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Background: Cultural competence comprises understanding the values, beliefs, traditions, and 
customs of diverse groups. Nurses working with a culturally diverse population are fronting 
challenges principally due to the coexistence of multicultural and multiethnic societies.
Objective: To assess cultural competency nursing care and its associated factors among 
nurses working in Amhara Regional State Referral Hospitals, Ethiopia, 2021.
Methods: Institution-based mixed method study design was conducted at selected referral 
hospitals in Amhara Regional state Ethiopia from April 1 to May 30, 2021. A simple random 
sampling technique was used to select 543 participants for quantitative and purposive 
sampling for qualitative study. Data were collected using a self-administered Nurse 
Cultural Competence Scale Questionnaire, and semi-structured questions for in-depth inter
views. Data were entered into Epi data version 4.6 and exported to SPSS version 25 analysis. 
Descriptive statistics independent t-test and one-way analysis of variance with multiple linear 
regression analysis were used for data analysis. Qualitative data were analyzed using 
thematic analysis using open code software.
Results: A total of 543 participants were involved in this study making a response rate of 
95.02% and seven participants for qualitative until data saturation was involved. More than 
half (54.5%) were female. The overall cultural competence nursing care of mean score was 
3.39 (0.61) out of a total possible score ranging from 1 to 5 which indicates a moderate level 
of cultural competency. The language barriers, lack of organizational support, cultural 
difference, and health care provider-related factors were the main identified themes in 
qualitative results.
Conclusion and Recommendation: The overall cultural competence was at a moderate 
level, among four subscales cultural sensitivity was the highest. The language barrier and 
lack of training were the major barriers to culturally competent nursing care.
Keywords: culture, cultural competence, nursing care, cultural diversity, Ethiopia

Introduction
Cultural competence is an ongoing process in which the health care provider continu
ously attempts to achieve the ability to effectively work within the cultural context of 
an individual, family, or community from a diverse cultural background.1 It is attrib
uted to cultural awareness, cultural sensitivity, cultural knowledge, and cultural skill.2,3

Globally, the major cause of health disparities is the existence of cultural 
diversity. Studies showed that providing culturally competent care is an influential 
tool to eliminate the long-standing disparities.4 Twenty million nurses across the 
globe and four million nurses in the United States provide high-quality, 
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transformative health care to an ever more diverse 
population.5 A systematic review conducted in Canada, 
New Zealand, Australia, and the United States showed 
that 31% of the participants had poor culturally competent 
nursing care.6 A cross-sectional study conducted on 
Sudanese nurses revealed that about 58.7% of the partici
pants had low cultural competency scores.7 A study con
ducted in Ethiopia among 270 nurses showed that only 
57.3% had good cultural competency nursing care.8

Health-related errors such as unintended act (omission 
of plans, miscommunication), or one that does not achieve 
its intended outcome, failure to plan action to be com
pleted as intended, use of wrong plan to achieve the goal, 
or deviation from the action of the care that may harm care 
the patients. These health-related errors were the third 
leading cause of death in the United States and had 
a magnitude of more than 250,000 deaths each year. 
Communication errors related to language and cultural 
differences are a major cause of these mistakes.9 Cultural 
competence is viewed as a critical factor and essential 
component in providing relevant, effective, and culturally 
responsive healthcare services to a diverse population.10 

Patients from numerous cultural circumstances with 
diverse health-related characteristics, traditions, healthcare 
requirements, and expectations become increased in all the 
nations.3 The investigation now a day confirms that train
ing is an actual way of cultivating providers’ awareness of 
cultural and behavioral aspects of health care. The impact 
that health care providers who lack cultural competence 
may be putting patients at risk for delaying in treatment, 
inappropriate diagnoses, noncompliance with health care 
regimens, and even death.11 Patients with diverse cultures 
and languages get access to health care services in a less 
manner than the host population and are provoked for 
different barriers such as communication barriers. To 
decrease these inequalities, the promotion of cultural com
petence in healthcare organizations has been a political 
objective for several nations.12

Growing diversity makes opportunities and challenges 
for healthcare experts, healthcare services and health poli
cies to develop and carry out culturally competent care.13 

Evidence revealed that the presence of cultural difference 
was found as a factor that negatively affects the nursing 
intervention. In some cases, clients refused intervention 
due to cultural differences. An insufficiency of knowledge 
of clients’ language abilities and cultural views and beliefs 
can result in serious threats to life and less quality of 
care.14,15 The standards for culturally competent nursing 

care recommend that health care organizations should 
provide the structure and resources necessary to assess 
and meet the cultural and language needs of diverse clients 
in nursing care.16 In Finland, the necessity for teaching 
cultural competence in nursing education has been recog
nized and guidelines for recognizing cultural content in the 
nursing curricula have been ended to solve such 
difficulties.17

In Ethiopia, there is a culturally diverse population, 
however, up to the knowledge of researches, there were 
limited studies as well no study conducted in the study 
area to show the magnitude of the problem that nurses face 
during giving care to such a culturally diverse population. 
Therefore, this study aimed to assess the magnitude of 
cultural competence nursing care and to explore the factors 
of culturally competent nursing care.

Methods
Study Design, Study Setting, and Sample
An institution-based cross-sectional quantitative study tri
angulated with qualitative approach (mixed method) was 
conducted. The study was conducted from April 1 to 
May 30, 2021.

The study was conducted among four randomly 
selected referral hospitals in Amhara Regional State, 
Ethiopia. Each referral hospital serves around 3.5–5 million 
people. The total number of nurses working in these 
selected referral hospitals were 1372.

