Video/Photo Rerding:

It is okay to digitally audio and video record mRile | am in this study and use my digitally
audio and video recorded data in the research.

Please initial: Yes No
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Appendix C

Student Participant Free Write Activity
The goal of this activity is to give you the oppuority to identify your own ideas, feelings,
impressions and memories through writing. You Wil/e ten minutes to writen the top right
corner, please write your self-generated identifbcacode consisting of seven elements: gender
(M or F), month and day of mother’s birth; numbéplaler brothers; number of older sisters;
and first initial of mother’s first name.
1. Keep your pen moving, even if you repeat yotirsel
2. Do not reread what has been written.
3. The idea is to access one’s stream of consagsssznd put it directly on the page.

4. Disregard any concern for spelling, grammar punactuation during this process.

5. This is called a free write to be free of thedslds” and to simply tune in to one’s own voice
in the moment.

6. If you are writing about an experience, for epéaminclude your experience, what happened,
what time of day, the setting, who was with yolispkcifics.

7. A minute before the end of the free write, yall lae alerted to complete your current

thought.

The prompt for the free-write activity is: “Wherfthink, feel, hear, taste, smell, see) culture...
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Appendix D
Rubric for Student Participants during Simulation

This rubric will be used to assess behaviors di@pants during the simulation. It is
purposefully without ranking and has space for cami® to gather as much data as possible.
This will be completed for each participant by #tedent primary investigator and a faculty
member using Cohel prior to and at least every ten simulations foernmater reliability.

Observation Comments
Objective Behavior Student Did Not
Performed Perform
Conduct culturally | Use official
sensitive interpreter
assessments.

Perform culturally
sensitive
assessment to
obtain subjective
data

Perform culturally
sensitive
assessment to
obtain objective

data
Generate desire Introduce self to
through patient and family
participation in member
cultural encounters.| Find common
ground

Show “caring”
behaviors to
enhance the
health-related
existence of SP
Demonstrate Recognize
cultural humility by | Discomfort
recognizing the Intervene to
dignity and worth of | alleviate

others. Discomfort

Treat SP as a
unique human
being worthy and
deserving of love
and care

Examples of Discomfort- twisting of gown, feet useced, overstuffed trash bag on bedside
table
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Appendix E
Student Participant Debrief Guide after Simulation
NOTE: These questions are used consistently in tsigtution for debrief.

Directions: Use the following questions to eliaformation from student participants
immediately after participation in simulation. Yawle is to facilitate discussion among student
participants that will help them reflect on decrspactions, and alternatives using deduction,
induction, and analysis.

In a sentence or two, what was the scenario about?

What were your feelings about the scenario?

Did your feelings surprise you?

What was your experience while participating in skenario?

Describe what went well in the scenario?

Was there something you could have done differenttite scenario?

What did you think about ? (Anything tmappened in the scenario.)

If you had done something different, would thereehbeen a change in the situation?

Do you think this was a valuable experience?
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Appendix F
Demographic Surveys

Student Participant Demographic Survey

Directions: Please do not write your name on thisif In the top right corner, please write youf-geinerated
identification code consisting of seven elemengsidgr (M or F), month and day of mother’s birthminer of older
brothers; number of older sisters; and first imismother’s first name so data can be matchet dédita on other
instruments. Please answer the following. All daithbe reported in the aggregate, no individuaiadaill be
reported.

Gender:
____1Male
2 Female
Age:
Race:
___1 identify with one race Mark any race(s) with which you identify
___ 2 identify with two or more ___ 1 White American, European American, or Middéstern American
races ___ 2 Black American or African American
____3 Native American or Alaska Native
____4 Asian American
____5 Native Hawaiian or other Pacific Islander
Ethnicity:
____1 Hispanic or Latino
____2 NON Hispanic or Latino
Country of birth:
____1 United States
____ 2 Other
Write in
Marital Status:
___1Single
2 Married

___ 3 Legally Separated

With whom do you live at your primary residenceéseall that apply):
___1Alone
___ 2 0One or More Parent (check if a parent “ciigou as a dependent)
3 Spouse
____4 Child or children
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Standardized Patient Demographic Survey

Directions: Please do not write your name on thisif Please answer the following. All data willtegorted in the
aggregate, no individual data will be reported.

Gender:
___1Male
2 Female
Age:
Race:
____1identify with one race Mark any race(s) with which you identify
___ 2 identify with two or more ___ 1 White American, European American, or Middéstern American
races ___ 2 Black American or African American
____3 Native American or Alaska Native
____ 4 Asian American
____ 5 Native Hawaiian or other Pacific Islander
Ethnicity:
____1 Hispanic or Latino
____2 NON Hispanic or Latino
Country of birth:
____ 1 United States
____ 2 Other
Write in
Marital Status:
___1Single
____ 2 Married

___ 3 Legally Separated

With whom do you live at your primary residenceléseall that apply):
___1Alone
___2 0One or More Parent (check if a parent “cdigou as a dependent)

3 Spouse
____4 Child or children
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Appendix G
Student Participant Evaluation of the Workshop
This evaluation is intended to provide a way fou yo share your experience about the
workshop you patrticipated in today. Please anshefdllowing and be honest and specific.
There are no “correct” answers, it is completelgfaential, and your evaluation will not be

used to determine your grade in this course, stanidithe program, or graduation status.

