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Multiple practicing nurses have suggested increased cultural competency training to
better care for diverse populations. Koutas and Raftopoulous’(2016) intervention to provide
nurses in Cyprus aimed to study their levels of cultural competency. As mentioned in an earlier
section, Koutas and Raftopolous presented the Papadopoulos et al. model in various stages where
nurses were asked to examine their own biases, have conversations about stereotypes and biases
that they hold against common minority groups, and to work on building interpersonal
relationships with patients whose first language was not Greek.

At the end of the intervention, a survey was given to obtain feedback from the nurses,
which included community nurses (48.9%), home nurses (21.7), mental health center nurses
(25%), and nurses from rural centers (4.3). Of course, this was not a random, controlled
experiment, however, the feedback is still valuable. 22.8% of the community nurses stated that
the workshop helped them while 54.8% was considerably helped, 20.6% reported it slightly
helped, and 1.8% reported that it did not help them at all.

The community nurses were then asked why some may not want to learn about other
cultures and the answers were: a) not being interested in learning about other cultures, b) never
taught about other cultures, c) did not have a colleague from another culture. However, overall,
the participants did report the necessity to participate in similar workshops again to improve
transcultural health care. Some improvements to sessions offered by Koutas and Raftopouous
were: 1) avoid required attendance as it would lead to superficial participation or resistance. It
would be more beneficial to approach it as training that would benefit all patients and the
community as a whole, 2) allow adequate time away from the intense work environment so that
the nurses can engage fully in the training, 3) provide a clear framework on how to deliver

cultural competency training, 4) factual knowledge, habits, and customs of diverse groups may
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be accepted, but “challenging ethnocentric beliefs, practices, and unwitting prejudice” is
necessary, 5) pre- and post-training assessment would provide information on the existing levels
of cultural competence, the effectiveness of the training, and a measure of progress, 6) training
programs should be thoroughly evaluated and shared with others (Koutas and Raftopoulous,
2016).

Concerning the lesbian, gay, bisexual, transgender, and queer/questioning (LGBTQ)
community, the nursing programs in the United States dedicate an average of 2.13 hours of
formal content regarding their health, which further exacerbates the health disparities that exist
within this community that accounts for 3.5% of the population (as cited in Kuzma et al., 2019).
To address this, Kuzma et al. piloted a project with LGBTQ-identifying standardized patients to
create valuable clinical experiences for nursing students as LGBTQ content was presented in
course readings, lectures, or simulations with high-fidelity mannequins or standardized patients
identifying as gay men. The project included six standardized patients ranging in age, gender,
and sexuality who were instructed to memorize a case for the nursing students to practice their
assessment and interview skills in a safe environment.

From this project, the students were asked to self-evaluate their experience with the
project. Five main themes emerged from student responses: 1) skill development, clinical
environment, 3) LGBTQ experience, 4) debriefing, and 5) cultural humility and assumptions.
Students that they were “not prepared for the patient to state he is trans-identity individual...and
my response reflected so” or that they were “challenged by [their] lack of exposure to patients of
transgender background. There was so much [they] did not know related to gender reassignment
therapy and surgeries, and I felt ignorant for not knowing these things”. However, upon

debriefing and reflecting on their experience with standardized patients, students felt that the
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experience was worthwhile because they were allowed to practice interacting with patients from
the LGBTQ community when education about this community was mainly in the form of
lectures. It also allowed students to grow in their process of becoming culturally humble since.
One student stated that “learning to ask the tough questions and to admit when I don’t know
something will be beneficial not only can strengthen the provider-patient relationship and
empower the patient to be more involved in their care”.

It was suggested that similar standardized patient experience should be added to the
curriculum for nursing students as it identified areas for students to improve despite topics being
covered in class. For example, some students avoided conversations about the transgender
patient’s experiences with transitioning or gender-affirming therapies or procedures (Kuzma et
al., 2019). It provided the nursing students with an enriching training experience that can be
applied to the professional experience as they were allowed to make mistakes in a safe
environment where feedback was provided.

Although cultural competency training is available to nursing students, many nursing
professionals have relied on informal experiences to treat patients. This suggests that it is even
more crucial to provide explicit cultural competency training for student nurses so that they are
more prepared in the work environment.

A study using Camphina-Bacote’s model of cultural competence compared the levels of
cultural competency between undergraduate and graduate nursing students (Mareno & Hart,
2014). 1t was found that undergraduate nurses had statistically significant lower levels of cultural
knowledge when compared to their graduate counterparts. Levels of cultural awareness, skills,
and comfort when interacting with patients were also lower than graduate nurses, but these

results were not statistically significant. This supports that further education can improve cultural
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knowledge of nurses, but does not necessarily indicate higher levels of awareness, skills, and
comfort when interacting with patients.

