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Background. Nurses are primary caregivers and have a key role in providing care in a culturally diverse healthcare system, such as in 
South Africa (SA). Nurses need cultural competence in the management of patients within this cultural context. A healthcare system 
staffed by a culturally competent workforce can provide high-quality care to diverse population groups, contributing to the elimination 
of health disparities.
Objective. To describe the self-rated levels of cultural competence of nurses working in critical care settings in a selected public 
hospital in SA.
Methods. A quantitative descriptive survey was conducted with nurses from eight critical care units in a selected public hospital in 
KwaZulu-Natal, using the Inventory to Access the Process of Cultural Competency - Revised (IAPCC-R) cultural competence questionnaire. 
Results. Nearly three quarters of the critical care nurses scored highest in the cultural awareness range of the cultural competence scale, 
with nurses from non-English-speaking backgrounds scoring significantly higher in cultural competence than English-speaking nurses.
Conclusion. In addressing the many faces of cultural diversity, healthcare professionals must realise that these faces share a common 
vision: to obtain quality healthcare services that are culturally responsive and culturally relevant to the specific cultural group.
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The growing interest in culture and healthcare dates 
back to the days of Florence Nightingale, who touched 
on the concept of transcultural nursing in the 19th 
century when advising British nurses working in India 
to take into the account the cultural background of 

their patients. In the 1950s, transcultural nursing was introduced 
as a formal area of study and practice for nurses striving towards 
providing optimal and culturally appropriate care for patients.[1]

Everyone has a culture, and to provide culturally appropriate care, a 
nurse must understand his or her own culture and that of the nursing 
profession. Values such as caring, empathy, truthfulness, promoting 
health and autonomy, and respecting patients’ choices influence 
how a nurse interacts with patients.[2] Caring for patients from diverse 
backgrounds is a daily reality for nurses who are expected to provide 
care that is both clinically safe and culturally sensitive.[3] Hence, 
healthcare professionals are faced with the challenge of providing 
culturally competent healthcare. 

Cultural competence refers to the knowledge and skills nurses 
should possess in order to care for patients from a cultural background 
different from their own.[4] Cultural competence in nursing refers to 
the ability to take into account people’s cultural beliefs, behaviours 
and needs in order to provide efficient healthcare, and is not merely 
a skill but a process.[5] Cultural competence begins with an awareness 
of one’s own cultural beliefs and practices, with the recognition that 
people from other cultures may not share these. To provide culturally 
competent care, healthcare professionals must be willing and able to 
provide family- and patient-centred care by adjusting their attitudes 
and behaviours to the needs of diverse patient groups.[6] 

Healthcare professionals who lack cultural competence may 
be putting patients at risk for delays in treatment, inappropriate 

diagnosis, non-compliance with healthcare regimens, and even 
death of patients. Although healthcare professionals may not see 
themselves as overtly racist or neglectful, they could be missing 
pertinent healthcare findings due to ‘cultural blindness’.[7] A culturally 
competent nurse should assess each patient individually and not 
make assumptions about a patient’s beliefs and health practices. 
In addition, a culturally competent nurse must develop cultural 
sensitivity that involves being aware and utilising knowledge relating 
to culture, gender or sexual orientation.[8] Andrews and Boyle[9] stated 
that people subconsciously tend to view other people by using 
their own customs as standards for judgement, with low levels of 
knowledge of other cultures and an unquestioning belief in the 
superiority of one’s own culture.

Cultural competence can be achieved in nurse education by 
developing a taxonomy that includes five areas: cultural awareness, 
cultural knowledge, cultural understanding, cultural sensitivity and 
cultural competence.[8] Wittig[10] stated that nursing students will be 
able to identify some beliefs and practices used to care for individuals 
of a different culture if nursing programmes are teaching and 
implementing culturally competent care practices in their curriculum. 
Nursing students need to learn cultural competency concerning the 
population they work with, and although a knowledge of all cultural 
groups is not practical, students should learn to appreciate diversity, 
avoid prejudice and provide culturally sensitive care to patients.