1. Were the learning objectives clear?

2. Were the learning activities consistent with l[dening objectives?

3. What did you like best about the interventiorancultural Humility Simulation
Development, as a whole?

4. What knowledge did you gain in any part of trerkghop?

5. What skills did you gain in any part of the wsikbp?
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6. How have your feelings or opinions changed i @art of the workshop?

7. Of the learning activities which do you thinknleéitted you most and why? Learning activities
included the Harvard implicit online activity, mhing card game, faculty-facilitated lecture,
group discussion, silent reflection, video(s), detion with a standardized patient, debrief, and
whole-group wrap up.

8. Of the learning activities, which do you thingnefitted you the least and why? Learning
activities included, the Harvard implicit onlinet&ay, matching card game, faculty-facilitated
lecture, group discussion, silent reflection, viggosimulation with a standardized patient,
debrief, and whole-group wrap up.

9. Describe any suggestions for improvement incrtiie activities.
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Appendix H
Student Participant Semi-structured Interview Questons

1. Tell me about your current work as a nurse. sohbrea of practice, role, shift, full- or part-
time, patient experience prior to graduating.

2. What have been your experiences with persomns fliwerse cultures since graduating?
Probes: patients, family members, co-workers.

3. What has helped your experiences with persams fliverse cultures since graduating?
Probes: school, learning, knowledge, skills, atits; co-workers, family.

4. Is there anything else you would like to sayuhy@ur experiences with persons from diverse
cultures since graduating?

Thank you
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Appendix |

Institutional Review Board Report by University of Wisconsin, Milwaukee (UWM)

UNIVERSITYof WISCONSIN Melissa Spadanuda

IRB Manager
Institutional Review Board
e

Engelmann 270

P.0.Box 413
= e i Milwaukee, WI 53201-041
Department of University Safety & Assurances (414) 229-3173 plione
(414) 229-6729 fax

New Study - Notice of IRB Expedited Approval

http:/www.irb.uwm.edu
spadanud @uwm.edu

Date: April 27,2015

To: Karen Morin, PhD
Dept: College of Nursing

Cec: Teresa Hamilton

IRB#: 15.294
Title: Influencing Cultural Competence Among Baccalaureate Nursing Students with
Transcultural Humility Simulation Development

After review of your research protocol by the University of Wisconsin — Milwaukee Institutional
Review Board, your protocol has been approved as minimal risk Expedited under Category 6 and 7
as governed by 45 CFR 46.110.

This protocol has been approved on April 27, 2015 for one year. IRB approval will expire on
April 26, 2016. If you plan to continue any research related activities (e.g., enrollment of subjects,
study interventions, data analysis, etc.) past the date of IRB expiration, a continuation for IRB
approval must be filed by the submission deadline. If the study is closed or completed before the
IRB expiration date, please notify the IRB by completing and submitting the Continuing Review
form found in IRBManager.

Any proposed changes to the protocol must be reviewed by the IRB before implementation, unless
the change is specifically necessary to eliminate apparent immediate hazards to the subjects. It is
the principal investigator’s responsibility to adhere to the policies and guidelines set forth by the
UWM IRB, maintain proper documentation of study records and promptly report to the IRB any
adverse events which require reporting. The principal investigator is also responsible for ensuring
that all study staff receive appropriate training in the ethical guidelines of conducting human
subjects research.

As Principal Investigator, it is your responsibility to adhere to UWM and UW System Policies, and
any applicable state and federal laws governing activities which are independent of IRB
review/approval (e.g., FERPA, Radiation Safety, UWM Data Security, UW System policy on
Prizes. Awards and Gifts, state gambling laws, etc.). When conducting research at institutions
outside of UWM, be sure to obtain permission and/or approval as required by their policies.

Contact the IRB office if you have any further questions. Thank you for your cooperation and best
wishes for a successful project.

Respectfully,
P Utrea Jradlaidtas
Melissa C. Spadanuda
IRB Manager
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Appendix J
Institutional Review Board Report by California Baptist University (CBU)

RE: IRB Review IRB No.: 15-EF-045

Project: Influencing Cultural Competence Among Baccalaurdaiesing Student Participants with
Transcultural Humility Simulation Development

Date Complete Application Received:5/1/2015

Principle Investigator: Teresa Hamilton (Faculty)

College/Department: School of Nursing

IRB Determination: Expedited Application Approved — Faculty reseacikedmplete a doctoral degree
as University of Wisconsin-Milwaukee; mixed-methadsgitudinal study; no deception utilized;
voluntary CBU adult participants; some minor riskassociated with participation; adequate conseht a
data protection procedures. May begin data cadlect

RESTRICTION: PI may not recruit student participants in cosinsere she is the instructor of record.
Date: 5/4/2015

Approval is for one year from the data appearingvab

On behalf of the IRB

Neal F. McBride
Certified IRB Professional (CIP)
Chair, IRB
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Appendix K
Recruitment Scripts
Student Participant Recruitment Script-First Invita tion
Instructions: Please read the following scriptht® student participants.

Teresa Hamilton is conducting a study as part otdissertation at the University of Wisconsin,
Milwaukee, and you are invited to participate. &mterested in learning more about how
student patrticipants learn cultural competence.

Your participation is completely voluntary. You dot have to participate if you do not want to.
Participation or nonparticipation will not affeabyr course grade, or progress or standing in the
program.