Both undergraduate and graduate-degree nurses reported not actively seeking to continue
their cultural competency training despite having many online resources (as cited in Mareno &
Hart, 2014). This further emphasizes the need for nursing faculty to incorporate and integrate
cultural knowledge in the nursing program as students may not seek to improve their cultural
competency after graduation or feel unprepared when encountering patients of different
backgrounds.

When nursing graduates report that there is a lack of motivation or incentive to continue
their education in cultural competency, this speaks to a greater need for nursing schools to focus
on providing nursing students with the necessary tools to treat patients of all backgrounds. It
suggests that the models alone are not adequate in the teaching of cultural competency, but it
should be paired with theoretical and clinical approaches. Most models do not outline a lesson
plan that could be implemented for nursing instructors, but some have reported suggestions to
improve how schools teach cultural competency.

With this, | decided that most of the models that outline how to be a culturally competent
nurse would have been too difficult to outline a course that accomplished all aspects of cultural
competencies, such as awareness, knowledge, sensitivity, and all the factors of a patient. Thus, |
have generated my own understanding of what cultural competency is with the Culturally

Connected Model of Care.
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The Culturally Connected Model of Care

Several models of providing culturally competent care exist to outline how a health care
provider should care for a more diverse population with efforts to reduce the health disparities
that exist within communities. Some models are specific to nursing professionals while others
can be applied to any profession. This shows that there is a need for culturally congruent care
and treatment of others in any context.

Many models emphasized the characteristics of a culturally competent nurse, such as
being culturally aware, knowledgeable, and sensitive. In addition, there was an emphasis on
factors that had to be considered when treating patients, including religion, gender, race, and age.
Some provided a connection between the nursing practice and patient by explaining how cultural
and social structure influences the patients’ decisions and how those decisions influence the
approach the nurses take when caring for patients.

| have realized, however, that a majority of the cultural competency models that | have
examined did not include the nurses’ own life experiences and beliefs. The Culturally Connected
Model of Care (Appendix 9) recognizes that both the patient and nurse are actively participating
in the care given and that each party brings their own experiences and biases. This model
recognizes that a person’s culture is dynamic and not static. It is up to the nurse, however, to be
aware of their implicit biases when treating patients and demonstrate cultural humility. If the
nurse is unable to be aware of their own biases, then cultural imposition may occur, which will

further damage the relationship between the nurse and patient, resulting in sub-optimal care.
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Assumptions of the Models

The model operates on the following assumptions:

1. The characteristics, values, beliefs, and traditions of a person are constantly evolving and
never static

2. Being aware of one’s biases requires frequent reflection

3. Different cultures understand, interpret, and practice care in different ways, but there are
similarities between cultures

4. People do not always abide by their ascribed statuses

5. The ability to be culturally humble is required when delivering culturally competent care

6. Delivering culturally competent care will help reduce health care disparities

7. Patients who receive care that does not align with their personal beliefs or practices will
experience negative health outcomes, such as stress or non-compliance to the medical

treatment plan

Defining the Model

The Culturally Connected model acknowledges that the nurse and the patient both have
different backgrounds and experiences that have shaped how each one perceives care. These
include traditional factors, like race, ethnicity, gender, religion, and socioeconomic status, but
have expanded to encompass education, biology and genetics, environment, occupation, age,
sexuality, and more. This expanded list emphasizes the distinct background people have that
cannot be fully understood despite efforts of developing an inclusive care plan. With these
factors, it important to recognize that these beliefs, values, and experiences are dynamic,

possibly even on a day-by-day basis. Opinions may shift due to new life experiences that cannot
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be predicted, and that is acceptable and should be considered a fact of life. This applies to both

the patient and the nurse.

One distinction between the nurse and the patient is the nurses’ awareness of their own
biases, both implicit and explicit. This allows the nurse to exhibit and practice cultural humility.
If successful, the patient will trust the providing team and adhere to the treatment plan. Together,
the nurse can provide quality care and the patient will receive quality care. There should always
be a stride toward providing a positive health care experience that results in quality care to
increase positive health outcomes. Thus, when nurses can demonstrate cultural humility toward
the patient, the patient will, in return, show the nurses' trust. This allows the patient to be open

about their thoughts and concerns to the nurse and providing team.

An important aspect of cultural humility is the fact that nurses have to understand care
from the patient’s perspective. This is so they understand the reasoning behind the differences or
fears that may arise throughout the patients’ experiences. Cooperation between the nurse and the
patient creates a cohesive team with the common goal of healing the patient and preventing
future diseases. The increased quality of care will help reduce the health care disparities that
exist and can be applied to the larger communities as trust toward the health care profession will
increase. This allows for positive outcomes such as increased clinical visits from the community,
more patient satisfaction toward the care given, and improved health statuses for vulnerable

populations.