Medical and nursing practice has two components: firstly, it 
involves scientific skills in physiology, pharmacology and surgery; 
and secondly, it involves social and cultural skills. Patients should 
not be viewed as mobile biochemical assemblies. Yet one of the 
most striking aspects of modern medicine is not just its rapidly 
increasing technological sophistication, but the fact that healthcare 



2    SAJCC   Month 20XX, Vol. XX, No. X

professionals have come to evaluate themselves, and define their 
activities, primarily in technical terms. Everyday healthcare comprises 
both social and technical procedures. If healthcare professionals’ 
social and cultural skills do not match their technical skills, their 
therapeutic effectiveness will be impaired.[11]

Critical care nurses (CCNs) are often advocates and executors of 
patient care in the critical care setting, a setting which is usually 
characterised as a technological advancement. It is in this clinical 
setting that the practices of tradition provide some sense of hope 
and comfort for both the patient and family, therefore planned 
care must be congruent with the patient’s values and belief system. 
South Africa (SA) has diverse traditions and practices. The goal of 
CCNs is to provide the best possible care for their patients, therefore 
CCNs need to understand the cultural differences that may cause 
conflict, potentially compromising outcomes, and should familiarise 
themselves with cultural traditions specific to the SA population. 
Flowers[12] noted with concern that during resuscitative attempts on 
patients, family members are often excluded even though certain 
cultures have a strong sense of family. Lack of cultural awareness 
and inability to provide culturally competent care can lead to 
conflict, increased levels of anxiety, and stress among both nurses, 
patients and patients’ relatives.

This study focused specifically on the practices of CCNs in the 
province of KwaZulu-Natal, where cultural diversity demands 
healthcare professionals to take cognizance of a patient’s traditional 
beliefs on illness and healing.

Models of  cultural competence
According to Leininger and McFarland,[13] care and culture are 
inextricably intertwined, and transcultural nursing focuses on the 
understanding of health-illness practices, beliefs and values from 
within patients’ cultural groups. According to Leininger,[14] knowledge 
of meanings and practices of diverse cultures is vital to guide nursing 
decisions and actions in providing culturally congruent care. .Care is 
seen as the essence of nursing, and the central dominant unifying focus 
of nursing. Culture care would provide a distinctive feature by which 
to know, interpret and explain nursing as a discipline and profession. 
It is important to provide knowledge on transcultural constructs and 
practices in order to provide culturally congruent care to people of 
different or similar cultures, so as to maintain or regain their wellbeing 
and health, or help them to face death in a culturally appropriate way.

Models of cultural competency (Andrews and Boyles, 2002; 
Campinha-Bacote, 1999, 2002, 2005, 2008; Leininger, 1982, 2002; 

Purnell, 2002; Ramsden, 1992) have been criticised for referring 
to cultural groups in terms of ethnicity, resulting in a ‘narrow, 
essentialist and limiting’ view of culture, as opposed to the more fluid 
constructionist view. Constructionists define patients and clients as 
the ‘other’ in opposition to the ‘non-other’ society and caregiver.  [15] 
This is evident in Leininger’s theory of cultural care diversity and 
universality in caring for the culturally different, which epitomises this 
discourse.[15] 

The Culturally Competent Model of Care designed by Campinha-
Bacote[4] is a cultural competence model that incorporates elements 
from all of the above models. The model comprises five components of 
a nurse-patient relationship in a cultural context (Table 1). The Inventory 
for Assessing the Process of Cultural Competence - Revised (IAPCC-R) 
is a self-assessment tool developed in 2002 to measure cultural 
competence in healthcare delivery using the Culturally Competent 
Model of Care as the framework.[4] The tool has been used to assess 
cultural competence in a variety of healthcare professionals, and has 
been studied in the USA and internationally with internal consistency 
reliability statistics ranging from 0.65 to 0.9.[16]

Objective
To describe the self-rated levels of cultural competence of CCNs 
working in critical care units (CCUs) in a public hospital in SA. 

Methods
A quantitative survey of 168 registered nurses working in eight 
CCUs in a public hospital in KwaZulu-Natal was conducted using a 
questionnaire and the IAPCC-R tool to measure self-rated cultural 
competence. Stratified quota sampling from each CCU at the 
selected hospital was conducted. 

The IAPCC-R tool has 25 items and uses a four-point Likert scale, 
measuring five cultural constructs (Table 1). In the original tool, five of 
the items (numbers 1, 3, 11, 17 and 21) were inverted, but these items 
were reworded to ensure all scoring was in the same direction for the 
current study. The levels of cultural competence were calculated for 
the different constructs and the overall tool. The results can range 
from 25 to 100 points, with a higher score correlating with a higher 
level of cultural competence. In addition, the score was classified 
as culturally incompetent (25 - 50 points), culturally aware (51 - 74 
points), culturally competent (75 - 90 points) and culturally proficient 
(91 - 100 points). All data were analysed using IBM SPSS version 21.0 
software (IBM SPSS Inc, USA) and significance was set as p<0.05. 
Incomplete surveys were addressed in two ways: Participant ratings 

Table 1. Component of culturally competent care[4]

Cultural construct Definition

Cultural desire The nurse must be motivated to become involved in the process of becoming culturally competent.