If you agree to participate, you will be random$signed to the comparison group or the
intervention group. You will asked to complete tsuorveys several weeks apart. You will be
asked to talk with Ms. Hamilton at a later dateafraduation at the school or a mutually agreed
upon public location for approximately 1 hour.

If you are assigned to the intervention group, willbe asked to complete an online activity
which will take approximately 15 minutes and paptate in an 8-hour workshop on Friday, June
12.

You are being informed of the study this week so gan think about being part of the study.
Next week | will come back and give you the oppoitiyito enroll in the study.

Ms. Hamilton hopes you will be part of this studiput she wants to reinforce that being part of
the study is voluntary.

Thank you for your careful consideration aboutipgrating in this study.

See you next week!

If you have any questions about your rights or camps towards your treatment as a research
subject, please contact the IRB at 414-229-3173.

Thank you for your careful consideration aboutipgrating in this study.

Student Participant Recruitment Script-Second Inviation

Instructions: Please read the following scripthi® student participants. Write on board: In the
top right corner, please write your self-generatiehtification code consisting of seven

194



elements: gender (M or F), month and day of moghigirth; number of older brothers; number
of older sisters; and first initial of mother’sdimame.

As we discussed last week, Teresa Hamilton is aotiipa study as part of her dissertation on
how student participants learn cultural competeand,you are invited to participate. Your
participation is completely voluntary. You do n@tvie to participate if you do not want to.
Participation or nonpatrticipation will not affeabyr course grade, or progress or standing in the
program.

In the envelopes there are two instruments: a despbdc survey and the Inventory for
Assessing Cultural Competence-Student Version.€élisealso a consent form. If you agree to
participate, please complete the consent form astduments, and in the top right corner of the
instruments, please write your self-generated ifieation code consisting of seven elements:
gender (M or F), month and day of mother’s birthgntoer of older brothers; number of older
sisters; and first initial of mother’s first nanmace all papers back in the envelope, and return
the envelope to me. If you do not wish to partitgpaeturn the envelope to me.

Consent forms will be separated from the instrusméefore Ms. Hamilton receives them.

If you have any questions about the study, pleas&act the student Principal Investigator,
Teresa Hamilton at 951-343-4956@milt59@uwm.edu

If you have any questions about your rights or clamgs towards your treatment as a research
subject, please contact the IRB at 414-229-3173.

Ms. Hamilton is very appreciative of your carefahsideration about participating in this study.

Standardized Patient Recruitment Script
Instructions: Please read the following scripptdential standardized patients.

Teresa Hamilton is conducting a study as part ofliesertation at the University of Wisconsin,
Milwaukee, and you are invited to participate. &hmterested in learning more about how
student patrticipants learn cultural competence.

Your participation is completely voluntary. You dot have to participate if you do not want to.

If you agree to participate, you will be asked oty either a patient or family member for an
8 hour workshop ofriday, June 12 If you are the patient, you will be provided aspital

gown and lie in a hospital bed while student paréints will be assessing your abdomen. You
will have the opportunity to give anonymous feedbiacstudent Participants and demographic
information will be collected.
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Ms. Hamilton hopes you will be part of this studput she wants to reinforce that being part of
the study is voluntary.

Thank you for your careful consideration aboutipguating in this study.
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Appendix L
Student Participant Informed Consent

University of Wisconsin — Milwaukee
Consent to Participate in Research

Study Title: Influencing cultural competence amongoaccalaureate nursing student
participants with Transcultural Humility Simulation Development

Person Responsible for Research:

Student PI: Teresa Hamilton, RN, MSN, Assistanfé&sor
California Baptist University, School of Nursing

8432 Magnolia Avenue, Riverside, CA 92504

P 951-343-4956 E thamilton@-calbaptist.edu

Pl: Karen Morin, RN, PhD, Professor Emeritus
University of Wisconsin, Milwaukee, College of Nung
E morin@uwm.edu

The student Pl is a doctoral student at UniversitWisconsin, Milwaukee and the Pl is the
chair of the dissertation committee who will oversiee study.

Study Description: The purpose of this research study is to understatidral competence
among graduating baccalaureate nursing studentiparits and determine whether participation
in a researcher-designed intervention, Transculimanility Simulation Development, will
improve cultural competence. Approximately 60 satgjevill participate in this study. If you
agree to participate, you will be randomly assigttethe intervention group or the comparison

group.

Activities: If you agree to participate you will be assignedhi® comparison group or the
intervention group.

If you are assigned to the comparison group, ydubeiasked to complete a “pretest” survey,
demographic survey, and a “posttest” survey.

If you are assigned to the intervention group, walbe asked to complete a pretest survey, a
demographic survey, an online activity (15 minutes)d come to a workshop on campus on one
Friday in June from 0815 to 1700, and meet withShedent Pl on campus or at a mutually
agreed upon public location one time between JadeAaigust.

Workshop activities include a matching card game, then participation in three stations. In
one station, student participants will engage facalty-facilitated lecture and group discussion,
and complete a free-write. In one station, paréinis will watch a video and complete a written
reflection in silence. In one station, studentipgrants will participate in simulation with the
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standardized patients and debrief. The day will\witld a whole group wrap up of the day and
completion of a written evaluation of the internient

Digital audio and video recordings of the simulatend debrief will be done to capture actions
during simulation and comments during debrief which only be used as qualitative data,
pertaining to the study, not your individual perfance. If you refuse to be digitally audio and
video recorded, you may not participate becauseites will be done in groups.

