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Abstract
Background  Cultural competence is an essential skill required of healthcare professionals to provide quality and 
inclusive healthcare, enhancing patients’ satisfaction and improving health outcomes. However, its integration in 
healthcare delivery remains limited, particularly in low- and middle-income countries (LMICs). Thus, this current 
scoping review aimed to investigate the gap in cultural competence training among healthcare professionals in 
LMICs.

Methods  The study was guided by the methodological framework recommended by Arksey and O’Malley. A 
comprehensive search was conducted across six databases (PubMed, Scopus, CINAHL, PsycInfo, JSTOR, and AJOL) and 
non-database website (Google Scholar) to identify studies that assessed cultural competence skills or implemented 
cultural competence training to healthcare professionals in LMICs since the adoption of the Sustainable Development 
Goals (SDGs) by the United Nations in 2015 to 2nd April 2025. The search process resulted in the inclusion of thirty-
eight (38) for this review.

Results  Out of 2,702 studies retrieved during the literature search, 83 studies were selected for full-text review after 
screening, of which 38 studies were included in the final review for meeting the inclusion criteria. The included 
studies were conducted between 2015 and 2025 across 14 LMICs. Out of the 38 eligible studies, 27 employed 
quantitative method, three were conducted using qualitative method, four used a mixed-methods study approach, 
three employed quasi-experimental design, and one used a cluster randomised controlled trial. Cultural competence 
interventions were reported in only five of the 38 studies, although they were recommended across the studies 
reviewed.

Conclusion  This scoping review highlights a critical gap between the recognition of cultural competence as a key 
component of quality healthcare and its integration in healthcare delivery in LMICs. Thus, there is a need to develop 
and implement more effective, inclusive, and contextually appropriate cultural competence training programmes for 
healthcare professionals in LMICs. This could significantly contribute to enhancing the cultural competence skills of 
these professionals, improving healthcare delivery, and enhancing patient satisfaction and health outcomes.
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Background
Cultural competence is a vital skill necessary to deliver 
effective healthcare services and enhance patient satis-
faction, a key determinant of quality healthcare [1, 2]. In 
today’s increasingly diverse global society, most health-
care professionals, including physicians, nurses, phar-
macists, physiotherapists, and other healthcare workers, 
encounter patients from diverse cultural backgrounds, 
each with distinct beliefs, values, and healthcare-seeking 
behaviours and practices [3–5]. Thus, the need for health 
professionals to be competent in providing culturally 
appropriate, sensitive and responsive care has become 
even more imperative.

Furthermore, evidence shows that healthcare workers 
in many low- and middle-income countries (LMICs) have 
limited cultural competence skills [6–9], which could 
hinder their ability to provide culturally appropriate care 
to patients [10]. Meanwhile, aside from increasing dis-
satisfaction among patients [11], lack of cultural com-
petence in healthcare provision contributes to increased 
health disparities and adverse health outcomes, particu-
larly among minority populations [4].

Fundamentally, cultural competence in health focuses 
on understanding the essence of social and cultural fac-
tors and their influence on patients’ health beliefs and 
health behaviours [12]. According to the World Health 
Organisation (WHO) [10], cultural competence in 
healthcare refers to the ability of healthcare profession-
als to provide culturally appropriate care, taking into 
account individuals’ cultural beliefs, norms, and prac-
tices. It is one of the essential skills required of healthcare 
professionals to promote inclusive healthcare services, 
minimise health disparities, and improve patient out-
comes [11, 13, 14].

In nursing care practice, for instance, cultural compe-
tence is associated with enhanced patient-centred care 
[15], improved nurse-patient relationships, and reduced 
nurse-patient conflict [16]. Similarly, cultural compe-
tence has been associated with enhanced doctor-patient 
communication [17], which promotes patient-centred 
care, improves satisfaction and health outcomes [18].

In spite of the increasing global recognition of the 
importance of cultural competence and its integration in 
healthcare provision [10, 19], evidence suggests that the 
cultural competence of healthcare professionals in many 
LMICs remains limited [6–9]. Besides, whilst cultural 
competence interventions or training programmes for 
healthcare professionals have been widely recommended 
and implemented in many high-income countries (HICs) 
[20], implementation of such interventions for healthcare 
professionals in LMICs remains less evident.

With the current global healthcare worker shortage, 
migrant healthcare workers from LMICs contribute sig-
nificantly towards addressing the healthcare workforce 

gap in HICs [21]. Thus, the cultural competency of 
healthcare professionals in LMICs not only facilitates 
their ability to provide culturally appropriate care in their 
home countries but also enhances their ease of integra-
tion in the provision of healthcare in foreign countries, 
promoting job satisfaction [21, 22]. Therefore, under-
standing the limitations and gaps in cultural competence 
and cultural competence training among healthcare 
professionals in LMICs could enhance efforts towards 
implementing evidence-based measures that improve 
the cultural competence skills of these professionals 
and enhance their ability to provide culturally appropri-
ate care, regardless of a patient’s cultural background. 
Thus, the current scoping review could initiate a dis-
course on measures to improve the cultural competence 
of healthcare professionals in LMICs, thereby enhanc-
ing their capacity to provide culturally appropriate care 
to a diverse population and promoting health equity and 
improved health outcomes.

A scoping review systematically maps existing research, 
synthesises available evidence, and identifies gaps on a 
given topic [23]. This study conducts a scoping review 
of cultural competence and cultural competence train-
ing among healthcare professionals in LMICs. It aims 
to summarise current evidence, assess existing training 
approaches, and identify gaps in methods and outcomes 
to inform strategies for strengthening cultural compe-
tence skills and promoting equitable healthcare in line 
with the Sustainable Development Goals (SDGs) [24].

Previous studies have used scoping reviews to examine 
cultural competence and its role in equitable healthcare 
provision [25–27]. Building on this, the present review 
aims to provide an overview of current research, high-
light deficiencies in the evidence base, and identify areas 
that require further investigation. Through the analyses 
of available literature, this review aims to inform future 
training content and approaches that enhance the effec-
tiveness of healthcare delivery, improve patient satisfac-
tion, and advance health equity in LMICs.

Methods
In this scoping review, we used the methodological 
framework recommended by Arksey and O’Malley [28]. 
We achieved the two objectives of conducting scoping, 
as suggested by Arksey and O’Malley [28], by providing 
a comprehensive synopsis of the existing evidence on 
cultural competence and cultural competence training of 
healthcare professionals in LMICs, and by identifying the 
current gaps in cultural competence training for these 
professionals. The processes and findings of the current 
scoping review are reported in line with the established 
Preferred Reporting Items for Systematic Reviews and 
Meta-Analyses (PRISMA) reporting guidelines [29].
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Literature search strategy
We began our literature search by conducting initial 
searches of studies on cultural competence and cul-
tural competence training of healthcare professionals in 
LMICs. We searched across various databases, includ-
ing the Joanna Briggs Institute (JBI) and the Cochrane 
Library. Our search findings showed that no review of 
the current study exists or is being conducted. However, 
we did not include JBI and Cochrane Library in the final 
databases considered for this study. To ensure a com-
prehensive search, we conducted additional preliminary 
searches on other major databases, including PubMed 
and Web of Science. We used this exploratory search 
and review to guide the development of our search strat-
egy, the list of keywords for the search, the inclusion and 
exclusion criteria, and to refine our research objective 
(see Appendix I for the development of the keywords 
list).

To include all relevant studies in LMICs, a compre-
hensive search was conducted across various databases, 
including PubMed, Scopus, CINAHL, PsycInfo, JSTOR, 
and AJOL. We also searched non-database websites, 
including Google Scholar and the WHO website, to iden-
tify any possible missing studies not found in the data-
bases. The search strategy combined Medical Subject 
Headings (MeSH) terms and free-text keywords related 
to cultural competence, training, healthcare profession-
als and low- and middle-income countries (see Appendix 
II. Boolean operators (AND, OR) were used to enhance 
search specificity. Further, we checked the reference lists 
of included studies to identify additional sources. A lit-
erature search was conducted between June 1st and 15th, 
2025, and was limited to articles published in English.

Inclusion and exclusion criteria
Population
We included studies involving cultural competence or 
cultural competence training of healthcare professionals 
(nurses, midwives, physicians, pharmacists, physiothera-
pists, dentists, community health workers, and other 
professionals providing direct healthcare to patients in 
hospital settings) in LMICs as defined by the World Bank 
country classification [30]. Studies involving healthcare 
professionals in high-income countries were excluded. 
This is to ensure that we capture the current evidence of 

cultural competence and cultural competence training of 
healthcare professionals in LMICs.

Concept
We included studies that investigated cultural compe-
tence among healthcare professionals and examined 
whether these studies provided cultural competence 
training or otherwise. Consequently, all studies that did 
not focus on cultural competence among healthcare pro-
fessionals were excluded. We adopted the definition of 
cultural competence provided by the WHO (Table 1).

Context
We included published studies conducted in LMICs from 
10th February 2015 to 2nd April 2025. The start date of 
2015 was chosen because it marks the year when the 
SDGs were adopted by the United Nations [31]. Cultural 
competence can contribute to attaining health-related 
SDG targets by ensuring that healthcare services are 
responsive to diverse cultural needs, minimising barri-
ers for vulnerable populations such as ethnic minorities 
and the elderly [32], and thereby reducing healthcare 
inequalities.

Types of studies
In this scoping review, we included qualitative, quan-
titative, mixed-methods, quasi-experimental and ran-
domised control trial (RCT) studies. Only peer-reviewed 
articles published in English were included. Other study 
types, such as commentaries, theses or dissertations, 
conference abstracts, reviews, research protocols, book 
chapters, and blog posts, were excluded. This enabled 
the researchers to focus on established study findings to 
enhance the evidence.

Eligible studies selection process
After searching for potential studies for inclusion from 
the various databases, we removed duplicate studies 
using the reference management software, EndNote X9 
(Clarivate). Subsequently, we used Covidence (an online 
tool for streamlining systematic reviews) to screen the 
remaining studies. The search results were evaluated 
by two independent reviewers, who evaluated all study 
titles and abstracts for their relevance and potential 
inclusion. Afterwards, the full texts of all relevant stud-
ies were obtained and assessed for inclusion by the two 
independent reviewers, based on the established inclu-
sion and exclusion criteria. Any disagreements between 
the reviewers on study selection or inclusion were thor-
oughly discussed until a consensus was reached. This eli-
gibility selection process resulted in the inclusion of 38 
studies in the current scoping review. The study method-
ological quality was not assessed, as this is not required 
for a scoping review [32].

Table 1  Key terms for measuring cultural competence
Term Definition
Cultural competence The ability to 

provide culturally 
appropriate care, 
considering indi-
viduals’ cultural 
beliefs, norms, 
and practices [10].
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Data extraction and charting
We used a standardised form in Microsoft Excel to 
extract the included eligible studies from Covidence. Two 
independent reviewers did the extraction. The following 
information was extracted: the first author’s surname and 
year of publication, study location, study design, sample 
size, study’s focus or training content, duration of inter-
vention, outcome measures or key findings, and limita-
tions. Table  2 presents the full information for all the 
articles included and excluded.

Figure 1 shows the various stages of elimination, the 
number of results eliminated at each stage, and the rea-
son for elimination using the PRISMA flow diagram.

Results
A total of 2702 studies were retrieved during the litera-
ture search, and 1472 were removed as duplicates. One 
thousand two hundred and thirty (1230) studies were 
included for title and abstract screening, and 1148 stud-
ies were removed after the screening. The remaining 82 
studies were included for full-text retrieval and screen-
ing. Forty-five (44) studies were excluded after full-
text screening for failing to meet the inclusion criteria, 
and the remaining 38 studies were deemed eligible and 
included in the final analysis (Fig. 1).

Geographical areas covered
All thirty-eight (38) studies included were individual 
country studies conducted across 14 LMICs. Of the 38 
eligible studies, seven were conducted in Iran [34–40], 
five in Ethiopia [6, 41–44], five in Türkiye [45–49], four 
each in the Philippines [50–53] and Thailand [7, 54–56], 
two each in China [57, 58], Indonesia [9, 59], Kenya [60, 
61], and Pakistan [8, 62], and one each in Colombia [63], 
Cyprus [64], Ghana [65], Nigeria [66], and South Africa 
[67].

Study type
Among the thirty-eight (38) eligible studies, 27 (71.0%) 
used a quantitative approach, three (7.7%) were con-
ducted using qualitative method, four (10.3%) were con-
ducted using mixed methods study approaches, three 
(7.7%) were conducted using quasi-experimental design, 
and one (2.6%) was conducted using a cluster randomised 
control trial. All the included studies focused on aspects 
of cultural competence, including level of cultural com-
petence, cultural competence knowledge and skills, and 
cultural competence training.

Population focus
Out of the thirty-eight (38) included studies, twenty-nine 
(28) focused on nurses (registered nurses, paediatric, 
psychiatric, and critical care nurses) [7–9, 34–44, 46, 49–
59, 63, 65], one on midwives [67], one dentist [62], one on 

both physicians and nurses [47], two nurses, midwives, 
and health officers [45, 48], three on physicians, nurses, 
midwives, and other healthcare workers [6, 64, 66], and 
two studies did not specify the categories of healthcare 
workers [60, 61]. Meanwhile, only three out of the 38 
studies included patients’ perspectives [6, 60].

Main findings from the studies of cultural competence 
among healthcare professionals included in this review
Level of cultural competence among healthcare professionals
Twenty-six (26) studies reported levels of cultural compe-
tence of the healthcare professionals, of which four stud-
ies reported low levels [6, 8, 9, 34], seventeen reported 
moderate levels [7, 35–38, 41–43, 45, 46, 48, 49, 56, 57, 
62, 63, 67] and four reported high levels [47, 50, 52, 65]. 
In Ethiopia, for instance, the overall level of cultural com-
petence of healthcare providers (physicians, midwives, 
and health officers) was 57.3%. Meanwhile, only 27.8% of 
nurses surveyed in Indonesia reported that they had for-
mal training on cultural competence [59].

Whilst some studies suggested differences in cul-
tural competence between different professional groups 
or professionals working in different settings [62, 64, 
66], others found no significant differences [34, 48]. In 
Cyprus, for instance, nurses and psychologists were 
found to be more sensitive to issues of cultural compe-
tence and exhibited readiness for culturally competent 
care compared to other professionals, like midwives and 
doctors [64]. However, in Türkiye, Savaş and Tuzcu [48] 
found no significant difference in cultural competence 
between healthcare workers in primary healthcare facili-
ties and those in secondary facilities.

Factors associated with the cultural competence of 
healthcare professionals
The studies reported several socio-demographic and 
organisational or contextual factors that influenced cul-
tural competence among the healthcare profession-
als. Key socio-demographic factors include educational 
attainment [41–43, 45, 51, 63] years of professional expe-
rience [41, 45, 47, 51, 63, 66], age [7, 38, 45, 51, 57, 63], 
gender [6, 41, 63], marital status [7, 38, 47], language 
proficiency [42, 46, 49, 57, 59], occupation [45, 64, 66], 
and cross-cultural exposure [46, 48, 55, 57, 63, 65]. At the 
organisational level, factors that influenced cultural com-
petence include the type of healthcare setting [41, 57], 
presence of organisational feedback systems on cultural 
competence [41–43], nurse-to-patient ratios [41, 43], 
organisational support [42, 55, 59], and having received 
or attended cultural competence training [6, 41, 50, 59, 
66].



