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Abstract

Purpose: This systematic review aimed to identify, appraise, and synthesize

the best available evidence for the effectiveness of cultural competence educa-

tional interventions on health professional and patient outcomes.

Methods: We conducted a systematic review of randomized and non-

randomized controlled trials. We searched seven electronic databases includ-

ing MEDLINE, EMBASE, Cochrane Library, and four Korean databases in

June 2018. Studies that provided cultural competence educational interven-

tions for health professionals and measured the impact on health professional

outcomes, patient outcomes, or both were included. A narrative synthesis of

study findings was performed.

Results: Eleven studies met the inclusion criteria. Studies used a randomized

(n = 5) and a non-randomized controlled trial (n = 6) design and were con-

ducted in the USA (n = 7), South Korea (n = 3), and Sweden (n = 1). Cultural

competence education was provided mostly to those of single occupations,

nurses (n = 5) or physicians (n = 4). The delivery mode was classroom (n = 7),

online (n = 3), or blended learning (n = 1), using mainly lectures, discussions,

and case studies as teaching and learning methods. Education duration ranged

from less than 1 hr to 3 days. Nine studies reported significantly improved

health professional outcomes compared to the control group. Patient outcomes

were reported in three studies. Only one study reported significant effect on

patient satisfaction (d = 0.94) and trust (d = 0.71). There was no significant

effect on patient physiological outcomes.

Conclusions: Cultural competence educational interventions had a positive

effect on health professional outcomes. There is a considerable lack of research

assessing patient outcomes, and there is limited evidence on whether interven-

tions can change patient outcomes.
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1 | INTRODUCTION

There has been a continuous increase in the number of
international migrants, with the number in 2015 thrice
that in 1970 (International Organization for Migration
[IOM], 2017). About 258 million people crossed national
borders worldwide in 2017. This represents 3.4% of the
world's total population (United Nations, 2017). In 2015,
regions with the largest percentage of migrants among the
total population were Oceania, North America, and
Europe, forming 21, 15, and 10% of the migrant popula-
tion, respectively (IOM, 2017). Since the 1990s, Asian
industrialized countries, including South Korea (hence-
forth referred to as “Korea”), have faced a labor shortage
in low-wage industries because of a population decline
due to the increasing number of women who delay mar-
riage or do not get married, low fertility, and an aging
population (Kim, 2014). Over the last two decades,
migrant workers and marriage migrants have increased in
Korea, exceeding 2.3 million at the end of 2018 (Ministry
of Justice, 2019). As the number of migrants increases in
Korea, there is an increased need for health professionals
to interact and cooperate with heterogeneous groups.

In a recent national multicultural family survey,
migrants reported worsening health status as their stay in
Korea increased (Ministry of Gender Equality and Fam-
ily, 2015). Although healthier migrants are better able to
contribute to the economy and society, migrants face
challenges in accessing health care due to administrative,
economic, cultural, linguistic, and social barriers (IOM,
2019). These results suggest that health disparities
between native Koreans and ethnic and racial minority
groups may soon become more visible in the country.

Cultural competence among health professionals
reduces health inequality and ensures quality services to
migrants (Betancourt, Green, Carrillo, & Park, 2005).
Spector (2010, p. 8) said that cultural competence pre-
vailed when “within the delivered care the health care
provider understands and attends to the total context of
the patient's situation. Cultural competence is a complex
combination of knowledge, attitudes, and skills.” In
Western countries, there has been much discourse on cul-
tural competence since the mid-1980s, and research on
this topic has been rapidly increasing since the 1990s
(Price et al., 2005). The steady reporting of systematic
reviews examining cultural competence education since
2005 is due to the increase in the number of empirical
studies examining this concept (Beach et al., 2005;
Chipps, Simpson, & Brysiewicz, 2008; Gallagher &
Polanin, 2015; Horvat, Horey, Romios, & Kis-Rigo, 2014;
Lie, Lee-Rey, Gomez, Bereknyei, & Braddock III, 2011;
Pearson et al., 2007; Price et al., 2005; Truong, Paradies, &
Priest, 2014).

Previous systematic reviews have pointed out some
common limitations. The most fundamental problem is
that there is no consensus on the concept of “cultural
competence,” and therefore there is a high degree of het-
erogeneity and inconsistency among educational interven-
tions (Beach et al., 2005;Chipps et al., 2008 ; Gallagher &
Polanin, 2015 ; Horvat et al., 2014 ; Truong et al., 2014). In
addition, the methodological rigor of the studies is low
(Chipps et al., 2008; Gallagher & Polanin, 2015; Horvat
et al., 2014; Truong et al., 2014). And there is a lack of
validity and consistency in the instruments and methods
used to measure outcomes (Beach et al., 2005; Price et al.,
2005; Truong et al., 2014). Therefore, results on the effec-
tiveness of cultural competence education are rarely quan-
titatively integrated (Gallagher & Polanin, 2015).

Furthermore, there is still a lack of evidence on the
impact of cultural competence education on patient out-
comes (Beach et al., 2005; Chipps et al., 2008; Horvat et al.,
2014; Renzaho, Romios, Crock, & Sønderlund, 2013;
Truong et al., 2014). In addition, the studies included in
previous systematic reviews were mainly limited to the
USA, Canada, the UK, Australia, and other advanced
English-speaking countries (Beach et al., 2005; Gallagher &
Polanin, 2015; Horvat et al., 2014; Lie et al., 2011; Price
et al., 2005; Truong et al., 2014). Therefore, these studies
may not provide valid evidence that is applicable to Asian
countries that have recently become multicultural societies.

In Korea, intervention studies on cultural competence
have been reported since 2013 (Son, Je, & Yi, 2014). It is
only in the last decade that cultural competence educa-
tion was introduced in undergraduate nursing programs
(Son et al., 2014) and in continuing education programs
for practicing nurses. However, training in cultural com-
petence is not yet considered essential, and the majority
of practicing nurses do not receive adequate training
(Chae & Park, 2019). Health care institutions and related
authorities need strong and consistent evidence to estab-
lish policies and secure resources for cultural competence
education (Lie et al., 2011). Therefore, it is necessary to
determine the empirical evidence on the effects of cul-
tural competence education, especially evidence from the
latest domestic and international studies.