Risks / Benefits: Risks that you may experience from participating@nsidered

minimal. There are no costs for participating. fehare no benefits to you other than to further
research. Your response will contribute to futuegelopments around cultural competency and
patient care.

You will not be compensated for taking part in tlesearch study. If you are assigned to the
intervention group, breakfast, lunch, and snackisbeiprovided on the day of the intervention.

Confidentiality: A self-generated identification code consistingeven elements: gender (M
or F),month and day of mother’s bitthumber of older brothers; number of older sistenst

first initial of mother’s first name will be usddr research purposes to link data collected. Your
responses will be treated as confidential andeabonable efforts will be made so that no
individual participant will be identified with hisér answers. The research team will remove
your identifying information after linking data amadl study results will be reported without
identifying information so that no one viewing ttesults will ever be able to match you with
your responses. Data from this study will be sawed password protected computer in a locked
room at the student primary investigator’s placemployment for three years, and then
destroyed. Only the student primary investigatdl mave access to your information. However,
Dr. Karen Morin, the Institutional Review Board@dlifornia Baptist University or UW-
Milwaukee or appropriate federal agencies like@figce for Human Research Protections may
review this study’s records. Aggregate data frora mstrument only, the Inventory for
Assessing the Process of Cultural Competence-Stirion will be submitted to the theorist,
Dr. Josepha Campinha-Bacote, but will include neg@eal information.

Voluntary Participation: Your participation in this study is voluntary. Yauway choose not to
take part in this study, or if you decide to taketpyou can change your mind later and
withdraw from the study. You are free to not ansamy questions or withdraw at any time.
Your decision will not affect your grades or chamge present or future relationships with
California Baptist University or the University @fisconsin Milwaukee. There are no known
alternatives available to participating in thiseasch study other than not taking part.

Who do | contact for questions about the studyFor more information about the study or
study procedures, contact Teresa Hamiltamsatilt59 @uwm.edwr 951-343-4956.

Who do | contact for questions about my rights or omplaints towards my treatment as a
research subject? Contact the UWM IRB at 414-229-3173idyinfo@uwm.edu

Research Subject’'s Consent to Participate in Resedr:
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To voluntarily agree to take part in this studyyyoust be 18 years of age or older. By signing
the consent formyou are giving your consent to voluntarily parteie in this research project.

Printed Name of Subject/Legally Authorized Représive

Signature of Subject/Legally Authorized Represévtat Date

Research Subject’'s Consent to Audio/Video/Photo Rerding:

It is okay to digitally audio and video record mRile | am in this study and use my digitally
audio and video recorded data in the research.

Please initial: Yes No
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Appendix M

Student Participant Written Reflection

Self-Generated ID

Student Patrticipant Reflection Following Matching Card Game

Directions: Please write your self-generated idimatiion code will consist of seven elements: ger{tieor F),
month and day of mother’s bitthumber of older brothers; number of older sisteng} first initial of mother’s first
name. Describe your feelings during this experielvoal may use words, phrases, sentences, or drawingur
reflections, anything that will help you expressisgelf.

Self-Generated ID

Student Reflection during Silent Rotation

Directions: Please write your self-generated idimatiion code will consist of seven elements: ger{tieor F),
month and day of mother’s birth; number of oldeatbers; number of older sisters; and first inibhmother’s first
name. Describe your feelings during this experielvoal may use words, phrases, sentences, or drawingur
reflections, anything that will help you expressisself.

Self-Generated ID

Student Participant Reflection at the End of the Dg

Directions: Please write your self-generated idimatiion code will consist of seven elements: ger{tieor F),
month and day of mother’s birth; number of oldestbers; number of older sisters; and first iniGhmother’s first
name. Describe your feelings during this experielvoal may use words, phrases, sentences, or drawingur
reflections, anything that will help you expressisgelf.
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Appendix N

Example Audit Trail
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Appendix O

Institutional Review Board Amendment Approval, University of Wisconsin, Milwaukee

UNIVERSITYf WISCONSIN Melisa Spadanuds
TRE b
UWMILWAUKEE it i bt
m Enpelasing 270
3 P _l.‘fl. Box 415 .
Department of University Safety & Assurances x:q'.nu.n‘;:pif.-]mﬁ

(814) 2206729 fax
Modification/Amendment - IRE Expedited Approval . ..

g W

Date: January 21, 2016

Toe:  Karen Morin, PhD
Dept:  College of Nursing

Ce:  Teresa Hamilton

IRB#: 15294

Title: Influcncing Cultuml Competence Among Baccalaureate Nursing Students with
Transculural Humility Simulation Development

Afler review of your reseanch protocal by the University of Wisconsin — Milwaukee Institutional
Review Board, your protocol has reccived modification/amendment approval for:

¢ Addition of follow-up interview

IRB approval will expire on April 26, 2016, [f you plan to continue any research related activities
(e.g., enrollment of subjects, study inferventions, data analysis, eic.) past the date of [RB
expiration, a Continuation for IRB Approval must be filed by the submission deadline. If the study
is closed o completed before the IRB expiration date, please notify the IRE by completing and
submitting the Continuing Review form in IRBManager.