Page 5 of 20Bolarinwa and Nkansah BMC Health Services Research         (2025) 25:1589 

Fi
rs

t 
au

th
or

 
su

rn
am

e 
(y

ea
r)

St
ud

y 
lo

ca
tio

n
St

ud
y 

de
si

gn
Sa

m
pl

e 
si

ze
Tr

ai
ni

ng
 c

on
te

nt
/s

tu
dy

 
fo

cu
s

D
ur

at
io

n 
of

 
in

te
rv

en
tio

n
Ke

y 
Fi

nd
in

gs
Li

m
ita

tio
ns

G
ap

 id
en

tifi
ed

Ab
du

lla
h 

(2
02

2)
 

[5
9]

In
do

ne
sia

Q
ua

nt
ita

tiv
e

10
8 

nu
rs

es
N

o 
in

te
rv

en
tio

n 
or

 tr
ai

ni
ng

 
pr

ov
id

ed
.

Th
e 

st
ud

y 
as

se
ss

ed
 d

iff
er

-
en

ce
s i

n 
cu

ltu
ra

l a
m

on
g 

nu
rs

es
 w

or
ki

ng
 in

 in
pa

tie
nt

, 
ou

tp
at

ie
nt

, a
nd

 e
m

er
ge

nc
y 

ro
om

s.

N
/A

Th
er

e 
is 

no
 si

gn
ifi

ca
nt

 d
iff

er
en

ce
 in

 c
ul

tu
ra

l c
om

pe
te

nc
e 

am
on

g 
nu

rs
es

 w
or

ki
ng

 in
 th

e 
in

pa
tie

nt
, o

ut
pa

tie
nt

, a
nd

 e
m

er
-

ge
nc

y 
un

its
.

Cu
ltu

ra
l c

om
pe

te
nc

e 
w

as
 n

ot
 d

ep
en

de
nt

 o
n 

th
e 

ty
pe

 o
f n

ur
s-

in
g 

se
rv

ic
e,

 b
ut

 ra
th

er
 o

n 
nu

rs
es

’ c
ul

tu
ra

l k
no

w
le

dg
e,

 o
rg

an
isa

-
tio

na
l s

up
po

rt
, a

nd
 a

cc
es

s t
o 

cu
ltu

ra
l c

om
pe

te
nc

e 
tr

ai
ni

ng
.

O
nl

y 
a 

fe
w

 o
f t

he
 n

ur
se

s h
ad

 fo
rm

al
 tr

ai
ni

ng
 o

n 
cu

ltu
ra

l 
co

m
pe

te
nc

e.
 T

he
 st

ud
y 

re
co

m
m

en
de

d 
cu

ltu
ra

l c
om

pe
te

nc
e 

tr
ai

ni
ng

.

Co
nd

uc
te

d 
in

 o
nl

y 
on

e 
ho

sp
ita

l, 
lim

iti
ng

 
ge

ne
ra

liz
ab

ili
ty

.
A 

cr
os

s-
se

ct
io

na
l 

de
sig

n 
re

st
ric

ts
 c

au
sa

l 
in

fe
re

nc
e.

Ab
ub

a-
ka

ri 
(2

02
4)

 
[6

5]

G
ha

na
Q

ua
nt

ita
tiv

e
75

9 
nu

rs
es

N
o 

in
te

rv
en

tio
n 

or
 tr

ai
ni

ng
 

pr
ov

id
ed

.
Th

e 
st

ud
y 

de
te

rm
in

ed
 th

e 
se

lf-
ra

te
d 

cu
ltu

ra
l c

om
pe

-
te

nc
y 

of
 n

ur
se

s.

N
/A

Th
e 

nu
rs

es
’ s

el
f-r

at
ed

 c
ul

tu
ra

l c
om

pe
te

nc
e 

w
as

 h
ig

h.
H

ig
h 

sc
or

es
 w

er
e 

re
co

rd
ed

 in
 a

ll 
th

e 
cu

ltu
ra

l c
om

pe
te

nc
e 

do
m

ai
ns

 e
xc

ep
t f

or
 c

ul
tu

ra
l e

nc
ou

nt
er

s, 
w

hi
ch

 w
as

 m
od

er
at

e.
Cu

ltu
ra

l s
ki

lls
 w

er
e 

in
ve

rs
el

y 
as

so
ci

at
ed

 w
ith

 h
av

in
g 

tr
av

el
le

d 
ou

ts
id

e 
G

ha
na

.

Po
te

nt
ia

l f
or

 se
lf-

as
se

ss
m

en
t b

ia
s o

r 
so

ci
al

 d
es

ira
bi

lit
y 

bi
as

 
du

e 
to

 re
lia

nc
e 

on
 se

lf-
re

po
rt

ed
 d

at
a.

.
Al

on
zo

 
(2

02
4)

 
[5

3]

Ph
ili

pp
in

es
Q

ua
lit

at
iv

e
10

 n
ur

se
s

N
o 

in
te

rv
en

tio
n 

or
 tr

ai
ni

ng
 

pr
ov

id
ed

.
Th

e 
re

se
ar

ch
 e

xp
lo

re
d 

th
e 

liv
ed

 e
xp

er
ie

nc
es

 o
f n

ur
se

s 
ca

rin
g 

fo
r i

nd
ig

en
ou

s c
lie

nt
s.

N
/A

Th
e 

nu
rs

es
 fa

ce
d 

ch
al

le
ng

es
 su

ch
 a

s l
an

gu
ag

e 
ba

rr
ie

rs
, c

ul
tu

ra
l 

m
isu

nd
er

st
an

di
ng

s, 
an

d 
lim

ite
d 

sk
ill

s t
o 

pr
ov

id
e 

cu
ltu

ra
lly

 
co

m
pe

te
nt

 c
ar

e.
H

ow
ev

er
, t

he
y 

fo
un

d 
fu

lfi
lm

en
t i

n 
ca

rin
g 

fo
r t

he
 in

di
ge

no
us

 c
li-

en
t i

n 
sp

ite
 o

f t
he

 c
ul

tu
ra

l d
iffi

cu
lti

es
. T

he
 st

ud
y 

re
co

m
m

en
de

d 
cu

ltu
ra

l c
om

pe
te

nc
e 

tr
ai

ni
ng

.

Po
te

nt
ia

l f
or

 re
ca

ll 
bi

as
 

du
e 

to
 se

lf-
re

po
rt

ed
 

da
ta

.

Ar
ag

aw
 

(2
01

5)
 [6

]
Et

hi
op

ia
M

ix
ed

-m
et

ho
ds

27
4 

m
at

er
na

l 
he

al
th

ca
re

 p
ro

-
vi

de
rs

 (p
hy

si-
ci

an
s, 

m
id

w
iv

es
, 

he
al

th
 o

ffi
ce

rs
 

an
d 

nu
rs

es
)

7 
w

om
en

 
at

te
nd

in
g 

an
te

-
na

ta
l, 

de
liv

er
y, 

or
 p

os
tn

at
al

 
se

rv
ic

es

N
o 

in
te

rv
en

tio
n 

or
 tr

ai
ni

ng
 

pr
ov

id
ed

.
Th

e 
st

ud
y 

in
ve

st
ig

at
ed

 th
e 

le
ve

l o
f c

ul
tu

ra
l c

om
pe

te
nc

e 
an

d 
its

 a
ss

oc
ia

te
d 

fa
ct

or
s 

am
on

g 
m

at
er

na
l h

ea
lth

ca
re

 
pr

ov
id

er
s.

N
/A

Th
e 

ov
er

al
l c

ul
tu

ra
l c

om
pe

te
nc

e 
le

ve
l o

f t
he

 h
ea

lth
ca

re
 p

ro
fe

s-
sio

na
ls 

w
as

 lo
w

.
Si

gn
ifi

ca
nt

 p
re

di
ct

or
s o

f h
ig

he
r c

ul
tu

ra
l c

om
pe

te
nc

e 
in

cl
ud

e 
fe

m
al

e 
ge

nd
er

 a
nd

 h
av

in
g 

re
ce

iv
ed

 in
-s

er
vi

ce
 tr

ai
ni

ng
 re

la
te

d 
to

 m
at

er
na

l h
ea

lth
ca

re
.

M
ot

he
rs

 in
te

rv
ie

w
ed

 e
xp

re
ss

ed
 d

iss
at

isf
ac

tio
n 

w
ith

 p
ro

vi
de

r 
in

te
ra

ct
io

ns
 a

nd
 p

er
ce

iv
ed

 a
 la

ck
 o

f c
ul

tu
ra

l s
en

sit
iv

ity
.

Th
e 

st
ud

y 
re

co
m

m
en

de
d 

cu
ltu

ra
l c

om
pe

te
nc

e 
tr

ai
ni

ng
.

Se
lf-

re
po

rt
ed

 d
at

a 
m

ay
 

be
 in

flu
en

ce
d 

by
 so

ci
al

 
de

sir
ab

ili
ty

 b
ia

s.
Li

m
ite

d 
sc

op
e 

cu
rt

ai
ls 

ge
ne

ra
liz

ab
ili

ty
.

Ta
bl

e 
2 

St
ud

y 
ch

ar
ac

te
ris

tic
s a

nd
 k

ey
 fi

nd
in

gs
 o

n 
cu

ltu
ra

l c
om

pe
te

nc
e 

an
d 

cu
ltu

ra
l c

om
pe

te
nc

e 
tr

ai
ni

ng
 a

m
on

g 
he

al
th

ca
re

 p
ro

fe
ss

io
na

ls 
in

 L
M

IC
s



Page 6 of 20Bolarinwa and Nkansah BMC Health Services Research         (2025) 25:1589 

Fi
rs

t 
au

th
or

 
su

rn
am

e 
(y

ea
r)

St
ud

y 
lo

ca
tio

n
St

ud
y 

de
si

gn
Sa

m
pl

e 
si

ze
Tr

ai
ni

ng
 c

on
te

nt
/s

tu
dy

 
fo

cu
s

D
ur

at
io

n 
of

 
in

te
rv

en
tio

n
Ke

y 
Fi

nd
in

gs
Li

m
ita

tio
ns

G
ap

 id
en

tifi
ed

Ar
gy

ria
di

s 
(2

02
2)

 
[6

4]

Cy
pr

us
M

ix
ed

-m
et

ho
ds

49
9 

he
al

th
 

pr
of

es
sio

na
ls 

(d
oc

to
rs

, n
ur

se
s, 

ps
yc

ho
lo

gi
st

s, 
m

id
w

iv
es

, 
so

ci
al

 w
or

ke
rs

, 
an

d 
ph

ys
io

-
th

er
ap

ist
s)

 fo
r 

qu
an

tit
at

iv
e

62
 h

ea
lth

 
pr

of
es

sio
na

ls 
fo

r 
qu

al
ita

tiv
e

N
o 

in
te

rv
en

tio
n 

or
 tr

ai
ni

ng
 

pr
ov

id
ed

.
Th

e 
st

ud
y 

as
se

ss
ed

 se
lf-

pe
rc

ei
ve

d 
cu

ltu
ra

l c
om

pe
-

te
nc

e 
am

on
g 

th
e 

he
al

th
ca

re
 

pr
of

es
sio

na
ls 

to
 id

en
tif

y 
th

ei
r 

de
ve

lo
pm

en
t n

ee
ds

.

N
/A

N
ur

se
s a

nd
 p

sy
ch

ol
og

ist
s w

er
e 

m
or

e 
se

ns
iti

ve
 to

 is
su

es
 o

f 
cu

ltu
ra

l c
om

pe
te

nc
e 

an
d 

ex
hi

bi
te

d 
re

ad
in

es
s f

or
 c

ul
tu

ra
lly

 
co

m
pe

te
nt

 c
ar

e 
co

m
pa

re
d 

to
 o

th
er

 p
ro

fe
ss

io
ns

.
Pa

rt
ic

ip
an

ts
 in

te
rv

ie
w

ed
 re

co
gn

ise
d 

th
e 

im
po

rt
an

ce
 o

f c
ul

tu
ra

l 
co

m
pe

te
nc

e 
fo

r i
nd

iv
id

ua
lis

ed
 h

ea
lth

ca
re

.
Th

e 
st

ud
y 

re
co

m
m

en
de

d 
cu

ltu
ra

l c
om

pe
te

nc
e 

tr
ai

ni
ng

.

Ri
sk

 fo
r s

oc
ia

l d
es

ira
bi

l-
ity

 b
ia

s s
in

ce
 th

e 
da

ta
 

w
er

e 
se

lf-
re

po
rt

ed
.

Be
rie

 
(2

02
1)

 
[4

2]

Et
hi

op
ia

M
ix

ed
-m

et
ho

ds
54

3 
nu

rs
es

N
o 

in
te

rv
en

tio
n 

or
 tr

ai
ni

ng
 

pr
ov

id
ed

.
Th

e 
st

ud
y 

in
ve

st
ig

at
ed

 c
ul

-
tu

ra
l c

om
pe

te
nc

y 
in

 n
ur

sin
g 

ca
re

 a
cr

os
s f

ou
r d

om
ai

ns
, 

in
cl

ud
in

g 
cu

ltu
ra

l a
w

ar
en

es
s, 

cu
ltu

ra
l s

en
sit

iv
ity

, c
ul

tu
ra

l 
kn

ow
le

dg
e 

an
d 

cu
ltu

ra
l s

ki
lls

.

N
/A

Th
e 

nu
rs

es
 h

ad
 m

od
er

at
e 

le
ve

ls 
of

 c
ul

tu
ra

l c
om

pe
te

nc
e.

Ke
y 

fa
ct

or
s t

ha
t i

nfl
ue

nc
ed

 c
ul

tu
ra

l c
om

pe
te

nc
e 

am
on

g 
th

e 
nu

rs
es

 in
cl

ud
e 

th
e 

ab
ili

ty
 to

 sp
ea

k 
la

ng
ua

ge
s o

th
er

 th
an

 
Am

ha
ric

 a
nd

 E
ng

lis
h,

 h
ig

he
r e

du
ca

tio
na

l a
tt

ai
nm

en
t, 

us
e 

of
 

in
te

rp
re

te
rs

, p
rio

r w
or

k 
ex

pe
rie

nc
e 

in
 o

th
er

 h
ea

lth
 fa

ci
lit

ie
s, 

an
d 

or
ga

ni
sa

tio
na

l f
ee

db
ac

k 
sy

st
em

s.
La

ng
ua

ge
 b

ar
rie

rs
 a

nd
 la

ck
 o

f t
ra

in
in

g 
w

er
e 

th
e 

m
ai

n 
im

pe
di

-
m

en
ts

 to
 c

ul
tu

ra
l c

om
pe

te
nt

 c
ar

e.

Th
e 

cr
os

s-
se

ct
io

na
l 

na
tu

re
 o

f t
he

 st
ud

y 
do

es
 n

ot
 p

er
m

it 
ca

us
al

 
in

fe
re

nc
e.

Bi
rh

an
u 

(2
02

3)
 

[4
3]

Et
hi

op
ia

Q
ua

nt
ita

tiv
e

36
2 

nu
rs

es
N

o 
in

te
rv

en
tio

n 
or

 tr
ai

ni
ng

 
pr

ov
id

ed
Th

e 
st

ud
y 

as
se

ss
ed

 n
ur

se
s’ 

cu
ltu

ra
l c

om
pe

te
nc

y 
an

d 
its

 
as

so
ci

at
ed

 fa
ct

or
s.

N
/A

Th
e 

nu
rs

es
 h

ad
 a

 m
od

er
at

e 
le

ve
l o

f c
ul

tu
ra

l c
om

pe
te

nc
e.