Implementing the Model

Outlining a perfect and comprehensive course on how cultural competency should be

taught is a challenge itself. Teaching nurses about the signs, symptoms, and treatments of
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diseases and how to perform clinical tasks while trying to incorporate aspects of caring and
cultural respect requires a balance. It is important to acknowledge that learning about the body is
more than learning about the anatomical parts and functions. It is important to know the person
and approach care holistically. Patients bring their whole life to the clinic, and this life should be

considered when caring for them.

Short-term interventions to teach nurses about how to be culturally competent have been
proven to be effective, but there is limited research on the effects in the long-term. Those short-
term interventions include a few days dedicated to learning about what it means to be culturally
competent. Teaching cultural competence should not be dedicated to just one or two full days,
but rather it should be treated as a continual process and incorporated into the curriculum with a
variety of learning experiences. Experienced nurses have expressed that holding seminars with
guest speakers of different backgrounds would be useful when presenting on what the majority
of one culture may believe (Kouta & Raftopoulous, 2016). It would provide an environment
where students can ask questions about that culture in a safe learning environment. However, this
can be detrimental as one person cannot speak for the entire culture. It may lead to stereotypes
and false assumptions about a person if the nursing students encounter a patient who does not
practice the culture. Regardless, this format would be beneficial for students as it would present
health care from a different perspective, as long as it is clear that some people may not follow the

beliefs of a culture.

Teaching cultural humility through literature is a teaching technique that would create
lasting impressions for nursing students. Literature can form engaging conversations and evoke
feelings of motivation to do better. Literature portrays instructional text in a humanistic way so

that the students are engaged not only by science but emotionally as well (Clark et al., 2000).
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Reading literature will allow students to view care from the perspective of the patient and
develop a passion to fight against injustices that exist. Reading allows students to discuss the
theoretical approaches to care, what they would have done instead, or what practice they would
carry on while they are caring for patients themselves. Clark et al. (2000) suggested The Spirit
Catches You and You Fall Down by Anne Fadiman, Yes is Better Than No by Byrd Baylor, and
The Tortilla Curtain by T.C. Boyle. Although nurses are not at the forefront of these novels, the
cultural impacts of each novel would still be beneficial for nursing students as they can
understand healthcare through the patients’ perspective. This would further enhance their ability

to become a more culturally humble nurse.

As discussed previously with the LGBTQ community, practicing clinical skills with live
patients from different communities would be beneficial as it allows students to fully assess how
skilled and how comfortable they truly are when interacting with patients from different
backgrounds. Like having guest speakers, the practice clinical setting will provide the nursing
students with a safe space to practice understanding patients different from them, a space to
make mistakes, and a space to ask questions. This aligns with developing cultural humility in
nursing students because there is an opportunity for them to acknowledge that they will not know
everything about a culture and will have to learn from the patient. It can be a humbling

experience.

One last intervention for nursing students would be to involve them in community
outreach programs or service-learning projects. Service-learning complements academic goals
while providing context for understanding life, so that civic responsibility and duty is developed
(Adegbola, 2013). Nursing students are taught to appreciate others and develop a desire to serve

those in their surrounding communities. One key component of service-learning is the act of
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reflection. In a survey of 98 nursing students, a majority reported that reflective practices helped
them apply theoretical lessons into practice as well as allowed them to look at clinical situations
from different perspectives (Caldwell & Grobbel, 2013). It also allowed the nursing students to
identify their areas of strength and weakness and reflect on what they can do to improve their

care for patients.

With reflection, there is an additional benefit of relieving emotional stress that nursing
students may encounter during clinical examinations. A student stated that they “absorbed her
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[patients’] emotional trauma ‘like a sponge’”. The chance to reflect on allowed the nursing
student to release some of that emotional trauma that was stored inside (Rees (2012) as cited in
Caldwell & Grobbel, 2013). It allows students to better understand patients’ responses and think

of solutions to better approach emotionally-heavy topics.

In terms of the Culturally Connected Model of Care, these methods would allow nursing
students to continuously develop their ability to be culturally humble. It is not enough to simply
know a culture, it is, however, enough to understand and know a person based on their
experiences and develop a meaningful relationship that allows for the opportunity to provide

quality care.

This model, of course, is not perfect. It does not consider how to measure the cultural
humility of a person. How does one measure cultural competency? It is often by providing
surveys to nurses and asking them to rate their perception of how culturally competent they are.
One flaw when evaluating the cultural competency of nursing students is the fact that most of the
evaluations were self-reported. This is critical as some may report themselves as being more or

less culturally competent than they are.
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This is still an area that requires further development. A possibility would be to ask
patients to evaluate the care given to them by the nurses, but this may be last on their priority list
following a medical examination. Nursing instructors may have exhibit biases toward their
nursing students as there is a prior relationship. For future evaluations, objective analyses have to
be provided by third-party evaluators to determine cultural competencies in efforts to reduce all

biases that exist.