Any proposed changes to the protocol must be reviewed by the IRB before implementation, unless
the change is specifically necessary to eliminate apparent immediate hazards 1o the subjects, The
principal investigator is responsible for adhering to the policies and guidelines set forth by the
U'WM IRB, maintaining proper decumentation of study records and prompily reporting (o the IRBE
any adverse events which require reporting. The principal investigator is also responsible for
ensuring that all study staff receive appropriate training in the ethical guidelines of conducting
human subjects rescarch.

As Principal Investigator, it is also your responsibility to adhere to WM and UW System Policies,
and any npplicable state and federal lvws governing nctivities which are independent of IRD
review/approval (e.g.. EERPA, Radistion Safetv, WM Data Sccarity, UW System policy on
Prizes, Awards and Gifts, state g:lmb]mg laws, etz.). When conducting research ot institutions
outside of UWNM, be surc to obtain permission and'or approval as required by their policies.

Contact the IRB office if you have any further questions. Thank you for your cooperation and best
wishes for a successiul project.

Respectiully,
PR el peasdareseias
Mehssa C. Spadanuda
IRB Manager

202



Appendix P
Student Participant Consent for Re-Interview

University of Wisconsin — Milwaukee
Consent to Participate in Research
IRB#: 15.294-Expires April 26, 2016

Study Title: Influencing cultural competence amongbaccalaureate nursing students with
Transcultural Humility Simulation Development

Person Responsible for Research:

Student PI: Teresa Hamilton, RN, MSN, Assistanfé&sor
California Baptist University, School of Nursing

8432 Magnolia Avenue, Riverside, CA 92504

P 951-343-4956 Ehamilton@calbaptist.edu

Pl: Karen Morin, RN, PhD, Professor Emeritus
University of Wisconsin, Milwaukee, College of Nung
E morin@uwm.edu

The student Pl is a doctoral student at Univermsityisconsin, Milwaukee and the Pl is the
chair of the dissertation committee who will oversiee study.

Study Description: The purpose of this research study is to understatidral competence
among graduating baccalaureate nursing studentdetadnine whether participation in a
researcher-designed intervention, Transcultural HynSimulation Development, will improve
cultural competence. 20 subjects will be inviteghdoticipate in additional interviews for this
study.

Activities: Participants will be contacted by phone or UnivgrEimail. If you agree to
participate you will meet in a mutually agreed upaeation to be re-interviewed using a Semi-
Structured Interview Guide. Interviews will be dajly recorded and transcribed.

Risks / Benefits: Risks that you may experience from participating@nsidered

minimal. There are no costs for participating. /ehare no benefits to you other than to further
research. Your response will contribute to futuegelopments around cultural competency and
patient care.

Confidentiality: Your responses will be treated as confidential@hceasonable efforts will be

made so that no individual participant will be itd&ed with his/her answers. The research team
will remove your identifying information after limkg data and all study results will be reported
without identifying information so that no one vieng the results will ever be able to match you
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with your responses. Data from this study will beexd on a password protected computer in a
locked room at the student primary investigatotace of employment for three years, and then
destroyed. Only the student primary investigatdl mave access to your information. However,
Dr. Karen Morin, the Institutional Review BoardGalifornia Baptist University or UW-
Milwaukee or appropriate federal agencies like@figce for Human Research Protections may
review this study’s records. Aggregate data frora mstrument only, the Inventory for
Assessing the Process of Cultural Competence-Stiaion will be submitted to the theorist,
Dr. Josepha Campinha-Bacote, but will include neg@eal information.

Voluntary Participation: Your participation in this study is voluntary. Yauway choose not to
take part in this study, or if you decide to taketpyou can change your mind later and
withdraw from the study. You are free to not ansamy questions or withdraw at any time.
Your decision will not affect your grades or cham@ae present or future relationships with
California Baptist University or the University @fisconsin Milwaukee. There are no known
alternatives available to participating in thiseach study other than not taking part.

Who do | contact for questions about the studyFor more information about the study or
study procedures, contact Teresa Hamiltomeatilt59 @uwm.edwr 951-343-4956.

Who do | contact for questions about my rights or omplaints towards my treatment as a
research subject? Contact the UWM IRB at 414-229-3173idyinfo@uwm.edu

Research Subject’'s Consent to Participate in Resedr:
To voluntarily agree to take part in this studyyyoust be 18 years of age or older. By signing
the consent form, you are giving your consent tamiarily participate in this research project.

Printed Name of Subject/Legally Authorized Représive

Signature of Subject/Legally Authorized Represeveat Date

Research Subject’'s Consent to Audio/Video/Photo Rerding:

It is okay to digitally audio and video record mRil® | am in this study and use my digitally
audio and video recorded data in the research.

Please initial: Yes No
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Appendix Q
Written Reflection and Free Write Responses Addressg Research Question 1

It sheds light on my own need to improve on beinlgucally competent, esp. in practice as a
nurse. It's impossible to know everything and amghabout each culture but we have to at least
try. | think we could each work towards being equaig with certain tools to learn to approach
each situation.