Cultural awareness The nurse becomes sensitive to the values, beliefs, lifestyles and practices of the patient and identifies 
his/her own values, biases and prejudices.

Cultural knowledge The nurse seeks information about other cultures and different worldviews, and how these views impact 
a patient’s health.

Cultural skills The nurse collects relevant cultural data regarding the patient’s presenting problem and accurately 
performs a culturally based physical assessment. 

Cultural encounters The nurse is involved in face-to-face encounters with patients from diverse cultures. Directly interacting 
with clients from diverse cultural groups will refine or modify one’s existing beliefs about a cultural 
group and will prevent possible stereotyping that may have occurred.
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were dropped from the analysis if ≥20% 
of the questions (five questions) were not 
answered (n=1); and for survey instruments 
that had <20% of the responses missing 
(n=20), the missing data were imputed 
using IBM SPSS’s mean series. Competency 
scores were calculated for the 104 CCNs and 
compared with the demographic variables, 
and a Chronbach’s α value was calculated 
for the total tool and for the individual 
constructs.

Ethical clearance was obtained from the 
University of KwaZulu-Natal ethics committee. 
Permission to conduct the study was also 
obtained from the relevant authorities. Partici
pants were briefed about the purpose and 
expected procedure of the study. Verbal 
informed consent was obtained. Participants 
were informed that the study was voluntary 
and assured of anonymity throughout and 
after the study. Permission was received for 
the use of the instrument.

Results
Respondent demographics 
A total of 105 CCNs (response rate of 62.5%) 
from eight CCUs completed the questionnaire. 
One respondent failed to complete any of the 
survey and was excluded, leaving a usable 
response rate of 104 (61.9%). The mean age 
was 40.3 (standard deviation (SD) 7.9) years 
(range 25 - 56). Most of the respondents were 
female (89, 85.6%) compared with 15 (14.4%) 
males. Over two-thirds of the respondents 
were black (74, 71.2%),  followed by 23 
(22.1%) Indian, 4 (3.9%)  white, and 3 (2.9%) 
coloured respondents, resulting in nearly 
three-quarters (74, 71.2%) of the respondents 
reporting that they spoke a language other 
than English at home. Most of the respondents 
were not university graduates, with 87 (83.7%) 
reporting that they had completed a diploma, 
13 (12.5%) a Bachelor degree and 3 (2.9%) a 
Masters qualification. Nearly two-thirds of the 

respondents were born in an urban setting 
(66, 63.5%). 

Overall cultural 
competence 
The overall IAPCC-R tool had reasonable 
internal consistency with the calculated 
Chronbach’s α (total tool) of 0.780, and 
individual constructs ranged from poor 
(0.304 for cultural knowledge) to moderate 
(0.671 for cultural encounters) (Table 2). 

The overall cultural competence score 
for the respondents was 70.2 (SD 7.2) out 
of a possible 100, with n=77 (74%) of the 
respondents scoring in the awareness range, 
n=26 (25%) in the competent range, and 
only n=1 in the proficient range. The highest 
scores were obtained for cultural knowledge 
(14.8), cultural desire (14.6) and cultural 
awareness (14.4) (Table 2). 

Differences in cultural 
competence by 
demographic variables 
No significant differences for cultural 
competence were found for age, gender, 
qualification, marital status, intensive care 
unit type or rurality at birth. However, 
significant differences were found for: 
religion (K=7.6, p=0.022), with nurses 
reporting Christianity as their religion 

scoring higher than other religions (71.0 (SD 
7.1) v. 64.5 (6.3) and 65.0 (6.3)); language 
(K=14.0, p=0.001), specifically whether 
they spoke English at home v. non-English 
speaking at home (66.3 (6.0) v. 71.8 (7.1), 
respectively) (U=3.7, p<0.001); and race 
(K=20, p<0.001), with black nurses scoring 
significantly higher (72.2 (6.9)) compared 
with the other races (64.1 - 66.0). Analysing 
the data by English-speaking background, 
the higher cultural competence score for 
non-English-speaking nurses (primarily 
Zulu-speaking) was driven by significant 
differences in cultural encounters (p<0.001), 
cultural desire (p=0.021) and cultural 
awareness (p=0.016) (Table 3). 