Si
gn

ifi
ca

nt
 p

re
di

ct
or

s o
f h

ig
he

r c
ul

tu
ra

l c
om

pe
te

nc
e 

am
on

g 
th

e 
nu

rs
es

 in
cl

ud
ed

 th
e 

pr
es

en
ce

 o
f f

ee
db

ac
k 

sy
st

em
s i

n 
he

al
th

 
fa

ci
lit

ie
s, 

hi
gh

er
 n

ur
se

-t
o-

pa
tie

nt
 ra

tio
s, 

an
d 

hi
gh

er
 e

du
ca

tio
na

l 
le

ve
ls.

 T
he

 st
ud

y 
re

co
m

m
en

de
d 

cu
ltu

ra
l c

om
pe

te
nc

e 
tr

ai
ni

ng
.

Ri
sk

 o
f s

oc
ia

l d
es

ir-
ab

ili
ty

 b
ia

s, 
sin

ce
 

qu
es

tio
nn

ai
re

s w
er

e 
se

lf-
ad

m
in

ist
er

ed
.

Bu
nj

it-
pi

m
ol

 
(2

01
6)

 [7
]

Th
ai

la
nd

Q
ua

nt
ita

tiv
e

16
6 

nu
rs

es
N

o 
in

te
rv

en
tio

n 
or

 tr
ai

ni
ng

 
pr

ov
id

ed
Th

e 
st

ud
y 

as
se

ss
ed

 n
ur

se
s’ 

cu
ltu

ra
l c

om
pe

te
nc

ie
s a

nd
 

th
ei

r a
ss

oc
ia

te
d 

fa
ct

or
s, 

in
cl

ud
in

g 
m

ul
tic

ul
tu

ra
l 

kn
ow

le
dg

e,
 a

tt
itu

de
s t

o-
w

ar
ds

 c
ul

tu
ra

l d
iff

er
en

ce
s, 

an
d 

cr
os

s-
cu

ltu
ra

l n
ur

sin
g 

pr
ac

tic
es

.

N
/A

Th
e 

ov
er

al
l l

ev
el

 o
f c

ul
tu

ra
l c

om
pe

te
nc

y 
of

 th
e 

nu
rs

es
 w

as
 lo

w
 

to
 m

od
er

at
e.

Th
e 

m
ai

n 
fa

ct
or

s t
ha

t i
nfl

ue
nc

ed
 m

ul
tic

ul
tu

ra
l k

no
w

le
dg

e 
in

cl
ud

ed
 a

ge
, r

es
po

ns
ib

ili
ty

, a
nd

 c
on

fid
en

ce
.

At
tit

ud
e 

to
w

ar
ds

 c
ul

tu
ra

l d
iff

er
en

ce
s w

as
 in

flu
en

ce
d 

by
 w

or
k 

sh
ift

, m
ar

ita
l s

ta
tu

s, 
an

d 
co

nfi
de

nc
e.

 C
ro

ss
-c

ul
tu

ra
l p

ra
ct

ic
e 

w
as

 st
ro

ng
ly

 a
ss

oc
ia

te
d 

w
ith

 c
on

fid
en

ce
 a

nd
 a

tt
itu

de
 to

w
ar

d 
fo

re
ig

n 
pa

tie
nt

s. 
Th

e 
st

ud
y 

re
co

m
m

en
de

d 
cu

ltu
ra

l c
om

pe
te

nc
e 

tr
ai

ni
ng

.

Cr
os

s-
se

ct
io

na
l d

es
ig

n 
lim

its
 c

au
sa

l i
nf

er
en

ce
.

Th
e 

st
ud

y 
w

as
 c

on
-

du
ct

ed
 in

 tw
o 

ho
sp

i-
ta

ls 
in

 o
ne

 c
ity

, l
im

iti
ng

 
ge

ne
ra

liz
ab

ili
ty

.

Ta
bl

e 
2 

(c
on

tin
ue

d)

 



Page 7 of 20Bolarinwa and Nkansah BMC Health Services Research         (2025) 25:1589 

Fi
rs

t 
au

th
or

 
su

rn
am

e 
(y

ea
r)

St
ud

y 
lo

ca
tio

n
St

ud
y 

de
si

gn
Sa

m
pl

e 
si

ze
Tr

ai
ni

ng
 c

on
te

nt
/s

tu
dy

 
fo

cu
s

D
ur

at
io

n 
of

 
in

te
rv

en
tio

n
Ke

y 
Fi

nd
in

gs
Li

m
ita

tio
ns

G
ap

 id
en

tifi
ed

Bu
nj

it-
pi

m
ol

 
(2

01
8)

 
[5

4]

Th
ai

la
nd

Q
ua

si-
ex

pe
rim

en
ta

l
16

6 
nu

rs
es

Th
e 

in
te

rv
en

tio
n 

co
ns

ist
ed

 o
f 

w
ee

kl
y 

ca
se

-b
as

ed
 tr

ai
ni

ng
 

se
ss

io
ns

 d
es

ig
ne

d 
to

 si
m

u-
la

te
 c

ro
ss

-c
ul

tu
ra

l h
ea

lth
ca

re
 

sc
en

ar
io

s.

5 
m

on
th

s, 
co

m
pr

isi
ng

 
3-

m
on

th
 

w
ee

kl
y 

ca
se

-b
as

ed
 

in
te

rv
en

tio
ns

, 
th

en
 2

-t
im

e 
m

on
th

ly
 

bo
os

te
rs

 a
t 

th
e 

en
d 

of
 

th
e 

4t
h 

an
d 

5t
h 

m
on

th
s.

Si
gn

ifi
ca

nt
 im

pr
ov

em
en

ts
 in

 c
ul

tu
ra

l k
no

w
le

dg
e,

 a
tt

itu
de

s, 
an

d 
pr

ac
tic

es
 w

er
e 

re
co

rd
ed

 a
m

on
g 

th
e 

nu
rs

es
 in

 th
e 

in
te

rv
en

tio
n 

gr
ou

p.
Th

e 
nu

rs
es

 a
lso

 d
em

on
st

ra
te

d 
gr

ea
te

r c
on

fid
en

ce
 a

nd
 c

om
pe

-
te

nc
e 

in
 h

an
dl

in
g 

cu
ltu

ra
lly

 d
iv

er
se

 p
at

ie
nt

s.

A 
sh

or
t f

ol
lo

w
-u

p 
pe

rio
d 

lim
its

 k
no

w
l-

ed
ge

 o
f t

he
 lo

ng
-t

er
m

 
im

pa
ct

.

Ch
eb

oi
 

(2
02

1)
* 

[6
0]

Ke
ny

a
Cl

us
te

r R
an

do
m

ise
d 

Co
nt

ro
lle

d 
Tr

ia
l (

CR
T)

, 
w

ith
 q

ua
lit

at
iv

e 
an

d 
qu

an
tit

at
iv

e 
m

et
ho

ds
.

75
8 

w
om

en
 o

f 
re

pr
od

uc
tiv

e 
ag

e 
(3

79
 e

ac
h 

in
 th

e 
in

te
rv

en
-

tio
n 

an
d 

co
nt

ro
l 

gr
ou

p)
 fo

r 
tr

ai
ni

ng
 im

pa
ct

 
as

se
ss

m
en

t.
H

ea
lth

ca
re

 
pr

of
es

sio
na

ls 
w

er
e 

tr
ai

ne
d,

 
bu

t t
he

 a
ct

ua
l 

nu
m

be
r w

as
 

no
t p

ro
vi

de
d.

H
ea

lth
ca

re
 w

or
ke

rs
 p

ro
vi

de
d 

cu
ltu

ra
lly

 se
ns

iti
ve

 m
at

er
ni

ty
 

se
rv

ic
es

 a
fte

r r
ec

ei
vi

ng
 tr

ai
n-

in
g 

on
 c

ul
tu

ra
l c

om
pe

te
nc

e 
ca

re
.

W
om

en
 o

f r
ep

ro
du

ct
iv

e 
ag

e 
w

er
e 

in
te

rv
ie

w
ed

 u
sin

g 
ex

it 
an

d 
m

ys
te

ry
 c

lie
nt

 su
rv

ey
s.

A 
th

re
e-

da
y 

cu
ltu

ra
l 

co
m

pe
te

nc
e 

tr
ai

ni
ng

 
w

or
ks

ho
p 

w
as

 p
ro

vi
de

d 
to

 th
e 

he
al

th
-

ca
re

 w
or

ke
rs

.
Af

te
r t

ra
in

in
g,

 
cu

ltu
ra

l c
om

-
pe

te
nc

e 
ca

re
 

pr
ov

isi
on

 w
as

 
do

ne
 fo

r s
ix

 
m

on
th

s.

Si
gn

ifi
ca

nt
 im

pr
ov

em
en

t i
n 

sa
tis

fa
ct

io
n 

w
ith

 m
at

er
ni

ty
 se

rv
ic

es
 

w
as

 o
bs

er
ve

d 
am

on
g 

w
om

en
 in

 th
e 

in
te

rv
en

tio
n 

gr
ou

p.
Th

ey
 re

po
rt

ed
 in

cr
ea

se
d 

tr
us

t i
n 

ca
re

 p
ro

vi
de

rs
, e

nh
an

ce
d 

sa
tis

fa
ct

io
n 

w
ith

 in
fo

rm
at

io
n 

on
 d

el
iv

er
y 

m
et

ho
ds

, i
m

pr
ov

ed
 

pe
rc

ep
tio

ns
 o

f d
el

iv
er

y 
ro

om
 q

ua
lit

y 
an

d 
pr

om
pt

ne
ss

 o
f c

ar
e,

 
an

d 
en

ha
nc

ed
 se

rv
ic

e 
al

ig
nm

en
t w

ith
 c

ul
tu

ra
l e

xp
ec

ta
tio

ns
.

Bi
rt

hi
ng

-re
la

te
d 

an
xi

et
y 

an
d 

en
th

us
i-

as
m

 c
ou

ld
 a

ffe
ct

 c
lie

nt
 

re
sp

on
se

s.
A 

sh
or

t-
te

rm
 fo

llo
w

-
up

 p
er

io
d 

lim
its

 th
e 

kn
ow

le
dg

e 
on

 th
e 

lo
ng

-t
er

m
 im

pa
ct

 o
f 

th
e 

in
te

rv
en

tio
n.

Çı
na

r 
(2

02
0)

 
[4

5]

Tü
rk

iy
e

Q
ua

nt
ita

tiv
e

21
5 

he
al

th
ca

re
 

pr
of

es
sio

na
ls 

(n
ur

se
s, 

m
id

-
w

iv
es

, h
ea

lth
 

offi
ce

rs
)

N
o 

in
te

rv
en

tio
n 

or
 tr

ai
ni

ng
 

pr
ov

id
ed

.
Th

e 
st

ud
y 

ex
am

in
ed

 in
te

rc
ul

-
tu

ra
l c

om
pe

te
nc

ie
s a

nd
 th

ei
r 

as
so

ci
at

ed
 fa

ct
or

s.

N
/A

Th
e 

he
al

th
ca

re
 p

ro
fe

ss
io

na
ls 

ha
d 

a 
m

od
er

at
e 

in
te

rc
ul

tu
ra

l 
co

m
pe

te
nc

e 
le

ve
l.

Fa
ct

or
s t

ha
t i

nfl
ue

nc
ed

 in
te

rc
ul

tu
ra

l c
om

pe
te

nc
e 

le
ve

ls 
am

on
g 

th
e 

pr
of

es
sio

na
ls 

in
cl

ud
ed

 a
ge

, e
du

ca
tio

na
l l

ev
el

, o
cc

up
at

io
n,

 
ye

ar
s o

f e
xp

er
ie

nc
e,

 a
nd

 th
e 

re
gi

on
 in

 th
e 

lo
ng

 te
rm

.
Th

e 
st

ud
y 

re
co

m
m

en
de

d 
cu

ltu
ra

l c
om

pe
te

nc
e 

tr
ai

ni
ng

.

Th
e 

st
ud

y 
w

as
 li

m
ite

d 
to

 tw
o 

ho
sp

ita
ls 

in
 o

ne
 

ci
ty

, w
hi

ch
 c

ou
ld

 li
m

it 
ge

ne
ra

lis
ab

ili
ty

.
Cr

os
s-

se
ct

io
na

l d
es

ig
n 

lim
its

 c
au

sa
l i

nf
er

en
ce

.
Co

nt
ao

i 
(2

02
5)

 
[5

0]

Ph
ili

pp
in

es
Q

ua
nt

ita
tiv

e
25

0 
nu

rs
es

N
o 

in
te

rv
en

tio
n 

or
 tr

ai
ni

ng
 

pr
ov

id
ed

.
Th

e 
st

ud
y 

as
se

ss
ed

 th
e 

cu
ltu

ra
l c

om
pe

te
nc

e 
of

 
no

n-
M

us
lim

 n
ur

se
s c

ar
in

g 
fo

r M
us

lim
 p

at
ie

nt
s, 

fo
cu

sin
g 

on
 th

e 
nu

rs
es

’ k
no

w
le

dg
e 

of
 

Isl
am

ic
 b

el
ie

fs
 a

nd
 p

ra
ct

ic
es

.

N
/A

Th
e 

nu
rs

es
 d

em
on

st
ra

te
d 

go
od

 k
no

w
le

dg
e 

an
d 

hi
gh

 c
ul

tu
ra

l 
co

m
pe

te
nc

e.
A 

sig
ni

fic
an

t p
os

iti
ve

 re
la

tio
ns

hi
p 

w
as

 fo
un

d 
be

tw
ee

n 
kn

ow
le

dg
e 

of
 Is

la
m

ic
 h

ea
lin

g 
pr

ac
tic

es
 a

nd
 o

ve
ra

ll 
cu

ltu
ra

l 
co

m
pe

te
nc

e.
Pr

ev
io

us
 d

iv
er

sit
y 

tr
ai

ni
ng

 w
as

 th
e 

on
ly

 p
er

so
na

l f
ac

to
r s

ig
ni

fi-
ca

nt
ly

 a
ss

oc
ia

te
d 

w
ith

 h
ig

he
r c

ul
tu

ra
l c

om
pe

te
nc

e.
Th

e 
st

ud
y 

re
co

m
m

en
de

d 
cu

ltu
ra

lly
 sp

ec
ifi

c 
tr

ai
ni

ng
.

Co
nt

ex
t-

sp
ec

ifi
c,

 
lim

ite
d 

to
 o

nl
y 

M
us

lim
 

pa
tie

nt
s.

D
id

 n
ot

 e
xp

lo
re

 
pa

tie
nt

 p
er

sp
ec

tiv
es

, 
w

hi
ch

 c
ou

ld
 e

nr
ic

h 
un

de
rs

ta
nd

in
g.

Ta
bl

e 
2 

(c
on

tin
ue

d)

 



Page 8 of 20Bolarinwa and Nkansah BMC Health Services Research         (2025) 25:1589 

Fi
rs

t 
au

th
or

 
su

rn
am

e 
(y

ea
r)

St
ud

y 
lo

ca
tio

n
St

ud
y 

de
si

gn
Sa

m
pl

e 
si

ze
Tr

ai
ni

ng
 c

on
te

nt
/s

tu
dy

 
fo

cu
s

D
ur

at
io

n 
of

 
in

te
rv

en
tio

n
Ke

y 
Fi

nd
in

gs
Li

m
ita

tio
ns

G
ap

 id
en

tifi
ed

G
el

et
a 

(2
02

1)
 

[4
4]

Et
hi

op
ia

Q
ua

lit
at

iv
e

8 
nu

rs
es

N
o 

in
te

rv
en

tio
n 

or
 tr

ai
ni

ng
 

pr
ov

id
ed

Th
e 

st
ud

y 
ex

pl
or

ed
 n

ur
se

s’ 
cu

ltu
ra

l c
om

pe
te

nc
e 

an
d 

its
 

re
la

te
d 

ba
rr

ie
rs

.