It has allowed me to open my eyes and to be mdterally aware and sensitive. | have not
stopped to think what | would do if | were to enntar a patient that has other language needs,
especially if an interpreter is not readily avaiéafor them.

my preconceived ideas, beliefs, values and deljnttiases
great experiences to help us reflect on our rotbah as professionals

how important it is to understand other culturdgfiens and to respect them
importance of a translator

see someone's world from their perspective

so much more we can learn

reflect upon my values and beliefs.

learned about the importance of culturally compietane. | definitely think that | will feel more
comfortable delivering care to patients from aeatiéint culture/background than my own.

| need to actively seek out information on othdtures and religions to provide the best
possible care to future patients.

the importance of using a hospital’s translator.

stereotype when it came to the cultural diet. Sbimgtto consider when you are assuming what
someone of another culture would want.

I'm not going to waste time trying to get them talerstand my question about pain, nor touch
them which may be a violation of their cultural aspiritual beliefs before | take the time to
handle the language barrier. Both me and my pat@éeserve better than that. If | want to build
my patients trust and not give them unneeded sareddrustration, | need to make sure we can
properly understand each other.

| think they really needed to focus on the pateenéeds/desires and not so much on the family’s
(while they are still important in the care).

| gained a better understanding on what (or holaougl approach) a patient with the language
barrier.

| learned as a healthcare provider. We shouldottgdarn multiple culture and languages.
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learned that there were several cultures that hdidknow much about

| believe that in order to raise the level of cave,have to create a healthcare team that it is
compassionate to the struggles of all individuals @espects differences among patients.

| hope that as | go into my career | will be aldedcognize these boundaries and address them
in a timely manner to provide more patient centeae.

could have asked a couple more questions to fimavay
I'm intrigued to dig further into healthcare barsiand educate myself on ways to help my
patients.

Whenever | encounter people from different cultuhesh myself, especially in the hospital, |
make sure | get an idea as to what | hardly knosuathe culture, but that | also recognize that
although two people may be from the same culttey more than likely had different
upbringings so they won't be exactly the saméel to think | recognize the individuality of
each patient/person | interact with.

| got a little bit of insight as to how it will beith patients from other cultures that | am fanmilia
with.

This gives me a newfound discovery of my job asi@& Make a plan for one person to be the
informant. Education is highly important. Cultuyadlared for people are wet nurses and doctors
should strive for.

| want all my patients to feel comfortable with ened be able to provide great care. Language
barriers are often the problem between healthcanégers and patients.

| feel that | will be able to be a better healtlecprovider if my patients are properly equipped to
help themselves. This starts with me. | need taveare of any stereotypes and may have and
deal with them.

It is eye-opening to see how much is lost in traimsh when it comes to having a patient of
different culture that speaks a different langudigis. difficult as a patient to have a healthcare
provider that doesn't understand all of your ne&ts. only thing that can be done is to try to
communicate and understand each other by respesiigother's beliefs.

This helped me understand a little bit more abeinidomore tolerant and respectful to a person's
cultural/religious wishes.

All you can do is stand besides the person in need.

| feel that today | learned to be even that muchenaovare, especially in the healthcare setting,
because these are people's lives.

always use a translator

verify patients fully understand the info they ageeiving as well as all their options provided
To the LGBT community, all should be treated equafid with respect.

gain more experience
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When | see different culture my first instinct ésask questions. | hear dialect that | do not
recognize | want to know more. | think by askingsfions it shows interest instead of judgment.
more accepting and tolerant of different cultures

communication errors

making sure the patient understands his/her diggasess, asking what's important to them, and
what their goals are.

| feel that | will be more attentive to cultureheicity, race, and language.

A translator or is absolutely crucial to have tamily and patient understand all options. It made
me realize that getting a cultural background pat#ent is absolutely necessary to provide care.

the language barrier is extremely difficult

It is important to give all options to the patie¥ibu never really know why people decide things
until you ask. Communication can save lives.

| was not aware of how many people couldn't foldevme seemed like simple directions) but
many were unable to follow drug directions. Thisisuge issue that | feel not many people in
the healthcare setting are aware of. It was a lkygepen and | will remember this for when I'm
in my own practice.

* This has showed me how important it is to taketithe and teach patient. It's important to
take the time to explore and figure out what eyattéy are comprehending. This is
important also because if they are illiterate gaeeto be written in their chart so all their
healthcare providers are aware.

* My grandpa is almost completely blind and he knbvgsmedication and dosage well so
maybe | should ask him how he does it so | carthesein my own practice

* This makes me want to be a different nurse. | i@ibe the nurse that takes the time to make
sure her patients understand the information theyeen

| really see how important communication is. Whpaaking with any and everyone you really
have to take the time to make sure what is saiud@erstood.

The video really makes me want to be aware of ntigipis truly understand me and every task
and performing for them. | cannot assume peopleask questions if they don't understand.

| see the cultural barriers all the time now witl patients.

made me want to take a step in the right directiosh learn Spanish because it is the second most
used language in California.

makes us think about how we perceive and judgeasthe

showed me how an “outsider” really feels when fasé@t the language challenge. As a new
nurse it has given me the confidence to be culiucaimpetent regardless of the obstacles |
might face.

taught me how | should treat others in my practice.
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My concerns, for myself is how do | block these &ors to a degree so | do not end up with
compassion fatigue.
Begin building report with patient and family

| feel the frustration of attempting to communicafiéh someone whose primary language is not
the same as mine.
| can feel the tension between the different vahetsveen their culture and my culture.

We are unique and different in every way. It is artpnt to ask the patient what their ideal
health is. By learning to understand other cultamed beliefs on healthcare, it is the first step in
providing the best care possible.