Similarly, out of the 25 items in the 
IAPCC-R, seven items had significant rating 
differences between English speaking at 
home v. non-English speaking at home.
(Table  4). These items were mostly around 
the knowledge, skills and involvement 
in culture/ethnic groups outside the 
healthcare setting role.

Discussion
One of the key findings of this study was that 
the majority (74%) of CCNs were culturally 
aware, but according to the tool are not 
yet competent. According to Campinha-
Bacote,[4] cultural awareness relates to nurses 

Table 2. Cultural competence and reliability of constructs

Mean (SD) Chronbach’s α

Cultural awareness 14.4 (1.8) 0.455

Cultural desire 14.6 (1.8) 0.322

Cultural encounters 12.6 (2.8) 0.671

Cultural knowledge 14.8 (2.0) 0.304

Cultural skills 13.7 (2.0) 0.412

Cultural competence 70.2 (7.2) 0.780

SD = standard deviation.

Table 3. Cultural competence by language background

English speaking, mean (SD) Non-English speaking, mean (SD) Mann-Whitney test (U) p-value

Cultural awareness 13.8 (1.6) 14.6 (1.8) 2.4 0.016*

Cultural desire 14.1 (1.5) 14.8 (1.8) 2.3 0.021*

Cultural encounters 10.7 (2.2) 13.9 (2.1) 4.7 <0.001*

Cultural knowledge 14.4 (1.6) 15.0 (1.8) 1.9 0.055

Cultural skills 13.3 (1.8) 13.9 (2.1) 1.7 0.090

Cultural competence 66.3 (6.0) 71.8 (7.1) 3.7 <0.001*

SD = standard deviation.

*???



4    SAJCC   Month 20XX, Vol. XX, No. X

becoming sensitive to the values, beliefs, lifestyles and practices of 
the patient, and identifying their own values, biases and prejudices. 
A basic characteristic of cultural competence is cultural awareness, 
where there is acceptance, respect and valuing of differences. Purnell 
and Paulanka[17] described cultural awareness as the first step in the 
process of developing cultural competence. 

Of the total sample, 26% were rated as competent, highlighting 
that more than a quarter of the CCNs were involved in culturally 
appropriate healthcare interventions and interactions. According 
to Starr and Wallace[18] being culturally competent allows nurses to 
engage in practice, policy and advocacy activities that address health 
disparities more effectively. The ultimate goal of cultural competence 
is to make healthcare more responsive to the needs of patients, and 
increase their satisfaction with and access to healthcare, decrease 
inappropriate differences in the characteristics and quality of care 
provided, and close the gaps in health status in diverse populations.[19]

A second finding of the study was that although there were concerns 
about the internal consistency of the tool with respect to measuring 
the constructs, the findings also highlighted the differences between 
the different constructs of cultural competence. Of the five constructs, 
cultural knowledge scored the highest among both English- and non-
English-speaking CCNs. This indicated that CCNs were most involved 
in the process of making an effort to learn about increasing and 
improving their own cultural knowledge, focusing on health-related 
beliefs and cultural values, disease conditions and treatment options. 
This is similar to the findings of Sealey et al.,[20] who also reported 
that strategies for developing cultural knowledge towards cultural 
competence should be a priority. These authors further suggested 
that staff should be encouraged to attend continuing education 
programmes on cultural competence to improve their knowledge in 
this area. This continuing education, coupled with more local and/or 
international cross-cultural encounters, should significantly improve 
the overall cultural competence of the staff.

Cultural desire was rated the second highest score among the 
constructs. It was also evident that CCNs were motivated towards 
engaging in the process of becoming culturally competent. The 
concepts of caring and love are central to the construct of cultural 
desire and the capacity to sacrifice. The findings highlighted that 
CCNs were willing to provide care that is culturally responsive. As 

reflected by Campinha-Bacote,[4] the constructs of cultural awareness, 
knowledge, skills, encounters and desire have an interdependent 
relationship with each other, and no matter where the healthcare 
provider enters into the process of cultural competence, all five 
constructs must be addressed or experienced.