N
/A

Th
e 

nu
rs

es
 o

fte
n 

pr
io

rit
ise

d 
bi

ol
og

ic
al

 a
nd

 c
lin

ic
al

 fa
ct

or
s o

ve
r 

cu
ltu

ra
l a

sp
ec

ts
 o

f c
ar

e.
 H

ow
ev

er
, t

he
y 

ex
pr

es
se

d 
ge

nu
in

e 
re

sp
ec

t f
or

 p
at

ie
nt

s’ 
cu

ltu
ra

l a
nd

 re
lig

io
us

 b
el

ie
fs

 a
nd

 p
ra

ct
ic

es
 

an
d 

sh
ow

ed
 in

te
re

st
 in

 a
cq

ui
rin

g 
cu

ltu
ra

l c
ar

e 
kn

ow
le

dg
e.

Re
la

tiv
el

y 
sm

al
l s

am
pl

e 
siz

e 
(n

 =
 8

).
La

ck
 o

f p
at

ie
nt

s’ 
pe

rs
pe

ct
iv

es
 li

m
its

 
un

de
rs

ta
nd

in
g 

of
 th

e 
ph

en
om

en
on

.
H

av
lıo

ğl
u 

(2
02

2)
 

[4
6]

Tü
rk

iy
e

Q
ua

nt
ita

tiv
e

30
2 

nu
rs

es
N

o 
in

te
rv

en
tio

n 
or

 tr
ai

ni
ng

 
pr

ov
id

ed
.

Th
e 

st
ud

y 
as

se
ss

ed
 th

e 
cu

l-
tu

ra
l c

om
pe

te
nc

ie
s o

f n
ur

se
s.

N
/A

Th
e 

nu
rs

es
 h

ad
 a

n 
ab

ov
e-

av
er

ag
e 

cu
ltu

ra
l c

om
pe

te
nc

e 
le

ve
l.

N
ur

se
s w

ho
 h

ad
 p

rio
r e

xp
os

ur
e 

to
 c

ul
tu

ra
lly

 d
iv

er
se

 p
at

ie
nt

s, 
us

ed
 la

ng
ua

ge
s o

th
er

 th
an

 T
ur

ki
sh

 (e
.g

., K
ur

di
sh

 o
r A

ra
bi

c)
, 

or
 b

el
ie

ve
d 

in
 th

e 
im

po
rt

an
ce

 o
f c

ul
tu

re
-s

pe
ci

fic
 c

ar
e 

sc
or

ed
 

sig
ni

fic
an

tly
 h

ig
he

r c
ul

tu
ra

l c
om

pe
te

nc
e 

le
ve

ls.
Th

e 
st

ud
y 

re
co

m
m

en
de

d 
cu

ltu
ra

l c
om

pe
te

nc
e 

tr
ai

ni
ng

.

Th
e 

st
ud

y 
is 

co
nt

ex
t-

sp
ec

ifi
c,

 in
vo

lv
in

g 
on

ly
 

nu
rs

es
 w

or
ki

ng
 in

 h
os

-
pi

ta
ls 

on
 th

e 
Tü

rk
iy

e-
Sy

ria
 b

or
de

r, 
lim

iti
ng

 
ge

ne
ra

liz
ab

ili
ty

.
H

er
re

ro
-

H
ah

n 
(2

01
9)

 
[6

3]

Co
lo

m
bi

a
Q

ua
nt

ita
tiv

e
21

1 
nu

rs
es

N
o 

in
te

rv
en

tio
n 

or
 tr

ai
ni

ng
 

pr
ov

id
ed

Th
e 

st
ud

y 
as

se
ss

ed
 n

ur
se

s’ 
se

lf-
pe

rc
ei

ve
d 

cu
ltu

ra
l s

el
f-

effi
ca

cy
 o

r c
om

pe
te

nc
e.

N
/A

Th
e 

nu
rs

es
 h

ad
 a

 m
od

er
at

e 
le

ve
l o

f c
ul

tu
ra

l s
el

f-e
ffi

ca
cy

.
Cu

ltu
ra

l s
el

f-e
ffi

ca
cy

 a
m

on
g 

th
e 

nu
rs

es
 w

as
 si

gn
ifi

ca
nt

ly
 a

s-
so

ci
at

ed
 w

ith
 a

ge
, s

ex
, e

du
ca

tio
na

l l
ev

el
, y

ea
rs

 o
f e

xp
er

ie
nc

e,
 

an
d 

cr
os

s-
cu

ltu
ra

l e
xp

os
ur

e.
 T

he
 st

ud
y 

re
co

m
m

en
de

d 
cu

ltu
ra

l 
co

m
pe

te
nc

e 
tr

ai
ni

ng
.

Se
lf-

re
po

rt
ed

 d
at

a 
m

ay
 

be
 in

flu
en

ce
d 

by
 so

ci
al

 
de

sir
ab

ili
ty

 b
ia

s.
Cr

os
s-

se
ct

io
na

l d
es

ig
n 

lim
its

 c
au

sa
l i

nf
er

en
ce

.
Jin

 (2
01

8)
 

[5
1]

Ph
ili

pp
in

es
Q

ua
nt

ita
tiv

e
26

0 
nu

rs
es

N
o 

in
te

rv
en

tio
n 

or
 tr

ai
ni

ng
 

pr
ov

id
ed

Th
e 

st
ud

y 
as

se
ss

ed
 c

ul
tu

ra
l 

se
lf-

effi
ca

cy
 w

ith
 th

e 
ai

m
 o

f 
de

sig
ni

ng
 a

 c
ul

tu
ra

l c
om

pe
-

te
nc

e 
tr

ai
ni

ng
 p

ro
gr

am
m

e 
fo

r n
ur

se
s b

as
ed

 o
n 

fin
di

ng
s.

N
/A

Ed
uc

at
io

na
l a

tt
ai

nm
en

t, 
ag

e,
 a

nd
 w

ill
in

gn
es

s t
o 

w
or

k 
ab

ro
ad

 
w

er
e 

po
sit

iv
el

y 
as

so
ci

at
ed

 w
ith

 tr
an

sc
ul

tu
ra

l s
el

f-e
ffi

ca
cy

 
am

on
g 

th
e 

nu
rs

es
.

H
ow

ev
er

, y
ea

rs
 o

f e
m

pl
oy

m
en

t n
eg

at
iv

el
y 

in
flu

en
ce

d 
pr

ac
tic

al
 

an
d 

aff
ec

tiv
e 

tr
an

sc
ul

tu
ra

l s
el

f-e
ffi

ca
cy

.
A 

cu
ltu

ra
l c

om
pe

te
nc

e 
tr

ai
ni

ng
 p

ro
gr

am
 w

as
 p

ro
po

se
d.

N
o 

re
po

rt
 o

f i
m

pl
e-

m
en

ta
tio

n 
an

d 
th

e 
eff

ec
tiv

en
es

s o
f t

he
 

pr
op

os
ed

 tr
ai

ni
ng

.
.

Ke
kl

ik
 

(2
02

4)
 

[4
7]

Tü
rk

iy
e

Q
ua

nt
ita

tiv
e

15
7 

he
al

th
ca

re
 

pr
of

es
sio

na
ls 

(n
ur

se
s a

nd
 

ph
ys

ic
ia

ns
)

.

N
o 

in
te

rv
en

tio
n 

or
 tr

ai
ni

ng
 

pr
ov

id
ed

.
Th

e 
st

ud
y 

as
se

ss
ed

 th
e 

cu
ltu

ra
l c

om
pe

te
nc

ie
s o

f 
he

al
th

ca
re

 p
ro

fe
ss

io
na

ls 
w

or
ki

ng
 in

 p
ae

di
at

ric
 u

ni
ts

.

N
/A

H
ig

h 
cr

os
s-

cu
ltu

ra
l c

om
pe

te
nc

y 
le

ve
ls 

w
er

e 
re

co
rd

ed
 a

m
on

g 
th

e 
pr

of
es

sio
na

ls.
Fa

ct
or

s t
ha

t i
nfl

ue
nc

ed
 c

ul
tu

ra
l c

om
pe

te
nc

y 
le

ve
l i

nc
lu

de
d 

m
ar

ita
l s

ta
tu

s, 
to

ta
l y

ea
rs

 o
f p

ro
fe

ss
io

na
l e

xp
er

ie
nc

e,
 y

ea
rs

 
w

or
ki

ng
 in

 p
ae

di
at

ric
 u

ni
ts

, a
nd

 p
er

ce
pt

io
ns

 o
n 

th
e 

im
po

rt
an

ce
 

of
 c

ul
tu

ra
l l

ea
rn

in
g 

in
 p

at
ie

nt
 c

ar
e.

Th
e 

st
ud

y 
re

co
m

m
en

de
d 

a 
cu

ltu
ra

l c
om

pe
te

nc
e 

tr
ai

ni
ng

 
pr

og
ra

m
m

e.

Th
e 

st
ud

y 
w

as
 c

on
-

du
ct

ed
 in

 o
nl

y 
on

e 
ce

nt
re

 a
nd

 fo
cu

se
d 

on
 p

ro
fe

ss
io

na
ls 

w
or

ki
ng

 in
 p

ae
di

at
ric

 
un

its
 o

nl
y, 

lim
iti

ng
 

ge
ne

ra
liz

ab
ili

ty
.

Ta
bl

e 
2 

(c
on

tin
ue

d)

 



Page 9 of 20Bolarinwa and Nkansah BMC Health Services Research         (2025) 25:1589 

Fi
rs

t 
au

th
or

 
su

rn
am

e 
(y

ea
r)

St
ud

y 
lo

ca
tio

n
St

ud
y 

de
si

gn
Sa

m
pl

e 
si

ze
Tr

ai
ni

ng
 c

on
te

nt
/s

tu
dy

 
fo

cu
s

D
ur

at
io

n 
of

 
in

te
rv

en
tio

n
Ke

y 
Fi

nd
in

gs
Li

m
ita

tio
ns

G
ap

 id
en

tifi
ed

Kh
on

gs
a-

m
ai

 
(2

02
0)

 
[5

5]

Th
ai

la
nd

Q
ua

nt
ita

tiv
e

45
1 

nu
rs

es
N

o 
in

te
rv

en
tio

n 
or

 tr
ai

ni
ng

 
pr

ov
id

ed
.

Th
e 

st
ud

y 
de

te
rm

in
ed

 th
e 

ca
us

al
 fa

ct
or

s i
nfl

ue
nc

in
g 

cu
ltu

ra
l c

om
pe

te
nc

e 
an

d 
cu

ltu
ra

l c
ar

e 
be

ha
vi

ou
r o

f 
nu

rs
es

.

N
/A

Cu
ltu

ra
l a

tt
itu

de
s a

nd
 c

ro
ss

-c
ul

tu
ra

l e
xp

er
ie

nc
e 

ha
d 

a 
di

re
ct

 
eff

ec
t o

n 
cu

ltu
ra

l c
om

pe
te

nc
e 

am
on

g 
th

e 
nu

rs
es

.
Al

so
, c

ul
tu

ra
l c

om
pe

te
nc

e 
an

d 
or

ga
ni

sa
tio

na
l s

up
po

rt
 h

ad
 a

 
di

re
ct

 e
ffe

ct
 o

n 
th

e 
cu

ltu
ra

l c
ar

e 
be

ha
vi

ou
r o

f t
he

 n
ur

se
s.

Th
e 

st
ud

y 
re

co
m

m
en

de
d 

cu
ltu

ra
l c

om
pe

te
nc

e 
tr

ai
ni

ng
.

Cr
os

s-
se

ct
io

na
l d

es
ig

n 
lim

its
 c

au
sa

l i
nf

er
en

ce
 

de
sp

ite
 th

e 
us

e 
of

 
SE

M
.

Th
e 

st
ud

y 
w

as
 li

m
ite

d 
to

 p
riv

at
e 

ho
sp

ita
ls 

on
ly

, h
in

de
rin

g 
ge

n-
er

al
isa

tio
n 

to
 o

th
er

 
fa

ci
lit

ie
s, 

es
pe

ci
al

ly
 

go
ve

rn
m

en
t h

os
pi

ta
ls.

Ko
la

ga
ri 

(2
02

2)
 

[3
4]

Ira
n

Q
ua

nt
ita

tiv
e

16
0 

nu
rs

es
N

o 
in

te
rv

en
tio

n 
or

 tr
ai

ni
ng

 
pr

ov
id

ed
.

Th
e 

st
ud

y 
as

se
ss

ed
 th

e 
cu

l-
tu

ra
l c

om
pe

te
nc

e 
of

 n
ur

se
s 

w
or

ki
ng

 in
 th

e 
In

te
ns

iv
e 

Ca
re

 U
ni

t (
IC

U
) a

nd
 C

or
on

ar
y 

Ca
re

 U
ni

t (
CC

U
), 

an
d 

its
 a

s-
so

ci
at

io
n 

w
ith

 d
em

og
ra

ph
ic

 
fa

ct
or

s.

N
/A

O
ve

ra
ll, 

cu
ltu

ra
l c

om
pe

te
nc

e 
w

as
 w

ea
k 

am
on

g 
th

e 
nu

rs
es

 
w

or
ki

ng
 in

 b
ot

h 
th

e 
IC

U
 a

nd
 C

CU
 se

tt
in

gs
.

Th
e 

st
ud

y 
fo

un
d 

no
 st

at
ist

ic
al

ly
 si

gn
ifi

ca
nt

 d
iff

er
en

ce
 in

 c
ul

tu
ra

l 
co

m
pe

te
nc

e 
be

tw
ee

n 
IC

U
 a

nd
 C

CU
 n

ur
se

s.
D

em
og

ra
ph

ic
 fa

ct
or

s, 
in

cl
ud

in
g 

ag
e,

 g
en

de
r, 

an
d 

ed
uc

at
io

n,
 

di
d 

no
t s

ig
ni

fic
an

tly
 p

re
di

ct
 c

ul
tu

ra
l c

om
pe

te
nc

e.
Th

e 
st

ud
y 

re
co

m
m

en
de

d 
cu

ltu
ra

l c
om

pe
te

nc
e 

tr
ai

ni
ng

.

Th
e 

sc
op

e 
of

 th
e 

st
ud

y 
w

as
 li

m
ite

d 
to

 tw
o 

he
al

th
ca

re
 fa

ci
lit

ie
s i

n 
on

e 
re

gi
on

, l
im

iti
ng

 
ge

ne
ra

lis
at

io
n.

M
a 

(2
02

0)
 

[5
7]

Ch
in

a
M

ix
ed

-m
et

ho
ds

11
03

 n
ur

se
s 

(Q
ua

lit
at

iv
e 

−
 1

5 
nu

rs
es

; Q
ua

n-
tit

at
iv

e 
−

 1
08

8 
nu

rs
es

)

N
o 

in
te

rv
en

tio
n 

or
 tr

ai
ni

ng
 

pr
ov

id
ed

.
Th

e 
st

ud
y 

in
ve

st
ig

at
ed

 
cu

ltu
ra

l c
om

pe
te

nc
e 

am
on

g 
re

gi
st

er
ed

 n
ur

se
s.

N
/A

Th
e 

ov
er

al
l c

ul
tu

ra
l c

om
pe

te
nc

e 
sc

or
e 

of
 th

e 
nu

rs
es

 w
as

 
m

od
er

at
e.