As health professionals, cultural, education, retigand all factors that pose as barriers must be
considered in providing a better healthcare. Comaation is the basis of understanding each
other or human beings. It is very important to fieative at communication to understand or
provide health care.

Use simple terms to ask about their backgrounddlagg.

Effective line of communication is necessary fdeefive patient centered care

highlighted important considerations that shoulad¢bersidered when taking care of culturally

diverse patient. The simulation demonstrated theretare barriers and frustrations providing
consistent care that should be tailored to theep8si cultural needs.
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Appendix R
Semi-Structured Interview Responses Addressing Remeh Question 2
In clinical | was working in OB and | was caring f@ Pakistani couple. In the Pakistani culture
the man is at the forefront. | talked with him dret back to him and her and then he relaxed.
The OB came in and asked the man “has mom fart&d yae dad laughed and translated and
she giggled and said “no | have not farted”. | wasprised that he used such colloquial language
rather than pass gas.

He kissed me on my cheek. It was really nice tatlsiseexpression in his culture. Since my
husband is from Argentina | know that this is ctdtly appropriate.

| actually enjoyed the language barrier in the $ation because it challenged me to reach out to
my resources (calling a translator).

| had to assist the patient and his family with moywverbal cues as | continued to speak and
explain things to them. It made me think outsidzlibx.

It is really important to use a translator.

| have to establish that relationship.

| also know how important it is to find a trainedarpreter.

Just how important cultural humility is. | like thyou called it that. Humility.
So our patient population is primarily Hispanic.

So most of my patients are Hispanic and speak $panish.

So | have to use interpreters all the time.

Some people just speak Spanish as good as possible.

But | cannot speak any Spanish.

So | have to call the interpreter.

So sometimes it takes a long time for one to cdoeetimes 30 or 40 minutes.

So you are just there, looking silly, not able conenunicate.
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So | really want to learn Spanish.

Many people in room, very loud. The charge nurseriee to close the door.

And | did not want to. Because | thought it wouklrnde.

Many patients are Spanish speaking.

We have young Hispanic ladies. My youngest sogari.

(The simulation) really taught us that cultural @atence is a work in progress. As nurses it is
our duty to make sure our patient understands do#er the patient time to discuss about

anything that they feel they need to talk abouir thiguation.

We need to be more attentive to the patient antbthumble myself in a way to try and offer the
best care possible.

And | thought | could communicate with anyone gakilt | realized that is not always possible.
Something will catch off guard and you have tonearcope with it.

My favorite was the simulation and debrief. It pug in a position to analyze how | would cope
with a language barrier. Not just Spanish.

Well | think it is so important, you know? We rgaHave to assess the person’s background.
Like the whole person, you know?

helped me see how much they expect a health caiento be able to work with their specific
language and culture, despite the slew of religionkures, and spiritual beliefs out there.
Somehow we have to make them understand their valog how much we value them.

| learned how important it is to know how to use tesources we have available in the hospital.
and it is really important to make sure the hos$itaff never fails to utilize a proper interpreter
that is what I got out of it. That is how | willgetice as a nurse.

You just have to know and use your resources o te patient.

Well if | can’t find one of the techs, | call theinse supervisor. Then you have to wait until
someone can come translate.

(Using a translator is) very time consuming. like having an extra patient.
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You have to always be aware of communication agdufor the patient/family truly understand
what is going on. Because understanding is keyreomnizing when someone does not
understand is important.

(You have to know the language and the culture).

You have to be aware in every situation. It hafimgtto do with smarts. It has to do with
communication. Your patient can have all the degiee¢he world. Even a doctor can come take
care of the patient. But if they can’t communicallehe education or smarts goes out the
window!

So most of the patients speak English and have lb@@nhere and are raised here. But the
parents sometimes were not born here. Sometimgswiee. You can’t assume.

My patient just the other day. His mom was Mexidda.spoke English but she didn’t. He had
his appendix out. He had a fever and pain and bis forought him to the ER. Well the PA sent
him home at first. But she knew he was really siclshe brought him back.

Mom just knew he was really sick so she came ba&® the second time. They did a CT and
his appendix was super swollen. So they took hi@Roand his WBCs were super high! Over
20!

So they had to open him because he was overw&ihnky guy. They opened him up and it
was so hot. The surgeon said it almost burst. Tingg@ted the peritoneum prophylactically and
started IV antibiotics since they had him open aaywhe mom was so mad because she told
them he was sick.

Xavier speaks English. His mom spoke Spanish @the was so mad that they discharged him.

had to stay for IV antibiotics. The dressing wafbut his IV kept blowing. | guess he was sick
for a while so his veins were awful. | had to resitatwice just on my shift! So his antibiotics,
fluids, everything was behind. And he really didwdnt to get up because his little big, round
tummy was hurting. But | told him he would be merek if he didn’t walk. His mom just

wanted to wrap him in his blanket from home. She th& TV up really loud. But | didn’t want
him to spike a fever. | kept uncovering him anditse would wrap him.

Everyone is diverse.

But we have to stay calm and do our best to comecatmiin a way that the patients understand.
We have to be confident so we can build trust apgort aside from communication barriers.
(Even if) we speak the same language but we haweitk hard to listen to him and understand
his point of view. We have to understand what leialth means to him. What is important to
him.
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We have to learn to use alternative forms of comuoaiion. Like signs and nonverbal. The
patients will sense my response so even when tfedlsed, awkward, or unsure, reassuring
them should be considered with high importance. grioep discussion and video really helped
me gain a better perspective hearing other peopievss, feelings, and experiences that may not
have occurred with me so it helped open my eyes.