This systematic review aimed to assess the effect of
cultural competence educational interventions on health
professional and patient outcomes.

2 | METHODS

2.1 | Eligibility criteria

In this review, we selected studies based on the following
criteria: (a) samples consisting of practicing health
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professionals (nurses, physicians, or other health profes-
sionals) working in varied health care settings;
(b) dedicated educational intervention provided to
increase cultural competence of health professionals;
(c) control groups receiving education on other subjects
or not receiving any education; (d) studies reporting
health professional outcomes (e.g. overall or subdomain
of cultural competence, confidence of cultural compe-
tence) or patient outcomes (e.g. treatment outcomes, per-
ceptions of their care); (e) a treatment-control design was
used, including randomized controlled trials (RCTs) or
non-randomized controlled trials (NRCTs); and (f) out-
comes were published in a peer-reviewed journal as a
full-text original study in English or Korean. We excluded
the following types of studies: (a) samples consisting of
undergraduate students; (b) cultural competence educa-
tion provided as part of an intervention undergraduate or
pre-licensure education program; (c) not experimental
(qualitative studies, case reports, and review papers) or
used only one group study; and (d) non-peer-reviewed
article, thesis, or conference abstract or published in lan-
guage other English or Korean.

2.2 | Search strategy

A systematic literature search was conducted in
MEDLINE, EMBASE, the Cochrane Library, and Korean
databases (KoreaMed, KISS, RISS, and DBpia) on June
9, 2018. In addition, the reference lists of the identified
studies were reviewed manually to find any eligible stud-
ies. The databases were searched using search terms
related to three aspects: population (“nurse,”
“physician,” “medical staff,” “medical personnel,”
“health care personnel,” “health practitioner,” “medical
profession”), intervention (“education,” “training,”
“workshop”), and outcomes (“cultural competence,”
“cultural attitude,” “cultural knowledge,” “cultural
sensitivity,” “cultural awareness”). To ensure a highly
sensitive search, we designed a search strategy that
included relevant Medical Subject Headings (MeSH) and
Emtree (EMBASE Tree) terms. For our search strategy,
we referred to the COSMIN (COnsensus-based Standards
for the selection of health Measurement INstruments)
guideline for systematic reviews of patient-reported out-
come measures (Prinsen et al., 2018). The detailed search
strategies are presented in Supplementary File S1.

2.3 | Study selection and data extraction

The article selection process is depicted in Figure 1. Sea-
rch results were combined in an EndNote database

(Clarivate Analytics, Philadelphia, PA, USA), and dupli-
cate articles were removed. Next, irrelevant studies were
excluded based on their titles and abstracts. Then the full
texts of selected articles were assessed. All these processes
were independently performed by two authors (J.L. and
S.P.). The same two authors independently extracted the
data using predefined forms. These included the follow-
ing components: details of the study (study design, study
duration, country, setting, conceptual framework), partic-
ipant characteristics (inclusion/exclusion criteria, method
of recruitment, number, age, gender, and profession),
measurements (scale, frequency, and attrition rate), out-
comes (all the outcomes reported in each study). The
intervention data of each study were extracted using the
conceptual framework proposed by Horvat et al. (2014).
This framework includes the following four domains:
education content, pedagogical approach (teaching and
learning method), structure (delivery, duration), and par-
ticipants. In case of any disagreement in the process of
selection and data extraction, the final decision was made
by consensus of all researchers.

2.4 | Quality assessment

The quality of RCTs was assessed using the Cochrane
Risk of Bias Tool (Higgins & Green, 2011) for random
sequence generation, allocation concealment, blinding of
participants and personnel, blinding of outcomes assess-
ment, incomplete outcome data, selective reporting, and
other bias. The quality of NRCTs was assessed using the
Risk of Bias Assessment tool for Non-randomized Studies
(RoBANS) (Kim et al., 2011), which included selection of
participants, confounding variables, measurement of
intervention, blinding for outcome assessment, incom-
plete outcome data, and selective outcome reporting.
Each domain was rated as “low risk,” “high risk,” or
“unclear.” Four authors (D.C., J.K., J.L., and S.P.) per-
formed independent ratings for each domain and dis-
agreements were resolved through discussion among all
authors.

2.5 | Data analysis

Conducting a meta-analysis was not a suitable option
because of the high levels of heterogeneity in the inter-
vention methods and measurement instruments. Conse-
quently, the findings of this systematic review are
presented as a narrative review.

We calculated effect size for each of the included
studies except two that did not provide appropriate stan-
dard deviations or sample sizes (Kutob, Senf, & Harris Jr,
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2009; Schim, Doorenbos, & Borse, 2006). The author of
one of these studies could no longer be contacted, and
the other failed to respond when was contacted through
email for additional information on the standard devia-
tions. For continuous data, the effect sizes were calcu-
lated using the mean difference in the outcome levels of
each pre-intervention and post-intervention measure
between the intervention and the control groups. For one
study without the pre-intervention measure, the effect
size was calculated using the mean and standard devia-
tion of post-intervention measure between the

intervention and control groups. For dichotomous data,
the effect size was estimated by the number of events in
the intervention and control groups. The effect size of
each study was presented by converting it into standard-
ized mean difference, Cohen's d, using Comprehensive
Meta-Analysis 3.0 (Biostat, Englewood, NJ, USA). Stan-
dard interpretation of the effect sizes was used with the
values of the effect sizes considered as small (d = 0.2),
medium (d = 0.5), and large (d = 0.8) (Cohen, 1992).
Effect sizes were not pooled and displayed in a forest plot
to represent an overall meta-analyzed measure of effect
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because of the high levels of heterogeneity among the
included studies and the different study designs. Registra-
tion was not required for this systematic review process.