This is an important aspect of the Culturally Connected Model of Care. It calls on nurses
to constantly self-respect on their own experiences to see how those have defined who they are
as people. It allows nurses to recognize when they might have not given someone quality care or
judged someone implicitly based on certain factors. These can manifest in verbal and nonverbal

communication.

Although this model of care is generally for nursing professionals, this model can be used
for any professional setting. Everyone needs to realize that they hold implicit biases towards
people, but they have to work on acknowledging those implicit biases explicit. When interacting
with those from different backgrounds, it is not right to assume that we know everything about
their culture. Instead, we have to demonstrate humility and willingness to learn about each other.

That is how one develops trust.

Applying this model to an actual learning space is still required to test its efficacy. With
this model, there is hope that the curriculum will last throughout the nursing students’ career.
They would be given tools on how to reflect upon their actions and how their opinions and
values have evolved over time. Although formal education may have ended for the nursing
students, this model will allow them to continue learning about different cultures through the

eyes of their patients.
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Nevertheless, the Culturally Connected Model of Care aims to simplify yet enhance the
nursing students’ experience of learning about cultural competency. It does not focus on specific
skill sets that a nurse should have nor does it focus on the endless factors a nurse should consider
in their patients. Rather, it focuses on the importance of self-reflection and a demonstration of
cultural humility to better serve the patient population. In return, trust and rapport are built, and
together, cultural humility and trust can result in improved quality of care. This improved quality
of care will transcend into larger communities with hopes of reducing the health care disparities

that exist so that all patients, regardless of background, will receive optimal care.
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Future of Nursing

So, what does this mean for the future of nursing?

With the population of the United States rapidly becoming more diverse, there is a
stronger need to ensure that quality care is given to each of these patients. Many vulnerable
communities have been left out of quality care, due to limited access to resources or because

there is little trust in the healthcare system.

It is up to the nurses, the ones who interact with the patients the most, to reestablish a
system of care. Caring for someone in a clinical setting does not mean caring for just the body
and the diseases they present with, it means caring for the whole person. Unfortunately, nursing
students may feel unprepared or not qualified enough to take care of someone different from
themselves. It is incredibly overwhelming to learn everything about how race, ethnicity, gender,
age, environment, socioeconomic status and the effects on the care given to a person. However,

this does not mean it should be ignored, or only superficial information

about each culture should be taught. Some nurses may argue that they do not see ethnicity or age
or socioeconomic status when treating patients and view them just as a person. Yet, a person’s

background greatly defines their medical history and how they perceive care moving forward.

Instead, nursing programs should allow nursing students to learn about and understand
multiple cultures while maintaining the mindset that not everything can be known about a
culture. This allows nursing students to approach care with humility and provides them with an

opportunity to learn from the patients, resulting in trust between the nurse and the patient.

However, the patient is not the only one who should be considered in the process of

giving care. The nurse should be considered as well. Nurses bring their own set of life
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experiences, values, beliefs, and traditions, and these will greatly influence how one will deliver
care. If a nurse is ignorant of their own beliefs while ignoring the beliefs of others, risks of
cultural imposition, increased health disparities, and increased negative health outcomes will be
the resulting products. Nurses will unconsciously discriminate or think less of a person because
they hold implicit biases against a culture. Thus, nurses need to constantly practice self-reflection
on their values, traditions, beliefs, and actions so that they can provide optimal care for every

patient.

While America’s history with medicine was not exemplary show of just, ethical, and
equal treatment, it provided a foundation of how treatments of patients should be. We need to
encourage nursing professionals to care for the whole body and whole person so that we do not
return to how we have treated vulnerable communities in the past. The future of healthcare and
equal treatment rests on the hands of nursing professionals, and to ensure that they are prepared

to treat anyone, we have to ensure they are prepared as nursing students.



Appendix:

1. Leininger’s Transcultural Nursing Sunrise Model (Adapted from Gonzalo, 2019)
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Culturally Competent Model of Care (Adapted from Campinha-Bacote, 2002)
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3. Model for the Development of Culturally Competent Health Practitioners (Adapted from

Papadopoulos et al., 2016)

THE PAPADOPOULOS MODEL FOR DEVELOPING CULTURALLY
COMPETENT AND COMPASSIONATE HEALTHCARE
PROFESSIONALS
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4. 3-Dimensional Puzzle Model of Culturally Congruent Care (Adapted from Schim et al.,

2007)
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5. Transcultural Assessment Model (Adapted from Giger & Davidhizar, 2002)
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6. Purnell Model for Cultural Competence (Adapted from Purnell, 2002)







9. Culturally Connected Model of Care
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