Si
gn

ifi
ca

nt
 p

re
di

ct
or

s o
f h

ig
he

r c
ul

tu
ra

l c
om

pe
te

nc
e 

am
on

g 
th

e 
nu

rs
es

 in
cl

ud
ed

 a
ge

 (≥
 4

0)
, w

or
ki

ng
 in

 te
rt

ia
ry

 h
os

pi
-

ta
ls,

 h
ig

he
r E

ng
lis

h 
pr

ofi
ci

en
cy

, a
nd

 o
ve

rs
ea

s s
tu

dy
/w

or
k 

ex
pe

rie
nc

e.
Th

e 
st

ud
y 

re
co

m
m

en
de

d 
cu

ltu
ra

l c
om

pe
te

nc
e 

tr
ai

ni
ng

.

Th
e 

st
ud

y 
w

as
 c

on
-

du
ct

ed
 in

 o
nl

y 
on

e 
m

un
ic

ip
al

ity
, l

im
iti

ng
 

ge
ne

ra
liz

ab
ili

ty
.

M
ar

at
a 

(2
01

9)
 

[5
2]

Ph
ili

pp
in

es
Q

ua
nt

ita
tiv

e
11

2 
nu

rs
es

N
o 

in
te

rv
en

tio
n 

or
 tr

ai
ni

ng
 

pr
ov

id
ed

.
Th

e 
st

ud
y 

in
ve

st
ig

at
ed

 th
e 

lin
gu

ist
ic

 a
nd

 c
ul

tu
ra

l c
om

-
pe

te
nc

ie
s o

f n
on

-M
er

an
ao

 
nu

rs
es

 a
nd

 th
e 

nu
rs

in
g 

ca
re

 
th

ey
 re

nd
er

 to
 M

er
an

ao
 

cl
ie

nt
s.

ite
m

s)

N
/A

H
ig

h 
le

ve
ls 

of
 li

ng
ui

st
ic

 a
nd

 c
ul

tu
ra

l c
om

pe
te

nc
e 

w
er

e 
re

po
rt

ed
 a

m
on

g 
th

e 
no

n-
M

er
an

ao
 n

ur
se

s, 
an

d 
hi

gh
-q

ua
lit

y 
nu

rs
in

g 
ca

re
 w

as
 re

nd
er

ed
 to

 th
e 

M
er

an
ao

 c
lie

nt
s.

Cu
ltu

ra
l c

om
pe

te
nc

e 
ha

d 
a 

sig
ni

fic
an

t p
os

iti
ve

 in
flu

en
ce

 o
n 

th
e 

qu
al

ity
 o

f n
ur

sin
g 

ca
re

, b
ut

 li
ng

ui
st

ic
 c

om
pe

te
nc

e,
 w

hi
le

 h
ig

h,
 

di
d 

no
t s

ig
ni

fic
an

tly
 in

flu
en

ce
 c

ar
e 

qu
al

ity
.

Th
e 

st
ud

y 
re

co
m

m
en

de
d 

cu
ltu

ra
l c

om
pe

te
nc

e 
tr

ai
ni

ng
.

Th
e 

st
ud

y 
w

as
 li

m
ite

d 
to

 c
ar

e 
re

nd
er

ed
 to

 
on

ly
 o

ne
 m

in
or

ity
 

po
pu

la
tio

n 
in

 th
e 

Ph
il-

ip
pi

ne
s (

M
er

an
ao

s)
, 

re
st

ric
tin

g 
ge

ne
ra

lis
-

ab
ili

ty
 to

 o
th

er
 p

op
ul

a-
tio

ns
 o

r s
et

tin
gs

.

Ta
bl

e 
2 

(c
on

tin
ue

d)

 



Page 10 of 20Bolarinwa and Nkansah BMC Health Services Research         (2025) 25:1589 

Fi
rs

t 
au

th
or

 
su

rn
am

e 
(y

ea
r)

St
ud

y 
lo

ca
tio

n
St

ud
y 

de
si

gn
Sa

m
pl

e 
si

ze
Tr

ai
ni

ng
 c

on
te

nt
/s

tu
dy

 
fo

cu
s

D
ur

at
io

n 
of

 
in

te
rv

en
tio

n
Ke

y 
Fi

nd
in

gs
Li

m
ita

tio
ns

G
ap

 id
en

tifi
ed

M
us

em
bi

 
(2

02
4)

* 
[6

1]

Ke
ny

a
Q

ua
nt

ita
tiv

e
15

6 
he

al
th

ca
re

 
w

or
ke

rs
Cu

ltu
ra

l c
om

pe
te

nc
e 

tr
ai

ni
ng

 
w

as
 p

ro
vi

de
d,

 b
ut

 th
e 

de
ta

ils
 

an
d 

na
tu

re
 o

f t
he

 tr
ai

ni
ng

 
w

er
e 

no
t r

ep
or

te
d.

Th
e 

ac
tu

al
 

du
ra

tio
n 

of
 

th
e 

cu
ltu

ra
l 

co
m

pe
te

nc
e 

tr
ai

ni
ng

 w
as

 
no

t r
ep

or
te

d,
 

bu
t t

he
 e

nt
ire

 
st

ud
y 

w
as

 
co

nd
uc

te
d 

fro
m

 S
ep

-
te

m
be

r 2
02

3 
to

 M
ar

ch
 

20
24

.

Cu
ltu

ra
l c

om
pe

te
nc

e 
tr

ai
ni

ng
 re

su
lte

d 
in

 im
pr

ov
ed

 p
at

ie
nt

 
sa

tis
fa

ct
io

n 
an

d 
he

al
th

 o
ut

co
m

es
, e

nh
an

ce
d 

co
m

m
un

ic
at

io
n 

eff
ec

tiv
en

es
s a

nd
 tr

us
t-

bu
ild

in
g,

 re
du

ce
d 

he
al

th
 d

isp
ar

iti
es

 
an

d 
pr

om
ot

ed
 p

at
ie

nt
-c

en
tr

ed
 c

ar
e 

th
at

 b
et

te
r a

lig
ne

d 
w

ith
 

pa
tie

nt
s’ 

cu
ltu

ra
l e

xp
ec

ta
tio

ns
.

Li
m

ite
d 

in
fo

rm
at

io
n 

on
 

th
e 

na
tu

re
 o

r t
yp

e 
of

 
cu

ltu
ra

l c
om

pe
te

nc
e 

tr
ai

ni
ng

 p
ro

vi
de

d.
La

ck
 o

f l
on

g-
te

rm
 

fo
llo

w
-u

p 
to

 a
ss

es
s t

he
 

su
st

ai
ne

d 
im

pa
ct

 o
f 

tr
ai

ni
ng

.

O
gu

nl
an

a 
(2

02
3)

 
[6

6]

N
ig

er
ia

Q
ua

nt
ita

tiv
e

40
6 

he
al

th
ca

re
 

pr
of

es
sio

na
ls 

(M
ed

ic
al

/d
en

ta
l 

pr
ac

tit
io

ne
rs

, 
nu

rs
es

, p
ha

rm
a-

ci
st

s, 
ph

ys
-

io
th

er
ap

ist
s, 

oc
cu

pa
tio

na
l 

th
er

ap
ist

s)

N
o 

in
te

rv
en

tio
n 

or
 tr

ai
ni

ng
 

pr
ov

id
ed

Th
e 

st
ud

y 
as

se
ss

ed
 th

e 
le

ve
ls 

of
 tr

ai
ni

ng
 a

nd
 p

ra
ct

ic
e 

of
 

cu
ltu

ra
l c

om
pe

te
nc

e.

N
/A

Ab
ou

t o
ne

-t
hi

rd
 o

f t
he

 p
ar

tic
ip

an
ts

 h
ad

 n
o 

fo
rm

al
 tr

ai
ni

ng
 in

 
cu

ltu
ra

l c
om

pe
te

nc
e.

N
ur

se
s, 

ph
ys

io
th

er
ap

ist
s, 

an
d 

oc
cu

pa
tio

na
l t

he
ra

pi
st

s h
ad

 m
or

e 
tr

ai
ni

ng
 in

 c
ul

tu
ra

l c
om

pe
te

nc
e 

th
an

 d
oc

to
rs

 (b
ot

h 
m

ed
ic

al
 

an
d 

de
nt

al
).

Pr
ed

ic
to

rs
 o

f t
he

 le
ve

l o
f c

ul
tu

ra
l c

om
pe

te
nc

e 
tr

ai
ni

ng
 in

cl
ud

e 
m

or
e 

ye
ar

s o
f p

ra
ct

ic
e,

 n
ur

sin
g 

re
la

tiv
e 

to
 m

ed
ic

al
 o

r d
en

ta
l 

pr
ac

tit
io

ne
r, 

an
d 

hi
gh

er
 p

er
so

na
l a

nd
 o

rg
an

isa
tio

na
l c

ul
tu

ra
l 

co
m

pe
te

nc
ie

s.

Po
te

nt
ia

l f
or

 so
ci

al
 

de
sir

ab
ili

ty
 b

ia
s, 

sin
ce

 th
e 

da
ta

 w
er

e 
se

lf-
re

po
rt

ed
.

Pe
rv

ee
n 

(2
02

1)
 [8

]
Pa

ki
st

an
Q

ua
nt

ita
tiv

e
13

3 
nu

rs
es

N
o 

in
te

rv
en

tio
n 

or
 tr

ai
ni

ng
 

pr
ov

id
ed

.
Th

e 
st

ud
y 

ex
am

in
ed

 n
ur

se
s’ 

aw
ar

en
es

s l
ev

el
 o

n 
cu

ltu
r-

al
ly

 c
om

pe
te

nt
 c

ar
e 

in
 th

re
e 

se
le

ct
ed

 h
os

pi
ta

ls 
(M

uz
af

-
fa

rg
ar

h,
 D

er
a 

G
ha

zi
 K

ha
n,

 
an

d 
M

ia
n 

M
un

sh
i H

os
pi

ta
l) 

in
 P

un
ja

b.

N
/A

Th
e 

ov
er

al
l c

ul
tu

ra
l c

om
pe

te
nc

e 
of

 th
e 

nu
rs

es
 w

as
 lo

w
.

N
ur

se
s a

t M
uz

aff
ar

ga
rh

 h
os

pi
ta

l s
co

re
d 

sig
ni

fic
an

tly
 h

ig
he

r 
le

ve
ls 

of
 c

ul
tu

ra
l c

om
pe

te
nc

e 
th

an
 th

os
e 

in
 o

th
er

 h
os

pi
ta

ls.
N

ur
se

s w
ith

 m
or

e 
fre

qu
en

t a
nd

 lo
ng

-t
er

m
 p

at
ie

nt
 in

te
ra

ct
io

ns
 

sh
ow

ed
 b

et
te

r c
ul

tu
ra

l u
nd

er
st

an
di

ng
.

Th
e 

re
la

tiv
el

y 
sm

al
l 

sa
m

pl
e 

siz
e 

an
d 

lim
-

ite
d 

sc
op

e 
of

 th
e 

st
ud

y 
lim

it 
ge

ne
ra

lis
ab

ili
ty

.

Pi
tr

ia
ni

 
(2

02
0)

 [9
]

In
do

ne
sia

Q
ua

nt
ita

tiv
e

63
 n

ur
se

s
N

o 
in

te
rv

en
tio

n 
or

 tr
ai

ni
ng

 
pr

ov
id

ed
.

Th
e 

st
ud

y 
in

ve
st

ig
at

ed
 c

ul
-

tu
ra

l c
om

pe
te

nc
e 

an
d 

nu
rs

-
in

g 
ca

re
 a

m
on

g 
Su

nd
an

es
e 

nu
rs

es
 w

or
ki

ng
 in

 In
do

ne
sia

.

N
/A

Th
e 

ov
er

al
l c

ul
tu

ra
l c

om
pe

te
nc

e 
of

 th
e 

Su
nd

an
es

e 
nu

rs
es

 w
as

 
lo

w
. A

lth
ou

gh
 th

e 
nu

rs
es

 p
os

se
ss

ed
 h

ig
h 

cu
ltu

ra
l s

ki
lls

 a
nd

 
kn

ow
le

dg
e,

 th
ei

r l
ev

el
s o

f c
ul

tu
ra

l a
w

ar
en

es
s a

nd
 se

ns
iti

vi
ty

, 
w

hi
ch

 a
re

 c
rit

ic
al

 c
om

po
ne

nt
s f

or
 c

ul
tu

ra
lly

 c
on

gr
ue

nt
 c

ar
e,

 
w

er
e 

lo
w

.

Th
e 

sa
m

pl
e 

siz
e 

w
as

 sm
al

l, 
lim

iti
ng

 
ge

ne
ra

liz
ab

ili
ty

.
Th

e 
st

ud
y 

fo
cu

se
d 

on
 

nu
rs

es
 w

ith
 a

 sp
ec

ifi
c 

et
hn

ic
 b

ac
kg

ro
un

d,
 

w
hi

ch
 re

st
ric

ts
 th

e 
br

oa
de

r a
pp

lic
ab

ili
ty

 
of

 fi
nd

in
gs

.

Ta
bl

e 
2 

(c
on

tin
ue

d)

 



Page 11 of 20Bolarinwa and Nkansah BMC Health Services Research         (2025) 25:1589 

Fi
rs

t 
au

th
or

 
su

rn
am

e 
(y

ea
r)

St
ud

y 
lo

ca
tio

n
St

ud
y 

de
si

gn
Sa

m
pl

e 
si

ze
Tr

ai
ni

ng
 c

on
te

nt
/s

tu
dy

 
fo

cu
s

D
ur

at
io

n 
of

 
in

te
rv

en
tio

n
Ke

y 
Fi

nd
in

gs
Li

m
ita

tio
ns

G
ap

 id
en

tifi
ed

Pu
ra

bd
ol

-
la

h 
(2

02
1)

 
[3

5]

Ira
n

Q
ua

nt
ita

tiv
e

31
0 

nu
rs

es
N

o 
in

te
rv

en
tio

n 
or

 tr
ai

ni
ng

 
pr

ov
id

ed
Th

e 
st

ud
y 

as
se

ss
ed

 c
ul

tu
ra

l 
co

m
pe

te
nc

e 
an

d 
se

ns
iti

vi
ty

, 
an

d 
th

ei
r r

el
at

io
ns

hi
p 

w
ith

 
pe

rc
ei

ve
d 

st
re

ss
 a

m
on

g 
nu

rs
es

.

N
/A

Th
e 

nu
rs

es
 e

xh
ib

ite
d 

m
od

er
at

e 
in

te
rc

ul
tu

ra
l c

om
pe

te
nc

e 
bu

t 
lo

w
 in

te
rc

ul
tu

ra
l s

en
sit

iv
ity

.
H

ig
h 

le
ve

ls 
of

 p
er

ce
iv

ed
 st

re
ss

 w
er

e 
re

po
rt

ed
, w

ith
 a

 si
gn

ifi
ca

nt
 

in
ve

rs
e 

re
la

tio
ns

hi
p 

be
tw

ee
n 

st
re

ss
 a

nd
 b

ot
h 

co
m

pe
te

nc
e 

an
d 

se
ns

iti
vi

ty
.

N
ur

se
s w

ho
 sc

or
ed

 h
ig

he
r i

n 
in

te
rc

ul
tu

ra
l c

om
pe

te
nc

e 
an

d 
se

ns
iti

vi
ty

 w
er

e 
be

tt
er

 e
qu

ip
pe

d 
to

 m
an

ag
e 

st
re

ss
 in

 c
ul

tu
ra

lly
 

di
ve

rs
e 

he
al

th
ca

re
 se

tt
in

gs
.