3 | RESULTS

3.1 | Study selection

The database search identified a total of 1,550 articles
(1,234 international and 316 national), and four articles
were included by manual search. After removing dupli-
cates, 1,230 articles were screened, and 25 articles were
selected based on the titles and abstracts. The remaining
25 articles were thoroughly reviewed. Fourteen of the
25 articles were excluded for the following reasons: not
targeting health professionals (n = 1), not providing appro-
priate intervention effects (n = 4), and using one group
study (n = 9). Therefore, a total of 11 studies (five RCTs
and six NRCTs) were included in this review (Figure. 1).

3.2 | Study characteristics

The characteristics of the included studies are presented in
Table 1. The 11 studies included were published between
2001 and 2017. The majority of the studies were conducted
in the USA (63.6%), followed by Korea (27.3%) and Sweden
(9.1%) and all the three studies conducted in Korea had
been reported after 2013. Of the included studies, partici-
pants were nurses in five studies (Berlin et al., 2010; Je,
Son, & Kim, 2015; Kim & Lee, 2016; Park & Kweon, 2013;
Smith, 2001), physicians in four studies (Horky et al., 2017;
Kutob et al., 2009; Kutob et al., 2013; Thom et al., 2006),
nurses, physicians, and physician assistants in one study
(Sequist et al., 2010), and multidisciplinary hospice staff in
one study (Schim et al., 2006). Of the 11 studies, only three
studies reported both the mean age and gender distribu-
tion of participants. Based on the available information,
the average age of participants was 31.0 to 47.8 years, and
the proportion of female participants was 43% to 95%.
Excluding one article (Schim et al., 2006), which did not
report the number of participants, the sample sizes ranged
from 41 to 122 for health professionals and 40 to 7,557 for
patients. The number of participants in the intervention
group ranged from 21 to 58. Most of the interventions
(63.6%) were conducted in health care centers.

3.3 | Intervention characteristics

A variety of theoretical models, such as the
3-dimensional puzzle model (Schim & Doorenbos, 2010),

the Campinha-Bacote's cultural competence model
(Campinha-Bacote, 2002), the Giger and Davidhizar
transcultural assessment model (Giger & Davidhizar,
2002), the explanatory model (Kleinman, 1980), and the
LEARN model (Berlin & Fowkes Jr, 1983), were used in
the development of the intervention programs. In addi-
tion, the ADDIE model (Molenda, 2003) and intervention
mapping strategy (Eldredge et al., 2016) were used.

The contents of the education programs were diverse
ranging from understanding of concepts such as culture,
cultural competence, transcultural nursing, health dis-
parities to improving cultural attitude, cross-cultural
communication skills, and cultural assessment skills.

The most common mode of delivery was classroom
learning (63.6%), followed by online (Horky et al., 2017;
Kutob et al., 2009; Kutob et al., 2013) and blended learn-
ing (Kim & Lee, 2016). All the studies that provided
online education were for physicians. Among them,
Kutob et al. (2013) provided five case-based modules
using five virtual patients from different ethnic and cul-
tural backgrounds. In Kim and Lee's (2016) study using
blended learning, after providing 8 hr of classroom learn-
ing, the researcher provided online education twice a
week using email newsletters and social networking ser-
vice (SNS) activities for the next 3 weeks.

In classroom learning, the most widely used teaching
and learning methods were lectures, discussions, and
case studies. In addition, role plays, demonstrations,
audiovisuals, and reflective exercises were used. How-
ever, the common teaching and learning methods were
case studies and interactive exercises in the online learn-
ing studies. Education duration ranged from less than
1 hr to 3 days. In two studies, researchers provided clini-
cal practice (Berlin et al., 2010) and individual feedback
reports (Sequist et al., 2010), after classroom learning.
This additional period ranged from 4 weeks to 12 months
(Table 2).

3.4 | Outcome measures

3.4.1 | Health professional outcomes

None of the included studies used the same measurement
tool to assess health professional outcomes. Self-reported
measures were used in all of the studies except for one
(Thom et al., 2006) in which the Patient Reported Physi-
cian Cultural Competency Scale was the measure. Seven
of the included studies measured overall cultural compe-
tence using the Cultural Competence Assessment (Schim
et al., 2006), Cultural Competence Assessment Tool
(Kutob et al., 2009), Modified Cultural Competence
Assessment Tool (Kutob et al., 2013), Clinical Cultural
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Competence Training Questionnaire (Berlin et al., 2010),
Modified Caffrey Cultural Competence in Healthcare
Scale (Park & Kweon, 2013), Cultural Competence Mea-
sure for Helping Professions (Je et al., 2015), or a tool that
was developed for cross-cultural case studies (Horky
et al., 2017). In the remaining three studies, subdomains
of cultural competence or similar concepts were mea-
sured using the Cultural Knowledge, Cultural Self-
Efficacy Scale (Smith, 2001), Korean version of the Trans-
cultural Self-Efficacy Tool (Kim & Lee, 2016), and three
questions about awareness of racial disparities developed
by the authors (Sequist et al., 2010),

3.4.2 | Patient outcomes

Patient outcomes were reported in three studies (Kim &
Lee, 2016; Sequist et al., 2010 ; Thom et al., 2006). Kim
and Lee (2016) reported satisfaction and trust. Sequist
et al. (2010) reported physiological outcomes (hemoglo-
bin A1c, low-density lipoprotein cholesterol, and blood
pressure). Thom et al. (2006) reported both satisfaction
and trust and physiological outcomes. Patient satisfaction
and trust were obtained from self-reported measures
(Kim & Lee, 2016; Thom et al., 2006), and physiological
outcomes were derived from patients' medical records
(Sequist et al., 2010; Thom et al., 2006).

