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Abstract
In The Bahamas, the quality of care received by culturally diverse patients remains
generally poor, highlighting an inability to adapt to the changing climate and adopt
culturally responsive practices. The purpose of this quantitative causal-comparative study
was to examine the relationship between perceived cultural competence of healthcare
providers in The Bahamas and its impact on patient outcomes for the non-Bahamian
patients they treat. The tripartite model of cultural competence grounded this study. The
participants comprised 49 non-Bahamian patients from the public and private sectors.
They completed the patient-reported physician cultural competency measure, self-
efficacy for managing medications and treatments, and the generic medical interview
satisfaction scale. One-way ANOVA results were significant for patient understanding, F'
(2,46) =28.46, p <.001, n?=.553. The results of the bivariate linear regression were
significant for patient satisfaction, R = .427, R?=.182, adjusted R’ = .162, p <.005.
Cultural competence was not a significant predictor of patient adherence or treatment
self-efficacy, but it was positively and significantly associated with patient understanding
(R?=.3606, p <.001) and patient satisfaction (R?=.182, p <.005). These findings suggest
that although cultural competence may not influence behavioral or clinical outcomes, it
contributes to shaping interpersonal outcomes. Understanding this relationship can help
healthcare providers infuse cultural competence training into practice to enhance patient
experiences and promote equity. The implications for positive social change include the
potential for healthcare leaders to implement systemic approaches to integrate cultural

competence in provider training and organizational structures to optimize patient care.
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Chapter 1: Introduction to the Study

Globalization and migration have led to a significant increase in cultural diversity
in patient populations around the world. This shift in population and culture necessitates a
shift in understanding and training for health care providers to manage culturally diverse
patients and provide culturally congruent care (Debiasi & Selleck, 2017; Rahimi et al.,
2023). In The Bahamas, the quality of care received by culturally diverse patients
remains generally poor, highlighting an inability to adapt to the changing climate and
adopt culturally responsive practices. Health care providers who are culturally competent
approach culturally diverse patients with empathy, compassion, and sensitivity (Romain,
2025). However, in The Bahamas, health care providers are more likely to overlook,
ignore, argue with, or have trouble understanding non-Bahamian or culturally diverse
patients. As a result, these patients are more likely to encounter cultural barriers to
accessing care, including communication or language barriers, differences in cultural
beliefs or values, fear of medical outcomes, financial constraints and lack of health
insurance, and limited access to appropriate care from ill-equipped institutions (Romain,
2025). These barriers to health care result in inadequate treatment, poor service, and
differential treatment outcomes, which can lead to significant health disparities within the
population (Romain, 2025).

Although the literature suggested that patient outcomes can be improved if
culturally competent health care professionals provide culturally congruent care (Arora et
al., 2024; Vella et al., 2022), there were not a lot of data that supported whether cultural

competence can effectively reduce health inequalities, especially in developing countries



(Kashyap & Gielen, 2022), such as The Bahamas. This chapter begins with a contextual
overview of the current study, outlining the background and foundational rationale. The
chapter then presents the problem statement, which outlines the issue that was
investigated. The purpose of the current study is then defined, establishing a link between
the identified problem, the research questions, and the guiding hypotheses. Subsequently,
the chapter outlines the theoretical framework and the nature of the current study, along
with key definitions, assumptions, scope, and delimitations. The chapter also addresses
potential limitations of the current study from a practical and methodological perspective
and discusses the significance and potential contributions of the research to effect social
change.
Background

As populations grow increasingly diverse, health care professionals must develop
specific skills to deliver culturally appropriate care to their patients, promoting health
equity and fostering a culturally competent and safe health care system (Debiasi &
Selleck, 2017; Curtis et al., 2025). Regardless of a person’s reason for temporarily or
permanently moving across international borders, it is necessary to consider their specific
health care requirements within the health care system (Arora et al., 2024). With
increasing global migration, it is essential that health care institutions and organizations
are prepared to deliver respectful, culturally sensitive, and linguistically appropriate care
to diverse patient populations (Vella et al., 2022). Research has shown that cultural
competence enhances communication between providers and patients, fosters respect for

different cultural backgrounds, supports self-awareness, and facilitates collaborative



decision making in clinical encounters (McCann et al., 2023). When cultural factors are
not considered in health care, interactions between patients and professionals are less
patient centered, shorter, and less positive (Pedrero et al., 2020). Therefore, ensuring
patient safety and providing culturally competent patient-centered care should be a top
priority for all health care systems (Fung et al., 2023).

Cultural factors play a critical role in shaping patients’ daily lives, health-related
behaviors, engagement with health care services, and beliefs about illness (Fung et al.,
2023). However, people belonging to ethnic, racial, and cultural minorities have regularly
been shown to have less access to health care, lower reported health literacy levels, lower
socioeconomic status, feelings of disempowerment and distrust within the health care
system, and poorer health outcomes when compared to the majority population (Kashyap
& Gielen, 2022; McCann et al., 2023). A lack of effective cross-cultural communication
and understanding may also affect the quality of health care, access to health care, and
patient engagement with care, leading to increased unmet health care needs that
perpetuate existing disparities in health outcomes (Kashyap & Gielen, 2022; Vella et al.,
2022).

Health care providers working with ethnic minority patients may encounter a
variety of challenges, including language barriers, misunderstandings about illness and
treatment, varying levels of health literacy, and unfamiliarity with the health care system
in a new country (Vella et al., 2022). These challenges can be further exacerbated by a

health care provider’s unconscious biases and stereotyping.



Recent research suggested that one approach to addressing these health
inequalities could be the education and training of health care professionals in cultural
competency (McCann et al., 2023). Cultural competence suggests that reducing health
disparities requires tailoring health care delivery to better reflect and align with the
cultural values, beliefs, and contexts of diverse patient populations (Lucas et al., 2008).
Correspondingly, cultural competence is increasingly gaining attention in the health care
profession (Fung et al., 2023). Medical researchers and health care professionals have
become increasingly aware that a provider’s understanding of culture is a critical factor in
racial and ethnic minority health care (Lucas et al., 2008), highlighting that delivering
patient-centered care to diverse populations requires cultural competence (Vella et al.,
2022).

Gap in the Literature

Although cultural competency theory has garnered considerable interest
throughout the years, empirical support has not been forthcoming. Researchers have been
slow not only to investigate the underlying factors that inform cultural competency
judgments but also to demonstrate that they predict meaningful health outcomes (Lucas et
al., 2008). Vella et al. (2022) conducted a systematic review of the literature to determine
whether cultural competency training for health care providers can improve patient
outcomes in culturally diverse populations. In this review, Vella et al. identified a
significant gap in the literature, noting that overall, there is limited evidence supporting
the positive effects of cultural competency training. Additionally, the quality of the

existing literature has varied, as many studies lacked an appropriate theoretical



framework and rigorous evaluation, making it difficult to determine whether cultural
competency training for health care providers can improve patient outcomes. The issue is
not that there are many negative findings, but rather that the relationship has not been
studied elaborately (Kashyap & Gielen, 2021). Consequently, researchers need to
conduct more rigorous research to better understand the impact of cultural competence on
improving outcomes and reducing disparities.
Problem Statement

The research problem addressed in this study was the need to determine whether
perceived cultural competence (PCC) with health care providers impacts patient
outcomes for culturally diverse patients in The Bahamas.

Purpose of the Study

The purpose of this quantitative study was to determine the relationship between
the PCC of health care providers and the patient outcomes of non-Bahamian patients in
The Bahamas. The independent variable was the PCC of health care providers, as
reported by the patients with whom they interacted. The dependent variable was patient
outcomes, which consisted of four interrelated variables, including patient understanding,
patient treatment self-efficacy, patient adherence to medication, and patient satisfaction.

Research Questions and Hypotheses

RQ1: Does patient understanding differ across levels of PCC?

Ho1: Patient understanding does not increase with higher levels of PCC.

Hal: Patient understanding increases with higher levels of PCC.

RQ2: Does treatment self-efficacy differ across levels of PCC?



Ho2: Treatment self-efficacy does not increase with higher levels of PCC.

Ha2: Treatment self-efficacy increases with higher levels of PCC.

RQ3: Does adherence to medication differ across levels of PCC?

Ho3: Adherence to medication does not increase with higher levels of PCC.

Ha.3: Adherence to medication increases at higher levels of PCC.

RQ4: Does patient satisfaction differ across levels of PCC?

Ho4: Patient satisfaction does not increase with higher levels of PCC.

Ha4: Patient satisfaction increases with higher levels of PCC.

RQS5: Does perceived cultural History-Taking by health care providers predict
patients’ understanding of their diagnoses/conditions?

Ho5: Perceived cultural History-Taking by health care providers does not predict

patients’ understanding of their diagnosis/conditions.

Ha5: Perceived cultural History-Taking by health care providers positively

predicts greater patient understanding of their diagnosis/conditions.

RQ6: Does PCC in health care providers predict patients’ treatment self-efficacy?

Ho6: PCC in health care providers does not predict patients’ treatment self-

efficacy.

H,6: Higher PCC in health care providers is positively associated with greater

levels of self-efficacy in managing their treatment and condition.

RQ7: Does PCC in health care providers predict patients’ adherence to treatment

plans and medication?
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Ho7: PCC in health care providers does not positively predict patients’ adherence

to their treatment plans and medication.

Ha7: Higher PCC in health care providers is positively associated with greater

adherence to medication and compliance with the intervention plan.

RQS8: Does PCC in health care providers predict patient satisfaction?

Ho8: PCC in health care providers does not positively predict patients’ satisfaction

with their overall health care experience.

Ha8: Higher PCC in health care providers is positively associated with greater

levels of satisfaction with their overall health care experience.

Theoretical Foundation

The theoretical foundation of this study is anchored in the tripartite model of
cultural competency, based on the cross-cultural counselling competencies, initially
presented by Sue and colleagues (1982; 1992 as cited by Chu et al., 2022), which focuses
on multidimensional aspects of cultural competency, including cultural attitudes, cultural
knowledge, and cultural skills.

First, cultural attitudes refer to the provider’s awareness of their own cultural
identity, including personal norms, values, and biases, and the recognition of how these
internal frameworks may shape perceptions and influence interactions with individuals
from different cultural backgrounds. This self-awareness is foundational, as it prompts
providers to critically reflect on their assumptions and approach each patient encounter
with humility and openness. Next, cultural knowledge involves acquiring a deep

understanding of the cultural histories, worldviews, belief systems, and lived experiences



of the populations served. This includes recognizing how cultural factors intersect with
health behaviors, communication styles, and expectations of care. Providers who foster
cultural knowledge are better positioned to interpret patient needs accurately and avoid
miscommunication or misdiagnosis rooted in cultural misunderstanding. Finally, cultural
skills encompass the practical application of culturally responsive strategies in clinical
settings. This includes adapting communication techniques, modifying interventions to
align with cultural values, and demonstrating respect for cultural preferences in treatment
planning and decision making. Together, these three competencies provide a
comprehensive framework for understanding how health care providers can effectively
engage with culturally diverse populations.

This model emphasizes that cultural competence is not stagnant; rather, it is
dynamic, fluid, and evolving. It is not a fixed endpoint or goal but a continuum along
which providers may improve or regress depending on context, exposure, and
intentionality over time, indicating a continuous need to develop and promote provider
cultural competence through experience, education, and feedback (Chu et al., 2022). This
perspective aligns with the broader goals of this study, which seeks to determine how
cultural competence can be meaningfully implemented and operationalized within health
care systems to continuously improve patient outcomes and promote equity.

Nature of the Study

To address the research questions in this quantitative study, a causal-comparative

approach was selected to explore the potential relationship between the PCC of health

care providers and patient outcomes without manipulating either variable (Schenker &



Rumrill, 2004). The independent variable was PCC, with health care providers assigned
to one of three groups: low, moderate, or high PCC. The dependent variables in this study
were the reported patient outcomes, with a focus on patient understanding, treatment self-
efficacy, medication adherence, and satisfaction.

Regarding the methodology, the target population included adults living in The
Bahamas who do not identify as Bahamian as their nationality and who have visited a
health care facility within the last year. Data were primarily collected through a secure
online survey distributed via social media platforms. This specific research design used
Analysis of Variance (ANOVA) and bivariate linear regression models to determine and
predict the relationship with each outcome.

Definitions

Cultural competence: Although there is no standard definition of cultural
competence (McCann et al., 2023), Fung (2023) notes that the concept consists of
attitudes, knowledge, and skills for delivering high-quality, culturally appropriate care to
diverse populations. A definition that fits perfectly with the three competencies of the
tripartite model of cultural competence used in the theoretical framework of this study. In
the context of health care, Pedrero et al. (2020) note that cultural competence requires a
health care provider to continuously reflect on and question how the culture of the
professional and the patient impacts their interactions within the health system. In this
study, the cultural competence of health care providers is viewed from the patient's

perspective. It is operationalized as health care providers being externally observed by
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their patients on their ability to meet the three components of the tripartite model of
cultural competence, namely cultural awareness, cultural knowledge, and cultural skills.

Nationality: Miller (1997) argues that the nationality of an individual goes beyond
their legal status but instead operates as a form of identity that connects people by a
shared history, culture, and social obligations that promote social justice and democracy
without being exclusionary. Similarly, Pap (2021) avers that nationality is operationalized
through law, where nationality becomes a tool for categorizing populations to define who
belongs, who is excluded, and how identity is recognized or contested. However, it
should not be considered purely legal as nationality intersects closely with concepts of
race, ethnicity, and social standing. International law defines nationality as a status
created by a legal bond between an individual and a state, typically by birth, descent, or
naturalization, that determines the rights and duties of individuals. It is different from
citizenship, though the terms are often used interchangeably, as they have distinct legal
implications (Dorr, 2019). Given that this study is situated within the Bahamian context,
it is important to note that Bahamian nationality is generally acquired through one of
several legal principles. First, “jus soli” grants nationality to individuals born within The
Bahamas. Second is “jus sanguinis”, whereby nationality is given to individuals born
abroad to a father who holds Bahamian citizenship. Additionally, nationality may be
granted through naturalization to permanent residents who have resided in The Bahamas
for a specified period, or to individuals with demonstrable affiliation to the country

(Belton, 2020). Therefore, for the purpose of this study, a non-Bahamian by nationality
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was operationalized as anyone in The Bahamas who was not granted nationality by birth,
was not born to a Bahamian father with Bahamian nationality, or was not naturalized.

Health care Providers: The World Health Organization (2019) makes a definitive
distinction between health care workers and health care providers. Health care workers
are all individuals employed in health care environments who may interact with patients,
but not all are authorized to deliver medical care. By contrast, health care providers are
legally recognized professionals who deliver health care services and are typically
licensed to practice medicine or an allied health discipline. All health care providers are
health care workers, but not all health care workers are providers. This clarification of
terms is necessary, as this study focused solely on understanding the PCC of individuals
who provide direct patient care, i.e., health care providers (HCPs).

Scope and Delimitations

Issues of Internal Validity

Within this study, several potential confounding variables could have interfered
with a full and accurate understanding of the relationship between PCC, patient
demographics, and provider-level patient outcomes. This study did not require the health
care provider to be an active participant; rather, their behaviors were observed and
reported by their culturally diverse patients. Thus, leaving some variables unaccounted
for. For example, a possible confounding variable at the provider level is years of clinical
experience, as more experienced providers may communicate better with patients,
regardless of their perceived level of cultural competence. Additionally, health care

providers with a history of working with culturally diverse populations may demonstrate
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culturally competent behaviors that stem from exposure rather than training. This
possible confounding variable was mitigated through methodological considerations.
Using patient-reported measures did not allow for ascertaining the two cofounding
variables (years of clinical experience and history of working with culturally diverse
populations), which could have been obtained from self-reported measures by health care
providers. Future studies should focus on combining patient-reported measures with
provider—reported responses.
Issues of External Validity

When considering external validity, a limited scope can reduce the
generalizability of findings. In this case, if the sample was drawn from a single hospital
or region, it may not represent national diversity. There is only one public hospital on the
island of New Providence, which is the capital. To mitigate this potential error,
participants were recruited from all public health hospitals and clinics in The Bahamas.
Additionally, private health institutions were also included to ensure the sample was
diverse.
Included and Excluded Populations

The target population consisted of adults over the age of 18 who are non-
Bahamian, as defined above. Also included in this category are individuals who have
dual citizenship, where they are Bahamian by nationality but also hold the passport of
another country, or if they are Bahamian but were born to one or both parents of another
nationality. Participants who were not recruited or included are those who are Bahamian

by nationality, i.e., were born in The Bahamas to Bahamian parents, received their
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Bahamian nationality from their Bahamian father, or who have been naturalized and hold
a Bahamian passport.
Included and Excluded Theories

There is no consensus on the definition of cultural competency, making it difficult
to evaluate because there is no definitive perspective on which to base the theoretical
framework (Chae et al., 2018; McCann et al., 2023; Vella et al., 2022). Vella et al. (2002)
emphasize that if researchers continue to diverge in theoretical frameworks, skill-based
methodologies, and approaches to evaluating training effectiveness, it will hinder the
development of feasible and generalizable procedures, strategies, and guidelines for
assessing the impact of cultural competence on patient outcomes and potential
improvements. Nonetheless, although no theory has been identified as the most
appropriate, this study chose the tripartite model, which is the theoretical framework most
widely used and accepted in the literature for similar studies of cultural competency in
health care.
Potential Generalizability

A potential issue of generalizability may be the geographic and cultural
specificity of this study, its participants, and its context. The Bahamas has a unique
sociocultural context shaped by Caribbean heritage, migration patterns, and colonial
history that may not be applicable in other health care settings, such as in the United
States of America. However, the landscape is extremely similar to that of most other
small island development states throughout the diaspora, and it can be extended and

applied, especially to the English-speaking Caribbean. Furthermore, it has considerable
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replication potential, as it can be adapted and translated to guide research across the
French-, Dutch-, and Spanish-speaking Caribbean, while preserving the current study’s
core principles. The goal of this study is to establish a reliable and valid framework that
maintains its reliability and validity when applied to diverse Caribbean populations,
making it a viable solution to social ills across the diaspora.
Limitations

Although this study has been designed with careful planning and consideration,
acknowledging its inevitable limitations is necessary to understand its scope,
contextualize the results, and guide future research. As with all empirical research,
several limitations were identified. First, a practical limitation of this study is that it used
a causal-comparative design, which, while the most appropriate choice, does not
definitively establish a cause-and-effect relationship. Given the target population's
potential vulnerability, direct manipulation may be both unethical and impractical.
Therefore, the causal-comparative design is the most viable alternative, as it reflects the
complexity of health care environments, where variables such as cultural competence,
patient outcomes, and systemic barriers are interrelated and not easily isolated. However,
it can identify patterns and associations that suggest a causal relationship. These findings
can then inform the development of more experimental or longitudinal research designs
that can offer more accurate and helpful information.

A second limitation of this study is the possibility of Social Desirability Bias
(SDB). Krosnick (1999) notes that SDB is a well-known survey research response bias

that occurs when a respondent seeks to highlight their positive qualities and diminish
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their negative ones (Furr, 2011). As such, they would choose socially desirable answers
instead of responses that truly represent how they feel (Grimm, 2010), by overreporting
qualities that they think will make them more likable and underreporting those they
believe will make them seem unlikable (Krosnick, 1999). It does not matter whether
respondents are intentionally misleading, as SDB threatens validity, whether intentional
or not (Furr, 2011). Self-report measures are particularly prone to SDB yet are also the
most commonly used tools for assessing cultural competence (Chu et al., 2022).
Therefore, to mitigate SDB, this study focuses on the patient’s perspective and how they
perceive their health care provider’s provision of culturally congruent care. To further
mitigate SDB bias, Grimm (2010) and Kroscnick (1999) recommend explicitly
identifying questions vulnerable to SDB and urging participants to consider their
responses carefully. This action is enough to improve accuracy and mitigate measurement
errors.
Significance

Contributions to the Literature

This study aimed to address a critical gap in the literature, which currently
neglects to determine the impact of provider cultural competence on patient health
outcomes. By examining this potential relationship, this study builds upon existing
research in health care and cultural competence. Although the literature provides
extensive research supporting the need for cultural competency among health care
providers, there is a lack of data focused on how it impacts patient outcomes. As such,

this study filled that gap in the literature, providing insights into how health care provider
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behaviors can impact patient outcomes while contributing to the global body of evidence.
Additionally, the current study provided evidence supporting the tripartite model of
cultural competence as the most suitable theoretical framework for exploring cultural
competence in health care.

Contributions to The Bahamas

This study is significant because the knowledge gained can help the public
understand the level of PCC among health care providers in The Bahamas and inform the
development of training protocols to improve cultural competence and patient-centered
care. This, in turn, fosters respectful, individualized care that aligns with patients’ values,
beliefs, and preferences. It would also provide evidence that cultural competence
enhances provider-patient relationships, leading to improved treatment adherence,
satisfaction, and long-term health outcomes, ultimately decreasing health disparities and
enhancing public health.