Se
lf-

re
po

rt
ed

 d
at

a 
m

ay
 

be
 su

bj
ec

t t
o 

so
ci

al
 

de
sir

ab
ili

ty
 b

ia
s.

Sa
de

gh
i 

(2
02

2)
 

[3
6]

Ira
n

Q
ua

nt
ita

tiv
e

26
7 

nu
rs

es
 a

nd
 

16
 h

ea
d 

nu
rs

es
N

o 
in

te
rv

en
tio

n 
or

 tr
ai

ni
ng

 
pr

ov
id

ed
Th

e 
st

ud
y 

as
se

ss
ed

 th
e 

re
la

tio
ns

hi
ps

 b
et

w
ee

n 
nu

rs
es

’ 
cu

ltu
ra

l c
om

pe
te

nc
e 

an
d 

et
hi

ca
l c

od
e 

ob
se

rv
an

ce
 in

 
pr

ac
tic

e.

N
/A

Th
e 

st
ud

y 
fo

un
d 

a 
po

sit
iv

e 
an

d 
st

at
ist

ic
al

ly
 si

gn
ifi

ca
nt

 re
la

tio
n-

sh
ip

 b
et

w
ee

n 
nu

rs
es

’ c
ul

tu
ra

l c
om

pe
te

nc
e 

an
d 

th
ei

r o
bs

er
-

va
nc

e 
of

 e
th

ic
al

 c
od

es
.

Bo
th

 c
ul

tu
ra

l c
om

pe
te

nc
e 

an
d 

et
hi

ca
l c

od
e 

ob
se

rv
an

ce
 w

er
e 

ra
te

d 
at

 m
od

er
at

e 
le

ve
ls 

am
on

g 
nu

rs
es

.
Th

e 
st

ud
y 

re
co

m
m

en
de

d 
cu

ltu
ra

l c
om

pe
te

nc
e 

tr
ai

ni
ng

.

D
at

a 
co

lle
ct

io
n 

w
as

 
lim

ite
d 

to
 o

nl
y 

no
n-

CO
VI

D
-1

9 
ho

sp
ita

ls 
du

e 
to

 th
e 

ou
tb

re
ak

 o
f 

CO
VI

D
-1

9 
at

 th
e 

tim
e 

of
 d

at
a 

co
lle

ct
io

n,
 a

f-
fe

ct
in

g 
ge

ne
ra

liz
ab

ili
ty

.
Sa

rfa
ra

z 
(2

02
5)

 
[6

2]

Pa
ki

st
an

Q
ua

nt
ita

tiv
e

31
6 

D
en

ta
l 

H
ou

se
 O

ffi
ce

rs
 

(D
H

O
s)

 a
nd

 
G

en
er

al
 D

en
-

tis
ts

 (G
D

s)

N
o 

in
te

rv
en

tio
n 

or
 tr

ai
ni

ng
 

pr
ov

id
ed

.
Th

e 
st

ud
y 

as
se

ss
ed

 a
nd

 
co

m
pa

re
d 

le
ve

ls 
of

 c
ul

tu
ra

l 
co

m
pe

te
nc

e 
be

tw
ee

n 
D

H
O

s 
an

d 
G

D
s.

N
/A

Bo
th

 D
H

O
s a

nd
 G

D
s w

er
e 

so
m

ew
ha

t c
ul

tu
ra

lly
 c

om
pe

te
nt

. 
H

ow
ev

er
, D

H
O

s s
co

re
d 

hi
gh

er
 in

 se
lf-

pe
rc

ep
tio

n 
of

 c
ul

tu
ra

l 
co

m
pe

te
nc

e 
th

an
 G

D
s, 

w
hi

le
 G

D
s s

co
re

d 
sli

gh
tly

 h
ig

he
r i

n 
pa

tie
nt

-c
en

tr
ed

 c
om

m
un

ic
at

io
n,

 p
ra

ct
ic

e 
or

ie
nt

at
io

n,
 a

nd
 

cu
ltu

ra
l c

om
pe

te
nc

e 
be

ha
vi

ou
rs

.
Th

e 
st

ud
y 

re
co

m
m

en
de

d 
cu

ltu
ra

l c
om

pe
te

nc
e 

tr
ai

ni
ng

.

Se
lf-

re
po

rt
ed

 d
at

a 
m

ay
 

be
 in

flu
en

ce
d 

by
 so

ci
al

 
de

sir
ab

ili
ty

 b
ia

s.

Sa
rv

ar
iz

a-
de

h 
(2

02
4)

* 
[3

7]

Ira
n

Q
ua

si-
ex

pe
rim

en
ta

l
70

 p
sy

ch
i-

at
ric

 n
ur

se
s 

(in
te

rv
en

tio
n 

gr
ou

p 
=

 3
5;

 c
on

-
tr

ol
 g

ro
up

 =
 3

5)

Th
e 

in
te

rv
en

tio
n 

gr
ou

p 
re

-
ce

iv
ed

 c
ul

tu
ra

l c
ar

e 
tr

ai
ni

ng
 

us
in

g 
th

e 
fli

pp
ed

 c
la

ss
ro

om
 

m
et

ho
d.

Th
e 

tr
ai

ni
ng

 
pr

og
ra

m
m

e 
co

ns
ist

ed
 

of
 fo

ur
 se

s-
sio

ns
, w

hi
ch

 
sp

an
ne

d 
fo

ur
 

w
ee

ks
, w

ith
 

a 
fo

llo
w

-u
p 

as
se

ss
m

en
t 

on
e 

m
on

th
 

af
te

r c
om

pl
e-

tio
n 

to
 e

va
lu

-
at

e 
im

pa
ct

.

Th
e 

tr
ai

ni
ng

 p
ro

gr
am

m
e 

sig
ni

fic
an

tly
 im

pr
ov

ed
 th

e 
nu

rs
es

’ c
rit

i-
ca

l c
ul

tu
ra

l c
om

pe
te

nc
ie

s a
s

po
st

-t
es

t s
co

re
s i

n 
th

e 
in

te
rv

en
tio

n 
gr

ou
p 

w
er

e 
sig

ni
fic

an
tly

 
hi

gh
er

 th
an

 th
os

e 
in

 th
e 

co
nt

ro
l g

ro
up

.
N

ur
se

s i
n 

th
e 

in
te

rv
en

tio
n 

gr
ou

p 
al

so
 d

em
on

st
ra

te
d 

en
ha

nc
ed

 
ab

ili
ty

 to
 re

co
gn

ise
 a

nd
 re

sp
on

d 
to

 th
e 

cu
ltu

ra
l n

ee
ds

 o
f c

lie
nt

s.

A 
sh

or
t f

ol
lo

w
-u

p 
pe

-
rio

d 
re

st
ric

ts
 in

sig
ht

s 
in

to
 th

e 
lo

ng
-t

er
m

 
im

pa
ct

 o
f t

he
 in

te
r-

ve
nt

io
n 

pr
ov

id
ed

.
Th

e 
us

e 
of

 a
 

sin
gl

e 
fa

ci
lit

y 
lim

its
 

ge
ne

ra
liz

ab
ili

ty
.

Ta
bl

e 
2 

(c
on

tin
ue

d)

 



Page 12 of 20Bolarinwa and Nkansah BMC Health Services Research         (2025) 25:1589 

Fi
rs

t 
au

th
or

 
su

rn
am

e 
(y

ea
r)

St
ud

y 
lo

ca
tio

n
St

ud
y 

de
si

gn
Sa

m
pl

e 
si

ze
Tr

ai
ni

ng
 c

on
te

nt
/s

tu
dy

 
fo

cu
s

D
ur

at
io

n 
of

 
in

te
rv

en
tio

n
Ke

y 
Fi

nd
in

gs
Li

m
ita

tio
ns

G
ap

 id
en

tifi
ed

Sa
va

ş 
(2

02
2)

 
[4

8]

Tü
rk

iy
e

Q
ua

nt
ita

tiv
e

43
5 

nu
rs

es
, 

m
id

w
iv

es
, a

nd
 

he
al

th
 o

ffi
ce

rs
 

(8
7 

an
d 

34
8 

w
or

ki
ng

 in
 

pr
im

ar
y 

an
d 

se
co

nd
ar

y 
he

al
th

ca
re

, 
re

sp
ec

tiv
el

y)

N
o 

in
te

rv
en

tio
n 

or
 tr

ai
ni

ng
 

pr
ov

id
ed

.
Th

e 
st

ud
y 

as
se

ss
ed

 a
nd

 c
om

-
pa

re
d 

cu
ltu

ra
l c

om
pe

te
nc

e 
le

ve
ls 

be
tw

ee
n 

th
e 

he
al

th
-

ca
re

 p
ro

fe
ss

io
na

ls 
w

or
ki

ng
 

in
 p

rim
ar

y 
an

d 
se

co
nd

ar
y 

fa
ci

lit
ie

s.

N
/A

Th
e 

he
al

th
ca

re
 p

ro
fe

ss
io

na
ls 

in
 b

ot
h 

pr
im

ar
y 

an
d 

se
co

nd
ar

y 
he

al
th

ca
re

 fa
ci

lit
ie

s d
em

on
st

ra
te

d 
m

od
er

at
e 

le
ve

ls 
of

 c
ul

tu
ra

l 
co

m
pe

te
nc

e.
N

o 
st

at
ist

ic
al

ly
 si

gn
ifi

ca
nt

 d
iff

er
en

ce
 w

as
 fo

un
d 

be
tw

ee
n 

th
e 

tw
o 

gr
ou

ps
.

Fa
ct

or
s p

os
iti

ve
ly

 a
ss

oc
ia

te
d 

w
ith

 h
ig

he
r c

ul
tu

ra
l c

om
pe

te
nc

e 
am

on
g 

th
e 

pr
of

es
sio

na
ls 

in
cl

ud
ed

 sh
or

te
r w

or
ki

ng
 p

er
io

d,
 

tr
av

el
 a

br
oa

d 
fo

r b
us

in
es

s o
r t

ou
ris

m
, a

nd
 fr

eq
ue

nt
 in

te
ra

ct
io

n 
w

ith
 c

ul
tu

ra
lly

 d
iv

er
se

 in
di

vi
du

al
s.

Th
e 

st
ud

y 
re

co
m

m
en

de
d 

cu
ltu

ra
l c

om
pe

te
nc

e 
tr

ai
ni

ng
.

Th
e 

he
al

th
ca

re
 p

ro
fe

s-
sio

na
ls 

in
 th

is 
st

ud
y 

at
-

te
nd

 to
 p

re
do

m
in

an
tly

 
Sy

ria
n 

re
fu

ge
es

, w
hi

ch
 

co
ul

d 
in

flu
en

ce
 th

e 
st

ud
y 

fin
di

ng
s d

ue
 to

 
cu

ltu
ra

l d
iff

er
en

ce
s.

Sh
op

o 
(2

02
3)

 
[6

7]

So
ut

h 
Af

ric
a

Q
ua

nt
ita

tiv
e

82
 m

id
w

iv
es

N
o 

in
te

rv
en

tio
n 

or
 tr

ai
ni

ng
 

pr
ov

id
ed

.
Th

e 
st

ud
y 

as
se

ss
ed

 m
id

w
iv

es
’ 

se
lf-

re
po

rt
ed

 le
ve

ls 
of

 c
ul

tu
r-

al
 c

om
pe

te
nc

e 
in

 p
ro

vi
di

ng
 

m
at

er
na

l h
ea

lth
ca

re
.

N
/A

A 
m

od
er

at
e 

le
ve

l o
f c

om
pe

te
nc

e 
co

nc
er

ni
ng

 k
no

w
le

dg
e 

an
d 

un
de

rs
ta

nd
in

g 
of

 c
ul

tu
ra

l f
ac

to
rs

 w
as

 re
co

rd
ed

 a
m

on
g 

th
e 

m
id

w
iv

es
.

H
ow

ev
er

, t
he

y 
ha

d 
lo

w
 c

on
fid

en
ce

 in
 in

te
rv

ie
w

in
g 

pa
tie

nt
s 

fro
m

 d
iff

er
en

t c
ul

tu
ra

l b
ac

kg
ro

un
ds

.
Th

e 
st

ud
y 

em
ph

as
ise

d 
th

e 
ne

ed
 fo

r c
ul

tu
ra

l c
om

pe
te

nc
e 

tr
ai

ni
ng

.

Th
e 

st
ud

y 
ha

d 
a 

sm
al

l 
sa

m
pl

e 
siz

e 
an

d 
a 

lim
ite

d 
sc

op
e,

 w
hi

ch
 

co
ul

d 
aff

ec
t t

he
 

ge
ne

ra
liz

ab
ili

ty
 o

f t
he

 
fin

di
ng

s.

So
le

im
an

i 
(2

02
3)

 
[3

8]

Ira
n

Q
ua

nt
ita

tiv
e

15
3 

cr
iti

ca
l c

ar
e 

nu
rs

es
N

o 
in

te
rv

en
tio

n 
or

 tr
ai

ni
ng

 
pr

ov
id

ed
.

Th
e 

st
ud

y 
ex

am
in

ed
 th

e 
le

ve
l o

f c
ul

tu
ra

l c
om

pe
te

nc
e,

 
em

pa
th

y, 
jo

b 
co

nfl
ic

t a
nd

 
w

or
k 

en
ga

ge
m

en
t; 

an
d 

th
e 

in
flu

en
ce

 o
f t

he
se

 a
nd

 
in

di
vi

du
al

 fa
ct

or
s o

n 
cu

ltu
ra

l 
co

m
pe

te
nc

e.

N
/A

Th
e 

nu
rs

es
 h

ad
 m

od
er

at
e 

le
ve

ls 
of

 c
ul

tu
ra

l c
om

pe
te

nc
e 

an
d 

hi
gh

 le
ve

ls 
of

 e
m

pa
th

y, 
bu

t l
ow

 jo
b 

co
nfl

ic
t a

nd
 w

or
k 

en
ga

ge
-

m
en

t l
ev

el
s.

Cu
ltu

ra
l c

om
pe

te
nc

e 
w

as
 p

os
iti

ve
ly

 c
or

re
la

te
d 

w
ith

 a
ge

, m
ar

i-
ta

l s
ta

tu
s, 

ac
ad

em
ic

 d
eg

re
e,

 w
or

k 
ex

pe
rie

nc
e,

 a
nd

 e
m

pa
th

y, 
bu

t n
eg

at
iv

el
y 

co
rre

la
te

d 
w

ith
 jo

b 
co

nfl
ic

t.
Th

e 
m

ai
n 

pr
ed

ic
to

rs
 o

f c
ul

tu
ra

l c
om

pe
te

nc
e 

w
er

e 
ac

ad
em

ic
 

de
gr

ee
 a

nd
 e

m
pa

th
y.

Cr
os

s-
se

ct
io

na
l d

es
ig

n 
lim

its
 c

au
sa

l i
nf

er
en

ce
.

Li
m

ite
d 

sc
op

e 
an

d 
co

nv
en

ie
nc

e 
sa

m
pl

in
g 

re
st

ric
t t

he
 g

en
er

al
is-

ab
ili

ty
 o

f t
he

 fi
nd

in
gs

.

So
ng

-
w

at
ha

na
 

(2
01

5)
 

[5
6]

Th
ai

la
nd

Q
ua

nt
ita

tiv
e

12
6 

re
gi

st
er

ed
 

nu
rs

es
N

o 
in

te
rv

en
tio

n 
or

 tr
ai

ni
ng

 
pr

ov
id

ed
.