3.5 | Risk assessment

A summary of the risk of bias for five RCTs and six
NRCTs is presented in Table 3. In checking for the risk of
bias assessment of five RCTs, 60.0% of the included stud-
ies were rated as low risk in four of the six domains. Most
of the studies had low risk of random sequence genera-
tion, performance bias, and reporting bias. Detection bias
was low in three studies that collected data via the Web
or mail, but was uncertain in two studies. Three studies
with a dropout rate of 18.2–30.0% were rated as having
high attrition bias. All studies failed to explicitly describe
the allocation concealment. Other bias was related to
sample size and controlling equivalence of subjects. Only
one study reported that a power analysis was used to
determine sample size. Three studies compared baseline
characteristics and used statistical adjustments for the
differences to ensure the equivalence of intervention and
control groups.

In the risk of bias assessment of six NRCTs, 50.0% of
the included studies were rated as having low risk in four
of six domains. Five studies did not blind the data collec-
tors. Half of the studies failed to control confounding var-
iables. Most studies (83.3%) had incomplete data. WeT
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considered incomplete data to be used in studies where
the dropout rate was higher than 10%, or there was a
large difference in the number of dropouts in the experi-
mental and control groups. Fortunately, many studies
(66.7%) reported no differences between experimental
and control groups at baseline and they were considered
to have low risk of selection bias. All studies utilized the
structured questionnaires for data collection and reported
data without reporting bias.

3.6 | Narrative synthesis on the
outcomes of the cultural competence
educational interventions

3.6.1 | Health professional outcomes

Nine of the 11 included studies reported significant inter-
vention effects in terms of improved cultural competence
compared to the control group (Berlin et al., 2010; Horky
et al., 2017; Je et al., 2015; Kim & Lee, 2016; Kutob et al.,
2009; Park & Kweon, 2013; Schim et al., 2006; Sequist
et al., 2010; Smith, 2001). Sequist et al. (2010) provided
primary care clinicians with 1 or 2 days of training and
monthly performance feedback and education material
for 12 months. They reported a significant increase in the
proportion of primary care clinicians with awareness of
racial disparities in the intervention group (d = 0.44, 95%
CI = 0.157–0.718). Smith (2001) reported that cultural
self-efficacy (d = 1.06, 95% CI = 0.628–1.496) and cultural
knowledge (d = 1.53, 95% CI = 1.063–1.988) improved
significantly in the intervention group immediately after
the 8.5-hr program and the effects were maintained at
the 3-week follow-up (cultural self-efficacy d = 1.09, 95%
CI = 0.658–1.530; cultural knowledge d = 1.03, 95%
CI = 0.597–1.463). In the study by Horky et al. (2017),
knowledge, attitudes, and skills of the intervention group,
which completed six online modules in 2 weeks, signifi-
cantly improved. On comparing the summarized total
scores of the intervention and control groups, the effect
size was d = 0.93 (95% CI = 0.631–1.220).

All three studies conducted in Korea reported signifi-
cant intervention effects. Two of these provided educa-
tional programs for obstetric or pediatric nurses (Je et al.,
2015; Park & Kweon, 2013), and one (Kim & Lee, 2016)
for public health nurses. Park and Kweon (2013) pro-
vided a 9-hr program using a case-based small-group
learning method. The intervention group demonstrated
significantly higher cultural competence (d = 1.08, 95%
CI = 0.783–1.380). Kim and Lee (2016) conducted
blended learning comprising 8-hr offline training and
3-week online training. The intervention group demon-
strated significantly higher transcultural self-efficacy

immediately after 4 weeks of intervention (d = 0.70, 95%
CI = 0.065–1.326) and the effect was maintained at the
8-week follow-up (d = 0.88, 95% CI = 0.241–1.523). Je
et al. (2015) provided a total of 4 hr of education for
4 weeks, resulting in a significant improvement in the
cultural competence of the intervention group, with a
large effect size of d = 2.11 (95% CI = 1.759–2.468). How-
ever, the risk of bias in this study was high for the four
quality assessment items.

Berlin et al. (2010) reported significant intervention
effects only in the cultural skills subdomain (d = 0.89,
95% CI = 0.315–1.468), but there was no significant dif-
ference in the domains of awareness, knowledge,
encounters, and desires. This study was also considered
to have high risk of bias in four of the six domains. Kutob
et al. (2009) reported that physicians in the intervention
group demonstrated significant improvement in cultural
competence after receiving less than 1 hr of online educa-
tion (p = .004). Schim et al. (2006) provided a 1-hr educa-
tion for multidisciplinary hospice staff with significant
improvement in cultural competence seen in the inter-
vention group (p = .034). Both studies (Kutob et al., 2009;
Schim et al., 2006) did not report appropriate standard
deviations or sample sizes, and hence, the effect size
could not be calculated.

Of the 11 studies reviewed, two studies reported no
significant intervention effects (Kutob et al., 2013; Thom
et al., 2006). Both studies were RCTs and their interven-
tions were for physicians. In the study by Thom et al.
(2006), unlike all the other studies, health professional
outcome was measure by patient-reported physician
behaviors. Kutob et al. (2013) used the post-test-only
design, making it therefore impossible to determine
whether the two groups' cultural competence was
homogenous before the intervention.

3.6.2 | Patient outcomes

Two studies reported no significant intervention effect
on patient physiological outcomes (Sequist et al., 2010;
Thom et al., 2006). In terms of satisfaction and trust, two
studies presented conflicting outcomes (Kim & Lee,
2016; Thom et al., 2006). Kim and Lee (2016) included
40 marriage migrant women living in the community
who received primary health services more than two
times from the participating public health nurses. As a
result, the study reported that cultural competence edu-
cational interventions had a significant effect on trust
(d = 0.71, 95% CI = 0.067–1.344) and patient satisfaction
(d = 0.94, 95% CI = 0.284–1.589). On the other hand,
Thom et al. (2006) who included 429 patients who had
been seen in the past 12 months by the participating
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physicians for diabetes or hypertension, concluded
otherwise.