Another significant contribution this study can make is to inform policy and
influence systemic change. It can guide the Ministry of Health and hospital
administrators in scaling effective training programs. It also supports integrating cultural
competence into national health strategies, accreditation standards, and quality
improvement initiatives. Additionally, the evidence found can be used to improve tertiary
education at The University of The Bahamas, as it supports empirical research that
encourages the adaptation and advancement of its medical and nursing curricula to

implement culturally relevant education and training.
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Contributions to the Region

This study also has the potential to address the health disparities in a multicultural
context. Currently, there is no data available on this topic from The Bahamas or the
Caribbean region as a whole. This study can serve as a blueprint for the entire Caribbean
to consider how we address multiculturalism in health care throughout the region. Other
small island developing states (SIDS) in the Caribbean that may face similar public
health challenges can use this context-specific perspective to support the evidence that
higher levels of PCC in multicultural settings can improve patient health outcomes for
ethnic minority groups, and to advocate for scrutiny of how we address migrant
populations throughout the region.

Summary

Society’s rapid growth towards globalization, diversity, and multiculturalism is
inevitable, yet there is a disconnect between the existing and the new cultures that
migrate. As such, to improve the interactions between providers and patients and to
mitigate health disparities, culturally competent care through training is crucial for health
care providers to establish culturally safe environments that support equitable care
delivery (Rost et al., 2023). Moreover, to meet the evolving needs of increasingly diverse
populations, health care organizations must implement ethnically responsive strategies
that facilitate the continuous development of programs and practices aligned with the
cultural backgrounds, expectations, and integration processes of emerging social groups.
Failure to account for cultural factors can significantly diminish the effectiveness of

clinical practice (Hajighasemi, 2023).



18

Consequently, this study sought to investigate how cultural competence
influences patient outcomes in a multicultural setting. The purpose of this study was to
evaluate the relationship between the PCC of health care providers in The Bahamas and
the health outcomes of the non-Bahamian patients they treat. Using a causal-comparative
design, this study used ANOVA and bivariate linear regression models to analyze the
survey data collected. The results from this study have the potential to build on the
existing literature, provide a rubric for similar SIDS to follow in their own contexts,
improve patient care and patient outcomes, and reduce health disparities for culturally
diverse patients by informing and encouraging treatment, policy, training, and education
reform in The Bahamas.

Fung (2023) argued that the cultural competence of health care professionals is a
critical determinant of patient outcomes. As such, prioritizing ethnic minority health
enhances care quality while contributing to reducing health care expenditures and

addressing systemic public health disparities (Fung, 2023; Lucas et al., 2008).
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Chapter 2: Literature Review

Despite the importance of providing culturally congruent care, health care
providers in The Bahamas are more likely to overlook, ignore, argue with, or have
trouble understanding culturally diverse patients. As a result, these patients are more
likely to encounter cultural barriers to accessing care, leading to poor patient outcomes
and significant health disparities in the population (Romain, 2025). Generally, the
literature suggested that patient outcomes can be improved if culturally competent health
care professionals provide culturally congruent patient care (Arora et al., 2024; Vella et
al., 2022). However, Vella et al. (2022) conducted a systematic review of the literature
and determined that, overall, there is limited evidence supporting the positive effects of
cultural competence on patient outcomes. Moreover, the quality of the existing literature
varied greatly as many of the studies lacked an appropriate theoretical focus and rigorous
evaluation, making it difficult to determine whether cultural competency training for
health care providers can improve patient outcomes and reduce health inequalities,
especially in developing countries (Kashyap & Gielen, 2021), such as The Bahamas.

Consequently, researchers needed to conduct more rigorous research to determine
the impact of cultural competency training on improving outcomes and reducing
disparities. Without empirical research to determine the extent of cultural competency in
health care, The Bahamas and similar SIDS in the Caribbean risk alienating major
factions of their population, hindering the overall public health of the country. The
current study aimed to determine whether PCC in health care providers can improve

health outcomes for culturally diverse patients. The purpose of this quantitative study was
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to investigate the impact of the PCC of health care providers on patient outcomes in The
Bahamas. By examining these differences, this study aimed to highlight the effectiveness
of cultural competence in strengthening provider—patient interactions, improving
culturally congruent patient care, and promoting equitable health care delivery. This
chapter identifies an appropriate theoretical framework to ground the current study and
build upon previously published work, defines the relevant constructs of interest,
addresses the strengths and weakness related to cultural competence training in health
care, identifies and discusses the chosen variables, and outlines how this study filled in
the gap in the literature pertaining to examining the link between cultural competence and
patient outcomes.
Literature Search Strategy

To collect the relevant articles for this study, I used the Walden Library to access
several databases, including APA PsycArticles, APA PsycBooks, APA Psyclnfo, APA
PsycExtra, ScienceDirect, CINAHL Plus, and Complementary Index. The search was
limited to full-text, peer-reviewed scholarly journals published within the last 5 years
(2020-2025). The search terms included cultural competency AND health care (5,202),
cultural competency in health care (1,654), cultural competence AND diversity (4,168),
cultural competence AND competencies (4,706), cultural competence AND health
inequalities (897), cultural competence AND assessment tools (273), cultural sensitivity
training AND health care OR health care OR hospital OR health services OR health
facilities (126), competency training in health care AND patient outcomes (11), cultural

competence OR cultural awareness OR cultural competency OR cultural sensitivity AND
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human service organizations (9), cultural competence AND patient survival (5), and
cultural competence AND patient readmission (2).

To further narrow the search, I added filters by subject to the search terms. The
subjects included cultural competence (34), health inequalities (32), health disparities
(24), health care disparities (11), and health care services accessibility (9). A final search
across the same databases targeted full-text materials in English or with an English
translation. Specifically, the search terms combined cultural competence in health care
AND patient outcomes (19). Existing systematic reviews (Chu et al., 2022; Vella et al.,
2022), reference lists, and additional, smaller searches were also used to explore potential
articles.

Theoretical Foundation
Origins of the Tripartite Model of Cultural Competency

While cultural competence is generally agreed upon, recognized, and accepted as
an important psychological construct, there is still some ambiguity in identifying a
definitive definition (Hajighasemi, 2023). Nevertheless, Chu et al. (2022) identify the
tripartite model of cultural competency (TMCC) as “one of the most widely used
frameworks of provider-level cultural competence”.

In 1992, Sue, Arredondo, and McDavis introduced research to define and
operationalize the Cross-Cultural Counselling Competencies. Although their original
work focused on improving providers’ cultural competency in mental health settings, it
established the foundation for the TMCC, as it is closely aligned with its

multidimensional framework, which is also applicable to patient-provider dyads (Lucas et
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al., 2008). The TMCC emphasizes cultural attitudes, knowledge, and skills within the

medical care context, providing a theoretically grounded, standardized method for
measuring provider cultural competency (Chu et al., 2022; Lucas et al., 2008).
Major Theoretical Propositions

The TMCC highlights the importance of integrating cultural attitudes, knowledge,
and skills into health care provision while recognizing how the three components interact
with each other. The first component, cultural attitudes, involves the provider being
aware of and sensitive to their cultural background, norms, values, and biases, and how
these attributes can influence or impact perceptions of and interactions with patients or
clients from different cultural backgrounds (Chu et al., 2022). Sue and Sue (2013)
emphasize the importance and relevance of self-examination when considering the
dynamics of patient-provider relationships when working with culturally diverse
individuals. The second component, cultural knowledge, emphasizes the provider’s
ability to understand their patients’ or clients’ cultural backgrounds, worldviews, and
experiences. This understanding is developed through cognitive rather than affective
empathy and highlights how these cultural systems shape interactions and influence
treatment approaches (Chu et al., 2022; Sue & Sue, 2013). Sue and Sue (2013) note that a
lack of cultural knowledge can lead a provider to depend on stereotypes, generalizations,
and assumptions about cultural groups, which increases the likelihood of treatment error
and misguided decision making. The third component, cultural skills, encompasses using
culturally appropriate and sensitive strategies when managing people to enhance their

experience (Chu et al., 2022). It is important to note that cultural skills are needed to
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develop culturally appropriate interventions, which depend on acquiring and utilizing
cultural awareness and knowledge (Sue & Sue, 2013). These three components together
strengthen a provider’s capacity to deliver ethical and effective services.
Boundaries and Limitations of the Tripartite Model of Cultural Competency
Despite the popularity of the TMCC, the model has received some criticism
throughout the literature. Beagan (2018) noted that the model overemphasizes the
importance of individual competency in terms of personal awareness, knowledge, and
skills. In doing so, it may neglect broader, systemic issues that influence cross-cultural
interactions, including institutional policies, historical inequities, and structural power
imbalances. Additionally, Beagan (2018) and Chu et al. (2022) argue that training
programs that use the TMCC oversimplify culture by focusing solely on race/ethnicity as
the only cultural identifier. The conceptualization of cultural diversity can be broadened
by focusing on a range of cultural identities, including gender identity, sexual orientation,
socioeconomic status/ class, religion, ability status, immigration status, and
intersectionality. A third limitation of the TMCC is that cultural competence implies that
cultural knowledge can be mastered with no need for extended understanding or growth.
Instead, Foronda (2020) suggested cultural humility, highlighting the need for a
commitment to learning, self-reflection, self-evaluation, and self-critique. However, Chu
et al. (2022) countered this argument by noting that the tripartite model emphasizes that
cultural competency is not static; rather, it is fluid and can improve or regress over time,

underscoring the continuous need to develop and promote provider cultural competence.
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Although the TMCC has limitations, it remains an appropriate and valuable
framework due to its strong conceptualization and practical utility (Chu et al., 2022). It is
even more effective when used in tandem with systemic approaches to cultural
competence, such as policy changes, community engagement, continuous employee
training, and consistent evaluation (Delphin-Rittmon et al., 2012; McCalman et al., 2017,
Shepherd et al., 2019).

Applications of the Tripartite Model of Cultural Competence in Health Care

The TMCC has been routinely applied to inform the curriculum and assessment of
student and practitioner cultural competence across health care professions, with
evidence supporting the notion that cultural competence training improves health care
providers’ knowledge, attitudes, and skills (Chu et al., 2022). Moreover, Blacker and
Santin (2024) used the TMCC to inform culturally sensitive treatment plans, leading
providers to adjust their approach to treatment based on their patients’ cultural beliefs.
Other applications of the TMCC in health care include the Association of Schools and
Colleges of Optometry (ASCO) publishing several case studies that described how
cultural competency informed patient-based interactions and care. The information from
these case studies was then used to improve the ASCO Guidelines for Culturally
Competent Eye and Vision Care (The Association of Schools and Colleges of Optometry,
2021). The association also recommended that the case studies be used by faculty and

institutions to inform curriculum and promote cultural competence in a clinical setting.
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Rationale for This Choice of Theory

Chu et al. (2022) posited that Cross-Cultural Counselling Competencies are
commonly incorporated into training programs to equip mental health professionals with
the skills to support clients from diverse cultural backgrounds. Similarly, within a health
care setting, the application of the TMCC involves integrating awareness, knowledge,
and skills to deliver culturally responsive care, enhance provider-patient interactions,
reduce health disparities, and ultimately improve patient outcomes.

However, traditional methods of assessing cultural competence have
predominantly relied on providers’ self-assessments, which can lead to incomplete or
inaccurate reports of their true capabilities. Lucas et al. (2008) argue that this method
may fail to accurately capture the scope of patient health. However, using the TMCC to
assess patients’ perceptions of their health care providers’ cultural competence may
provide a more robust and accurate depiction of reality. In this way, using patient-
reported measures of providers’ understanding of cultural characteristics, their awareness
of cultural differences, and their skill in incorporating cultural factors into care can
provide a clearer view of actual cultural competence.

Applying the TMCC framework to this study builds on this foundation to
determine how cultural competence among health care providers influences patient
outcomes. The underlying premise is that if patients perceive their providers as
demonstrating high levels of cultural competence, through positive cultural attitudes,
comprehensive knowledge, and effective communication skills, patients are likely to

report a better understanding of their conditions, greater treatment self-efficacy, improved
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adherence to medication, and a higher level of care satisfaction. Therefore, this
framework offers a valuable perspective for evaluating how integrating the tripartite
model into training programs can ultimately impact patient outcomes.

Relevance to the Present Study

In 1992, Sue et al. (see Sue & Sue, 2013) developed the TMCC as the United
States rapidly became more diverse. Their research indicated that immigrants now
accounted for 12% of the US population, leading to a more multiracial, multicultural, and
multilingual society (Sue & Sue, 2013). To effectively address the needs of an evolving
society, it is posited that health care providers must adopt a new framework to guide
culturally sensitive, effective interventions and treatment.

Similarly, the Caribbean is also becoming more integrated. The development of
the Caribbean Community and Common Market (CARICOM) initiative, which promotes
economic integration and cooperation among its member states, has made the migration
of culturally diverse people throughout the diaspora more apparent. For example, in The
Bahamas, approximately 25% of the population identifies as Haitian or speaks Haitian
Creole (Chepkemoi, 2017). With such pronounced shifts toward a multiracial,
multicultural, and multilingual society, the tripartite model offers a valuable framework
for assessing and enhancing health care providers’ ability to provide culturally congruent

care and meet their needs.
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Key Variables and Concepts

Constructs of Interest: Culture and Cultural Competency

The term “culture” generally refers to common group identities, including
language, communication styles, behaviors, customs, beliefs, traditions, values, and
institutions, all of which evolve over time and across individuals or communities (Curtis
et al., 2025). It should be noted that culture cannot be limited in understanding to just
race and ethnicity, but must also encompass the sociocultural experiences and identities
of people of different gender identities, socioeconomic statuses/ social classes, religious
and spiritual beliefs, sexual orientations, ages, physical and mental abilities, immigration
status, and intersectionality (Beagan, 2018; Chu et al.,2022; Hajighasemi, 2023).

However, while culture has a standardized definition, the term “cultural
competence” does not. Cultural competence is widely acknowledged as a core construct
within professional psychology (Chu et al., 2022; Hajighasemi, 2023). However, there
remains no consensus among or within nations on how it should be defined,
conceptualized, taught, assessed, or practiced (Curtis et al., 2025). As a result, there is no
universally accepted definition of cultural competency. Nevertheless, it is consistently
described in the literature as a dynamic, developmental process grounded in an
individual’s attitudes, knowledge, and skills. Thus, acquiring cultural competence is
inherently iterative and cyclical, while being both reflective and forward-thinking
(Pedrero et al., 2020).

Consequently, despite varied definitions, cultural competence is commonly

understood as a multidimensional construct that involves sensitivity, knowledge, and
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skills. Additionally, in the health care setting, it is a multilevel process that engages both
individual health care professionals and broader health systems (Pedrero et al., 2020). In
essence, competence must be understood as the capacity of a person, organization, or
system to interact, act, and assess situations with self-awareness, knowledge, and an
understanding of multiple cultures (Kashyap & Gielen, 2022). Therefore, to achieve high-
quality health care, individual providers and organizations must consider the diverse
experiences, lifestyles, and perspectives of patients, engaging in collaborative, culturally
informed decision making (Stubbe, 2020). Moreover, effective and equitable care must
be delivered in ways that are respectful, understandable, and responsive to patients’
cultural values, health beliefs, language preferences, literacy levels, and communication
needs (Stubbe, 2020).

As such, Curtis et al. (2025) proposed an appropriate working definition for this
study, stating: “Cultural competency refers to a set of knowledge about culture(s), along
with the associated skills and behaviors that health professionals require, to deliver high-
quality health care and achieve equitable health outcomes for all groups.”

It is well-documented in the literature that the inability to consider cultural factors
in health care can lead to patient-provider interactions that are shorter, less effective, and
lacking in patient-centeredness, which can contribute to health disparities. Therefore, to
better serve culturally diverse and underserved populations, health care professionals
must receive ongoing, lifelong training in cultural competence (Chu et al., 2022; Stubbe,
2020). Moreover, organizations must adopt culturally sensitive strategies that continually

adapt programs and methodologies to meet the evolving needs, values, and integration
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experiences of emerging social groups (Hajighasemi, 2023). It is imperative to integrate
cultural competence at all levels of health care to create a health care system that is
equitable to diverse populations, leading to increased patient satisfaction, improved
follow-up attendance, and improved patient compliance with their medication (Kashyap
& Gielen, 2022).
Provider Cultural Competence Within the Literature

Researchers have approached the assessment and measurement of cultural
competency in health care in various ways within the literature. Chu et al. (2022)
conducted a systematic review between 1984 and 2019 to explore the features, methods,
and outcomes of cultural competence assessment initiatives. Within that review, Chu et
al. (2022) synthesized and documented the available training curricula outlines, in which
they found that cultural competence assessments heavily relied on self-assessments
(73.0%), along with qualitative or open-ended responses, pre- and post-test exams, and
client-report measures.
Self-Report and Self-Assessments

Traditionally, self-report measures have been widely used in the literature to
assess cultural competency. Some scholars argued that the main strength of using
providers’ self-assessments is that the tools are valid and reliable, producing results that
are effective and generalizable. For example, the EMCC-14 was developed and validated
by Pedrero et al. (2020) to measure the level of cultural competence of health care
workers in Santiago de Chile. The results of this validation study indicated that the tool

was effective and generalizable across contexts within a Chilean setting, and offered
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several interventions that can be used in the health care sector to strengthen providers'
cultural competence (Pedrero et al., 2020). However, Lucas et al. (2008) argued that self-
assessments can lead to an incomplete or inaccurate report of the provider’s true abilities
and performance, thereby failing to accurately capture the scope of patient health.
Additionally, confounding variables, such as social desirability bias, an intentional or
unintentional response bias that causes people to answer assessment questions in a way
that represents them more favorably rather than honestly, can threaten validity and may
affect outcomes (Furr, 2011). This is especially true when students, professionals, or
providers are aware that cultural competence is being measured (Fung et al., 2023).

Hajighasemi (2023) presented a similar framework in their study and notes that
many existing models primarily emphasize the cultural competence of health care
providers working with culturally diverse patients. These models were typically aimed at
either assessing the provider’s academic understanding of the social, psychological, or
pharmacological issues relevant to a specific cultural group or evaluating the cultural
competence of experienced providers relative to those with no prior experience working
with certain cultural populations. While there is strength in this approach, Sue (2001, as
cited by Hajighasemi, 2023) noted the need for a more comprehensive framework that
not only considers the provider’s cultural competency but also assesses patient
perspectives on provider cultural competence and the organization’s overall diversity
climate. Self-reported measures were considered helpful for capturing provider

perspectives and for identifying patient perspectives and perceived experiences.
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Fung et al. (2023) approached measuring and assessing cultural competency very
differently from much of the literature and instead implemented a crossover design. The
study focused on the impact of virtual simulation and problem-based learning (PBL) on
nursing students’ perceived clinical and cultural competence. Using a randomized
controlled crossover design, students experienced both learning modalities, in which
students would be introduced to the virtual simulation first, followed by the PBL or vice
versa. The results from this study showed that both the virtual simulation and PBL
significantly improved students’ clinical skills, professional behaviors, and cultural
competencies, with no notable difference between the two groups. However, introducing
the virtual simulation before PBL appeared to boost initial engagement and learning
efficacy. There were two important limitations to this study. First, some may see a
crossover study design as a weakness, as the effect of the first intervention may not be
washed out when crossing over. Second, the researchers used self-report measures and
noted that the results might be subject to social desirability bias, as students were aware
that cultural competence was being measured. Nevertheless, the study still provided
support for the notion that integrating both strategies offers a flexible and effective way
to enhance nursing education and support students’ readiness for culturally competent
care in diverse clinical settings.

Qualitative or Open-Ended Assessments

Chae et al. (2018) noted a lack of qualitative research aimed at understanding the

experience and cultural competence training needs of Korean public health workers

providing care to the migrant population in Korea. As such, the authors conducted an
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exploratory qualitative study to understand the experiences and needs of Korean public
health workers. Chae et al. conducted five focus group interviews with 26 public health
workers from five public health centers in Gwangju City, South Korea. The results from
this study indicated that Korean public health workers experienced numerous challenges
in communicating with migrant patients and establishing rapport. The workers attributed
these difficulties to a lack of preparedness to provide culturally competent care and to an
inability to understand their vulnerabilities. This article asserted that public health
workers lacked the cultural competence training to effectively treat their migrant
population. Not only was it more difficult to communicate and establish trust, but it was
also significantly more challenging to contact the patients and easier to overlook them.
Additionally, many of the migrant patients defaulted on their treatment continuation in
the health care programs more often than native patients. This is an example of how a
lack of cultural competence can create a skills deficit among employees while negatively
impacting consumer outcomes. The authors note that future studies should focus on
developing e-learning programs to improve cultural competency and patient health
outcomes, with accompanying programs to monitor effectiveness.