Th
e 

st
ud

y 
as

se
ss

ed
 th

e 
le

ve
l 

of
 T

ha
i n

ur
se

s’ 
cu

ltu
ra

l c
om

-
pe

te
nc

y 
in

 d
el

iv
er

in
g 

ca
re

 
to

 p
at

ie
nt

s i
n 

a 
m

ul
tic

ul
tu

ra
l 

se
tt

in
g.

N
/A

Th
e 

ov
er

al
l c

ul
tu

ra
l c

om
pe

te
nc

y 
of

 th
e 

nu
rs

es
 w

as
 m

od
er

at
e.

W
he

re
as

 y
ea

rs
 o

f e
xp

er
ie

nc
e,

 h
ea

lth
ca

re
 se

tt
in

g 
an

d 
pr

io
r 

tr
ai

ni
ng

 o
n 

m
ul

tic
ul

tu
ra

l c
ar

e 
sh

ow
ed

 n
o 

sig
ni

fic
an

t d
iff

er
-

en
ce

s, 
re

lig
io

us
 b

el
ie

f w
as

 si
gn

ifi
ca

nt
ly

 a
ss

oc
ia

te
d 

w
ith

 c
ul

tu
ra

l 
co

m
pe

te
nc

e 
am

on
g 

th
e 

nu
rs

es
.

Re
la

tiv
el

y 
sm

al
l s

am
pl

e 
siz

e 
an

d 
lim

ite
d 

sc
op

e 
of

 th
e 

st
ud

y 
hi

nd
er

 
ge

ne
ra

lis
ab

ili
ty

.
Re

sp
on

se
 ra

te
 w

as
 

m
od

er
at

e 
(1

26
 o

ut
 o

f 
18

0 
qu

es
tio

nn
ai

re
s 

re
tu

rn
ed

).
Ta

n 
(2

02
2)

 
[5

8]

Ch
in

a
Q

ua
lit

at
iv

e
16

 n
ur

se
s

N
o 

in
te

rv
en

tio
n 

or
 tr

ai
ni

ng
 

pr
ov

id
ed

.
Th

e 
st

ud
y 

ex
pl

or
ed

 n
ur

se
s’ 

ex
pe

rie
nc

es
 a

nd
 re

fle
ct

io
ns

 
on

 c
ar

in
g 

fo
r a

 m
in

or
ity

 
po

pu
la

tio
n 

(T
ib

et
an

) w
ith

 
Ka

sh
in

-B
ec

k 
di

se
as

e.

N
/A

Th
e 

nu
rs

es
 re

po
rt

ed
 c

ha
lle

ng
es

 in
 c

ro
ss

-c
ul

tu
ra

l n
ur

sin
g,

 
in

cl
ud

in
g 

lin
gu

ist
ic

 d
iffi

cu
lti

es
, u

nf
am

ili
ar

ity
 w

ith
 T

ib
et

an
 

cu
st

om
s, 

an
d 

em
ot

io
na

l s
tr

ai
n.

 H
ow

ev
er

, t
he

y 
ex

pr
es

se
d 

a 
de

sir
e 

to
 im

pr
ov

e 
th

ei
r c

ul
tu

ra
l k

no
w

le
dg

e 
an

d 
ad

vo
ca

te
d 

fo
r a

 
st

ru
ct

ur
ed

 c
ul

tu
ra

l c
om

pe
te

nc
e 

tr
ai

ni
ng

 p
ro

gr
am

m
e.

Fi
nd

in
gs

 a
re

 c
on

te
xt

-
sp

ec
ifi

c 
to

 T
ib

et
an

 
pa

tie
nt

s w
ith

 K
as

hi
n–

Be
ck

 d
ise

as
e.

Se
lf-

re
po

rt
ed

 d
at

a 
m

ay
 

be
 in

flu
en

ce
d 

by
 so

ci
al

 
de

sir
ab

ili
ty

 b
ia

s.

Ta
bl

e 
2 

(c
on

tin
ue

d)

 



Page 13 of 20Bolarinwa and Nkansah BMC Health Services Research         (2025) 25:1589 

Fi
rs

t 
au

th
or

 
su

rn
am

e 
(y

ea
r)

St
ud

y 
lo

ca
tio

n
St

ud
y 

de
si

gn
Sa

m
pl

e 
si

ze
Tr

ai
ni

ng
 c

on
te

nt
/s

tu
dy

 
fo

cu
s

D
ur

at
io

n 
of

 
in

te
rv

en
tio

n
Ke

y 
Fi

nd
in

gs
Li

m
ita

tio
ns

G
ap

 id
en

tifi
ed

Yı
lm

az
 

(2
02

0)
 

[4
9]

Tü
rk

iy
e

Q
ua

nt
ita

tiv
e

98
 re

gi
st

er
ed

 
nu

rs
es

N
o 

in
te

rv
en

tio
n 

or
 tr

ai
ni

ng
 

pr
ov

id
ed

.
Th

e 
st

ud
y 

as
se

ss
ed

 th
e 

in
te

r-
cu

ltu
ra

l e
ffe

ct
iv

en
es

s l
ev

el
 o

f 
pa

ed
ia

tr
ic

 n
ur

se
s a

nd
 th

ei
r 

re
la

tio
ns

hi
p 

w
ith

 th
e 

nu
rs

es
’ 

so
ci

o-
de

m
og

ra
ph

ic
 fa

ct
or

s.

N
/A

Th
e 

pa
ed

ia
tr

ic
 n

ur
se

s’ 
in

te
rc

ul
tu

ra
l e

ffe
ct

iv
en

es
s l

ev
el

s w
er

e 
m

od
er

at
e.

Th
e 

m
os

t f
re

qu
en

tly
 re

po
rt

ed
 c

ha
lle

ng
e 

w
as

 la
ng

ua
ge

 b
ar

rie
rs

.
Ed

uc
at

io
n 

le
ve

l, 
fo

re
ig

n 
la

ng
ua

ge
 p

ro
fic

ie
nc

y, 
an

d 
be

lie
f i

n 
th

e 
re

le
va

nc
e 

of
 c

ul
tu

re
 to

 n
ur

sin
g 

w
er

e 
sig

ni
fic

an
tly

 a
ss

oc
ia

te
d 

w
ith

 in
te

rc
ul

tu
ra

l e
ffe

ct
iv

en
es

s.
Th

e 
st

ud
y 

re
co

m
m

en
de

d 
cu

ltu
ra

l c
om

pe
te

nc
e 

tr
ai

ni
ng

.

Sm
al

l s
am

pl
e 

siz
e 

an
d 

sin
gl

e 
ho

sp
ita

l s
et

tin
g 

lim
it 

ge
ne

ra
lis

ab
ili

ty
.

Za
re

i 
(2

01
9)

 
[3

9]

Ira
n

Q
ua

nt
ita

tiv
e

38
0 

nu
rs

es
N

o 
in

te
rv

en
tio

n 
or

 tr
ai

ni
ng

 
pr

ov
id

ed
.

Th
e 

st
ud

y 
ev

al
ua

te
d 

th
e 

m
ed

ia
tin

g 
ro

le
 o

f e
m

pa
th

y 
in

 th
e 

cu
ltu

ra
l c

om
pe

te
nc

e-
fo

rg
iv

en
es

s r
el

at
io

ns
hi

p.

N
/A

Em
pa

th
y 

sig
ni

fic
an

tly
 m

ed
ia

te
d 

th
e 

re
la

tio
ns

hi
p 

be
tw

ee
n 

cu
ltu

ra
l c

om
pe

te
nc

e 
an

d 
fo

rg
iv

en
es

s a
m

on
g 

th
e 

nu
rs

es
.

N
ur

se
s w

ith
 h

ig
he

r c
ul

tu
ra

l c
om

pe
te

nc
e 

de
m

on
st

ra
te

d 
gr

ea
te

r 
em

pa
th

y, 
w

hi
ch

 in
 tu

rn
 in

cr
ea

se
d 

th
ei

r w
ill

in
gn

es
s t

o 
fo

rg
iv

e 
pa

tie
nt

s, 
en

ha
nc

in
g 

th
er

ap
eu

tic
 re

la
tio

ns
hi

ps
.

Th
e 

st
ud

y 
ad

vo
ca

te
d 

fo
r c

ul
tu

ra
l c

om
pe

te
nc

e 
tr

ai
ni

ng
.

Po
te

nt
ia

l f
or

 so
ci

al
 

de
sir

ab
ili

ty
 b

ia
s a

s t
he

 
da

ta
 w

as
 se

lf-
re

po
rt

ed
.

Th
e 

st
ud

y 
di

d 
no

t 
ex

pl
or

e 
cl

ie
nt

s’ 
pe

rs
pe

ct
iv

es
.

Ze
id

an
i 

(2
02

3)
* 

[4
0]

Ira
n

Q
ua

si-
ex

pe
rim

en
ta

l
54

 n
ur

se
s

Tr
ai

ni
ng

 w
or

ks
ho

ps
 o

n 
cu

ltu
ra

l c
om

pe
te

nc
e 

w
er

e 
pr

ov
id

ed
, w

hi
ch

 fo
cu

se
d 

on
 c

ul
tu

ra
l a

w
ar

en
es

s a
nd

 
se

ns
iti

vi
ty

, c
om

m
un

ic
at

io
n,

 
em

pa
th

y, 
re

sp
ec

t f
or

 fa
m

ily
 

va
lu

es
, a

nd
 c

ul
tu

ra
l p

ra
ct

ic
es

.

A 
3‑

ho
ur

 
tr

ai
ni

ng
 

w
or

ks
ho

p 
se

ss
io

n 
w

ith
 

im
m

ed
ia

te
 

po
st

-
in

te
rv

en
tio

n 
as

se
ss

m
en

ts
 

an
d 

a 
fo

llo
w

-
up

 o
ne

 
m

on
th

 la
te

r 
to

 e
va

lu
at

e 
im

pa
ct

.

Th
e 

tr
ai

ni
ng

 c
on

tr
ib

ut
ed

 to
 si

gn
ifi

ca
nt

 im
pr

ov
em

en
ts

 in
 b

ot
h 

cu
ltu

ra
l c

om
pe

te
nc

e 
an

d 
se

ns
iti

vi
ty

 a
m

on
g 

th
e 

nu
rs

es
. O

ne
 

m
on

th
 a

fte
r t

he
 in

te
rv

en
tio

n,
 b

ot
h 

cu
ltu

ra
l c

om
pe

te
nc

e 
an

d 
cu

ltu
ra

l s
en

sit
iv

ity
 sc

or
es

 o
f t

he
 n

ur
se

s i
nc

re
as

ed
 si

gn
ifi

ca
nt

ly
.

Th
er

e 
w

as
 n

o 
co

nt
ro

l 
gr

ou
p.

Th
e 

sa
m

pl
e 

siz
e 

w
as

 
re

la
tiv

el
y 

sm
al

l.
Th

e 
fo

llo
w

-u
p 

pe
rio

d 
w

as
 sh

or
t, 

w
hi

ch
 li

m
ite

d 
th

e 
un

de
rs

ta
nd

in
g 

of
 th

e 
lo

ng
-t

er
m

 im
pa

ct
 o

f 
th

e 
in

te
rv

en
tio

n.

Ze
le

ke
 

(2
02

4)
 

[4
1]

Et
hi

op
ia

Q
ua

nt
ita

tiv
e

62
9 

nu
rs

es
N

o 
in

te
rv

en
tio

n 
or

 tr
ai

ni
ng

 
pr

ov
id

ed
.

Th
e 

st
ud

y 
ex

am
in

ed
 th

e 
le

ve
l 

of
 c

ul
tu

ra
l c

om
pe

te
nc

e 
an

d 
its

 a
ss

oc
ia

te
d 

fa
ct

or
s a

m
on

g 
nu

rs
es

.

N
/A

Th
e 

ov
er

al
l l

ev
el

 o
f c

ul
tu

ra
l c

om
pe

te
nc

e 
of

 th
e 

nu
rs

es
 w

as
 

m
od

er
at

e.
Pr

ed
ic

to
rs

 o
f h

ig
he

r c
ul

tu
ra

l c
om

pe
te

nc
e 

am
on

g 
th

e 
nu

rs
es

 
in

cl
ud

ed
 fe

m
al

e 
ge

nd
er

, 1
1–

20
 y

ea
rs

 o
f w

or
k 

ex
pe

rie
nc

e,
 c

ar
-

in
g 

fo
r c

ul
tu

ra
lly

 d
iv

er
se

 p
at

ie
nt

s, 
w

or
ki

ng
 in

 c
om

pr
eh

en
siv

e 
ho

sp
ita

ls,
 a

tt
en

di
ng

 c
ul

tu
ra

l t
ra

in
in

g,
 th

e 
pr

es
en

ce
 o

f f
ee

db
ac

k 
sy

st
em

s, 
lo

w
er

 n
ur

se
-t

o-
pa

tie
nt

 ra
tio

s (
1:

15
), 

an
d 

hi
gh

er
 e

du
ca

-
tio

na
l a

tt
ai

nm
en

t.
Th

e 
st

ud
y 

re
co

m
m

en
de

d 
cu

ltu
ra

l c
om

pe
te

nc
e 

tr
ai

ni
ng

.

Po
te

nt
ia

l f
or

 so
ci

al
 

de
sir

ab
ili

ty
 b

ia
s, 

sin
ce

 th
e 

da
ta

 w
er

e 
se

lf-
re

po
rt

ed
.

Cr
os

s-
se

ct
io

na
l d

es
ig

n 
lim

its
 c

au
sa

l i
nf

er
en

ce
.

*S
tu

di
es

 th
at

 im
pl

em
en

te
d 

so
m

e 
fo

rm
 o

f c
ul

tu
ra

l c
om

pe
te

nc
e 

tr
ai

ni
ng

N
/A

 –
 n

ot
 a

pp
lic

ab
le

 (n
o 

du
ra

tio
n 

fo
r i

nt
er

ve
nt

io
n,

 s
in

ce
 tr

ai
ni

ng
 w

as
 n

ot
 p

ro
vi

de
d)

Ta
bl

e 
2 

(c
on

tin
ue

d)
 



Page 14 of 20Bolarinwa and Nkansah BMC Health Services Research         (2025) 25:1589 

Cultural competence training
Although most of the studies included in this review 
recommended cultural competence training for health-
care professionals, only five of the 38 studies reported 

on providing cultural competence training or interven-
tion, with two studies each from Iran [37, 40] and Kenya 
[60, 61], and one from Thailand [54], three of these stud-
ies were conducted among nurses [40, 54, 60], whilst the 

Fig. 1  PRISMA 2020 Flow diagram [33]
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remaining two were conducted among healthcare work-
ers [37, 40], but the specific cadres of healthcare profes-
sionals involved were not provided (Table 2). Meanwhile, 
varied training approaches were used and outcome mea-
sures reported.

Training strategies
The five studies used various approaches in provid-
ing cultural competence training or intervention, which 
included a three-hour training workshop [40], a three-
day training programme [60]. Four 2-hour training ses-
sions spanning a period of four weeks, using a flipped 
classroom approach [37], and weekly case-based training 
sessions and simulations for three months, with boost-
ers during the fourth and fifth months [54]. One study 
did not provide details of the cultural competence train-
ing provided, including duration of training, although 
training outcomes were reported [61]. The trainings or 
interventions focused on improving cultural awareness, 
knowledge, skills, and empowerment [37]; communica-
tion, cultural awareness and sensitivity, and respect for 
family values in paediatric care [40]; communication, cul-
turally sensitive care, understanding and respecting cul-
tural beliefs and practices [61]; patient-centred maternal 
care and respect for cultural practices in maternity ser-
vices [60]; and communication, cultural beliefs and prac-
tices, and managing cross-cultural challenges [54].