4 | DISCUSSION

This systematic review aimed to identify, appraise, and
synthesize the best available evidence for the effective-
ness of cultural competence educational interventions on
health professional and patient outcomes. Eleven studies
met the criteria for inclusion in the review. All the stud-
ies included in the review reported health professional
outcomes, but only three reported patient outcomes. Nine
of the 11 included studies showed that cultural compe-
tence educational interventions were effective in chang-
ing cultural knowledge, attitudes, skills, and awareness.
Similar results were reported in previous literature
reviews (Beach et al., 2005; Horvat et al., 2014). We also
calculated effect sizes of health professional outcomes
between the intervention and control groups for nine
studies, which revealed that the effect sizes ranged from
small (d = 0.10) to large (d = 2.11).

In two (Kim & Lee, 2016; Smith, 2001) of the nine
studies that reported significant intervention effects,
follow-up measurements were performed after 3 to
4 weeks of interventions. Both studies reported that the
intervention group maintained significantly higher cul-
tural competence than the control group. Although the
long-term effects of cultural competence education on
health professional outcomes are unclear, the effect is
apparently maintained for a certain period of time.
Future studies need to determine whether the improved
cultural competence is sustained over the long term.

In this review, all studies that provided interventions
to nurses alone or to groups with some nurses reported
significant effects, whereas only half the studies that pro-
vided interventions to physicians reported significant
effects. Similarly, Gallagher and Polanin (2015) compared
effects of educational interventions among practicing
nurses with those among nursing students and reported
that the practicing nurses benefited more from cultural
competence education. It is assumed that nurses are
more interested in cultural competence education
because they directly interact with migrants compared to
other health professionals. However, the measurement
method and study design of the two physician-trained
studies (Kutob et al., 2013; Thom et al., 2006) differed
from the rest of the studies included in the review.
Therefore, it is difficult to conclude that interventions
for nurses are more effective than interventions for
physicians.

The evidence on whether cultural competence educa-
tional interventions delivered to health professionals can

change patient outcomes was unclear. Only three of the
included studies reported patient outcomes, and there
was a lack of consistency in measured outcomes. Only
one study (Kim & Lee, 2016) reported significant inter-
vention effects on patients' satisfaction and trust, while
no significant intervention effect was reported on physio-
logical outcomes. This is similar to findings from previ-
ously reported systematic reviews (Beach et al., 2005;
Chipps et al., 2008; Horvat et al., 2014; Price et al., 2005;
Renzaho et al., 2013; Truong et al., 2014). During the
intervention period, the average number of visits ranged
from 2.8 (for 6 months) to 4.4 (for 1 year). It was not pos-
sible to determine whether there were any changes in the
interaction between health professionals and patients. In
order to capture changes in the health outcomes of
chronic illnesses such as diabetes and hypertension,
future studies may require long-term observations. It is
also necessary to consider measuring the preceding fac-
tors that affect patient health outcomes. Most impor-
tantly, future studies need to include patient outcomes.

Studies that conducted the educational intervention
were highly heterogeneous in terms of the theoretical
framework, education contents, teaching-learning
methods, duration, and frequency of delivery. The most
often form of delivery was classroom learning (72.7%).
Among three studies that provided online education
(Kutob et al., 2009; Kutob et al., 2013), one study used
virtual patients (Kutob et al., 2013). A recent study on
Korean public health nurses (Kim & Lee, 2016) used
blended methods. Simonsen, Daehlin, Johansson, and
Farup (2014) compared learning outcomes and risk of
error among nurses after their participation in a course
in drug dose calculations, and there were no differences
between e-learning and classroom learning students.
Härkänen, Voutilainen, Turunen, and Vehviläinen-
Julkunen (2016) evaluated the effectiveness of educa-
tional interventions designed to increase the medication
administration skills and safety of nurses and found that
the most effective interventions were blended learning
programs. While this study did not identify the method of
teaching delivery that was the most effective, it clearly
indicates how online education produces a steady
increase in the cultural competence development of
health professionals in practice.

Numerous outcome measures were used in the
11 studies analyzed in this review. Among the 11 studies,
only a few reported reliability and validity. This limita-
tion has been repeatedly pointed out in previous review
studies (Beach et al., 2005; Gallagher & Polanin, 2015;
Truong et al., 2014). The COSMIN initiative (Mokkink
et al., 2018; Prinsen et al., 2018; Terwee et al., 2018),
which provides guidelines for selection of the most
suitable outcome measurement instruments, offers
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guidelines on searching for and conducting systematic
reviews. Future systematic reviews and quality evalua-
tions should be conducted to identify available cultural
competence tools and to evaluate the evidence for their
measurement properties using COSMIN methodology.

4.1 | Study limitations

This review has a few limitations. The heterogeneity of
the interventions and outcome measures prevented per-
forming a meta-analysis. The high degree of heterogene-
ity in the education content, teaching and learning
method, mode of delivery, and duration, makes it impos-
sible to synthesize evidence that supports a relationship
between type of intervention and effect on health profes-
sional outcomes. All studies, except one, used self-report
measures, making it difficult to ignore the effects of social
desirability. Although this review included only the more
rigorously designed RCTs or NRCTs, there were differ-
ences in the methodological quality of the studies.
Research supporting the long-term effects of cultural
competence education is lacking. In addition, publication
bias may have occurred because non-English or non-
Korean language literature and unpublished trials were
not explored.

5 | CONCLUSION

With the transition to multicultural societies accelerating,
continuing education to improve the cultural competence
of health professionals in practice becomes increasingly
important to reduce health disparities. This review pro-
vides a more complete interpretation of findings on the
effectiveness of cultural competence education by synthe-
sizing Korean domestic and international research. The
heterogeneity of the interventions and outcome measures
hinders the synthesis of evidence. Overall, cultural compe-
tence educational interventions were effective in improv-
ing cultural knowledge, attitudes, skills, and awareness
among health professionals. There is a considerable lack
of research on patient outcomes, and the evidence on
whether interventions can change patient outcomes is
unclear. Future research is needed to determine the effec-
tiveness of cultural competence education on patient out-
comes and their prevalence in the long term.