Another qualitative perspective was presented by Hajighasemi (2023), who used
qualitative ethnographic methods, including semi-structured interviews, participant
observation, and informal conversations, to examine how four welfare service
organizations addressed the cultural needs of culturally diverse patients. The author
examined the rapid demographic change in Sweden due to increased immigration and the

presence of marginalized groups in a majority space. They sought to measure (i) the
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proportion of employees from an ethnic background at both the operational and the
managerial levels, (ii) the level of cultural awareness in the service provider
organizations active in an ethnically diverse area, and whether senior managers in these
organizations have mapped out the need for cultural sensitivity in the organization; and
(ii1) whether there is a clear strategy in place to increase cultural sensitivity in the
organization. The results from this study indicated that the most efficient strategy to make
social services more culturally sensitive is to hire more culturally diverse employees,
especially at the operational and managerial levels. Other techniques included regular
training initiatives led and updated by ethnic staff, as well as diversity plans to be
implemented within the organization. The very small sample size limits the
generalizability of the results. Therefore, future studies are needed to establish validity
and develop policy recommendations. This study was important because the author
discussed the implications of the demographic shift, its relationship to the field of social
work, and the importance of having trained social workers engage with ethnically diverse
clientele so they are open and respectful of culturally diverse people. Hajighasemi used
this article to highlight the need to improve the cultural competencies of staff in human
services organizations and offered in-depth insights into the diversity competencies
embedded within service delivery structures.

Similarly, McCann et al. (2023) conducted semi-structured interviews to
understand the perspectives of fourteen community pharmacy staff members in the
United Kingdom, including pharmacists, technicians, dispensers, and counter assistants,

to address an under-researched dimension in health care literature. The authors noted that
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some inequalities in the health care system negatively impact underrepresented minority
groups, including reduced access to health care services and poorer treatment outcomes.
However, limited qualitative literature explores professionals’ perceptions of culturally
competent care and the most effective ways to deliver cultural competence training. As
such, the authors sought to examine the perspective of pharmacy staff on cultural
competence and identify effective ways to provide cultural competence training. Using a
thematic analysis, McCann et al. identified three themes that suggest practical ways to
deliver cultural competence training to community pharmacy staff. First, the participants
stressed the need to define and highlight the importance of cultural competency within
the profession. Next, the pharmacies adapted their image to become a safe space for
diverse local community members. Finally, regarding practical delivery approaches, a
collaborative effort involving patients and pharmacy staff generated ideas to improve
how cultural competency training is designed, implemented, and delivered during service
delivery. This study provided evidence that involving patients in the development of the
training initiative can improve the program's efficacy and further improve patient
outcomes. McCann also mentioned the limitations of using self-report measures in this
study, as described previously, but emphasized that the results still had the potential to
improve patient outcomes when patients collaborate to develop culturally competent
initiatives.

Another study that used a qualitative approach was conducted by Antén-Solanas
et al. (2021), who adopted a phenomenological approach. The authors used semi-

structured interviews to investigate nursing lecturers’ perceptions and experiences in
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teaching cultural competence across four undergraduate nursing programs. The results of
this study showed that cultural differences, both between educators and students and
among students, frequently led to challenges and conflicts in the classroom. While the
study did not offer actionable strategies, its findings highlighted the intricacies of
teaching cultural competence and the need for strategies that accommodate diverse
classroom dynamics.
Pre- and Posttests

Rahimi et al. (2023) combined the health care providers’ self-assessment
instrument with a pre- and post-test design. In this study, the Cultural Diversity
Questionnaire for Nurse Educators Revised (CDQNE-R) was used to evaluate the
effectiveness of their cultural competency training program. The authors noted that
globalization and migration have increased cultural diversity in the health care system,
prompting nurses worldwide to need cultural competency training to manage culturally
diverse clientele and provide culturally congruent care. However, the authors note that,
among the Iranian population, more research is needed to evaluate the efficacy of virtual
cultural competency training for academic nurse educators. To address this gap in the
literature, Rahimi et al. conducted a study with 69 nurse educators from six nursing
schools in Kerman, Iran. They randomly assigned 35 participants to the intervention
group and 34 to the control group. The training program included 3, 2-hour sessions over
1 month. The CDQNE-R was used as a pre-test and a post-test to evaluate the
participants’ cultural competence 1 month before and 1 month after the training. The

pretest results showed similar scores between the intervention and control groups.
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However, the post-test scores showed a significant increase in participants’ cultural
competence in the intervention group, indicating that programs dedicated to
strengthening nurse educators’ cultural competency should be a priority. However,
Rahimi et al. noted that their results showed some support for the intervention. However,
they were limited by their reliance on self-reported data, noting that the self-report
instrument may not have accurately captured the true extent of participants’ cultural
competence. Further research with a larger sample size and an extended follow-up period
was recommended to improve the generalizability of their findings across diverse
academic settings.

Similarly, Robey and Dickter (2022) employed a pre- and post-intervention
assessment for their study. The authors noted that students of color are disproportionately
affected by racial microaggressions and negative interpersonal relationships when
attending predominantly White institutions (PWIs) versus other tertiary-level education
institutions, which can lead to substance use problems and adverse mental and physical
health outcomes. To improve the cultural competence skills of white students in PWIs,
the authors introduced structured coursework into an Introduction to Psychology course
to enhance the cross-racial interactions of white students effectively. The authors adopted
a cultural competency intervention, Safe Passages for U, which included 1 hour weekly
online sessions featuring cultural competence plays, reflection questions, articles, and
videos for 72 White undergraduate students. The results demonstrated a significant
increase in cultural competency, an ability for the students to acknowledge their White

privilege, and a decreased affinity to claim racial color-blindness. The implications of this
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study show a replicable, cost- and time-effective way to conduct cultural competency
training. It can yield positive outcomes in several fields, including training students,
multicultural teaching performance in educators, and patient care in health care
professionals. This approach demonstrated a replicable, cost-effective strategy for
delivering cultural competence training, with potential benefits for students, educators,
and health care professionals. However, the study’s applicability may be limited by the
academic standing and demographic characteristics of its participants, which may not
reflect those of other institutions.

Sung and Park (2021) also adopted a one-group pre- and post-test design and
reported improvements in nurses’ cultural competence following the intervention. The
authors highlighted the increased diversity of patients seen in medical facilities in South
Korea. As such, they noted very little competency training and sought to highlight the
importance of nurses’ ability to provide culturally competent care. The study aimed to
introduce and evaluate a phone app designed to conduct cultural competence training for
nurses working at a tertiary teaching hospital in South Korea. Sung and Park developed
the mobile app using the five stages of the ADDIE instructional model- analysis, design,
development, implementation, and evaluation. The delivery format was an e-book format,
and each learning module lasted 10-15 minutes, never exceeding 15 minutes to maximize
concentration. The Cultural Competence Scale for Nurses- short form (CCSN-SF) was
used to evaluate the effectiveness of the training programs, and the Mobile-App Rating
Scale (MARS) was used to assess the quality of the mobile app. In a pre- and post-test

intervention design, 49 nurses completed a cultural competence training program focused
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on enhancing awareness, sensitivity, knowledge, and skill. The app presented 27
examples of cultural conflict in 8 learning modules over four weeks. The results
demonstrated that the training program improved the cultural competence of nurses by
showing a statistically significant difference in comparing the pre- and post-test scores.
The authors also recommended using the mobile app as an on-the-job training initiative
to improve the cultural competence of nurses in South Korea. Sung and Park expressed
two limitations to this study, including focusing on short-term outcomes of effectiveness
rather than long-term employee outcomes related to culturally competent nursing care or
consumer outcomes related to treatment adherence of patients. Another limitation was
that their sample came from a single tertiary teaching hospital in Seoul, South Korea,
limiting the study's generalizability. This study provided support for an alternative way to
present cultural competency training modules, such as developing and using an app,
which would be effective. This is especially important considering the advancement of
technology. Using this app may bolster participant recruitment and participation, thereby
ensuring generalizability of the results. Nevertheless, the study emphasized short-term
outcomes without addressing long-term effects on culturally competent nursing practice
or patient adherence to treatment.
Client and Patient Report Measures

Chu et al. (2022) noted that before 2019, only 2.7% of the available literature
used client-report measures to assess provider cultural competence. As mentioned,
provider self-assessment measures have been validated and can provide actionable

results; however, those evaluations do not necessarily reflect actual provider behavior. As
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such, Chu et al. (2022) recommended that future research focus on alternative ways to
assess provider cultural competence, including knowledge tests and behavioral
observations of skills. Chu et al. (2022) also noted that it is worth examining the
client/patient perspective on health care providers' cultural competence to determine
whether cultural competency training would improve client/patient engagement and
treatment outcomes.
Provider Cultural Competence Informing Patient Outcomes

As it stands, most of the literature used provider responses to assess provider
cultural competence rather than patients’ experiences or cultural needs. Moreover, while
most tools focus on provider perceptions of their cultural competence, fewer studies
examine how provider cultural competence directly influences patient outcomes, such as
treatment adherence or long-term health equity. Bonsel et al. (2024) and Maboko et al.
(2024) called for more research that centers on patient-reported measures to evaluate
provider cultural competence. Such insights would not only deepen understanding of
culturally sensitive care but also provide a benchmark for providers to assess and refine
their own competencies. Chu et al. (2022) and Vella et al. (2022) highlighted this gap in
their systematic reviews, noting that research should focus more on assessing provider
cultural competence to establish a link to patient outcomes. This is where the gap in the
literature lies.

In their systematic review, Vella et al. noted that they reviewed 7879 studies
published between January 2010 and January 2021, of which only 5 met the inclusion

criteria for reporting at least one patient outcome associated with health professionals’
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cultural competence. The authors identified two randomized control trials, two mixed-
method studies, and one multi-method pre/post study.
Randomized Controlled Studies

Intervention trials in cultural competence are often considered challenging to
organize, difficult to set up, and limited in scope due to the inability to employ blinding
(Kashyap & Gielen, 2022; Sequist et al., 2010). This design is further limited by small
sample sizes, which reduce statistical power, an over-reliance on trainees rather than
experienced practitioners working in complex clinical settings, and short follow-up
periods that fail to capture chronic disease trajectories (Sequist et al., 2010).
Nevertheless, Patel et al. (2018) and Sequist et al. (2010) both conducted randomized
controlled trials with their participants, and the results were fairly similar.

First, in Patel et al.’s three-arm study of the Physician Asthma Care Education
(PACE) program, the authors recruited and assessed 112 primary care physicians to
determine how their levels of cultural competency impacted 867 African American and
Latino/Hispanic children with persistent asthma. The participants were randomized into
three groups, where the providers either offered care based on the standard PACE
curriculum, the enhanced PACE Plus module with targeted cross-cultural communication
training, or their normal care. The enhanced PACE plus cultural training module focused
on providing the physicians with culturally appropriate strategies for understanding
patients’ beliefs, using interpreters effectively, and negotiating treatment plans. The
results from this study showed that the physicians assigned to the PACE plus module

reported increased confidence in using patient-centered and culturally sensitive
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techniques. Additionally, the patients assigned to the PACE plus module reported a

reduction in asthma-related hospitalizations at the 9-month mark. However, this
advantage disappeared by the 21-month mark. Overall, the authors found no statistically
significant differences across groups in the number of ER visits, frequency of asthma
symptoms, caregiver quality of life, or caregiver satisfaction with physician
communication.

Sequist et al. (2010) reached a similar conclusion in their studies aimed at
reducing racial disparities in diabetes outcomes. The authors trained practicing clinicians
to recognize and address implicit bias and structural barriers affecting the provision of
care to Black patients. However, despite reported improvements in physician awareness
and self-assessed patient engagement, the results showed no meaningful change in
patients’ objective diabetes indicators, including glycosylated hemoglobin levels,
complication rates, or patient-reported trust and satisfaction, when compared to the
control group of clinicians.

When considered together, these two studies highlight the critical gap in the
literature between effective cultural competency training and achieving measurable
patient-centered outcomes. As such, Sequist et al. (2010) recommended that future
researchers conduct larger studies with varying contexts and robust patient-reported
measures to assess the true impact of cultural competence on health equity.
Mixed-Methods Studies

The two mixed-methods studies reviewed yielded similar results to each other.

First, Claramita et al. (2020) used a three-step framework to align primary care
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physicians' communication style with the norms of respect, hierarchy, and relational
harmony prevalent in Southeast Asian culture. The authors implemented a “Greet-Invite-
Discuss” intervention that included a workshop focused on employing culturally resonant
greetings, inviting patients to share narratives about illness beliefs, and discussing
treatment options in a partnership model rather than a directive one. The post-
intervention assessment revealed that the physicians reported a significant increase in
their confidence in providing empathetic care. From a clinical standpoint, there was a
statistically significant decrease in systolic and diastolic blood pressure among
hypertensive patients and lower fasting glucose levels in patients with type 2 diabetes.
Patients also reported increased perceived respect and clarity during consultations,
greater satisfaction, improved understanding of chronic illness and the necessary
management techniques, and increased motivation to take care of their health.

A similar study was conducted in the United States by Debiasi and Selleck
(2017), who evaluated a 1-hour cultural competence training session for primary care
nurse practitioners serving racially and ethnically diverse patients. The researchers used
the Cultural Competence Assessment (CCA) tool in a pre-post intervention design to
measure providers’ self-reported competence in cultural awareness, sensitivity, and skill.
The training intervention comprised didactic modules on cultural humility, case-based
role-plays, and reflective exercises. The results of this study showed a statistically
significant increase in provider confidence in appropriately gathering information on

patients’ cultural beliefs to inform and adapt their treatment care plans.
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It is worth noting that Debiasi and Selleck’s study primarily focused on provider-
level outcomes; however, the researchers conducted a follow-up patient survey that
assessed patient outcomes based on the culturally competent care received. The results
from the follow-up surveys indicated that their patients felt more understood, respected,
and trusting of their health care providers, and were more willing to adhere to treatment.

While both studies showed positive patient outcomes from fostering culturally
congruent care, both studies have limitations. Claramita et al.’s (2020) sample consisted
of physicians who chose to participate, suggesting they were already more inclined to
engage in patient-centered care, which may limit its generalizability. Moreover, Debiasi
and Selleck (2017) used a self-report assessment tool, limited data collection to a short
duration, and did not conduct a long-term follow-up assessment to measure long-lasting
effects.

Multimethod Pre- and Post-Study

The final study in Vella et al.’s (2022) review was conducted by Liaw et al.
(2015), who averred that Aboriginal people in Australia faced increased barriers to
accessing health care and sought to address this disparity by embedding cultural respect
into routine clinical practice. Liaw et al. developed a program called “Ways of Thinking,
Ways of Doing” (WoTWoD), which comprised a half-day workshop, a scenario-based
toolkit, and support from Aboriginal cultural mentors. The multi-method, multi-
perspective pre- and post-intervention study used medical record audits, staff Cultural
Quotient (CQ) surveys, and interviews with practice teams and Aboriginal patients to

assess differences in service delivery, clinical processes, and patient experience. The
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results from the intervention revealed a significant increase in the clinician's ability to
identify Aboriginal patients. There was also an increase in strategic thinking, motivation,
confidence, and culturally appropriate behaviors and skills of the clinicians. As it relates
to patient outcomes, this study showed an increase in the rate of health checks among
Indigenous peoples, as well as improvements in the screening and management of
chronic disease risk factors, including smoking, blood pressure, BMI, and cholesterol.
Finally, the Aboriginal patients reported feeling more respected and understood, noting a
more amicable clinical environment, culturally sensitive inquiries, clearer explanations of
their health status, and increased trust in their health care providers.

From these results, Liaw et al. (2015) demonstrated that embedding cultural
respect into health care practice can improve access to care, mitigate risk factors, enhance
patient trust, build a stronger sense of cultural safety, and improve patient care.

Cultural Competence and Patient OQutcomes

Researchers, educators, and policymakers are increasingly realizing that culture
and cultural identity are critical components in health care, social work, and other human
service domains. Consequently, failing to acknowledge and foster cultural considerations
can significantly undermine the efficacy and effectiveness of practice within these sectors
(Hajighasemi, 2023). Cultural competence, once understood as the convergence of
behaviors, attitudes, and skills within systems or among professionals, can facilitate
effective work in intercultural settings and provide a foundational framework for

addressing those challenges (Hajighasemi, 2023).
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In the literature, there is general agreement on the potential of cultural
competence to improve access and outcomes in patient care (Kashyap & Gielen, 2022).
The literature suggests that health care providers who adopt qualities such as cultural
competency with their patients can foster better rapport, higher-quality care, and greater
medication self-efficacy (Arora et al., 2024). Moreover, accessible, inclusive, and
comprehensive care improves patient outcomes related to their health, well-being, and
overall quality of life (Arora et al., 2024), while also shielding them from oppressive and
discriminatory attitudes and treatments, fostering more equitable and respectful care
experiences (Hajighasemi, 2023).

The literature indicates that migrant populations often report lower satisfaction
with health care services compared to native-born individuals. This disparity is largely
attributed to persistent barriers such as language and communication challenges, which
disproportionately affect socially and culturally marginalized groups (Romain, 2025).
Addressing these barriers, through patient education in preferred languages and increased
workforce diversity, can reduce patient anxiety, improve treatment adherence, and foster
more effective provider—patient communication.

In fact, a culturally competent health care system that intentionally acknowledges
and integrates the significance of culture in its structures empowers institutions and
practitioners to respond equitably and effectively to the needs of diverse populations
(Kashyap & Gielen, 2022). Equitable health care systems aim to ensure equal access and
comparable health outcomes across the populations they serve, and, in doing so, achieve

greater equity by aiming for parity in access and health outcomes across all populations.
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The integration of cultural competence, both at the level of individual health care
providers and within health care organizations, can play a pivotal role in helping patients
access timely, appropriate, and equitable care (Kashyap & Gielen, 2022).
Linking Cultural Competence and Patient Outcomes

Although extensive research demonstrates the benefits of cultural competence for
health care professionals (Vella et al., 2022), there remains limited investigation into its
direct impact on patients and health care consumers. While some studies employ patient-
reported measures to assess cultural competence, these are still relatively
underrepresented compared to provider self-assessments. Given that patient satisfaction is
closely linked to perceptions of culturally appropriate care, it is imperative to prioritize
and understand patients’ perspectives (Bonsel et al., 2024; Maboko et al., 2024).

According to the Donabedian model of health care quality, several measurable
outcomes can serve as paramount indicators of health care quality, as they reveal whether
the care provided has led to noteworthy or meaningful improvements in the patient’s
health status (Dziak, 2024). Patient outcomes, such as changes in health status, recovery
rates, avoidable readmissions, and survival, are central indicators of care quality (Ferreira
et al., 2023). Although cultural competence has been shown to improve staff capabilities,
a significant gap remains in research linking these improvements to patient-level
outcomes (Alizadeh & Chavan, 2016; Arora et al., 2024; Chu et al., 2022; Vella et al.,
2022). While the existing literature supports integrating cultural competence to improve
communication and patient satisfaction among cultural minorities, there is limited data on

its role in enhancing patient outcomes and reducing health disparities. Moreover, little is
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known about the applicability of cultural competence in health care in developing
countries, such as The Bahamas, highlighting the need for further context-specific
research (Kashyap & Gielen, 2022).

Several patient health outcomes have been identified as essential for
understanding the effect of cultural competence. Although it would be ideal to determine
a comprehensive range of patient outcomes, including clinical measures, behavioral
indicators, and population-level metrics, this study focuses on a specific group of
outcomes highlighted in similar research. Specifically, it considers patient understanding,
treatment self-efficacy, medication adherence, and patient satisfaction, all of which are
essential for evaluating the effectiveness of health care services (Arora et al., 2024;
Churruca et al., 2021). Each variable aligns with distinct research questions and
corresponds to components of the tripartite model focused on assessing cultural attitudes,
knowledge, and skills.

Patient Health QOutcomes
Patient Understanding

The Americans with Disabilities Act establishes standardized guidelines requiring
physicians to provide patients with limited English proficiency with effective
communication (Santana et al., 2023). McKay et al. (2021) argued that patient-reported
outcomes are positively affected when efforts to increase patients' understanding of
underlying diseases are incorporated into care pathways. As such, it is the responsibility
of the health care provider to ensure that they communicate both verbal and written

information effectively (Kotatkova & Miralles Hernandez, 2025). Failure to successfully
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integrate patients during the diagnostic process results in a poor understanding of the tests
being administered and/or the diseases being diagnosed, even though understandable and

careful information delivery is essential to assuring patients of the quality and validity of

their results (McKay et al., 2021).

Medical reports, for example, are a form of communication that includes the
patient’s medical history, test results, evolution, diagnosis, and treatment. Patients use
their medical reports to better understand what ails them and how it can be addressed.
However, these sections contain most of the elements that make the reports difficult to
understand (Kot'atkova & Miralles Herndndez, 2025). A lack of understanding of the
documents provided by health care providers can lead to widespread mistrust of the
health care system. Additionally, misunderstandings can lead to confusion, fear, anxiety,
and dangerous decisions such as self-diagnosis or self-medication. Therefore, there is an
urgent need to optimize communication with patients to ensure that they not only have
access to relevant information but also fully understand it (Kot'atkova & Miralles
Hernéndez, 2025). Inadequate understanding can lead patients to discontinue treatment
when side effects occur or when efficacy is not fully achieved in the early stages of
treatment. Moreover, a lack of understanding can lead patients to discontinue treatment
prematurely, particularly when side effects arise or therapeutic effects are not
immediately visible, contributing to dissatisfaction and reduced adherence (Takahashi et
al., 2025). Kot’atkova and Miralles-Herndndez (2025) and Romain (2025) suggested that
maintaining open and transparent communication and recommending tailored patient

reports are strategies for fostering mutual understanding, reducing anxiety, and enhancing
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treatment compliance. Additionally, diagnostic approaches that provide health care
information in patients’ preferred languages, with clear, accessible explanations,
empower patients to understand disease progression and take ownership of their care
(McKay et al., 2021).
Patient Treatment Self-Efficacy

To date, limited research has explored the impact of health care provider cultural
competence on patients’ treatment self-efficacy and adherence. Arora et al. (2024)
identified self-efficacy regarding treatment-taking and compliance as an important
patient-reported outcome to consider. Generally, self-efficacy reflects a person’s
confidence in their ability to accomplish tasks (Huang et al., 2025) and is the main
prerequisite for behavior change, including health behaviors (Kazemi et al., 2022).