The lowest scoring constructs were cultural skill and encounters. 
The low rating of cultural skill may highlight that CCNs were not as 
involved in collecting relevant cultural data regarding the patients’ 
presenting problem as they were at accurately performing a culturally 
based physical assessment. This is most likely related to the fact 
that CCNs were not competent in engaging in such an assessment. 
According to Campinha-Bacote,[4] performing a cultural assessment 
requires skills in order to obtain accurate information from the patient 
so as to formulate a mutually acceptable and relevant treatment plan 
for each patient problem. Although there are numerous international 
cultural assessment tools, currently there are limited assessment tools 
within the SA health context. According to Zwane and Poggenpoel,[21] 
nursing should include cultural content within undergraduate 
training in SA in order to provide culturally appropriate care to 
patients. According to Barbee and Gibson:[22] ‘We need to recognise 
that talking and writing about cultural diversity without consciously 
and forthrightly dealing with [it] in nursing education [and practice] 
are essentially empty exercises that would continue to perpetuate 
the status quo.’

The construct that scored the lowest was cultural encounters. 
The scores were low for both English- and non-English-speaking 
respondents. This highlights that CCNs are less likely to be involved in 
face-to-face encounters with patients from diverse cultures. A possible 
reason for this within the critical care context is that most patients are 
often ventilated and sedated, and when CCNs do interact on a face-
to-face basis with a patient, the CCNs find this interaction stressful. 
According to Cang-Wong et al.,[23] nurses often experience workplace 
stressors when they are unable to deal with cultural differences. Even 
though SA is seen as the ‘rainbow nation’ and a culturally diverse 
group, most cultural/ethnic groups still have limited interaction with 
other groups on a social level. People may find interaction with their 
own cultural group more comfortable than interacting with a different 
group. Another possible reason for this low score could be that even 
though we are seen as a diverse nation, we still need to learn about 

Table 4. Cultural competence by language background

Key cultural competence scale items
English speaking, 
mean (SD)

Non-English speaking, 
mean (SD)

Mann-Whitney 
test (U) p-value

Cultural competence refers to one’s competency concerning 
ethnic groups.

2.8 (0.6) 3.1 (0.5) 2.2 0.029

I am involved with culture/ethnic groups outside my 
healthcare setting role.

1.9 (1.8) 2.6 (1.0) 3.3 0.001

I am knowledgeable in the area of ethnic pharmacology. 1.8 (0.7) 2.6 (0.9) 4.2 <0.001

I am knowledgeable about worldviews, beliefs, practices 
and/or life ways of at least two cultural groups.

2.2 (0.6) 2.6 (0.8) 2.6 0.009

I am knowledgeable in the area of biological variations 
among different ethnic groups.

2.0 (0.6) 2.4 (0.8) 2.9 0.004

I am aware of at least two institutional barriers that prevent 
cultural/ethnic groups from seeking healthcare services.

1.8 (0.8) 2.5 (0.9) 3.7 <0.001

I am aware of at least two cultural assessment tools to be 
used when assessing patients in a healthcare setting.

2.0 (0.8) 2.4 (0.9) 2.3 0.024
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other cultural/ethnic groups; in the meantime, the limited knowledge 
and awareness limits our encounters.

A third finding from the study was the reported differences in 
self-rating of cultural competence by English- and non-English-
speaking nurses. From the findings of the study, it was evident that 
non-English-speaking CCNs rated themselves higher on all of the 
individual constructs than English-speaking CCNs. This indicated 
that CCNs who are non-English speaking indicated a higher degree 
of cultural awareness towards cultural competence than English-
speaking CCNs. It can be deduced that English-speaking CCNs found 
it more challenging to provide culturally congruent care than their 
colleagues. A possible reason for this is that patients admitted to 
this tertiary hospital are largely non-English speaking. According to 
Cang-Wong et al.,[23] communication is the central factor in providing 
transcultural care and is one of the most significant challenges when 
a nurse and patient do not speak the same language. This highlights 
the importance for healthcare workers to integrate culture and 
language in order to improve health outcomes for patients from 
diverse cultural backgrounds.

Study limitations 
Study limitations included the purposive sampling design and the use 
of only one hospital. In addition to this, the tool reflected weakness 
in terms of low consistency in measuring the constructs, although 
the overall tool was consistent.

Conclusion 
The overall IAPCC-R tool had reasonable internal consistency, 
although individual constructs ranged from poor (for cultural 
knowledge) to moderate (for encounters).  This study has 
reinforced the need to examine the reliability and validity of this 
instrument in different contexts. The IAPCC-R tool is linked to a 
particular theoretical framework, making it less useful for use as 
a generic tool in measuring cultural competence. There are many 
instruments available to assess cultural competence, and despite 
the limitations associated with these tools, there is still value in the 

initial assessment of cultural competence they provide. Cultural 
competence is a challenge to assess and will continue to be so for 
researchers. 
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