ACKNOWLEDGMENT
This research was supported by Basic Science Research
Program through the National Research Foundation of
Korea (NRF) funded by the Ministry of Science, ICT &
Future Planning (NRF-2016R 1C 1B 1009977). The

funder did not play any role in the conduct or publication
of the study.

CONFLICT OF INTEREST
The authors declare no conflict of interest.

AUTHOR CONTRIBUTIONS
D.C. conceived the study, and J.L. and S.P. extracted arti-
cles from the databases. D.C., J.K., J.L., and S.P. were
involved in assessments of the quality of each study and
S.K. in evaluating the available evidence. All five authors
were involved in the writing of this manuscript and have
approved the final submitted version.

ORCID
Duckhee Chae https://orcid.org/0000-0003-3259-7385
Jinhee Kim https://orcid.org/0000-0002-8037-9174
Suhee Kim https://orcid.org/0000-0003-4850-8105
Jina Lee https://orcid.org/0000-0002-0510-2204

REFERENCES

References marked with an asterisk indicate studies
included in the systematic review.
Beach, M. C., Price, E. G., Gary, T. L., Robinson, K. A., Gozu, A.,

Palacio, A., … Cooper, L. A. (2005). Cultural competency: A sys-
tematic review of health care provider educational interven-
tions. Medical Care, 43(4), 356–373. https://doi.org/10.1097/01.
mlr.0000156861.58905.96

*Berlin, A., Nilsson, G., & Tornkvist, L. (2010). Cultural competence
among Swedish child health nurses after specific training: A
randomized trial. Nursing & Health Sciences, 12(3), 381–391.
https://doi.org/10.1111/j.1442-2018.2010.00542.x

Berlin, E. A., & Fowkes, W. C., Jr. (1983). A teaching framework for
cross-cultural health care: Application in family practice. West-
ern Journal of Medicine, 139(6), 934–938.

Betancourt, J. R., Green, A. R., Carrillo, J. E., & Park, E. R. (2005).
Cultural competence and health care disparities: Key perspec-
tives and trends. Health Affairs, 24(2), 499–505. https://doi.org/
10.1377/hlthaff.24.2.499

Campinha-Bacote, J. (2002). The process of cultural competence in
the delivery of healthcare services: A model of care. Journal of
Transcultural Nursing, 13(3), 181–184.

Chae, D., & Park, Y. (2019). Organisational cultural competence
needed to care for foreign patients: A focus on nursing manage-
ment. Journal of Nursing Management, 27(1), 197–206. https://
doi.org/10.1111/jonm.12665

Chipps, J. A., Simpson, B., & Brysiewicz, P. (2008). The effective-
ness of cultural-competence training for health professionals in
community-based rehabilitation: A systematic review of litera-
ture. Worldviews on Evidence-Based Nursing, 5(2), 85–94.
https://doi.org/10.1111/j.1741-6787.2008.00117.x

Cohen, J. (1992). A power primer. Psychological Bulletin, 112(1),
155–159.

Eldredge, L. K. B., Markham, C. M., Ruiter, R. A.,
Fernández, M. E., Kok, G., & Parcel, G. S. (2016). Planning

14 of 16 CHAE ET AL.

https://orcid.org/0000-0003-3259-7385
https://orcid.org/0000-0003-3259-7385
https://orcid.org/0000-0002-8037-9174
https://orcid.org/0000-0002-8037-9174
https://orcid.org/0000-0003-4850-8105
https://orcid.org/0000-0003-4850-8105
https://orcid.org/0000-0002-0510-2204
https://orcid.org/0000-0002-0510-2204
https://doi.org/10.1097/01.mlr.0000156861.58905.96
https://doi.org/10.1097/01.mlr.0000156861.58905.96
https://doi.org/10.1111/j.1442-2018.2010.00542.x
https://doi.org/10.1377/hlthaff.24.2.499
https://doi.org/10.1377/hlthaff.24.2.499
https://doi.org/10.1111/jonm.12665
https://doi.org/10.1111/jonm.12665
https://doi.org/10.1111/j.1741-6787.2008.00117.x


health promotion programs: An intervention mapping approach.
San Francisco, CA: John Wiley & Sons.

Gallagher, R. W., & Polanin, J. R. (2015). A meta-analysis of educa-
tional interventions designed to enhance cultural competence
in professional nurses and nursing students. Nurse Education
Today, 35(2), 333–340. https://doi.org/10.1016/j.nedt.2014.
10.021

Giger, J. N., & Davidhizar, R. (2002). The Giger and Davidhizar
transcultural assessment model. Journal of Transcultural Nurs-
ing, 13(3), 185–188.

Härkänen, M., Voutilainen, A., Turunen, E., & Vehviläinen-
Julkunen, K. (2016). Systematic review and meta-analysis of
educational interventions designed to improve medication
administration skills and safety of registered nurses. Nurse Edu-
cation Today, 41, 36–43. https://doi.org/10.1016/j.nedt.2016.
03.017

Higgins, J.P., & Green, S. (2011). Cochrane handbook for systematic
reviews of interventions version 5.1.0 Retrieved from http://
handbook.cochrane.org.

*Horky, S., Andreola, J., Black, E., & Lossius, M. (2017). Evaluation
of a cross cultural curriculum: Changing knowledge, attitudes
and skills in pediatric residents. Maternal and Child Health
Journal, 21(7), 1537–1543. https://doi.org/10.1007/s10995-017-
2282-3

Horvat, L., Horey, D., Romios, P., & Kis-Rigo, J. (2014). Cultural
competence education for health professionals. Cochrane Data-
base of Systematic Reviews, 5, 100. https://doi.org/10.1002/
14651858.CD009405.pub2

International Organization for Migration. (2017). World migration
report 2018. Retrieved from http://publications.iom.int/books/
world-migration-report-2018

International Organization for Migration. (2019). Migration health
annual review 2016. Retrieved March 28, 2019 from http://
publications.iom.int/books/migration-health-annual-review-
2016

*Je, M., Son, H. M., & Kim, Y. H. (2015). Development and effect of
a cultural competency promotion program for nurses in
obstetrics-gynecology and pediatrics. Child Health Nursing
Research, 21(2), 151–159. https://doi.org/10.4094/chnr.2015.21.
2.151

Kim, H. M. (2014). We always leave home: Becoming migrants in
South Korea. Seoul, South Korea: Dolbegae.