Self-efficacy can be enhanced when placed in the context of a positive and
welcoming environment that uses intercultural awareness, sensitivity, and competence
(Huang, et al., 2025). When clinicians adopt culturally competent qualities with their
patients, they can help build better rapport, improve the quality of care, and increase
medication self-efficacy. These qualities are considered essential for developing and
sustaining people-centered health systems (Arora et al., 2024).
Patient Adherence to Medication

There is very little research that examines how patients perceive their providers’
cultural competence and how those perceptions influence their health care behaviors.
Medication adherence, the extent to which patients take medications as prescribed, has

always been a challenge in chronic disease management. The World Health Organization
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defines adherence as “the extent to which a person’s behavior corresponds with agreed
recommendations from a health care provider” (Yoon et al., 2023). Despite its critical
role in treatment success, roughly half of all patients with chronic illnesses fail to follow
their medication regimens, leading to poorer clinical outcomes and higher health care
costs (Yoon et al., 2023). Cultural beliefs and values play a central role in shaping
patients’ attitudes toward medications. In marginalized and minoritized communities,
traditional health beliefs may foster suspicion of pharmaceutical treatments or prioritize
alternative remedies, undermining adherence (Yoon et al., 2023). Language differences
and distinct communication styles further exacerbate misunderstandings, leaving patients
ill-informed about dosing, side effects, and the long-term benefits of therapy (Segal et al.,
2025; Yoon et al., 2023).

Gaston (2013) found that African American patients who believed their HIV
providers truly understood their cultural backgrounds demonstrated higher adherence to
their recommended treatment and therapy. Additionally, trust in the health care provider
was an important mediating factor in this effect, linking perceived cultural sensitivity
with better health behaviors and outcomes. Targeted interventions and strategies focused
on building cultural competency such as using familiar language, collaborating with
patients and their families, reinforcing the patient—provider relationship can help health
care providers build rapport, dispel medication-related fears, and tailor interventions to
patients’ cultural needs and perspectives, thereby enhancing adherence across culturally
diverse groups (Segal et al., 2025; Yoon, et al., 2023). Culturally competent and

responsive training of health care providers not only has the capacity to foster sustained
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behavior change but also provides equitable, patient-centered care that can improve
health outcomes, such as patient adherence to medication.
Summary and Conclusions

Despite a lack of consensus on how to define the term, the literature supporting
the need for cultural competency in the health care setting is extensive. The TMCC was
used to ground this study in the literature and to guide its focus when investigating
provider-level cultural attitudes, knowledge, and skills in health care. Stubbe (2020)
argued that, through cultural competence, health care institutions can become more
effective and equitable by serving their patients in ways that respect, understand, and
appropriately respond to the various needs of their culturally diverse patients.

Within the literature, cultural competence is assessed from two perspectives. Most
researchers used provider-report measures, while fewer focused on patient-reported
measures of the PCC of their providers. The studies that focused on the provider—report
measures mostly used self-report assessments for the providers to give their perspectives
on how they think they improved. Alternative assessment designs involved using
qualitative or open-ended responses and pre- and post-test exams. Regarding the patient-
reported measures, it was noted that there was very little literature on this approach.
Consequently, Chu et al. (2022) called for more studies to focus on patient-reported
assessments, as they can provide an alternative perspective on cultural competency in
health care that is more directly related to patient outcomes. Therefore, this study focuses
on assessing perceived provider cultural competence from the patient’s perspective to

understand the extent to which it affects patient outcomes.
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There is extensive literature supporting the benefits of training health care
providers to be culturally competent. However, little to no research determines how
cultural competence influences patient outcomes. Using the Donabedian model, the
following outcomes were chosen for further investigation: patient understanding,
treatment self-efficacy, medication adherence and compliance, and patient satisfaction
(Arora et al., 2024; Churruca et al., 2021). This study aims to bridge that gap by using
patient-reported measures to explore how PCC impacts the mentioned patient outcomes.
The evidence from this study has the potential to create a paradigm shift, leading the
Bahamian health care system to provide equitable, culturally congruent care to reduce

health disparities among culturally diverse populations and improve public health.
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Chapter 3: Research Method

The purpose of this study was to determine how PCC in health care providers
impacts patient outcomes. Using a quantitative design, the study aimed to determine
whether cultural competence was related to key indicators of patient care. Chapter 1
established the foundation of the current study and introduced its scope and significance,
while Chapter 2 situated the study within the broader scholarly discourse and identified a
critical gap in the literature that this study sought to fill. Chapter 3 provides a detailed
outline of the methodological framework and procedures used to answer the research
questions.

This chapter begins by describing the research design and rationale for its
selection. The chapter then describes the target population and determines the sampling
frames, recruitment procedures, and sample size. The chapter also outlines the procedures
for data collection, including the collection instruments, protocols, analysis techniques,
and software tools utilized, and identifies potential threats to validity in the current study
and the reliability measures of the surveys used. Finally, this chapter outlines the
necessary ethical procedures, considerations, and approvals required for this study’s
completion.

Research Design and Rationale
Study Variables

Several patient health outcomes are essential to understanding the impact of

cultural competence on patient care. Specifically, patient-reported understanding,

treatment self-efficacy, medication adherence, and satisfaction serve as critical indicators
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of whether culturally responsive practices are effective (see Arora et al., 2024; Churruca
et al., 2021) and provide direct insight into how well care aligns with individual needs
and expectations.
Connection to Research Questions

To answer the research questions in this study, a causal-comparative design was
used to compare several preestablished groups where experimental manipulation of the
variables was not possible (see Schenker & Rumrill, 2004). This design was also chosen
because the target population of this study was a vulnerable population that may have
included marginalized and/or undocumented individuals. Therefore, experimental
manipulation would have been unethical and practically infeasible. As such, preexisting
groups were compared, and data were analyzed based on group membership.
Time and Resource Constraints

First, although the study focused on cultural fairness and asked about language
preference, it was only available in English, as the psychometrics for the proposed survey
had not been established for alternative languages. Another constraint of the study was
access to the participants. As mentioned, recruiting participants may have been a
challenge, as this population is vulnerable and may be less inclined to participate. It
should be noted that some participants may have been undocumented individuals, which
could have increased their hesitancy to participate in research studies due to fear of
repercussions or retaliation. To mitigate this limitation, participants were assured that this
study did not require their names or any other identifiable information, that the research

project had no affiliation with the government, that their information would be protected
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under legal and ethical guidelines, and that the information gained would only be used for
educational purposes and to inform policies that may improve their experience. To
further cement this disposition, a lawyer was consulted to ensure that participation in the
study did not conflict with any Bahamian laws.
Advancing Knowledge in the Field

This study was significant in that the knowledge gained will contribute to
understanding the level of cultural competency of health care providers positioned in The
Bahamas and inform possible training protocols needed to improve cultural competence,
health care equity, and public health. Stakeholders will be informed of the benefits of the
study, which will include knowledge of their current state of affairs, data to inform
understanding of public health outcomes, insights into how the culturally diverse
population perceives their health care providers, and recommendations to improve
procedures and policies to raise their standards of operation. There is a severe lack of
research and evidence-based initiatives coming out of The Bahamas and the Caribbean as
a whole. The results of this study would inform the government of The Bahamas and,
potentially, the region about their deficits in health care and in attending to their
culturally diverse population. However, even more so, this study can serve as a blueprint
for the entire Caribbean to consider how we address multiculturalism throughout the
region, advocate for scrutiny in how we address migrant populations, and how we can

improve patient outcomes and decrease health disparities.
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Methodology

Population

The research population for this study included adults living in The Bahamas who
are non-Bahamian or otherwise culturally diverse. While the exact number of non-
Bahamians currently living in The Bahamas is unknown, the best approximation comes
from The Bahamas National Statistical Institute (2022), formerly known as The Bahamas
Department of Statistics. As of 2022, the department recorded approximately 59,124 non-
Bahamians residing in The Bahamas, accounting for about 14.8% of the total population,
which stood at 398,165 at the time of this census. This approximation accounts for
permanent residents, temporary residents, individuals who hold work permits, and
undocumented individuals. While the 2022 report does not account for every nationality,
historically and anecdotally, the largest groups of non-Bahamians in The Bahamas
identify as Haitian, followed by Jamaicans, Americans, Filipinos, Chinese, and then
Cubans. The majority, approximately 44,041 non-Bahamians, are concentrated on the
main island of New Providence, which serves as the capital. This is where this research
study took place, as the majority of the health care facilities are also located on this
island.
Sampling and Sampling Procedures

Random sampling would have been the ideal sampling technique for this study,
and it was the technique initially proposed. However, upon further development and
inspection, it was determined that convenience sampling was the most effective and

feasible approach to completing this research project in a timely manner. As such, data
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were collected through non-probability sampling, in which participants were selected
based on their characteristics, such as availability, proximity, or convenience (Goves et
al., 2009). While this sampling method limits generalizability, it was chosen because
random sampling is impractical given the logistical constraints mentioned.

Sampling Frame (Inclusion Criteria and Sampling Size)

The inclusion criteria for this study included non-Bahamian patients from both the
public and private sectors who are above the age of eighteen and have received
medical/health care services within the last 12 months. A non-Bahamian participant by
nationality is anyone in The Bahamas who was not given nationality by birth or
naturalization. Exclusion criteria include any patient who is Bahamian by birth or
naturalization. The G*Power software was used to determine the sample size. Using one
predictor variable, the sample size was calculated at 55 people for a medium effect size
(F2=.15), a=.05 - atype 1 error of 5% and a power (1 - f) of 80%.

Procedures for Recruitment, Participation, and Data Collection

Culturally diverse patients who received treatment from both the public and
private sectors, including those at the Public Hospitals Authority (PHA) institutions
(Princess Margaret Hospital, Sandilands Rehabilitation Centre), Doctors Hospital
(Shirley Street and Blake Road locations), and the Department of Public Health clinics
during the 12 months leading up to the launch of this study, were recruited.

Using an internet-based research strategy, participants were recruited via social
media platforms, including WhatsApp, X (formerly Twitter), Instagram, and Facebook. A

clickable link in the social media ads/posts redirected potential participants to the
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platform SurveyMonkey, which has a longstanding reputation for security, privacy, and
confidentiality. The ads and posts complied with each platform’s usage policy. They
included elements of informed consent, such as the study’s purpose, target population,
expected completion time, confidentiality, and the researcher's contact information in
case questions arise. There were no other parties involved in this step besides the
researcher, and interactions took place solely on the online platforms mentioned. Patients
were assured that no identifiable information was required. IP trackers on SurveyMonkey
were disabled to ensure participant information remained confidential, and only
authorized members of the research team viewed the associated data. Once collected, the
data were aggregated and anonymized to further protect the privacy of all participants. To
mitigate potential risks to participants’ psychological well-being, contact information for
mental health professionals was also provided at the beginning of the survey.
Instrumentation and Operationalization of Constructs

For this research design, diverse patients were required to volunteer their
experiences and perspectives using the following Patient-Reported Experience Measures
(PREMs) and Patient-Reported Outcome Measures (PROMs). First, the Patient-Reported
Physician Cultural Competency measure (PRPCC), used by Arora et al. (2017), is a
PREM that evaluates health care provider behavior using the “History-Taking” subscale,
which focuses on their diligence in history-taking and their ability to explain the patient’s
prognosis. Arora et al. (2017) also used the “Explaining” subscale to assess PCC by
evaluating how effectively providers communicated with their patients in a culturally

appropriate manner. This tool assessed patient understanding of the information
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communicated. The PRPCC is available for download in the public domain, and
according to Thom and Tirado (2006), the tool can “be reproduced and used for non-
commercial research and educational purposes without seeking written permission”.

To measure patient treatment self-efficacy, the PROMIS Self-Efficacy for
Managing Chronic Conditions — Managing Medications and Treatment — Short Form is a
PROM that measures patients’ confidence in their ability to manage their medication and
treatment plan effectively (Gruber-Baldini et al., 2017). It is a frequently used, valid, and
reliable questionnaire available for download in the public domain and accompanied by
an instruction and scoring manual.

To assess patient adherence to treatment plans, Arora et al. (2024) used the
“Compliance” subscale of the Generic Medical Interview Satisfaction Scale (G-MISS) to
measure compliance with participants’ clinical treatment regimens. Maurice-Szamburski
et al. (2017) provide a full copy of the scale in their validation report, located in the
appendix. The article is authorized for use by Springer Nature Journal for small-scale
personal, non-commercial use, provided that all copyright, trade and service marks, and
other proprietary notices are maintained. The other two subscales of the Generic Medical
Interview Satisfaction Scale (G-MISS) were used to measure patient satisfaction. The
“Relief” subscale measures the extent to which patients feel relieved after consulting with
their health care provider, and the “Communication” subscale evaluates the quality of the
conversation, providing a comprehensive overview of patient satisfaction. The entire
Data Collection Instrument was developed using SurveyMonkey, including all instructed

reserve scoring items, and comprised the following sections:
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¢ informed consent
e sociodemographic information (age, sex, race, nationality[ies], ethnicity,
language preference, education level, socio-economic status and number of
hospital/clinic visits in the last year)

e the Patient-Reported Physician Cultural Competency (PRPCC) measure

e the PROMIS Self-Efficacy for Managing Chronic Conditions

e the Generic Medical Interview Satisfaction Scale (G-MISS)
Access to the Data Set and Permissions

Participants were informed of the voluntary and anonymous nature of their
participation, and Informed Consent was obtained prior to beginning the survey. Given
the sensitive nature of the data being collected, only the researcher and their committee
team members had full access to the dataset for analysis, write-up, and recommendations.
No research assistants were needed to execute this study. Additionally, Walden
University’s Institutional Review Board (IRB) solely provided oversight to ensure this
study met ethical standards for human participants. Governmental and private agencies
will have access only to this study’s results to inform innovation, interventions, and adapt
policies for public health, public safety, and regulatory purposes.

Data Analysis Plan

The Software Packages for Social Science (SPSS) were used to analyze the data
collected. Descriptive statistics were analyzed using frequencies and measures of central
tendency (mean, median, and mode). Cleaning was required to ensure the best data

quality and that the data collected was precise, accurate, and consistent. Once the raw
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data were collected, cleaning was initiated to remove any inconsistent, incorrect, or
unusual data entries that could skew analysis and results. In this study, data cleaning was
completed in two phases. First, the data set was exported from SurveyMonkey to
Microsoft Excel for initial cleaning. During this phase, the goal was to determine that the
responses came from the target population. As such, respondents who did not meet the
stated inclusion criteria were filtered out, age ranges were validated to ensure they fell
within the expected boundaries, duplicates were removed, incomplete survey responses
were identified, and missing values were managed through imputation or deletion,
removing rows with excessive missing values. Outlier responses and review response
summaries for any other implausible responses were also identified.

Next, the dataset was transferred from Microsoft Excel to SPSS for a final round
of cleaning. While in SPSS, the spreadsheet was thoroughly reviewed to determine if
respondents made any mistakes, including selecting the same response repeatedly
(straight-lining), answering in a predictable response pattern, providing unrealistic
responses, or failing to complete all required sections. Once the dataset was cleaned and
approved, the cleaned version was saved as a new dataset and used for analysis.

Research Questions and Hypotheses

RQ1: Does patient understanding differ across levels of PCC?

Ho1: Patient understanding does not increase with higher levels of PCC.

Hal: Patient understanding increases with higher levels of PCC.

RQ2: Does treatment self-efficacy differ across levels of PCC?

Ho2: Treatment self-efficacy does not increase with higher levels of PCC.
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Ha2: Treatment self-efficacy increases with higher levels of PCC.

RQ3: Does adherence to medication differ across levels of PCC?

Ho3: Adherence to medication does not increase with higher levels of PCC.

Ha.3: Adherence to medication increases at higher levels of PCC.

RQ4: Does patient satisfaction differ across levels of PCC?

Ho4: Patient satisfaction does not increase with higher levels of PCC.

H4: Patient satisfaction increases with higher levels of PCC.

RQS5: Does perceived cultural History-Taking by health care providers predict
patients’ understanding of their diagnoses/conditions?

Ho5: Perceived cultural History-Taking by health care providers does not predict

patients’ understanding of their diagnosis/conditions.

H,5: Perceived cultural History-Taking by health care providers positively

predicts greater patient understanding of their diagnosis/conditions.

RQ6: Does PCC in health care providers predict patients’ treatment self-efficacy?

Ho6: PCC in health care providers does not predict patients’ treatment self-

efficacy.

H,6: Higher PCC in health care providers is positively associated with greater

levels of self-efficacy in managing their treatment and condition.

RQ7: Does PCC in health care providers predict patients’ adherence to treatment
plans and medication?

H,7: PCC in health care providers does not positively predict patients’ adherence

to their treatment plans and medication.
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Ha7: Higher PCC in health care providers is positively associated with greater

adherence to medication and compliance with the intervention plan.

RQS8: Does PCC in health care providers predict patient satisfaction?

Ho8: PCC in health care providers does not positively predict patients’ satisfaction

with their overall health care experience.

Ha8: Higher PCC in health care providers is positively associated with greater

levels of satisfaction with their overall health care experience.

Statistical Tests

ANOVA and bivariate linear regression models were used to provide a clear
examination of the relationship between a single predictor and a single outcome. The
ANOVA was used to assess whether group means varied significantly in relation to the
outcomes. Using ANOVA, the study determined whether variations in PCC were
associated with meaningful differences in patient-reported understanding, treatment self-
efficacy, medication adherence, and satisfaction, while controlling for the increased Type
I error rate that would occur if multiple t-tests were conducted. Post hoc comparisons
were used to further clarify significant results. F' values were used to determine whether
the differences observed among group means were greater than what would be expected
by chance, and the accompanying p-value provided the probability that these differences
occurred randomly.

The regression model allowed for a direct interpretation of the extent to which
PCC predicts patient outcomes. By modeling each outcome separately, simple regression

reduces complexity, avoids overfitting, and ensures findings remain transparent and
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easily interpretable. These approaches align with the study’s goal of isolating distinct
patient experiences in relation to provider cultural competence rather than conflating
outcomes into a multivariate structure. In doing so, the simple regression models enhance
clarity while supporting methodological rigor. The results from these regression models
were interpreted using the regression coefficient to determine the direction and
magnitude of the effect. P-values were used to determine statistical significance, and the
R-squared (R?) values explained the amount of variance explained by each outcome.
Threats to Validity

Threats to validity could undermine the research findings if they are not carefully
identified and addressed. In the context of this study, several potential threats to validity
have been identified. To address external threats to validity, the following precautions
were taken to ensure the generalizability of the research findings. A noteworthy threat to
external validity is the limited scope of outcomes. While various outcomes have been
identified as indicators of health care equity, this study focused on four at this time. This
could result in broader impacts or explanations being missed. However, the four
outcomes identified were selected for their prevalence in the existing literature on cultural
competence in health care. Moreover, this study aims to serve as a foundation for future
research by providing a framework for exploring other outcomes.

On the other hand, internal threats to validity can affect causal inferences within
this study. For example, measurement error may occur when the survey questions or
selected quantitative instruments do not accurately reflect, test, assess, or measure the

construct of interest. The best way to overcome this error is to choose or develop
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quantitative instruments that are valid and reliable. As such, PCC and the stated patient
outcomes were measured using tools previously used in the literature in a similar context,
all of which are valid and reliable. Additionally, Grimm (2010) and Kroscnick (1999)
also recommend explicitly identifying questions vulnerable to SDB and urge participants
to consider their responses carefully. This action is enough to improve accuracy and
mitigate measurement errors.

To address potential threats to construct validity, the PCC variable was
appropriately operationalized to capture the full construct. Additionally, to manage social
desirability bias, no self-report measures were used. Instead, patients were asked to report
their experiences with health care providers anonymously.

Ethical Procedures

Due to the potential stigma and discrimination against foreign nationals in The
Bahamas, volunteers were not asked to complete the survey in a public setting. They
were recruited online and were able to answer the survey or not of their own volition,
without anyone else being privy to its completion. Social media platforms, including
WhatsApp, X (formerly known as Twitter), Instagram, and Facebook, were used to share
the secure survey link with the target population, in compliance with each platform’s
terms of service. Each person responded to the secured survey using a device of their
choice, in their own privacy and comfort, and IP address tracking was disabled within
SurveyMonkey. Data will be disposed of using the operating system utilities to overwrite
the collected data multiple times once the requisite holding time of 5 years has passed.

The ad/post included a brief excerpt introducing this study, a link to the survey, and
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contact information for the researcher in case of any questions. There were no other
parties involved in this study besides the researcher, and interactions took place solely on
the online platforms mentioned.