Training outcomes
Whilst all five studies that provided some form of cultural 
competence training reported improvement in the cul-
tural competence of the healthcare professionals [37, 40, 
54, 60, 61]. Only three studies reported objective mea-
sures of the change in level of cultural competence before 
and after intervention [37, 40, 54]. For instance, among 
nurses working in a paediatric ward of Namazi Hospital 
in Iran, Zeidani et al. [40] found that both cultural com-
petence and cultural sensitivity improved significantly 
one month after the implementation of a cultural com-
petence training programme. Nonetheless, these studies 
did not investigate the impact of the cultural competence 
training on patient satisfaction or health outcomes, and 
patients’ perspectives were not included in the studies.

Meanwhile, two studies reported the impact of cultural 
competence training on patient satisfaction [60, 61], but 
none of these studies measured the impact of training on 
health outcomes. For instance, after training maternal 
healthcare workers on the integration of cultural com-
petence in maternity services in the Marakwet East Con-
stituency in Kenya, maternity clients reported enhanced 
service alignment with cultural expectations, increased 
trust in care providers, enhanced satisfaction with infor-
mation on delivery methods, and improved perceptions 
of delivery room quality and promptness of care [60], also 

the study reported that Cheboi et al. [60] reported a posi-
tive impact of the cultural competence training provided, 
some details of the study, including the actual number 
and categories of healthcare workers trained, were not 
provided. However, the number of patients used in the 
outcome assessments was indicated.

Main gaps identified
The analysis of the 38 included studies showed several 
recurring contextual and methodological limitations that 
constrain the applicability and generalizability of find-
ings on cultural competence and cultural competence 
training among healthcare professionals in LMICs. Many 
studies were conducted in one [37, 47, 59] or a few hos-
pitals [7, 34, 45], or specific units such as psychiatric [37] 
or paediatric [47, 49] units, limiting the extrapolation 
of findings to broader healthcare contexts. Besides, cul-
tural competence was frequently assessed using varied, 
sunstandardised self-administered questionnaires [6, 35, 
39, 53, 62, 64–66], raising concerns about social desir-
ability bias and the validity of the reported competencies. 
Additionally, the studies were predominantly conducted 
using cross-sectional designs, which restrict causal infer-
ence [38, 42, 55, 63]. Although some quasi-experimental 
or interventional studies were identified, most lacked 
long-term follow-up, making it difficult to evaluate the 
sustained impact of the interventions on the cultural 
competency of healthcare professionals or patient out-
comes [37, 40, 54, 60, 61]. Besides, patients’ perspectives, 
which are critical for assessing the cultural competence 
of healthcare professionals or to evaluate the real-world 
impact of cultural competence training programmes, 
were incorporated in only a few studies [6, 60].

Discussion
Across the included studies in this scoping review, the 
level of cultural competence reported was predominantly 
moderate, and the number of studies reporting low levels 
of cultural competence was higher than those reporting 
high levels. Several socio-demographic factors (e.g., edu-
cational attainment, age, and gender) and organisational 
or contextual factors (e.g., type of healthcare setting, and 
organisational support) were associated with cultural 
competence among the healthcare professionals. Whilst 
most of the included studies recommended training to 
promote cultural competence among the healthcare pro-
fessionals, only a few studies (5 out of 38) reported actual 
implementation through varied approaches, durations, 
and evaluation methods. Meanwhile, the reviewed stud-
ies showed consistent methodological and contextual 
limitations, including narrow study settings, overreli-
ance on self-reported data, use of cross-sectional designs, 
short follow-up periods, and limited inclusion of patients’ 
perspectives.
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In this review, the level of cultural competence 
reported across the included studies was predominantly 
moderate, with more studies reporting lower levels than 
higher levels of cultural competence. Whilst direct com-
parisons of cultural competence levels with previous 
studies in LMICs are not feasible due to inconsistent data 
measurement methods across the studies included in 
this scoping review, a previous review from high-income 
countries (Canada, USA, and Australia) also showed a 
lack of standardised measures for assessing cultural com-
petence [68]. This further limits meaningful compari-
son with the findings of the current study. Nonetheless, 
the current findings reinforce the view that, despite the 
growing recognition of cultural competence in health-
care education and practice, its practical implementa-
tion in patient care remains uneven and often limited [3, 
69, 70]. Meanwhile, moderate levels of cultural compe-
tence suggest that while some basic cultural awareness 
and sensitivity may exist, many healthcare professionals 
lack deeper cultural skills to provide optimal culturally 
appropriate care, particularly in diverse multicultural 
healthcare settings. Handtke [71] attributed the lim-
ited cultural competence of healthcare professionals to 
the lack of adequate systemic and behavioural changes 
required to promote high levels of cultural competence 
in many healthcare settings. Additionally, the higher fre-
quency of studies reporting low and moderate levels of 
cultural competence suggests persistent gaps in cultural 
competence intervention measures, including train-
ing, organisational support, and evaluation methods [3], 
highlighting the need for enhanced efforts and measures 
to improve cultural competence among healthcare pro-
fessionals in LMICs.

The current findings also showed varied individual and 
organisational or contextual factors associated with cul-
tural competence among healthcare professionals. At the 
individual level, educational attainment, years of profes-
sional experience, age, gender, marital status, and lan-
guage proficiency were associated with varying degrees 
of cultural competence. This highlights the importance of 
personal background and professional maturity in devel-
oping cultural competence among healthcare profession-
als [3, 41].

Several studies included in this scoping review identi-
fied a range of socio-demographic and organisational 
factors that influence cultural competence among health-
care professionals in LMICs. For instance, higher educa-
tional attainment was mostly associated with increased 
levels of cultural competence among the healthcare 
workers [41–43], potentially reflecting increased expo-
sure to diversity-related content during professional 
education [72]. Similarly, in concordance with findings 
from previous studies in the USA [73] and Lithuania [74], 
increased years of professional experience and increased 

age were largely associated with higher levels of cultural 
competence among the healthcare professionals. This 
may reflect the cumulative impact of interpersonal inter-
actions with people from diverse cultural backgrounds, 
clinical exposure, and reflective practice over time. Older 
and more experienced healthcare workers may possess 
greater empathy and intercultural awareness, and com-
munication skills, which could enhance their ability to 
deliver culturally competent care [75]. Besides, the find-
ings revealed that occupational roles and cross-cultural 
exposures influenced the cultural competence of the 
healthcare professionals. For instance, nurses and reha-
bilitation professionals demonstrated higher cultural 
competence than other professionals, such as physicians 
[71], plausibly due to their frequent exposure and direct 
interactions with diverse patients.

Further, in support of a previous systematic scoping 
review [1], the current findings showed that organisa-
tional and contextual factors such as the type of health-
care setting, presence of organisational feedback systems 
on cultural competence, nurse-to-patient ratios, organ-
isational support, and having received or attended cul-
tural competence training were significantly associated 
with cultural competence among the healthcare pro-
fessionals. For example, healthcare professionals who 
receive formal training in cultural competence demon-
strate a higher level of cultural competent care, empha-
sising the importance of training in promoting cultural 
competence among healthcare professionals [76]. These 
findings highlight the need for a holistic or systems-level 
approach that integrates individual, professional, and 
organisational dimensions to design and implement sus-
tainable cultural competence intervention programmes 
in healthcare in LMICs.

Although cultural competence training was widely 
recommended across the studies reviewed, only a few 
reported actual implementation, among these studies, 
training was delivered using varied approaches, with con-
siderable variations in duration, content, and evaluation 
methods. For instance, Sarvarizadeh et al. [37] employed 
a flipped classroom method to foster critical cultural 
competencies among psychiatric nurses, while Zeidani et 
al. [40] used training workshops to enhance cultural com-
petence and sensitivity among paediatric nurses. Mean-
while, Bunjitpimol et al. [54] implemented a case-based 
learning method to improve cultural competence among 
nurses in private hospitals in Thailand. The current study 
supports findings from a previous scoping review, which 
found significant variations in cultural competence train-
ing approaches and evaluation methods, with only a few 
studies using validated tools [76]. The increased het-
erogeneity of the studies limits comparison and impact 
assessment, as well as the generalizability of their find-
ings [20].
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Meanwhile, although the studies that implemented 
cultural competence training or interventions suggested 
positive outcomes [37, 40, 54, 60, 61], the reported evi-
dences were largely limited. For instance, while Musembi 
and Affey [61] reported improvement in patient satisfac-
tion and health outcomes following cultural competence 
training, and Cheboi et al. [60] found increased satis-
faction with maternity services among women in rural 
Kenya following a cultural competence intervention, 
both studies lacked longitudinal follow-up to determine 
whether these benefits persisted. Diverse intervention 
and outcome measurement approaches, and a lack of 
standardised evaluation methods, often make it difficult 
to assess the effectiveness of cultural competence inter-
vention measures or replicate a successful model in other 
settings [20, 77, 78]. Besides, Coronado [79] argued that 
the conceptual differences in cultural competence train-
ing, ranging from knowledge-focused to attitude- and 
skill-based intervention programmes, often result in 
inconsistent evaluation design and outcome measures, 
thereby weakening the overall evidence. These findings 
underscore the need for more rigorous, theory-informed 
intervention strategies that incorporate validated tools 
and long-term follow-ups to evaluate the impact of cul-
tural competence training or intervention programmes, 
especially in healthcare settings in LMICs.

Further, the findings of this review highlight signifi-
cant methodological and contextual limitations, which 
collectively affect the applicability and generalisabil-
ity of the current evidence on cultural competence and 
cultural competence training of healthcare profession-
als in LMICs. For instance, aside from the limited scope 
or settings across the studies [34, 37, 47, 49, 59]Many 
studies were conducted using varied, sunstandardised 
self-administered questionnaires [59, 62, 64], supporting 
concerns about cultural competence measurement reli-
ability highlighted in previous studies [78, 80]. Also, the 
predominance of cross-sectional designs and limited lon-
gitudinal follow-ups restricts causal inference and hin-
ders the assessment of the long-term impact of training 
on cultural competence and health outcomes [40, 60]. 
Whilst previous studies advocated for a participatory 
approach in cultural competence research [70, 77]The 
current findings show that patients’ perspectives were 
seldom incorporated into the cultural competence stud-
ies. These gaps underscore the need for more rigorous 
and patient-inclusive study approaches to promote cul-
turally responsive healthcare in LMICs.

Practical implications
The findings of this scoping review offer several insights 
for improving the cultural competence of healthcare 
professionals, particularly in LMICs. First, considering 
that the majority of studies reported moderate levels of 

cultural competence, with a higher number reporting 
low levels than high, the current evidence provides fur-
ther support for the need for interventions to improve 
cultural competence among healthcare professionals 
in LMICs. Aside from enhancing the curriculum and 
teaching of cultural competence at healthcare training 
institutions, there is a need for healthcare facilities in 
LMICs to prioritise the integration of cultural compe-
tence training into the continuous professional develop-
ment programmes of all clinical staff. Second, although 
only a few of the studies reviewed implemented cultural 
competence training, the reported outcomes were gener-
ally positive. Therefore, to maximise the impact of these 
interventions, there is a need for more rigorous, theory-
based, and context-specific cultural competence training 
programmes for healthcare professionals in LMICs, with 
longitudinal approaches to evaluate impact. For example, 
incorporating interactive training methods such as com-
munity-based learning and engagement, role-play, and 
case-based learning methods could enhance retention 
and practical application of cultural competence in clini-
cal practice.

Additionally, the current study revealed several socio-
demographic and organisational or contextual factors 
that impact the cultural competence of healthcare pro-
fessionals in LMICs. These factors need to be considered 
when designing and implementing cultural competence 
intervention programmes. Further, to sustain improve-
ment in cultural competence and hold healthcare insti-
tutions accountable, governments and policymakers 
should establish mandatory feedback, monitoring and 
evaluation systems for cultural competence in healthcare 
institutions. Finally, future intervention studies should 
incorporate patients’ perspectives in both the design and 
evaluation stages of cultural competence intervention 
programmes in healthcare settings. Enhancing cultural 
competence integration in healthcare delivery through 
training of healthcare professionals, healthcare systems 
in LMICs can improve in the provision of equitable and 
patient-centred healthcare, promoting patients’ satisfac-
tion and improving health outcomes.

Strengths and limitations
This study used comprehensive search strategies to iden-
tify publications on cultural competence in LMICs across 
various electronic databases, reference lists, and grey lit-
erature. Thus, the review provides a comprehensive syn-
thesis of existing literature on cultural competence and 
cultural competence training of healthcare professionals 
across diverse backgrounds in LMICs. Nonetheless, the 
study has some limitations. First, the studies used varied 
measurement approaches in determining the level of cul-
tural competence. Therefore, the reported levels of cul-
tural competence could be influenced by limitations in 
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measure tool or publication biases. Second, only 5 out 
of the 38 studies reviewed implemented cultural com-
petence training. This limits the ability to generalise 
the findings on the effectiveness of the cultural compe-
tence training or intervention programmes. Besides, the 
variability in training content, duration, and evaluation 
methods further hinders cross-study comparisons. Addi-
tionally, most studies did not incorporate patients’ per-
spectives, and there were no longitudinal follow-ups in 
assessing impact, which limits the understanding of the 
actual outcomes of these interventions. Also, the cur-
rent review relied mainly on studies published in English, 
potentially excluding important studies on cultural com-
petence in LMICs that were published in other languages 
and thereby narrowing the scope of the current evidence. 
Further, the search strategy was limited to selected data-
bases and grey literature sources, which could potentially 
omit unpublished and institution-specific studies that 
are not indexed. Finally, although the omission of a for-
mal quality appraisal aligns with scoping review meth-
odology, it limits the ability to assess the robustness of 
the evidence presented in the included studies. There-
fore, future reviews should consider integrating a quality 
assessment component to evaluate the methodological 
rigour of included studies to better inform policy. Also, 
including stakeholder consultations, such as interviews 
with healthcare managers, policy makers, and educa-
tors in LMICs, should be considered in future studies to 
provide deeper insight into context-specific factors that 
influence cultural competence training in LMICs.

Conclusions and recommendations
This review highlights a critical gap between the recogni-
tion of cultural competence as a key component of qual-
ity healthcare and its integration in healthcare delivery 
in LMICs. To address this gap, there is a need for policy 
reforms and training strategies that embed cultural com-
petence into the development of healthcare professionals 
in LMICs. Given the moderate to low levels of cultural 
competence reported in this review, healthcare manag-
ers and policy makers should prioritise the implemen-
tation of cultural competence training interventions for 
healthcare workers. These training programmes should 
consider the socio-demographic and organisational fac-
tors influencing cultural competence, such as education, 
professional experience, language proficiency, and insti-
tutional support. Other practical measures to enhance 
cultural competence among the healthcare professionals 
include fostering inclusive workplace cultures, promot-
ing multilingual communication, and ensuring equitable 
staff-to-patient ratios. Although few studies implemented 
cultural competence training interventions, their gener-
ally positive outcomes despite limited evaluation peri-
ods and lack of patients’ perspectives, underscores the 

potential of well-designed training programmes. There-
fore, developing and implementing more effective, inclu-
sive, and contextually appropriate cultural competence 
training programmes for healthcare workers in LMICs 
could contribute significantly towards enhancing the 
cultural competence skills of these workers, improving 
healthcare delivery, and enhancing patient outcomes and 
satisfaction.
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