Kim, S. Y., Park, J. E., Seo, H. J., Lee, Y. J., Jang, B. H., Son, H. J., …
Shin, C. M. (2011). NECA's guidance for undertaking systematic
reviews and meta-analyses for intervention (pp. 141–142). Seoul:
National Evidence-based Healthcare Collaborating Agency.

*Kim, Y. K., & Lee, H. (2016). The effectiveness of a cultural compe-
tence training program for public health nurses using interven-
tion mapping. Journal of Korean Academy of Community Health
Nursing, 27(4), 410–422. doi:10.12799/jkachn.2016.27.4.410

Kleinman, A. (1980). Patients and healers in the context of culture.
Berkeley, CA: University of California Press.

*Kutob, R. M., Bormanis, J., Crago, M., Harris, J. M., Senf, J., &
Shisslak, C. M. (2013). Cultural competence education for prac-
ticing physicians: Lessons in cultural humility, nonjudgmental
behaviors, and health beliefs elicitation. Journal of Continuing
Education in the Health Professions, 33(3), 164–173. https://doi.
org/10.1002/chp.21181

*Kutob, R. M., Senf, J. H., & Harris, J. M., Jr. (2009). Teaching cul-
turally effective diabetes care: Results of a randomized con-
trolled trial. Family Medicine, 41(3), 167–174.

Lie, D. A., Lee-Rey, E., Gomez, A., Bereknyei, S., &
Braddock, C. H., III. (2011). Does cultural competency training
of health professionals improve patient outcomes? A systematic
review and proposed algorithm for future research. Journal of
General Internal Medicine, 26(3), 317–325. https://doi.org/10.
1007/s11606-010-1529-0

Ministry of Gender Equality and Family (2015). National Multicul-
tural Family Survey in Korea (2016–03). Retrieved March
28, 2019 from http://www.mogef.go.kr/mp/pcd/mp_pcd_s001d.
do?mid=plc503

Ministry of Justice. (2019). Immigration and Foreign Policy Statis-
tics Monthly Report: December 2018. Retrieved March 28, 2019
from http://www.moj.go.kr/moj/213/subview.do

Mokkink, L. B., De Vet, H. C., Prinsen, C. A., Patrick, D. L.,
Alonso, J., Bouter, L. M., & Terwee, C. B. (2018). COSMIN risk
of bias checklist for systematic reviews of patient-reported out-
come measures. Quality of Life Research, 27(5), 1171–1179.
https://doi.org/10.1007/s11136-017-1765-4

Molenda, M. (2003). In search of the elusive ADDIE model. Perfor-
mance Improvement, 42(5), 34–37.

*Park, M. S., & Kweon, Y. R. (2013). Effects of a cultural compe-
tence promotion program for multicultural maternity nursing
care: Case-based small group learning. Journal of Korean Acad-
emy of Nursing, 43(5), 626–635. https://doi.org/10.4040/jkan.
2013.43.5.626

Pearson, A., Srivastava, R., Craig, D., Tucker, D., Grinspun, D.,
Bajnok, I., … Gi, A. A. (2007). Systematic review on embracing
cultural diversity for developing and sustaining a healthy work
environment in healthcare. International Journal of Evidence-
Based Healthcare, 5(1), 54–91. https://doi.org/10.1111/j.1479-
6988.2007.00058.x

Price, E. G., Beach, M. C., Gary, T. L., Robinson, K. A., Gozu, A.,
Palacio, A., … Cooper, L. A. (2005). A systematic review of the
methodological rigor of studies evaluating cultural competence
training of health professionals. Academic Medicine, 80(6),
578–586. https://doi.org/10.1097/00001888-200506000-00013

Prinsen, C. A., Mokkink, L. B., Bouter, L. M., Alonso, J.,
Patrick, D. L., De Vet, H. C., & Terwee, C. B. (2018). COSMIN
guideline for systematic reviews of patient-reported outcome
measures. Quality of Life Research., 27(5), 1147–1157. https://
doi.org/10.1007/s11136-018-1798-3

Renzaho, A. M. N., Romios, P., Crock, C., & Sønderlund, A. L.
(2013). The effectiveness of cultural competence programs in
ethnic minority patient-centered health care—A systematic
review of the literature. International Journal for Quality in
Health Care, 25(3), 261–269. https://doi.org/10.1093/intqhc/
mzt006

Schim, S. M., & Doorenbos, A. Z. (2010). A three-dimensional
model of cultural congruence: Framework for intervention.
Journal of Social Work in end-of-Life & Palliative Care, 6(3–4),
256–270.