All findings, including null or negative results, study limitations, and potential
conflicts of interest, are reported transparently. A final summary report will be prepared,
published, and presented in a public forum through a community assembly using a
PowerPoint presentation. A brief summary report will also be mailed to the
administrative offices of both major hospitals in The Bahamas, including those under the
Public Hospitals Authority (public health care) and Doctors’ Hospital (private health
care).

IRB Permissions and Access

This study was sanctioned and approved by Walden University’s IRB under
approval code 11-20-25-1175916 to ensure that its procedures and protocols met
institutional standards.

Participant Treatment

Informed consent parameters were placed at the beginning of each survey. In
doing so, each participant received clear information pertaining to this study’s purpose,
procedures, and potential risks. Consent forms were translated and reviewed for cultural
relevance to ensure comprehension across diverse populations. To mitigate potential risks
to participants’ psychological well-being, contact information for mental health
professionals and support resources was provided in the survey introduction. The

informed consent also highlighted the concepts of anonymity and confidentiality, as the
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online data were stored securely and handled appropriately. Participants held the right to
withdraw from this study at any time, for any reason, without repercussion. Finally, the
report includes intervention recommendations to improve the quality of care for a
historically underserved population and to inform realistic improvements in clinical
practice focused on health care equity.
Summary

This study used a causal-comparative research design to examine the relationship
between PCC and key patient outcomes, including patient understanding, treatment self-
efficacy, medication adherence, and overall satisfaction. The requisite data to establish
this relationship were collected from non-Bahamian patients. Respondents were recruited
to participate in the online survey via a secure link to SurveyMonkey. Ethical protocols
and protective measures were implemented to safeguard this vulnerable population
throughout the research process. Data collection involved presenting a compilation of
valid and reliable instruments aligned with each dependent variable. Upon completion,
responses were anonymized, systematically exported from SurveyMonkey to Microsoft
Excel, and subsequently imported into SPSS for statistical analysis using simple
regression techniques. Potential threats to internal and external validity were identified
and appropriately mitigated. Finally, the findings will be disseminated to the public,
study participants, community stakeholders, and relevant organizations to illuminate the
current state of cultural competence within the Bahamian health care system and to serve

as a catalyst for dialogue, policy development, and systemic reform.
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Chapter 4: Results

The purpose of this quantitative study was to investigate the relationship between
the PCC of health care providers in The Bahamas and the health outcomes of non-
Bahamian patients they treat. The predictor variable was provider PCC. The criterion
variable was patient outcomes, including patient understanding, treatment self-efficacy,
adherence to medication, and satisfaction.

Chapter 4 presents this study’s findings, beginning with reiterating the research
questions and their corresponding hypotheses, followed by an overview of the data
collection process, including the data collection period, recruitment process, and response
rate, as well as the discrepancies in data collection from the original plan, to better
contextualize the results. The chapter then details the outcomes of the analysis, organized
around the research questions and objectives. Additionally, tables and figures are
presented to demonstrate significant patterns, trends, and relationships within the data.
The chapter concludes with a summary that synthesizes the main findings and introduces
the discussion and conclusion in Chapter 5.

Research Questions and Hypotheses

RQ1: Does patient understanding differ across levels of PCC?

Ho1: Patient understanding does not increase with higher levels of PCC.

Hal: Patient understanding increases with higher levels of PCC.

RQ2: Does treatment self-efficacy differ across levels of PCC?

Ho2: Treatment self-efficacy does not increase with higher levels of PCC.

Ha2: Treatment self-efficacy increases with higher levels of PCC.



69

RQ3: Does adherence to medication differ across levels of PCC?

Ho3: Adherence to medication does not increase with higher levels of PCC.

Ha.3: Adherence to medication increases at higher levels of PCC.

RQ4: Does patient satisfaction differ across levels of PCC?

Ho4: Patient satisfaction does not increase with higher levels of PCC.

H4: Patient satisfaction increases with higher levels of PCC.

RQS5: Does perceived cultural History-Taking by health care providers predict
patients’ understanding of their diagnoses/conditions?

H,5: Perceived cultural History-Taking by health care providers does not predict

patients’ understanding of their diagnosis/conditions.

Ha5: Perceived cultural History-Taking by health care providers positively

predicts greater patient understanding of their diagnosis/conditions.

RQ6: Does PCC in health care providers predict patients’ treatment self-efficacy?

Ho6: PCC in health care providers does not predict patients’ treatment self-

efficacy.

H,6: Higher PCC in health care providers is positively associated with greater

levels of self-efficacy in managing their treatment and condition.

RQ7: Does PCC in health care providers predict patients’ adherence to treatment
plans and medication?

H,7: PCC in health care providers does not positively predict patients’ adherence

to their treatment plans and medication.
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Ha7: Higher PCC in health care providers is positively associated with greater

adherence to medication and compliance with the intervention plan.

RQS8: Does PCC in health care providers predict patient satisfaction?

Ho8: PCC in health care providers does not positively predict patients’ satisfaction

with their overall health care experience.

Ha8: Higher PCC in health care providers is positively associated with greater

levels of satisfaction with their overall health care experience.

Data Collection

Ethical Considerations

Following receipt of formal approval from Walden University’s IRB, the data
collection process was initiated in accordance with ethical research standards. This
approval ensured that this study met all institutional and federal guidelines for the
protection of human subjects. Prior to participation, individuals were provided with a
comprehensive informed consent form that outlined the purpose of this study, the
procedures involved, potential risks and benefits, payment and security details, their
rights as participants, and the contact information for the researcher and Walden
University’s Research Participant Advocate to address any questions, comments, queries,
or concerns. To maintain the highest standards of ethical integrity, participant anonymity
and confidentiality were rigorously maintained throughout the research process. No
identifying information was collected, and data were reported in aggregate form to
further prevent response tracking. Participation in this study was entirely voluntary, and

participants were informed that they could withdraw their consent to participate at any
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time without penalty or repercussions. These protocols were established to ensure

participants were fully aware of their involvement and that their autonomy and dignity

were respected throughout the research process.

Tools and Time Frame

Data were collected through an online survey conducted between November 20,

2025, and December 20> 2025. The survey included the following sections:

informed consent

two qualifying questions related to the inclusion criteria

sociodemographic data that included 11 questions

the Patient-Reported Physician Cultural Competency measure (PRPCC),
which included 13 Likert-style items requiring participants to select an option
ranging from Never, Seldom, Sometime, Usually, or Always to measure PCC
in health care providers.

the Managing Chronic Conditions — Managing Medications and Treatment —
Short Form 4a (MMT), which included 4 Likert-style items requiring
participants to select an option ranging from Not at all confident, A little
confident, Somewhat confident, Quite confident, or Very confident. These
questions are used to measure patient treatment self-efficacy

the Generic Medical Interview Satisfaction Scale (G-MISS) was a 16-item
Likert-style scale requiring participants to select an option ranging from

Strongly Disagree, Disagree, Neutral, Agree, or Strongly Agree.
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Scoring Parameters of Assessment Tools

1.

The PRPCC is designed to measure patients’ perceptions of their health care
provider’s cultural competence. Scores are calculated by summing responses
across all items, resulting in a total score that ranges from 13 to 65, with
higher scores indicating greater perceived competence. The History Taking
subscale includes the first five items (scoring range 5-25), which evaluate the
extent to which providers inquire about and consider patients’ cultural
background, beliefs, and practices during the medical interview. The
Explaining subscale, composed of the remaining eight items (scoring range 8—
40), assesses how effectively providers communicate medical information in a
culturally sensitive and understandable manner. Although Thom and Tirado
(2006) did not establish fixed thresholds, scores are generally interpreted
using percentage ranges of the maximum possible score. To facilitate
interpretation, total scores were converted into percentages of the maximum
possible score and categorized into three levels: low competence (< 60% of
maximum; < 38 points), moderate competence (60—79%; 39-51 points), and
high competence (= 80%; > 52 points).

The MMT measures a patient’s confidence in managing their medications and
treatment routines, otherwise known as treatment self-efficacy. The raw score
is computed by adding the responses for all four items. Raw scores of 16 — 20
are considered high and indicate a strong confidence in managing medications

and treatment, scores of 10-15 are considered moderate scores and indicate
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some confidence, but possible barriers to self-efficacy, while a score less than
10 is low and indicates limited confidence, suggesting a need for support or
intervention.

3. The G-MISS was used to measure adherence with participants’ clinical
treatment regimens and patient satisfaction. The 16 items are structured across
three dimensions of patients’ experiences, including Relief, Communication,
and Compliance. Within the literature, the Relief subscale (items 1-8) and the
Communication subscale (items 9—14) are commonly used to measure patient
satisfaction with a score range of 6-70, while the Compliance subscale (items
15-16) measures adherence to medication and treatment plans with a score
range of 16 — 18 (Maurice-Szamburski et al., 2017). There are no fixed
thresholds for this tool due to variations across studies; however, scores are
generally interpreted using percentages of the maximum possible score and
categorized into three levels: low scores ( < 60% of maximum; < 47 total),
moderate scores (60—79% of maximum; 48—63 total), and high scores (> 80%
of maximum; > 64 total) (Arora et al., 2024).

Recruitment Process

To address the research questions, quantitative data were collected using a
structured and comprehensive online survey. The participants in this study were recruited
through convenience sampling, through social media websites, and community forums.
This approach allowed for efficient access to a broad range of respondents. Although this

sampling method limited the generalizability of the findings, the survey instrument used
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three previously validated scales to support validity. All participants were asked to
review and consider the informed consent form prior to participation, and consent was
implied by their continued participation in the survey. Data confidentiality was
maintained by the anonymization of responses, disabling of IP address tracking, and
secure digital storage. The data collection procedure followed the defined protocol
outlined in the methodology section to ensure consistency and transparency throughout
the process. The resulting dataset was sufficiently robust to support statistical analysis
and address this study’s objectives.
Data Plan Discrepancies

An additional one-way ANOVA analysis was conducted to explore whether
patient understanding, treatment self-efficacy, adherence to medication, and patient
satisfaction differed across varying levels of PCC.
Sample Representation

The dataset initially consisted of 122 responses. Following the application of
inclusion criteria, 63 respondents who identified as Bahamian were removed, leaving 59
participants. Respondents who were not Bahamian and had not visited a health care
facility in the past year were still included, as their perspectives were still considered
valid for this study. Four respondents who only completed the preliminary inclusionary
questions were excluded, resulting in 55 participants, all of whom were confirmed to be
18 years or older. Partial responses were then managed. Six respondents who completed
only demographic questions but did not answer any assessment tools were removed,

leaving 49 participants. Five respondents completed the PRPCC but not the MMT or G-
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MISS; their data were included to measure PCC. Two respondents completed the PRPCC

and MCC but not the G-MISS, and their data were included to assess the impact of PCC
on managing conditions, as this represented a separate variable. No statistical outliers
were identified; however, three implausible responses were noted in which participants
initially identified as Bahamian but later reported their nationality as “Israelite,”
“Chinese,” and “Jamaican.” These responses were retained due to the possibility of dual
citizenship. The data were then imported into SPSS, where a secondary review was
conducted to detect potential errors, straight-lining, predictable response patterns,
unrealistic entries, or partial responses; none were identified, and the sample remained at
49 participants. Missing data for the PRPCC were addressed using mean substitution,
whereby missing values were replaced with the mean score for that item across all
participants. Imputation was applied only to the PRPCC because the proportion of
missing values was relatively small. Therefore, responses from participants who did not
complete the other instruments were not assumed or imputed.
Results

Data Analysis

A comprehensive analysis of this study’s variables was conducted, including
descriptive, comparative, and linear regression analyses. First, descriptive statistics were
used to summarize the demographic characteristics of the participant sample. Next, one-
way ANOVA models were used to examine differences in patient outcomes across levels
of PCC. Finally, a bivariate regression, also known as simple linear regression, was used

as a predictive model that determine the impact of PCC on patient outcomes. The
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regression was used to explore the relationship between PCC and patient understanding,
treatment self-efficacy, adherence to medication, and satisfaction. Assumptions of
regression techniques state that both the independent and dependent variables must be
metric-level variables (i.e., continuous) and that any extreme outliers must be identified
and removed. Additionally, both variables should be normally distributed, and if a
relationship exists between them, it should be linear in nature. To ensure the appropriate
analysis was used, normality assumptions were assessed using histograms, linearity was
assessed through scatterplots, Independence of errors was assessed using the Durbin-
Watson test, and Homogeneity of variance was evaluated using Levene’s test.

Residual diagnostics were complete for each model to evaluate the assumptions.
Across all models, predicted values were centered appropriately around their means, and
residuals were balanced with means near zero, indicating no systematic bias in prediction
errors. Standardized and studentized residuals generally fell within acceptable ranges
(£3), with only a few cases approaching thresholds of concern, suggesting the absence of
extreme outliers. Deleted residuals and studentized deleted residuals similarly remained
within safe bounds, reinforcing the stability of the models. Influence statistics showed no
evidence of problematic cases: Cook’s distance values were consistently below 1,
leverage values were modest, and Mahalanobis distances did not indicate severe
multivariate outliers. Histograms and normal probability plots of standardized residuals
approximated normal distributions, supporting the assumption of residual normality.
Collectively, these diagnostics confirm that the regression assumptions were adequately

met across all four models, with only minor deviations observed that did not compromise
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the validity of the analyses. All analyses were performed at a 5% significance level using
IBM SPSS Statistics Version 27 (Teixeria et al., 2024).
Descriptive Statistics

Table 1 presents the demographic characteristics of this study’s participants. It is
important to report these variables to contextualize the sample and ensure transparent
interpretation of the findings. Diversity across age, gender, race, nationality, language,
education, income, and health status underscores the relevance of cultural competence in
varied patient populations. Additionally, including and reporting participants from
multiple nationalities, racial and ethnic groups, socioeconomic backgrounds, and
linguistic communities highlights this study’s commitment to inclusivity by representing
individuals who may otherwise be marginalized in health care research. The sample
reflects the realities of the diverse patient population in The Bahamas and strengthens the
applicability of findings to broader populations.

As seen in Table 1, a total of 49 participants were included in this study,
comprising 61% female, 39% male, and 0 participants who identified as genderqueer,
non-binary, or agender. Participants were grouped into six age categories: 18-24 (n = 0),
25-34 (n=31),35-44 (n=16),45-54 (n=4), 55-64 (n=1), and 65 — 74 (n=1).
Regarding the nationality of the participants, the majority identified as “Other,” which
included Sri Lankan, Israelite, Guyanese, Trinidadian, Tanzanian, British, Nigerian,
Puerto Rican, Argentine, Kenyan, French, Japanese, Canadian, and Indian (n = 18;
36.7%). The remaining nationalities included Haitian (n = 6; 12.2%), followed by

Jamaican (n = 8; 16.3%), American (rn = 10; 20.4%), Filipino (n = 4; 8.2%), Chinese (n =



2;4.1%), and Cuban (n = 1; 2.0%). The most common language spoken was English,
followed by the multi-lingual option, Haitian Creole, and Jamaican Patois. The most
common level of education was “Graduated from college” (40%), while the most
common household income was between $25,000 and $49,999. Overall, participants

reported their health as excellent (18.4%), good (51%), fair (26.5%), or poor (4.1%).
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Table 1

Demographic Characteristics of Participants (N = 49)

Variable Category Frequency Percentage
Age 18-24 6 12.2
25-34 31 63.3

35-44 6 12.2

45-54 4 8.2

55-64 1 2.0

65-74 1 2.0

Gender Female 30 61.2
Male 19 38.8

Race Asian/Pacific Islander 9 18.4
Black, Afro Caribbean, African American 33 67.3

Hispanic or Latino 2 4.1

Multiple Ethnicity/ Other 4 8.2

White 1 2.0

Nationality American 10 20.4
Chinese 2 4.1

Cuban 1 2.0

Filipino 4 8.2

Haitian 6 12.2

Jamaican 8 16.3

Other 18 36.7

Language English 30 61.2
Haitian Creole 5 10.2

Jamaican Patios 3 6.1

Chinese 1 2.0

Spanish 1 2.0

Other/Multiple 8 16.3

Education Did Not Attend School 1 2.0
Stopped at 11% Grade 1 2.0

Graduated from High School 9 18.4

1-3 years of College 7 14.3

Some Graduate School 1 2.0

Completed Graduate School 9 18.4

Income $0-24,999 9 18.4
$25,000-49,999 14 28.6

$50,000 — 74,999 12 24.5

$75,000-99,999 5 10.2
$100,000-124,999 3 6.1
$125,000-149,999 1 2.0
$150,000-174,999 1 2.0

$200,000 and up 1 2.0

Health Excellent 9 18.4
Good 25 51.0

Fair 13 26.5

Poor 2 4.1

Note. Demographic data reflecting reported participant characteristics
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Statistical Analysis Findings

One-way ANOVA analyses were performed to determine differences in patient
outcomes across levels of PCC. In this analysis, PRPCC scores, used to measure cultural
competence, were classified into three levels: low (< 38), moderate (39-51), and high (>
52). Table 2 presents the statistics for the PRPCC total score, noting that across the
sample, the mean PRPCC total score was 34.2 (SD = 10.3), corresponding to 52.6% of
the maximum possible score, indicating that the overall perception of provider cultural
competence was moderate. The median was 35.00 (moderate), and the mode was 19.00
(low). The distribution of scores ranged from 13.00 to 55.00, yielding a total range of 42
points. Skewness (—.206, SE = .340) and kurtosis (-0.662, SE = .668) values indicated
that the distribution was approximately normal, with only slight negative skewness and a
somewhat flatter shape than a normal curve. These results suggest that the data are
reasonably well-suited for parametric analyses, as the distribution does not deviate

substantially from normality.
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Table 2

Statistics for the PRPCC Total Score

Statistic Value
Valid Participants 49.00
Missing Participants 0.00
Mean 3422
Median 35.00
Mode 19.00
Standard Deviation 10.33
Skewness -0.21
Standard Error of Skewness 0.34
Kurtosis -0.66
Standard Error of Kurtosis 0.67
Range 42.00
Minimum 13.00
Maximum 55.00

Note. Statistics based on 49 valid participants; no data were missing. Multiple modes
exist; the smallest value is shown. Skewness (—.21, SE = .34) and kurtosis (—.66, SE =
.67).

Levene’s statistics, presented in Table 3, were conducted for patient outcome
variables and are presented to support analysis transparency. Results for patient
understanding were significant (p <.01), indicating unequal variances across groups.
Tests for treatment self-efficacy, adherence, and satisfaction were nonsignificant (p<.05),

indicating homogeneity of variances.
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Levene’s Test of Equality of Error Variances for Patient Outcomes
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Outcome Test Basis Levene df1 df2 Sig.
Variable Statistic
Patient Based on Mean 6.076 2 46 .005
Understanding
Based on Median 5.426 2 46 .008
Based on Median (adjusted df) 5.426 2 36.16 .009
Based on Trimmed Mean 5.986 2 46 .005
Patient Treatment Based on Mean 2.689 1 42 109
Self-Efficacy
Based on Median 2.903 1 42 .096
Based on Median (adjusted df) 2.903 1 4092 .096
Based on Trimmed Mean 2.392 1 42 129
Patient Based on Mean 0.162 1 39 .690
Adherence
Based on Median 0.060 1 39 808
Based on Median (adjusted df) 0.060 1 3797 .808
Based on Trimmed Mean 0.049 1 39 .829
Patient Based on Mean 0.047 1 39 .829
Satisfaction
Based on Median 0.107 1 39 745
Based on Median (adjusted df) 0.107 1 3796 .745
Based on Trimmed Mean 0.053 1 39 819

Note. Levene’s test of equality of error variances

ANOVA Analyses

Table 4 summarizes the results of one-way ANOVA analyses examining

differences in patient outcomes across levels of PCC. The analyses revealed a significant

effect for patient understanding, p <.001, while treatment self-efficacy, medication

adherence, and patient satisfaction did not show significant differences across

competence levels (p< .05). Effect sizes and confidence intervals are reported for each

outcome to provide a comprehensive view of the strength and precision of these findings.
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Table 4

ANOVA Results and Effect Sizes for Patient Outcomes

Outcome Variable F (df1, df2) p n? 95% CI 5
Patient Understanding F (2,46) =28.46 <.001 553 332 -.669
Treatment Efficacy F(2,42)=1.27 291 .057 .000- .200
Adherence to Treatment F(2,39)=0.04 964 .002 .000-.18
Patient Satisfaction F(2,39)=1.82 175 .085 .000- .247

Note. ANOVA results indicated a significant effect for patient understanding, F (2, 46) = 28.46, p <.001,
n?=.553. No significant effects were observed for treatment efficacy, adherence, or satisfaction (p< .05).