The frustration of not being able to communicatedose | did not even know what language
they were speaking.

it is easy to figure out when someone speaks Spamisause | am used to it. But African
languages are very foreign. We just have to fidune to communicate.

| will try to figure out what language, what | needunderstand about that person. What is
important to them. | need to compare them to thémsa compare them to white people.

| need to understand that every patient is divérggp communicate, and then treat them with
dignity and respect.

Because they are created in God’s image.

Everyone is unique.

| learned that we should not just assume someoowkabout their disease, how to take their
meds or that they understand you. We really ne¢akimthe time to educate our patients in a
way they understand and get an interpreter whedetee

The Chinese need health care providers that urashelshem and their language and customs.
So we are congruent (to give) really good care.

| was always respectful of other cultures. Butihkhwith the simulation | realized | always
assumed my diverse patients would be Latina. Bayt tan be from anywhere. Any language,
any color, any ethnicity, any religion. | have &db experience with cultural diversity, | thought,
because | deal with patients from different culsuteee times a week and it is always a learning
experience.

| realized | don’t have (a lot of experience).

| try to understand my own feelings and avoid sigqees.

And | try to treat all patients as individuals amat make assumptions. | think subconsciously |
do. | do make assumptions.
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The not so great nurses are just going througimibtgons. They don't really care.

You have to look at each patient and find out whahost important to them. What is their
priority? What is their value they place on howtlaee feeling and the events of the day.

Well | just want to not stereotype, treat patiemith dignity, show care and compassion.

When | call the supervisor she usually has a fistlw is on that night who speaks whatever
language. So | will ask my coworkers and if nobodwy help, | call whoever is on the house and
ask them for an interpreter. They are supposedrmeavithin 20 minutes. That is hospital
policy. But usually it is hard for them to get aw#ynobody speaks the language we need, we
have a telephone service. We are supposed to uptpdle video service soon.

Our patient was speaking an African language. bgsathought about Spanish but | had not
really thought about other languages. But the phthreeone we use for the telephone service,
has a white card on it with writing in a bunch afiuages. In every language that the service
offers, the card says “Point here if this is yanmduage” or something like that.

| have a good support system at work. We havepreéesrs.

Well | learned that communication is the foundatidrgood healthcare. Without

communication, it is impossible for nurses to delipatient centered care. | learned how
frustrating it is, as the nurse, to not be abledxmmunicate and how that barrier can seriously
affect the patient’s care. | learned also thatvieh@m come up with creative ways to overcome the
barriers. Like hand gestures, showing them how¢atbe.

it Is so important that patients understand ud) bdgten we speak and the writing, written
instructions we give them. There are disparitiesaalthcare. We all have to work together to
stop them.

Just be aware of your assumptions so you don&atg@oe, make sure you communicate, and if
you don’t know, ask.

Well we have to assess their background. Wheréhasefrom? What is their language? What is
their family structure? What is their religion? Wiealtural practices are important to them?
Who they live with? And then who makes health deos. Like sometimes in the Latino
cultures, you have to speak with the father or hodbOr if it is the husband that is the patient,
then the whole family might be there to visit. Wagddy have enough room in by the patients.

So maybe we have a Muslim who want to pray. We dbalve to make sure we help them out
of bed to face the East. Maybe we have a Cathdim want the priest. Maybe we have an
Indian who needs a Shaman. All of that is very ingat when the person immigrated. Also, if
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they don’t speak English, we need an interpretes.néed to use an official interpreter, not the
family.

Well we have to perform tasks while being cultyraknsitive. We have to improve our
assessment. We have to consider health literatyintportant to accurately evaluate
understanding of what our message is. The simulgit me out of my comfort zone. It made
me learn something.

| learned new cultural terms, how different cultifeel while being cared for in the US, and that
not many people understand simple instructions.

| can’t assume people will understand me.
Always offer anything more than one time to Asiatignts.

Yes, you always have to offer more than one tirmmetimes more than two times for Asian
patients. They think it is rude to say yes the firse.

Many of my coworkers speak Spanish (but | am nog guthey are official interpreters).

| listen all the time. | just try to pick out anyowds | know and then ask questions. It is realty fu
to, like, try and figure out what they are talkiaigout.

In order to provide something better, better cgoe, have to know about different cultures.
(When | started working) | personally had a largendgraphic shift. | encounter a lot of patients
who are Hispanic and African-American. They're jagbwer socioeconomic status. They are so

sick. There are constant readmits. They even gityrto ICU.

Other cultures, they want to feed you. You canlyeaicept people when you are eating
together.

People from other cultures assimilate better.

In the US we send (older adults) to a home. Bubaayrom a different culture, they live with
you or at least an aunt or a nephew, or somebdag teare of you.

Well just treat others how you want to be treated.
| like to treat everyone the same.

| like to know who is important to them, who is ithiamily, what is their influence. Is it family?
Is it religion? Is it the neighborhood? You knowhavmatters to them? To whom do they matter?
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they have inherent worth and dignity just becadselm they are.
we have very diverse patient population. They esmfeverywhere.
| try to understand the person and where they @margy from.

Well | try to treat them the way they want to besatied.
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