*Schim, S. M., Doorenbos, A. Z., & Borse, N. N. (2006). Enhancing
cultural competence among hospice staff. American Journal of
Hospice and Palliative Medicine, 23(5), 404–411. https://doi.org/
10.1177/1049909106292246

CHAE ET AL. 15 of 16

https://doi.org/10.1016/j.nedt.2014.10.021
https://doi.org/10.1016/j.nedt.2014.10.021
https://doi.org/10.1016/j.nedt.2016.03.017
https://doi.org/10.1016/j.nedt.2016.03.017
http://handbook.cochrane.org
http://handbook.cochrane.org
https://doi.org/10.1007/s10995-017-2282-3
https://doi.org/10.1007/s10995-017-2282-3
https://doi.org/10.1002/14651858.CD009405.pub2
https://doi.org/10.1002/14651858.CD009405.pub2
http://publications.iom.int/books/world-migration-report-2018
http://publications.iom.int/books/world-migration-report-2018
http://publications.iom.int/books/migration-health-annual-review-2016
http://publications.iom.int/books/migration-health-annual-review-2016
http://publications.iom.int/books/migration-health-annual-review-2016
https://doi.org/10.4094/chnr.2015.21.2.151
https://doi.org/10.4094/chnr.2015.21.2.151
info:doi/10.12799/jkachn.2016.27.4.410
https://doi.org/10.1002/chp.21181
https://doi.org/10.1002/chp.21181
https://doi.org/10.1007/s11606-010-1529-0
https://doi.org/10.1007/s11606-010-1529-0
http://www.mogef.go.kr/mp/pcd/mp_pcd_s001d.do?mid=plc503
http://www.mogef.go.kr/mp/pcd/mp_pcd_s001d.do?mid=plc503
http://www.moj.go.kr/moj/213/subview.do
https://doi.org/10.1007/s11136-017-1765-4
https://doi.org/10.4040/jkan.2013.43.5.626
https://doi.org/10.4040/jkan.2013.43.5.626
https://doi.org/10.1111/j.1479-6988.2007.00058.x
https://doi.org/10.1111/j.1479-6988.2007.00058.x
https://doi.org/10.1097/00001888-200506000-00013
https://doi.org/10.1007/s11136-018-1798-3
https://doi.org/10.1007/s11136-018-1798-3
https://doi.org/10.1093/intqhc/mzt006
https://doi.org/10.1093/intqhc/mzt006
https://doi.org/10.1177/1049909106292246
https://doi.org/10.1177/1049909106292246


*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 dia-
betes care for black patients: A cluster randomized, controlled
trial. Annals of Internal Medicine, 152(1), 40–46. https://doi.
org/10.7326/0003-4819-152-1-201001050-00009

Simonsen, B. O., Daehlin, G. K., Johansson, I., & Farup, P. G. (2014).
Improvement of drug dose calculations by classroom teaching or
e-learning: A randomised controlled trial in nurses. BMJ Open,
4(10), e006025. https://doi.org/10.1136/bmjopen-2014-006025

*Smith, L. (2001). Evaluation of an educational intervention to
increase cultural competence among registered nurses. Journal
of Cultural Diversity, 8(2), 50–63.

Son, H. M., Je, M. J., & Yi, B. J. (2014). Integrative review on cul-
tural competence of nurse. Korean Journal of Culture and Arts
Education Studies, 9(4), 25–47.

Spector, R. E. (2010). Cultural diversity in health and illness. Upper
Saddle River, NJ: Pearson Education.

Terwee, C. B., Prinsen, C. A., Chiarotto, A., Westerman, M. J.,
Patrick, D. L., Alonso, J., … Mokkink, L. B. (2018). COSMIN
methodology for evaluating the content validity of patient-
reported outcome measures: A Delphi study. Quality of Life
Research., 27(5), 1159–1170. https://doi.org/10.1007/s11136-
018-1829-0

*Thom, D. H., Tirado, M. D., Woon, T. L., & McBride, M. R. (2006).
Development and evaluation of a cultural competency training

curriculum. BMC Medical Education, 6(1), 38. https://doi.org/
10.1186/1472-6920-6-38

Truong, M., Paradies, Y., & Priest, N. (2014). Interventions to
improve cultural competency in healthcare: A systematic
review of reviews. BMC Health Services Research, 14(1), 99.
https://doi.org/10.1186/1472-6963-14-99

United Nations Department of Economic and Social Affairs. (2017).
International migrant stock: The 2017 revision. Retrieved from
https://www.un.org/en/development/desa/population/
migration/data/estimates2/estimates17.asp

SUPPORTING INFORMATION
Additional supporting information may be found online
in the Supporting Information section at the end of this
article.

How to cite this article: Chae D, Kim J, Kim S,
Lee J, Park S. Effectiveness of cultural competence
educational interventions on health professionals
and patient outcomes: A systematic review. Jpn
J Nurs Sci. 2020;17:e12326. https://doi.org/10.1111/
jjns.12326

16 of 16 CHAE ET AL.

https://doi.org/10.7326/0003-4819-152-1-201001050-00009
https://doi.org/10.7326/0003-4819-152-1-201001050-00009
https://doi.org/10.1136/bmjopen-2014-006025
https://doi.org/10.1007/s11136-018-1829-0
https://doi.org/10.1007/s11136-018-1829-0
https://doi.org/10.1186/1472-6920-6-38
https://doi.org/10.1186/1472-6920-6-38
https://doi.org/10.1186/1472-6963-14-99
https://www.un.org/en/development/desa/population/migration/data/estimates2/estimates17.asp
https://www.un.org/en/development/desa/population/migration/data/estimates2/estimates17.asp
https://doi.org/10.1111/jjns.12326
https://doi.org/10.1111/jjns.12326

	Effectiveness of cultural competence educational interventions on health professionals and patient outcomes: A systematic r...
	1  INTRODUCTION
	2  METHODS
	2.1  Eligibility criteria
	2.2  Search strategy
	2.3  Study selection and data extraction
	2.4  Quality assessment
	2.5  Data analysis

	3  RESULTS
	3.1  Study selection
	3.2  Study characteristics
	3.3  Intervention characteristics
	3.4  Outcome measures
	3.4.1  Health professional outcomes
	3.4.2  Patient outcomes

	3.5  Risk assessment
	3.6  Narrative synthesis on the outcomes of the cultural competence educational interventions
	3.6.1  Health professional outcomes
	3.6.2  Patient outcomes


	4  DISCUSSION
	4.1  Study limitations

	5  CONCLUSION
	ACKNOWLEDGMENT
	  CONFLICT OF INTEREST
	  AUTHOR CONTRIBUTIONS
	REFERENCES