Effect sizes (%) and confidence intervals are reported for each outcome.
RQ1

Does patient understanding differ across levels of PCC? The output in Table 4
shows an F value of 28.464 with p <.001, well below the established threshold of a =
.05. Therefore, we reject the null hypothesis that there is no difference in patient
understanding across levels of PCC. A post hoc test was performed to identify where the
difference lies. To satisfy the assumption of ANOVA of equality of variance, Table 3
presents Levene’s test, which presented an output of p < .05, which will be treated as a
violation of equal variance. Therefore, we reject the null hypothesis that variances are
equal, assuming the inequality of variance. The post hoc test revealed a significant
difference between respondents who perceived low levels of cultural competence and
those who perceived moderate levels of cultural competence (p <.001). Based on the
output and the post hoc test, it is concluded that there is a difference in patient

understanding based on levels of PCC. Therefore, we reject the null hypothesis as the
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results revealed that respondents who perceived moderate levels of provider cultural
competence reported higher levels of patient understanding than those who perceived low
levels of cultural competence.
RQ2

Does treatment self-efficacy differ across levels of PCC? The output in Table 4
shows an F value of 1.272 with p = .291, which is greater than the established threshold
of a = .05. Therefore, we fail to reject the null hypothesis, concluding that there is no
difference in patient treatment self-efficacy across levels of PCC. However, this result
may be subject to Type II error due to limited statistical power, which could obscure real
differences. Consequently, these results are interpreted cautiously, and replication with
larger samples is encouraged.
RQO3

Does adherence to medication differ across levels of PCC? The output in Table 4
shows an F value of .037 with p = .964, which is greater than the established threshold of
o =.05. Therefore, we fail to reject the null hypothesis and conclude that there is no
difference in patient adherence to medication across PCC levels. However, this result
may be subject to Type Il error due to limited statistical power, which could obscure real
differences. Consequently, these results are interpreted cautiously, and replication with
larger samples is encouraged.
RO4

Does patient satisfaction differ across levels of PCC? The output presented in

Table 4 shows an F value of 1.820 with p=.175, which is greater than the established
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threshold of o = .05. Therefore, we fail to reject the null hypothesis, concluding that there
is no difference in patient satisfaction across the levels of PCC. However, this result may
be subject to Type II error due to limited statistical power, which could obscure real
differences. Consequently, these results are interpreted cautiously, and replication with
larger samples is encouraged.
Bivariate Regression Models

Table 5 presents the results from the regression models examining whether PCC
predicts patient outcomes. The results showed that cultural History-Taking was a
significant predictor of patient understanding, explaining 35.2% of the variance and
demonstrating a moderate to strong effect (R = .605, p <.001). Cultural competence also
significantly predicted patient satisfaction, accounting for 16.2% of the variance with a
moderate effect size (R = .427, p <.005). In contrast, treatment self-efficacy (R =.178, p
=.243) and medication adherence (R = .004, p = .981) were not significantly predicted by

cultural competence, with both models explaining minimal variance.
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Table 5

Regression Results Predicting Patient Outcomes from PCC

Outcome Variable R R Adj. R? F (df1, df2) P
Patient Understanding 605 .366 352 F(1,46)=27.10 <.001
Patient Treatment Self-Efficacy 178 .032 009 F(1,43)=1.40 243
Patient Adherence to Medication .004 .000 -.025 F(1,40)=.001 .981
Patient Satisfaction 427 182 162 F(1,39)=8.90 .005

Note. Regression results in predicting patient outcomes from PCC. Patient understanding
and satisfaction were significantly predicted. Neither patient treatment self-efficacy nor
patient adherence to treatment were significantly predicted.
RO5

Does perceived cultural History-Taking predict patients’ understanding of their
diagnosis/ conditions? The regression model, presented in Table 6, indicated a moderate
to strong positive correlation (R = .605) between PRPCC History-Taking and Patient
understanding, with R?=.366 and an adjusted R? = .352. After adjusting for the sample
size, the model indicates that about 35.2% of the variance in Patient Understanding is
explained by PRPCC History-Taking. The ANOVA output confirms that the model is
statistically significant, with F'=27.10, p <.001, which is below the conventional
threshold of o = .05. In this model, when PRPCC History = 0, the predicted Patient
Understanding is approximately 9.75 points. The regression coefficient (B = 1.35, p <
.001) indicates that for every one-unit increase in PRPCC History, Patient Understanding

increases by 1.35 points with a standardized coefficient (B = .605) indicating a
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statistically significant moderate to strong effect size. Based on the results of this
analysis, we reject the null hypothesis that there is no relationship between PRPCC
History-Taking and Patient understanding. The regression model shows that PRPCC
History-Taking is a statistically significant predictor of patient understanding.

Table 6

Regression Analysis Predicting Patient Understanding From PRPCC Total Score

Statistic Value
Model Summary R .605
R? 366
Adjusted R? 352
Std. Error of 6.29
Estimate
Predictor B SE B S t Sig
Coefficients  Constant 9.751 2.844 3429  .001
PRPCC 1.347 259 605 5.206 <.001

History

Note. Regression analysis indicated that PRPCC Total Score significantly predicted
patient understanding.

The assumption checks presented in Figures 1 and 2 support the validity of the
regression model. The histogram in Figure 1 shows that patient understanding scores are
distributed approximately normally, with only a slight negative skew. The P—P plot in

Figure 2 further confirms normality, as observed values closely align with the expected
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diagonal line. Figure 3 illustrates the predictive relationship between PRPCC scores and
patient understanding. The scatterplot reveals a clear, positive linear trend, reinforcing the
correlation between higher cultural competence scores and greater patient understanding.
In all, these figures and the regression analysis provide converging evidence that cultural
competence is a robust and meaningful predictor of patients’ comprehension of their care.
Figure 1

Patient Understanding Normality

Histogram

Dependent Variable: PatientUnderstanding
Mean = 9.89E-17

12 Std.Dev. = 0.990
N=43

Frequency
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Regression Standardized Residual

Note. Histogram of patient understanding scores with normal curve overlay. The

distribution appears approximately normal, with slight negative skew.



Figure 2
Patient Understanding P-P Plot

Normal P-P Plot of Regression Standardized Residual

Dependent Variable: PatientUnderstanding
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Note. Normal probability plot of patient understanding scores. Observed values closely

follow the expected diagonal line, supporting the assumption of normality.
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Figure 3

Patient Understanding Scatterplot
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Note. Scatterplot of PRPCC Total Score predicting patient understanding. The positive
linear trend indicates that higher PRPCC scores are associated with greater patient
understanding.
RQO6

Does PCC in health care providers predict patients’ treatment self-efficacy? The
regression model, shown in Table 7, indicated a weak positive correlation (R = .178)
between cultural competence (PRPCC Total Score) and Patient treatment self-efficacy.
The results showed R?=.032 and adjusted R?=.009. After adjusting for the sample size,
the model indicates that the explained variance in Patient Treatment Self-Efficacy drops
to less than 1%. The ANOVA output indicates that the overall regression model is not
statistically significant (F'= 1.403, p = .243), suggesting that the PRPCC Total Score
does not significantly predict Patient Treatment Efficacy in this dataset. In this model, the
intercept is significant. When PRPCC Total Score = 0, Patient Treatment Self-Efficacy is

about 14.11 points (p <.001). The regression coefficient (B =.055, p = .243) indicates
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that for every one-unit increase in PRPCC Total Score, treatment efficacy only increases
by .055 points, indicating a small effect size that is not statistically significant (p< .05).
Based on the results of this analysis, we fail to reject the null hypothesis that there is no
relationship between PRPCC total score and Patient treatment self-efficacy and conclude
that PRPCC Total Score does not significantly predict Patient Treatment Efficacy.

Table 7

Regression Analysis Predicting Patient Treatment Self-Efficacy from PRPCC Total Score

Statistic Value
Model Summary R 178
R? .032
Adjusted R? .009
Std. Error of Estimate 3.13
Predictor B SE B i t Sig
Coefficients  Constant 14.11 1.62 8.69 <.001
PRPCCTotalScore .005 .046 178 1.184 243

Note. Regression analysis indicated that PRPCC Total Score was not a significant
predictor of patient treatment self-efficacy.

To confirm the assumptions of normality, Figure 4 presents a histogram showing
that treatment efficacy scores were distributed approximately normally, with no evidence
of substantial skew. Similarly, the P—P plot shown in Figure 5 demonstrates that the

observed values closely follow the expected diagonal line, further supporting the
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assumption of normality. Despite these appropriate distributional characteristics, the
scatterplot in Figure 6 illustrates only a weak linear trend between PRPCC total scores
and treatment efficacy. This visual pattern aligns with the regression results, which
indicated that cultural competence was not a significant predictor of treatment efficacy.
These figures suggest that, although the data met statistical assumptions, cultural
competence did not explain variance in patients’ perceived treatment efficacy in a
meaningful way.

Figure 4

Patient Treatment Efficacy Normality

Histogram

Dependent Variable: PatientTreatmentEfficacy

Mean = 347E-17
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Note. Histogram of patient treatment efficacy scores with normal curve overlay. The

distribution appears approximately normal, with no substantial skew.
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Figure 5

Patient Treatment Efficacy P-P Plot

Normal P-P Plot of Regression Standardized Residual

Dependent Variable: PatientTreatmentEfficacy
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Note. Normal probability plot of patient treatment efficacy scores. Observed values align
closely with the expected diagonal, supporting the assumption of normality.
Figure 6

Patient Treatment Efficacy Scatterplot

Scatterplot
Dependent Variable: PatientTreatmentEfficacy

Regression Standardized Residual

Regression Standardized Predicted Value

Note. Scatterplot of PRPCC Total Score predicting patient treatment efficacy. The weak
linear trend indicates PRPCC scores were not a significant predictor of treatment

efficacy.
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RQ7

Does PCC in health care providers predict patients’ adherence to treatment plans
and medication? The regression model depicted in Table 8 indicates essentially no
correlation between cultural competence (PRPCC Total Score) and Patient Adherence to
Treatment (R = .004). The results showed R?=.000, explaining 0% of the variance in
adherence, and an adjusted R?= - .025. After adjusting for the sample size, the model
performs worse than a baseline model. The ANOVA output indicates that the overall
regression model is not statistically significant (/' =.001, p = .981), suggesting that the
PRPCC Total Score does not predict Patient Adherence to Treatment in this dataset. In
this model, the intercept is significant. When PRPCC Total Score = 0, Patient Adherence
to Treatment is about 6.14 (p <.001). The regression coefficient (B =.004, p = .981)
indicates that for every one-unit increase in PRPCC Total Score, adherence changes by
0.000 points, indicating virtually no meaningful effect. Based on the results of this
analysis, we fail to reject the null hypothesis that there is no relationship between the
PRPCC Total Score and Patient Adherence to Treatment and conclude that this model
explains none of the variance, indicating that the PRPCC Total Score has no measurable

effect on Patient Adherence to Treatment.
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Table 8

Regression Analysis Predicting Patient Adherence to Treatment From PRPCC Total

Score
Statistic Value
Model Summary R .004
R? .000
Adjusted R? -.025
Std. Error of Estimate .57
Predictor B SE B S t Sig
Coefficients  Constant 6.14 33 - 18.42 <.001
PRPCCTotalScore 0.00 .01 .004 .02 981

Note. Regression analysis indicated that PRPCC Total Score did not significantly predict
patient adherence to treatment.

The normality assumptions for patient adherence to treatment were satisfied as
seen in Figure 7, which presents a histogram showing that adherence scores were
distributed approximately normally, with no evidence of substantial skew, and by the P—P
plot in Figure 8, where observed values closely follow the expected diagonal line, further
supporting the normality assumption. Despite these appropriate distributional
characteristics, the scatterplot in Figure 9 reveals no meaningful linear relationship
between PRPCC total scores and patient adherence. The data points are widely dispersed,

suggesting that cultural competence did not significantly predict adherence to treatment.



These figures confirm that, although the data met statistical assumptions, cultural

competence was not a reliable predictor of patient adherence outcomes.

Figure 7

Patient Adherence to Treatment Normality
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Note. Histogram of patient adherence scores with normal curve overlay. The distribution

appears approximately normal, with no substantial skew
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Patient Adherence P-P Plot
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Note. Normal probability plot of patient adherence scores. Observed values closely

follow the expected diagonal, supporting the assumption of normality.
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Figure 9

Patient Adherence Scatterplot
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Note. Scatterplot of PRPCC Total Score predicting patient adherence. No clear linear
trend is evident, indicating PRPCC scores were not a significant predictor of adherence
ROS8

Does PCC in health care providers predict patient satisfaction? The regression
model in Table 9 reveals a moderate positive correlation (R = .427) between cultural
competence (PRPCC Total Score) and patient satisfaction, with R?=.182 and adjusted R’
=.162. After adjusting for the sample size, the model indicates that 16.2% of the
variance in patient satisfaction is explained by cultural competence. The ANOVA output
confirms that the model is statistically significant (¥ = 8.90, p <.005), meeting the
conventional a = .05 threshold. In this model, the intercept is a significant predictor.
When the PRPCC Total Score is 0, the predicted satisfaction is 36.9 points (p <.001).
The regression coefficient (B =.229, p <.005) indicates that for every one-unit increase
in PRPCC Total Score, patient satisfaction increases by 0.23 points, with a standardized

coefficient (B = .427) indicating a statistically significant moderate effect size. Based on
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the results of this analysis, we reject the null hypothesis that there is no relationship
between the PRPCC Total Score and Patient Satisfaction and conclude that cultural
competence (as measured by the PRPCC Total Score) is a statistically significant
predictor of patient satisfaction.

Table 9

Regression Analysis Predicting Patient Satisfaction From PRPCC Total Score

Statistic Value
Model Summary R 427
R? 182
Adjusted R? 162
Std. Error of 4.72
Estimate
Predictor B SE B S t Sig
Coefficients  Constant 36.9 2.75 - 13.44 <001
PRPCCTotalScore 229 .077 427 298  .005

Note. Regression analysis indicated that PRPCC Total Score significantly predicted
patient satisfaction, R = 427, R?=.182, Adjusted R?=.162, p <.005. The model
explained 16.2% of the variance, with PRPCC Total Score emerging as a positive

predictor of satisfaction (f = .427).



100

Figure 10

Patient Satisfaction Normality

Histogram

Dependent Variable: PatientSatisfaction
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Note. Histogram of patient satisfaction scores with normal curve overlay. The distribution
appears approximately normal, with no substantial skew.

The assumptions of normality were met, as shown in Figure 10, which presents a
histogram indicating that the satisfaction scores were approximately normally distributed,
with no evidence of substantial skew. Similarly, the P—P plot in Figure 11 shows
observed values that closely align with the expected diagonal line, further supporting the
assumption of normality. Finally, the scatterplot in Figure 12 illustrates the predictive
relationship between PRPCC total scores and patient satisfaction. A positive linear trend
is shown, indicating that higher cultural competence scores were associated with greater

patient satisfaction.
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Patient Satisfaction P-P Plot
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Note. Normal probability plot of patient satisfaction scores. Observed values align closely

with the expected diagonal, supporting the assumption of normality.

Figure 12

Patient Satisfaction Scatterplot
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Note. Scatterplot of PRPCC Total Score predicting patient satisfaction. A positive linear

trend is evident, indicating PRPCC scores significantly predicted satisfaction.
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To sum up the results discussed, Table 10 presents a comparative interpretation of
patient outcomes predicted by cultural competence, as measured by the PRPCC total
score and the PRPCC History subscale. The results highlight meaningful differences in

the extent to which cultural competence influences the four patient outcomes.
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Comparative Interpretation of Outcomes Predicted by Cultural Competence (PRPCC Total Score)

Outcome Predictor R/R? (Variance p-value Interpretation
Variable Explained)
Patient PRPCC R=.605,R?=.366 p<.001 The History subscale is a moderate-to-strong
Understanding History (36.6%) predictor of understanding, showing that exploring
patients’ cultural history meaningfully improves
patient understanding
Patient Treatment PRPCC R=.178,R?=.032 p=.243 Cultural competence does not predict treatment
Efficacy Total (3.2%) efficacy. The relationship is weak and non-
Score significant.
Patient PRPCC R=.004, R?=.000 (0%) p=.981 Cultural competence has no relationship with
Adherence Total adherence. The model explains none of the variance.
Score
Patient PRPCC R=.427,R*=.182 p<.005 Cultural competence is a moderate, significant
Satisfaction Total (18.2%) positive predictor of satisfaction. Patients report
Score higher satisfaction when providers score higher in

competence.

Note. Cultural competence significantly predicted patient understanding and satisfaction, but not treatment efficacy or

adherence.
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Summary

This study investigated the impact of PCC among health care providers in The
Bahamas on patient outcomes within culturally diverse populations. All ethical standards
established by Walden University’s IRB were followed, ensuring participant anonymity
and protection. Data collection occurred over the course of 1 month, yielding a final
sample of 49 participants. Although the recommended sample size was 55, the slightly
smaller sample necessitates caution when interpreting the findings.

Minor discrepancies between the proposed and completed data analysis plans
were identified and appropriately addressed. This study used ANOVA and bivariate
linear regression models to test the hypotheses across eight research questions. The
results revealed varying effects of cultural competence on patient outcomes. Specifically,
the ANOVA post hoc analyses showed that respondents who perceived moderate cultural
competence reported significantly greater understanding than those who perceived low
competence (p < .001). However, results were nonsignificant for treatment self-efficacy
(p = .291), medication adherence (p = .964), and patient satisfaction (p =.175).

The regression analyses showed that cultural History-Taking was a significant
predictor of Patient Understanding (p < .001), explaining 35.2% of the variance, and that
cultural competence was a significant predictor of Patient Satisfaction (p <.005),
accounting for 16.2% of the variance. This suggests that higher competence scores are
strongly associated with improved patient understanding and satisfaction. In contrast,
cultural competence was not a significant predictor of Treatment Efficacy (p = .243) or

Patient Adherence (p = .981), suggesting no meaningful influence on these outcomes, and



105

that provider cultural competence has more of an impact on patients’ perceptions of care
(understanding and satisfaction) rather than directly affecting their behaviors or clinical

outcomes (adherence to medication and treatment self-efficacy).
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Chapter 5: Discussion, Conclusions, and Recommendations
Purpose of the Study

The purpose of this study was to determine the relationship between the PCC of
health care providers in The Bahamas and the health outcomes of the non-Bahamian
patients they treat.

Nature of the Study

The nature of this study was a causal-comparative design to investigate the
potential relationship between the PCC of health care providers and patient outcomes
without manipulating either variable.

Rationale

This study was conducted because, although the importance and necessity of
cultural competency in health care were well established in the literature, there was
limited evidence of its direct impact on patient outcomes. The literature suggested that
barriers to health care access, caused by a lack of cultural competence, can lead to poorer
patient outcomes and significant health disparities in that population (see Romain, 2025).

Interpretation of the Findings

Confirmations

The findings of this study contribute to the broader body of knowledge on cultural
competence and its impact on patient outcomes and care. The most significant finding
indicated that patients’ understanding improves substantially when providers score higher
on the History-Taking subscale of cultural competence. This suggests that when

providers explore and respect their patients’ cultures, patients are more likely to
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understand the care they receive. Although the PRPCC History subscale did not fully

explain patient understanding, accounting for approximately 36% of the variance, its
representation was still significant. These results emphasize that incorporating culturally
congruent care during medical interviews has a strong and significant impact on
comprehension.

This study also found that patients report greater satisfaction when providers
score higher in overall cultural competence. Although satisfaction can be influenced by
multiple factors, including communication style, treatment outcomes, and medical
environment, cultural competence accounts for a notable portion of the variance.
Regression analysis revealed that PRPCC Total Score significantly predicted patient
satisfaction, explaining 16.2% of the variance. These findings suggest that perceived
cultural competence has a significant impact on patient satisfaction, providing empirical
support that culturally congruent care is essential to enhance satisfaction among
culturally diverse patients.

Disconfirming Findings

The regression analyses did not support the hypothesis that cultural competence
predicts all patient outcomes. The regression model used to determine whether perceived
cultural competence predicted patient treatment self-efficacy revealed that cultural
competence was not a significant predictor, accounting for only 0.09% of the variance
and making no meaningful or direct contribution to treatment self-efficacy. Similarly, the
regression model used to determine whether cultural competence predicted patient

adherence to treatment also indicated no significant relationship, with the model
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accounting for none of the variance, indicating cultural competence was not associated
with changes in adherence behaviors. Consequently, these findings disconfirm the stated
hypotheses that cultural competence predicts all patient outcomes. Instead, these findings
suggest that cultural competence has a more pronounced impact on interpersonal
outcomes, such as understanding and satisfaction, rather than behavioral or clinical
outcomes, including treatment self-efficacy or adherence to medication.

Contribution to the Literature

The current study contributes to the growing body of research on cultural
competence in health care, while pioneering research on cultural competence in health
care in the Caribbean region. It is the first empirical examination of the relationship
between cultural competence and the delivery of culturally congruent care within the
health care setting of The Bahamas, and the first study of its kind conducted within the
wider Caribbean region, a distinctly multicultural context. Within this context, this study
expands the scope of cultural competence research and offers new knowledge beyond
North American, Asian, and European settings.

Next, this study also extends existing knowledge on cultural competence by
clarifying its impact on patient outcomes. The findings demonstrate that provider cultural
competence significantly predicts patient understanding and satisfaction but does not
measurably impact treatment self-efficacy or adherence. This distinction is important
because much of the existing literature has emphasized cultural competence as a broad
determinant of patient outcomes without differentiating between interpersonal,

behavioral, and clinical domains.
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Regarding the theoretical framework, this study demonstrates that cultural
competence primarily enhances patient understanding and satisfaction, refining the
TMCC. The ability to recognize cultural differences through awareness, understand those
differences through knowledge, and communicate in a culturally responsive way through
skill has been shown to strongly improve patient understanding when providers use
cultural History-Taking skills and moderately improve patient satisfaction when
providers show awareness, respect, and empathy. This information adds clarity within the
TMCC framework and provides practical guidance for health care training and policy,
emphasizing the need to strengthen providers’ awareness, knowledge, and
communication skills to improve patient comprehension and satisfaction across diverse
cultural contexts.

Limitations and Recommendations

Despite the valuable insights provided by this study, some limitations must be
acknowledged. Convenience sampling was chosen to efficiently access possible
vulnerable participants within this study’s timeframe and resource constraints. However,
the findings offer meaningful insights despite limited generalizability. Although this
sampling method may not represent all patient populations, the use of the three validated
survey instruments and a consistent data collection protocol ensured strong internal
validity. Consequently, the results reflect patterns and perceptions within the sampled
group and serve as a valuable foundation for future research. Additionally, the sample
size for this study (49) was smaller than the recommended threshold for conducting the

analyses (55). This limitation may reduce the statistical power of the analysis, increase
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the likelihood of Type II errors, and limit the ability to detect subtle differences between
groups. To enhance generalizability, subsequent studies should replicate the methodology
of this study using randomized or stratified sampling strategies to recruit a more diverse
sample, thereby improving the applicability of these findings across different cultural
contexts.

Another limitation of this study is that, although it focused on cultural
competence and addressing barriers to access and effective communication, the survey
was only offered in English. It should be noted that cultural, and therefore cultural
competence, is inherently dependent on context. Future research should tailor its
methodologies to the specific environment and demographic groups, including adapting
language and framing to align with the cultural norms of the target population (Alizadeh
& Chavan, 2023; Jongen et al., 2023). More specifically, focusing on producing
psychometrics for translated versions of each assessment tool in the alternative languages
appropriate to their context.

Despite these constraints, rigorous data collection procedures were employed to
ensure the reliability of the results. Both recommendations would enable future
researchers to expand their sample pool and include a more diverse range of experiences
and perspectives, resulting in a more accurate representation of reality, thereby validating

these preliminary findings and strengthening external validity.
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Implications
Methodological

The results from this study present three important methodological implications
for exploring cultural competence within a health care setting. First, this study presents
an alternative strategy for measuring cultural competence. As mentioned in the literature
review, self-report measures are also the most commonly used tool for assessing cultural
competence (Chu et al., 2022), which can lead to SDB where participants overreport
positive attributes and underreport negative ones (Furr, 2011; Grimm, 2010; Krosnick,
1999), threatening validity. Instead, this study utilized patient-reported measures to assess
the PCC of their health care providers, which provides external validation of provider
behaviors, strengthening construct validity. Additionally, self-report measures are prone
to eliciting the behavior that the respondent intends to or believes they display (Grimm,
2010); however, patient reports are more reflective of reality and what is actually
demonstrated, aligning measurement with real-world outcomes. By focusing on patient
reports and perspectives, this study highlights and encourages the value of using patient-
centered methodologies to provide more authentic insights into how cultural competence
affects patient outcomes.

Another methodological implication is the potential to expand this study to use a
mixed-methods approach. While quantitative methods are occasionally used in research
to study cultural competence and cultural phenomena, more often than not, researchers
tend to use qualitative methods, such as interviews, focus groups, and ethnography, to

capture a deeper, more nuanced, and subjective experience from their participants (Fort et
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al., 2025). As such, combining the breadth of quantitative research with the depth of

qualitative research can enrich future studies to improve generalizability, trustworthiness,
validity, reliability, and methodological rigor (Fort et al., 2025; Jordan & Hall, 2025).

Finally, there are also implications to expand this study from a causal-
comparative design to an intervention study. The observed relationship between PCCand
patient outcomes provides evidence that having a health care provider who appears to
have cultural awareness, knowledge, and skills can improve understanding and
satisfaction. However, the methodological framework of this study can also support the
use of experimental or quasi-experimental designs to evaluate cultural competency
training programs in a multicultural health care setting. The design also lends itself to
longitudinal studies, as they hold value in assessing the sustained impact of cultural
competency interventions over time.
Theoretical

When considering theoretical implications, this contributes to the practical
application of the Tripartite Model. By demonstrating that PCC improves patient
understanding and satisfaction through cultural awareness, knowledge, and skill, it
reinforces the assertion that culturally competent care is a multidimensional concept that
must not only be practiced by the provider but also recognized by the patients in order to
influence outcomes.
Empirical

Regarding the empirical implications, this study provided empirical evidence

linking cultural competence to patient understanding and satisfaction, which can serve as
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a rubric for investigating other patient outcomes, including quality of life, readmission
rates, and mortality (Arora et al., 2024; Churruca et al., 2021).

The current study also validates patients’ perception of provider cultural
competence as a measurable construct. By focusing on the patients, this study was able to
highlight the value of subjective experience as valid and measurable. As noted, future
studies should continue to prioritize patient-reported data when evaluating provider
cultural competence and developing, implementing, and monitoring training programs.
Implications for Positive Social Change

The findings of this study provide evidence of the impact of culturally competent
health care providers not only on individual patients but also on broader social systems in
The Bahamas. By creating a welcoming environment that fosters inclusivity, respect, and
responsive care, the cultural competence of health care providers contributes to positive
social change at multiple levels.

At the individual level, culturally competent care facilitates a deeper
understanding of diagnoses and treatment plans, as well as satisfaction, which can result
in enhanced health literacy and increased trust in health care providers. Patients who feel
understood, connected, and respected can be empowered to be more collaborative in their
health care, taking on a more active role in their health decisions, behaviors, and
outcomes (Alizadeh & Chavan, 2023).

At a familial level, when health care providers engage patients in culturally

sensitive ways, their families are more likely to participate in their care processes. This
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strengthens patient support systems, improves family communication about health, and
encourages a sense of shared responsibility for patient health. (Cipta et al., 2024).

Regarding positive social change at the organizational level, cultural competence
and a supportive work environment are mutually reinforcing as they work in tandem to
support culturally congruent care. Providers who possess high levels of cultural
knowledge, awareness, and skills, along with managerial support, collectively contribute
to better outcomes for diverse patient populations and a reduction in health disparities in
the care they provide. As a result, the organizations would be better equipped to manage
and serve their culturally diverse populations (Teixeria et al., 2024).

Finally, at a societal/policy level, the widespread adoption of cultural competence
can reduce systemic health inequities and promote social justice in health care delivery.
Findings from this study can inform public health policy, guide the development of
national training standards, and support legislation aimed at enhancing access to and
improving the quality of care for marginalized and minority communities (Baker, 2024).
Recommendations for Practice

This study emphasizes the significance of cultural competence in a health care
setting on interpersonal outcomes that incorporate all three dimensions of the Tripartite
Model. By incorporating cultural awareness, knowledge, and skills, health care
institutions and providers are better equipped to address implicit biases, facilitate patient
support and collaboration, and create a more inclusive and understanding environment
through cross-cultural communication. To achieve this goal, several actionable steps can

be taken.



115

First, cultural competence cannot be treated as a one-time training requirement.
Rather, it should be ongoing professional development that requires commitment and
continuous learning. As mentioned, cultural competence is a dynamic, developmental
process that is also inherently iterative and cyclical (Pedrero et al., 2020). As such,
regular and continuous training initiatives, including seminars, simulation-based and
interdisciplinary programs, and reflective practice sessions, can be implemented to ensure
that health care providers remain responsive to patients’ evolving needs and improve the
quality of care provided to migrant populations (Theodosopoulos et al., 2024).

Next, implementing training initiatives that incorporate feedback mechanisms can
help assess how patients perceive the competence of their providers. Patient-reported
measures can be incorporated into routine quality assessments, enabling culturally
diverse patients to help identify gaps in provider communication and guide targeted
improvements, thereby closing the loop between theory and practice (Adeghe et al.,
2024; Nikolovski et al., 2025). Moreover, health care providers can conclude each
interaction by ensuring that the patient and, if necessary, their social support understand
both the interaction and the treatment/intervention plan, so they can respond effectively
to the patient's needs (Stubbe, 2020).

Third, health care organizations must actively foster and promote inclusivity to
ensure that patients feel comfortable, respected, and understood. Strategies can include
using multilingual signage and messaging, providing culturally tailored health materials,
mandated and financially supported training initiatives, reasonable and responsible

community engagement and collaboration (Theodosopoulos et al., 2024), and recruiting
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and retaining diverse staff who can respond effectively to the diverse cultural and
linguistic needs of their patients (Hajighasemi, 2023). Additionally, offering interpreter
services can facilitate more accurate communication of patients’ health histories, family
dynamics, goals, expectations, and culturally grounded medical practices or remedies
they may have used in the past (Stubbe, 2020).

Finally, health care organizations should align their organizational policies with
more equitable goals. Administrators should ensure that their policies, procedures, and
strategic plans explicitly support cultural competence and health equity. This alignment
can include inclusive hiring practices (Hajighasemi, 2023), assistance with navigating
unfamiliar health care settings, provision of necessary information, and responsible
community engagement (Theodosopoulos et al., 2024). Research also recommends
considering and revising disparaging immigration laws that create structural barriers to
accessing proper care, and advocating for policy reform that addresses discriminatory
practices to expand access to marginalized populations (Stubbe, 2020; Theodosopoulos et
al., 2024).

Conclusion

The current study employed a research design, theoretical framework, and
purpose appropriate for addressing the identified gaps in the literature and answering the
research questions. The results of this study provided statistically significant evidence
that perceived cultural competence improves understanding and satisfaction, supporting
the notion that culturally competent care can mitigate interpersonal barriers among

culturally diverse populations. An important distinction emerged from the results, which
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suggests that cultural competence has a greater impact on interpersonal patient outcomes,
including understanding and satisfaction, rather than on behavior-based outcomes like
medication adherence or clinical outcomes like treatment self-efficacy. This distinction
aligns with the foundation of the TMCC, which predicts that cultural competence
enhances the quality of the patient-provider relationship and communication, thereby
improving how patients feel and understand.

Based on these results and the literature, it is recommended that future research
continue to develop and improve this design by reviewing and considering its
methodological, theoretical, and empirical implications. This study also provides
recommendations for practice that can be implemented immediately to improve patient
outcomes, while providing relief and support at the individual, family, organizational,
and societal/policy levels. In all, this study serves as a detailed rubric for researchers and
stakeholders to follow, providing evidence that provider cultural competence can be used
as a strategic tool to enhance public health and promote health equity by improving

patient understanding and satisfaction.



118

References
Abu, H. O., Lapane, K. L., Waring, M. E., Ulbricht, C. M., Devereaux, R. S., McManus,
D. D., Allison, J. J., Kiefe, C. L., Goldberg, R. J. (2019). Religious practices and
long-term survival after hospital discharge for an acute coronary syndrome. PLoS

ONE, 14(10), 1-15. https://doi.org/10.1371/journal.pone.0223442

Adeghe, E.-P., Okolo, C. A., & Ojeyinka, O.-T. (2024). The influence of patient-reported
outcome measures on health care delivery: A review of methodologies and
applications. Research Journal of Biology and Pharmacy, 10(02), 013-021.

https://doi.org/10.53022/0arjbp.2024.10.2.0014

Alizadeh, S., & Chavan, M. (2023). Cultural competence dimensions and outcomes: A
systematic review of the literature. Health & Social Care in the Community,

31(2), e123—e135. https://pubmed.ncbi.nlm.nih.gov/26499469/

Allison, P. D. (1999). Chapter 6: What are the assumptions of multiple regression? In
Multiple regression: A primer (119—136). Pine Forge Press/Sage Publications.

Arora, A. K., Vicente, S., Engler, K., Lessard, D., Huerta, E., Ishak, J., Kronfli, N.,
Routy, J.-P., Cox, J., Lemire, B., Klein, M., de Pokomandy, A., Del Balso, L.,
Sebastiani, G., Vedel, 1., Quesnel-Vallée, A., Lebouché, B., & ASAP Migrant
Advisory Committee (2024). Patient-reported outcomes and experiences of
migrants enrolled in a multidisciplinary HIV clinic with rapid, free, and onsite
treatment dispensation: The ‘ASAP’ study. AIDS Research and Therapy, 21(40).

https://doi.org/10.1186/s12981-024-00632-5



https://doi.org/10.1371/journal.pone.0223442
https://doi.org/10.53022/oarjbp.2024.10.2.0014
https://pubmed.ncbi.nlm.nih.gov/26499469/
https://doi.org/10.1186/s12981-024-00632-5

119
Association of Schools and Colleges of Optometry. (2021). ASCO case studies in cultural

competency. Association of Schools and Colleges of Optometry.

https://optometriceducation.org/wp-content/uploads/2021/09/Case-Studies-in-

Cultural-Competency.2021.FINAL .pdf

Baker, D. W. (2024). Achieving health care equity requires a systems approach. Joint
Commission Journal on Quality & Patient Safety, 50(1), 1-5.

https://doi.org/10.1016/1.icjq.2023.10.018

Beagan, B. (2018). A critique of cultural competence: Assumptions, limitations, and
alternatives. In C. Frisby & W. O’Donohue, Cultural competence in applied

psychology. Springer. https://doi.org/10.1007/978-3-319-78997-2 6

Belton, K. A. (2020). Comparative regional report on citizenship law: Anglophone
Caribbean. European University Institute.

https://cadmus.eui.eu/server/api/core/bitstreams/61103a18-01{8-5¢9d-9970-

400239b6fcd0/content

Bernhard, G., Knibbe, R. A., von Wolff, A., Dingoyan, D., Schulz, H., & Mdésko, M.
(2015). Development and psychometric evaluation of an instrument to assess
cross-cultural competence of health care professionals (CCCHP). PLOS ONE,

10(12), Article €0144049. https://doi.org/10.1371/journal.pone.0144049

Blacker, S., & Santin, J. (2024). Cultural competency. In P. Crawford & P. Kadetz,
Palgrave encyclopedia of the health humanities. Palgrave Macmillan, Cham.

https://doi.org/10.1007/978-3-030-26825-1_53-1



https://optometriceducation.org/wp-content/uploads/2021/09/Case-Studies-in-Cultural-Competency.2021.FINAL_.pdf
https://optometriceducation.org/wp-content/uploads/2021/09/Case-Studies-in-Cultural-Competency.2021.FINAL_.pdf
https://doi.org/10.1016/j.jcjq.2023.10.018
https://doi.org/10.1007/978-3-319-78997-2_6
https://cadmus.eui.eu/server/api/core/bitstreams/61103a18-01f8-5e9d-9970-400239b6fcd0/content
https://cadmus.eui.eu/server/api/core/bitstreams/61103a18-01f8-5e9d-9970-400239b6fcd0/content
https://doi.org/10.1371/journal.pone.0144049
https://doi.org/10.1007/978-3-030-26825-1_53-1

120
Bonsel, J. M., Itiola, A. J., Huberts, A. S., Bonsel, G. J., & Penton, H. (2024). The use of

patient-reported outcome measures to improve patient-related outcomes: A
systematic review. Health and Quality of Life Outcomes, 22(1), 101.

https://pubmed.ncbi.nlm.nih.eov/39593045/

Chae, D., Kim, J., Kim, S., Lee, J., & Park, S. (2018). A study on factors affecting
cultural competency of general hospital nurses in Korea. Journal of Korean
Academy of Nursing Administration, 24(2), 123-134

Chepkemoti, J. (2017). What languages are spoken in the Bahamas? WorldAtlas.

https://www.worldatlas.com/articles/what-languages-are-spoken-in-the-

bahamas.html
Chu, W., Wippold, G., & Becker, K. D. (2022). A systematic review of cultural
competence training for mental health providers. Professional Psychology,

Research and Practice, 53(4), 362-371. https://doi.org/10.1037/pro0000469

Churruca, K., Pomare, C., Ellis, L. A., Long, J. C., Henderson, S. B., Murphy, L. E. D.,
Leahy, C. J., & Braithwaite, J.(2021). Patient-reported outcome measures
(PROMs): A review of generic and condition-specific measures and a discussion
of trends and issues. Health Expectations: An International Journal of Public
Participation in Health Care and Health Policy, 24(4), 1015-1024.

https://doi.org/10.1111/hex.13254

Cipta, D. A., Andoko, D., Theja, A., Utama, A. V. E., Hendrik, H., William, D. G.,
Reina, N., Handoko, M. T., & Lumbuun, N. (2024). Culturally sensitive patient-

centered health care: A focus on health behavior modification in low and middle-


https://pubmed.ncbi.nlm.nih.gov/39593045/
https://www.worldatlas.com/articles/what-languages-are-spoken-in-the-bahamas.html
https://www.worldatlas.com/articles/what-languages-are-spoken-in-the-bahamas.html
https://doi.org/10.1037/pro0000469
https://doi.org/10.1111/hex.13254

121

income nations—insights from Indonesia. Frontiers in Medicine,

https://www.frontiersin.org/journals/medicine/articles/10.3389/fmed.2024.135303

7/full

Claramita, M., Arininta, N., Fathonah, Y., Kartika, S., Prabandari, Y. S., & Pramantara,
D. P. (2020). A partnership-oriented and culturally-sensitive communication style
of doctors can impact the health outcomes of patients with chronic illnesses in
Indonesia. Patient Education and Counseling, 103 (2), 292-300.

https://pubmed.ncbi.nlm.nih.ecov/31474388/

Curtis, E., Loring, B., Jones, R., Tipene-Leach, D., Walker, C., Paine, S.-J., & Reid, P.
(2025). Refining the definitions of cultural safety, cultural competency and

Indigenous health: Lessons from Aotearoa New Zealand. International Journal

for Equity in Health, 24(1), 1-10. https://doi.org/10.1186/s12939-025-02478-3

Debiasi, L. B., & Selleck, C. S. (2017). Cultural competence training for primary care
nurse practitioners: An intervention to increase culturally competent care. Journal
of Cultural Diversity, 24(2), 39-45.

Delphin-Rittmon, M. E., Andres-Hyman, R., Flanagan, E. H., & Davidson, L. (2012).
Seven essential strategies for promoting and sustaining systemic cultural

competence. Psychiatric Quarterly, 84, 53—64. https://doi.org/10.1007/s11126-

012-9226-2
Dorr, O. (2019, August). Nationality. Max Planck Encyclopedias of International Law.

Oxford Public International Law.


https://www.frontiersin.org/journals/medicine/articles/10.3389/fmed.2024.1353037/full
https://www.frontiersin.org/journals/medicine/articles/10.3389/fmed.2024.1353037/full
https://pubmed.ncbi.nlm.nih.gov/31474388/
https://doi.org/10.1186/s12939-025-02478-3.
https://doi.org/10.1007/s11126-012-9226-2
https://doi.org/10.1007/s11126-012-9226-2

122
https://opil.ouplaw.com/display/10.1093/law:epil/9780199231690/law-

9780199231690-e852?print=pdf

Dziak, M. (2024). Donabedian model. Salem Press Encyclopedia.
Ferreira, D. C., Vieira, 1., Pedro, M. 1., Caldas, P., & Varela, M. (2023). Patient
satisfaction with healthcare services and the techniques used for its assessment: A

systematic literature review and a bibliometric analysis. Healthcare, 11(5), 639.

https://doi.org/10.3390/healthcare11050639

Foronda, C. (2020). A theory of cultural humility. Journal of Transcultural Nursing,

31(1), 7-12. https://doi.org/10.1177/1043659619875184

Fort, K., Conteh, J., & Gonzalez, M. (2025). Cultural responsiveness in research. In S.
Sisko, Culturally responsive psychotherapy, counselling & psychology. Palgrave
texts in counselling and psychotherapy. Palgrave Macmillan, Cham.

https://doi.org/10.1007/978-3-031-81831-8 3

Fox, J. (1991). Chapter 3, Outlying and Influential Data. In Regression diagnostics (22—
41). SAGE Publication

Fung, J. T., Chan, S. L., Takemura, N., Chiu, H.-Y., Huang, H.-C., Lee, J.-E.,
Preechawong, S., Hyun, M. Y., Sun, M., Xia, W., Xiao, J., & Lin, C.-C. (2023).
Virtual simulation and problem-based learning enhance perceived clinical and
cultural competence of nursing students in Asia: A randomized controlled
crossover study. Nurse Education Today, 123.

https://doi.org/10.1016/j.nedt.2023.105721



https://opil.ouplaw.com/display/10.1093/law:epil/9780199231690/law-9780199231690-e852?print=pdf
https://opil.ouplaw.com/display/10.1093/law:epil/9780199231690/law-9780199231690-e852?print=pdf
https://www.mdpi.com/2227-9032/11/5/639
https://doi.org/10.1177/1043659619875184
https://doi.org/10.1007/978-3-031-81831-8_3.
https://doi.org/10.1016/j.nedt.2023.105721

123
Furr, R. M. (2011). Threats to psychometric quality. In Scale construction and

psychometrics for social and personality psychology (67-76). SAGE.

https://doi.org/10.4135/9781446287866

Gaston, G. B. (2013). African-Americans’ perceptions of health care provider cultural
competence that promote HIV medical self-care and antiretroviral medication
adherence. AIDS Care - Psychological and Socio-Medical Aspects of AIDS/HIV,

25(9), 1159-1165. https://doi.org/10.1080/09540121.2012.752783

Grimm, P. (2011). Social desirability bias. In Marketing research (Part 2). John Wiley &
Sons, Ltd.

https://onlinelibrary.wiley.com/doi/10.1002/9781444316568.wiem02057

Groves, R. M., Fowler, J. F., Couper, M. P., Lepkowski, J. M., Singer, E., & Tourangeau,
R. (2009). Survey methodology (2nd ed.). Wiley Global Research (STMS).

Gruber-Baldini, A. L., Velozo, C., Romero, S., & Shulman, L. M. (2017). Validation of
the PROMIS® measures of self-efficacy for managing chronic conditions.
Quality of Life Research: An International Journal of Quality of Life Aspects of

Treatment, Care and Rehabilitation, 26(7), 1915. https://doi.org/10.1007/s11136-

017-1527-3

Hajighasemi, A. (2023). Enhancing diversity climates in human services organizations.
Journal of Ethnic & Cultural Diversity in Social Work: Innovation in Theory,
Research & Practice, 32(5), 247-260.

https://doi.org/10.1080/15313204.2021.1984357



https://doi.org/10.4135/9781446287866
https://doi.org/10.1080/09540121.2012.752783.
https://onlinelibrary.wiley.com/doi/10.1002/9781444316568.wiem02057
https://doi.org/10.1007/s11136-017-1527-3
https://doi.org/10.1007/s11136-017-1527-3
https://doi.org/10.1080/15313204.2021.1984357

124
Huang, H., Zhang, X., Tu, L., Peng, W., Wang, D., Chong, H., Wang, Z., Du, H., &

Chen, H. (2025). Inclusive leadership, self-efficacy, organization-based self-
esteem, and intensive care nurses’ job performance: A cross-sectional study using

structural equation modeling. Intensive & Critical Care Nursing, 87, N.PAG.

https://doi.org/10.1016/j.iccn.2024.103880

Jongen, C., McCalman, J., Bainbridge, R., & Tsey, K. (2023). Cultural competence in
health care: A review of recent frameworks. International Journal for Equity in
Health. 22(1), 45.

https://researchonline.jcu.edu.au/51293/1/Cultural Competence in_Health.pdf

Jordan, L. S., & Hall, J. N. (2025). Culturally responsive methodologies: Addressing the
special issues in qualitative health research. Qualitative Health Research, 35(4/5),

395-402. https://doi.org/10.1177/10497323251322298

Kashyap, K., & Gielen, J. (2022). Improving access and health outcomes in palliative
care through cultural competence: An exploration of opportunities and challenges
in India. Indian Journal of Palliative Care, 28(4), 331-337.

https://doi.org/10.25259/1JPC 21 21

Kazemi, S., Rakhshan, M., Rivaz, M., & Izadi, S. (2022). The effects of continuous care
model using a smartphone application on adherence to treatment and self-efficacy
among patients with multiple sclerosis. BMC Medical Informatics and Decision

Making, 22(1), 53. https://doi.org/10.1186/s12911-022-01785-x

Kieseppd, V., Garcia-Velazquez, R., Vehko, T., & Kuusio, H. (2022). Satisfaction with

access to health services among foreign-born population in Finland: a survey-


https://doi.org/10.1016/j.iccn.2024.103880
https://researchonline.jcu.edu.au/51293/1/Cultural_Competence_in_Health.pdf
https://doi.org/10.1177/10497323251322298.
https://doi.org/10.25259/IJPC_21_21
https://doi.org/10.1186/s12911-022-01785-x

125
based study. BMC Health Serv Re, 15;22(1):781.

https://link.springer.com/article/10.1186/s12913-022-08155-3

Kotatkova, A., & Miralles Hernandez, M. (2025). Artificial intelligence at the service of
patients: Using ChatGPT to make medical reports easier to understand. Metode

Science Studies Journal, 15, 8—14. https://doi.org/10.7203/metode.15.28177

Krosnick, J. A. (1999). Survey research. Annual Review of Psychology, 50, 537-567.

Lucas, T., Michalopoulou, G., Falzarano, P., Menon, S., & Cunningham, W. (2008).
Health care provider cultural competency: Development and initial validation of
patient report measures. Health Psychology, 27 (2), 185-193.

https://pubmed.ncbi.nlm.nih.ecov/18377137/

Maboko, D. R., Armstrong, S., & Casteleijn, D. (2024). Patient perceptions of nurses’
cultural competence in public sector hospitals in Gauteng. Health SA Gesondheid,

29, 1-13. https://doi.org/10.4102/hsag.v29i0.2499

Maurice-Szamburski, A., Michel, P., Loundou, A., & Auquier, P. (2017). Validation of
the generic medical interview satisfaction scale: the G-MISS questionnaire.

Health and Quality of Life Outcomes, 15(1), 36. https://doi.org/10.1186/s12955-

017-0608-x

McCalman, J., Jongen, C., & Bainbridge, R. (2017). Organisational systems’ approaches
to improving cultural competence in health care: A systematic scoping review of
the literature. International Journal for Equity in Health, 78.

https://doi.org/10.1186/s12939-017-0571-5



https://link.springer.com/article/10.1186/s12913-022-08155-3
https://doi.org/10.7203/metode.15.28177
https://pubmed.ncbi.nlm.nih.gov/18377137/
https://doi.org/10.4102/hsag.v29i0.2499
https://doi.org/10.1186/s12955-017-0608-x
https://doi.org/10.1186/s12955-017-0608-x
https://doi.org/10.1186/s12939-017-0571-5

126
McCann, J., Lau, W. M., Husband, A., Todd, A., Sile, L., Doll, A. K., Varia, S., &

Robinson, B. A. (2023). Creating a culturally competent pharmacy profession: A
qualitative exploration of pharmacy staff perspectives of cultural competence and
its training in community pharmacy settings. Health Expectations: An
International Journal of Public Participation in Health Care & Health Policy,

26(5), 1941-1953. https://doi.org/10.1111/hex.13803

McKay, A., Pantoja, C., Matthews, R. H., Spalding, P., & Banerjee, R. (2021). Patient
understanding and experience of non-invasive imaging diagnostic techniques and
the liver patient pathway. Journal of Patient-Reported Outcomes, 5(1), 1-14.

https://doi.org/10.1186/s41687-021-00363-5

Miller, D. (1997). On Nationality. Oxford University Press.

https://doi.org/10.1093/0198293569.001.0001

Negbenebor, N. A. (2025). Missed diagnoses, missed opportunities: Closing the gap in
skin cancer for patients of color. Dermatology Times, 46(5), 24-25.

https://www.proquest.com/trade-journals/missed-diagnoses-opportunities-closing-

gap-skin/docview/320590

Nikolovski, J., Kim, B., Morton, R. L., Mercieca-Bebber, R., Levesque, J.-F., Tinsley,
M., Sutherland, K., Rossiter, B., Fagan, M., Hartas, G., & Rutherford, C. (2025).
Strategies to promote the completion of patient-reported outcome measures by
culturally and linguistically diverse and Indigenous Peoples in clinical care
settings: A systematic review. Quality of Life Research, 34, 1541-1551.

https://doi.org/10.1007/s11136-025-03913-2



https://doi.org/10.1111/hex.13803
https://doi.org/10.1186/s41687-021-00363-5
https://doi.org/10.1093/0198293569.001.0001.
https://www.proquest.com/trade-journals/missed-diagnoses-opportunities-closing-gap-skin/docview/320590
https://www.proquest.com/trade-journals/missed-diagnoses-opportunities-closing-gap-skin/docview/320590
https://doi.org/10.1007/s11136-025-03913-2

127

Pap, A. L. (2021). Conceptualizing and operationalizing identity, race, ethnicity, and
nationality by law: An introduction. Nationalities Papers, 49(2), 213-220.

https://www.cambridge.org/core/journals/nationalities-

papers/article/conceptualizing-and-operationalizing-identity-race-ethnicity-and-

nationality-by-law-an-introduction/AC8249E17D70BBDEF474C6551EF9F7E7

Patel, M. R., Song, P. X. K., Bruzzese, J.-M., Hao, W., Evans, D., Thomas, L. J., Pinkett-
Heller, M., Meyerson, K., & Brown, R. W. (2018). Does cross-cultural
communication training for physicians improve pediatric asthma outcomes? A
randomized trial. Journal of Asthma, 56(3), 273-284.

https://pubmed.ncbi.nlm.nih.eov/29641357/

Pedrero, V., Bernales, M., Chepo, M., Manzi, J., Pérez, M., & Fernandez, P. (2020).
Development of an instrument to measure the cultural competence of health care

workers. Rev Saude Publica. https://pubmed.ncbi.nlm.nih.ecov/32215537/

Rahimi, M., Shahraki, S. K., Fatehi, F., & Farokhzadian, J. (2023). A virtual training
program for improving cultural competence among academic nurse educators.

BMC Med Educ, 23, 445. https://doi.org/10.1186/s12909-023-04414-x

Robey, N., & Dickter, C. (2022). Internet-based cultural competence training for White
undergraduate students at a predominantly White university. Journal of Applied

Social Psychology, 52(9), 837-850. https://doi.org/10.1111/jasp.12881

Romain, M. C. (2025). Building diversity and cultural competence to remove medical

imaging barriers. Radiologic Technology, 96(3), 197-201.


https://www.cambridge.org/core/journals/nationalities-papers/article/conceptualizing-and-operationalizing-identity-race-ethnicity-and-nationality-by-law-an-introduction/AC8249E17D70BBDEF474C6551EF9F7E7
https://www.cambridge.org/core/journals/nationalities-papers/article/conceptualizing-and-operationalizing-identity-race-ethnicity-and-nationality-by-law-an-introduction/AC8249E17D70BBDEF474C6551EF9F7E7
https://www.cambridge.org/core/journals/nationalities-papers/article/conceptualizing-and-operationalizing-identity-race-ethnicity-and-nationality-by-law-an-introduction/AC8249E17D70BBDEF474C6551EF9F7E7
https://pubmed.ncbi.nlm.nih.gov/29641357/
https://pubmed.ncbi.nlm.nih.gov/32215537/
https://doi.org/10.1186/s12909-023-04414-x
https://onlinelibrary.wiley.com/doi/10.1111/jasp.12881

128
Rost, M., De Clercq, E., Arnold, L., & Rakic, M. (2023). Interventions to enhance cross-

cultural competence in oncology: A meta-analysis of effectiveness studies and a
qualitative review. European Journal of Oncology Nursing, 64, Article 102258.

Sacha, M., Sandahl, H., Harck, L., & Carlsson, J. (2022). Treatment adherence to
psychotropic drugs among non-Western migrants: A systematic review. Nordic
Journal of Psychiatry, 76(4), 250-262.

https://doi.org/10.1080/08039488.2021.1954689

Santana, J. P., Hong, P. K. W., Indelicato, L. A., Berger, A. M., Larson, S. D., Taylor, J.
A., Mustafa, M. M., Islam, S., Neal, D., & Petroze, R. T. (2023). Exploring
limited English proficiency in the clinical outcomes of pediatric burn patients.
Journal of Surgical Research, 284, 54—61.

https://doi.org/10.1016/1.1ss.2022.10.041

Schenker, J. D., & Rumrill, P. D. (2004). Conducting and interpreting nonexperimental
research. Journal of Vocational Rehabilitation, 20(3), 117-126

Segal, R., Zeigler, M. L., Wallace, J. L., & Odedina, F. T. (2025). Enhancing medication
adherence in marginalized and minoritized communities: A brief training
approach for pharmacy technicians and community health workers. Exploratory
Research in Clinical and Social Pharmacy, 18.

https://doi.org/10.1016/j.rcsop.2025.100582

Sequist, T. D., Fitzmaurice, G. M., Marshall, R., Shaykevich, S., Marston, A., Safran, D.
G., & Ayanian, J. Z. (2010). Cultural competency training and performance

reports to improve diabetes care for Black patients: A cluster randomized,


https://doi.org/10.1080/08039488.2021.1954689
https://doi.org/10.1016/j.jss.2022.10.041
https://doi.org/10.1016/j.rcsop.2025.100582

129
controlled trial. Annals of Internal Medicine, 152(1), 40—46.

https://pubmed.ncbi.nlm.nih.ecov/20048271/

Shepherd, S. M., Willis-Esqueda, C., Newton, D., Sivasubramaniam, D., & Paradies, Y.
(2019). The challenge of cultural competence in the workplace: Perspectives of
health care providers. BMC Health Services Research, 135.

https://doi.org/10.1186/s12913-019-3959-7

Stubbe, D. E. (2020). Practicing cultural competence and cultural humility in the care of

diverse patients. FOCUS. https://pmc.ncbi.nlm.nih.gov/articles/PMC7011228/

Sue, D. W., & Sue, D. (2013). Counseling the culturally diverse: Theory and practice.
Wiley-Blackwell.

Sung, S., & Park, H.-A. (2021). Effect of a mobile app-based cultural competence
training program for nurses: A pre-and posttest design. Nurse Education Today,

99. https://doi.org/10.1016/j.nedt.2021.104795

Takahashi, M., Kodama, S., Akahane, M., Yamamoto, S., Yonemoto, T., & Seki, H.
(2025). The relationship between treatment satisfaction and medication
understanding among patients taking a novel oral pain reliever: A questionnaire-
based cross-sectional study. Pain and Therapy, 14, 931-945.

https://doi.org/10.1007/s40122-025-00709-7

Teixeira, G., Picoito, R., Gaspar, F., & Lucas, P. (2024). Cultural competence and
nursing work environment: Impact on culturally congruent care in Portuguese
multicultural health care units. Health care, 12(23), 2430.

https://pubmed.ncbi.nlm.nih.eov/39685052/



https://pubmed.ncbi.nlm.nih.gov/20048271/
https://doi.org/10.1186/s12913-019-3959-7
https://pmc.ncbi.nlm.nih.gov/articles/PMC7011228/
https://doi.org/10.1016/j.nedt.2021.104795
https://doi.org/10.1007/s40122-025-00709-7
https://pubmed.ncbi.nlm.nih.gov/39685052/

130

The Bahamas National Statistical Institute. (2022). Census of population and housing -
Official census results and data highlight summaries. The Bahamas National

Statistical Institute. https://www.bnsi.stats.gov.bs/population-census

Theodosopoulos, L., Fradelos, E. C., Panagiotou, A., Dreliozi, A., & Tzavella, F. (2024).
Delivering culturally competent care to migrants by health care personnel: A
crucial aspect of delivering culturally sensitive care. Social Sciences, 13(10), 530.

https://doi.org/10.3390/socscil 3100530

Thom, D. H., & Tirado, M. D. (2006). Patient-reported provider cultural competency

scale. PsycTESTS, https://doi.org/10.1037/t68660-000

Thom, D. H., Tirado, M. D., Woon, T. L., & McBride, M. R. (2006). Development and
evaluation of a cultural competency training curriculum. BMC Med Educ, 6 (38).

https://doi.org/10.1186/1472-6920-6-38

University of The Bahamas. (2017, February). Institutional Review Board (IRB)

Guidelines. University of The Bahamas. https://www.ub.edu.bs/wp-

content/uploads/2018/09/UB-IRB-Guidelines-revised-Feb2017.pdf

Vella, E., White, V. M., & Livingston, P. (2022). Does cultural competence training for
health professionals impact culturally and linguistically diverse patient outcomes?
A systematic review of the literature. Nurse Education Today, 118, 105500.

https://doi.org/10.1016/j.nedt.2022.105500

Warner, R. M. (2013). Applied statistics: From bivariate through multivariate techniques

(2™ ed.). SAGE Publications


https://www.bnsi.stats.gov.bs/population-census
https://doi.org/10.3390/socsci13100530
https://doi.org/10.1037/t68660-000
https://doi.org/10.1186/1472-6920-6-38
https://www.ub.edu.bs/wp-content/uploads/2018/09/UB-IRB-Guidelines-revised-Feb2017.pdf
https://www.ub.edu.bs/wp-content/uploads/2018/09/UB-IRB-Guidelines-revised-Feb2017.pdf
https://doi.org/10.1016/j.nedt.2022.105500

131
World Health Organization. (2019, July 31). Classifying health workers. World Health

Organization. https://www.who.int/publications/m/item/classifying-health-

workers

Yesil Demirci, P., Bozdogan Yesilot, S., & Eskimez, Z. (2025). Inter-cultural awareness,
sensitivity, and competence in nursing students’ disaster response self-efficacy: A
cross-sectional study. Teaching & Learning in Nursing, 20(2), e389—-e394.

https://doi.org/10.1016/j.teln.2024.11.030

Yoon, S., Kwan, Y. H., Yap, W. L., Lim, Z. Y., Phang, J. K., Loo, Y. X., Aw, J., & Low,
L. L. (2023). Factors influencing medication adherence in multi-ethnic Asian
patients with chronic diseases in Singapore: A qualitative study. Frontiers in

Pharmacology, 14. https://doi.org/10.3389/fphar.2023.1124297

Youssef, M., Rubens, M., Sedarous, M., Babajide, O., Adekunle, D., Mahmud, M., . . .
Okafor, P. N. (2024). The impact of patients’ primary language on inpatient
gastrointestinal bleeding outcomes. The American Journal of Gastroenterology,

119(3), 556-564. https://doi.org/10.14309/aj2.0000000000002545



https://www.who.int/publications/m/item/classifying-health-workers
https://www.who.int/publications/m/item/classifying-health-workers
https://doi.org/10.1016/j.teln.2024.11.030
https://doi.org/10.3389/fphar.2023.1124297
https://doi.org/10.14309/ajg.0000000000002545

132

Appendix: Assessment Tools

Website link: Patient-Reported Provider Cultural Competency Scale - EBSCO

Iltems

Patient-Reported Provider Cultural Competency Scale
PRPCC

Eal o ol =

My doctor asks me why | think | got sick.

My doctor talks with me about medications | may use other than the ones he or she prescribes.

My doctor talks with me about traditional healing remedies | may use.

My doctor asks if | seek advice from other family members and friends in making decisions about my
health care.

When discussing diagnosis and treatment related to my condition, my doctor asks if | would like to
include family members in the discussion.

My doctor takes time to help me understand possible side effects of the medications he or she
prescribes for me.

My doctor informs me of the resources in my local community where | can find help.

My doctor asks if | understand his or her instructions, and if | do not, repeats them when necessary.
My doctor asks if | have other questions or concerns before | leave the office.

My doctor helps me to ask questions about my condition and treatment.

My doctor helps me answer the questions he or she asks.

My doctor encourages me to stop him or her when | am confused.

My doctor helps me make decisions about my treatment.

Note.

Scored as 1 = never, 2 = seldom, 3 = sometimes, 4 = usually, 5 = always. Twao-factor structure:
history-taking (items 1 to 5) and explaining (items 6 to 13).


https://research.ebsco.com/c/riljaj/viewer/pdf/7y4svyctcv

The MMC
Website link: Please respond to each item by checking one box per row
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PROMIS” Item Bank v1.0 — General Self Efficacy — Short Form 4a

General Self-Efficacy - Short Form 4a

Please respond to each item by marking one box per row.

For the next set of questions, please read each sentence and rate your level of confidence in managing various situations,
problems, and events.

Rate your level of confidence.

GSE11_C

GSEN4_C

GSE18_C

GSE20_C

I can manage to solve difficult problems if

I try hard enough.

[ am confident that I could deal efficiently
with unexpected events. ............................

If I am in trouble, I can think of a solution.

I can handle whatever comes my way........

I am not at Ilama [am
all little somewhat Iam quite Iam very
confident  confident confident confident confident
O O O O O
| 2 3 4 5
O O O O O
| 2 3 4 5
O O O O O
1 2 3 4 5
O O O O O


https://heal.nih.gov/files/CDEs/2023-09/promis-general-self-efficacy-4a-crf.pdf
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The G-Miss 16
Website link: Table 2 | Validation of the generic medical interview satisfaction scale: the
G-MISS questionnaire | Health and Quality of Life Outcomes

Table 2 Principal Component Analysis (Varimax rotation) and DIF of the
G-MISS

From: Validation of the generic medical interview satisfaction scale: the G-MISS
questionnaire

Itemn® Relief Communication Compliance DIF DeltaR2
Q3 0.840 0,43

Q4 0.803 0,93

Q2 0.767 0,31

Q6 0.669 0,00 0,01
Q25 0.668 0,7

Qi 0.639 0,13

Q24 0.600 0,50

Q19 0.560 0,00 0,01
Qi3 0.697 0,12

Qi2 0.679 on

Qn 0.669 0,02 0,00
Qis 0.627 0,03 0,00
Q9 0.607 0,07

Q8 0.561 0,35

Q28 0.915 0,00 0,01
Q26 0.902 0,01 0,00

For clarity, factor loadings below 0.3 are not reported in the table. For each column bold numbers are the factor loadings of the items
participating in the computation of the corresponding dimension. DIF are expressed as Chi2-p-value
G—MISS Generic—Medical Interview Satisfaction Scale


https://link.springer.com/article/10.1186/s12955-017-0608-x/tables/2
https://link.springer.com/article/10.1186/s12955-017-0608-x/tables/2
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