The source population for this study was all nurses 
who worked at the referral hospitals in Amhara Regional 
State, whereas the study population was all nurses who 
worked at selected referral hospitals in Amhara Regional 
State. Nurses who worked at selected referral hospitals in 
Amhara Regional State during the data collection period 
were included, and nurses who were given free service and 
not seriously ill during the data collection period were 
excluded. The sample size was calculated using a single 
mean population formula n ¼

za
2ð Þ2� σð Þ2

d2 with 
a consideration of the following assumptions: The level 
of confidence (Zα/2) = 95%, and margin of error was 0.07 
based on calculation from the previous study (σ = standard 
deviation=0.65, n= sample size 345 SE= σ/√n= 0.65/ 
√343=0.035 and σ2=variance of the mean). Therefore, 
calculated margin of error (d) → zα/2*SE= which is 
0.035*1.96=0.068 ≈0.07. By taking the overall nurses’ 
cultural competence level mean and standard deviation 
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(1.94±0.65) which was taken from a similar study con
ducted in Ethiopia.8

The final sample size was calculated as follows.
n ¼

za
2ð Þ2� σð Þ2

d2 n = (1.96)2*(0.65)2/(0.07)2, n =3.84*0.42/ 
0.0049=1.61/0.0049 = n=329. Using design effect 1.5% 
and 10% non-response rate, the final minimum sample size 
was 329*1.5*10%. Therefore, the final sample size of this 
study was estimated as 543. The final calculated sample 
size was proportionally allocated for each selected referral 
hospitals. The sampling frame was prepared for each hos
pital by obtaining lists of nurses from the nursing directors 
and the human resource management office. Finally, the 
study subjects of (543) selected each hospital using 
a simple random sampling technique.

For the qualitative data, the purposive sampling tech
nique was used and 10 participants were interviewed.

Data Collection Tool and Procedure
Data were collected using structured and self-administered 
English version of the Nurse Cultural Competence Scale 
Questionnaire (NCCSQ), and cultural care nursing models 
of Campinha Bacote's Inventory for Assessing the Process 
of Cultural Competence-Revised (IAPCC-R) were adapted 
from a related article.18 The internal content validity was 
checked by five nurse experts from different Universities 
in the country for the previous study. The CCQN consists 
of a total of 36 items: cultural awareness 7 items, cultural 
knowledge 10 items, cultural sensitivity 9 items, and cul
tural skills 10 items. Each item uses a five-point Likert 
scale to measure participants’ responses.

For qualitative data, the interview guide was developed 
by the principal investigator based on the related literature 
review.8,19 Qualitative data were obtained with open-ended 
questions with a detailed face-to-face interview by probing 
questions with the audio recording after obtaining the 
verbal consent of the participants.

The reliability of the tool was assessed by a pretest, 
which was conducted on 27 (5%) of the sample size 
among nurses working in Woldiya Referral Hospital 
before 1 week of the actual data collection period. The 
result showed that the Cronbach’s alpha of the overall 
CCQN was 0.91 and each subscale ranged from 0.78 for 
cultural skill to 0.87 for cultural sensitivity, which was 
reliable. Data were gathered with a self-administered ques
tionnaire and collected from those experienced in data 
collection.

For qualitative data, the trustworthiness was obtained 
with considering; plausible information was drawn from 
the participants with face-to-face interviews. The findings 
were transferred to another context with another 
respondent.

Eight trained (four BSc and four MSc) nurses super
visors’ data collectors were employed in the data collec
tion process. The qualitative data were collected by the 
principal investigator.

Data Processing and Analysis
The quantitative data were coded and entered to Epi-data 
manager version 4.6, then exported to SPSS Version 25. 
The level of overall cultural competence is categorized 
based on the mean of cultural competence questionnaire 
for nurses (CCQN) scale score for every four domains and 
Cultural Competence Assessment Scale, which measure 
score item by the rank of the highest level achieved; 
a score of 1 indicates no activity on that criterion, 
a score of 5 indicates the benchmark standard. Items are 
added for a final score.20,21 The level of each subscale of 
cultural competence (ie, cultural awareness, cultural 
knowledge, cultural sensitivity, and cultural skill) was 
categorized based on the mean of each subscale into four 
mean scores.20 These were the low level cultural compe
tence (mean score=1–1.80), low to moderate level cultural 
competence (mean score=1.81–2.60), moderate level cul
tural competence (mean score=2.61–3.40) and high level 
cultural competence (mean score >3.41). Data were ana
lyzed using SPSS software with a linear regression model 
and the descriptive statistics were presented in the form of 
texts and tables. Independent t-test and one-way analysis 
of variance (ANOVA) were used to examine mean differ
ences between groups of independent variables by check
ing its assumptions of normality and homogeneity using 
histogram and values of skewness and kurtosis, and con
firmed by Kolmogorov–Smirnov tests and Shapiro–Wilk 
test. The non-parametric tests like Kruskal–Wallis test and 
Mann–Whitney U-test were used in failed ANOVA and 
independent t-test. The multicollinearity was ensured by 
the variance inflation factors (VIFs) and ranged from 1.13 
to 5.04, which ruled out any issues of multicollinearity. 
The assumptions of homogeneity were examined by 
Levene's test of equality of variance, and there were no 
significantly different variances among groups (p=0.064). 
Variables having more than two categories were changed 
to dummy variables of k − 1, where k=number of 
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categories and were entered for multiple regression analy
sis by assuming the last category as a reference.

Qualitative data were analyzed using open code software 
for coding and thematic analysis approach. In-depth interviews 
were held with a semi-structured questionnaire and each inter
view lasted approximately 25–30 minutes. Their voice was 
recorded with an audio recorder. The audio recording was 
transcribed in the local language and translated to English 
then coded in Open code software. Thematic analyses were 
preceded after coding data with a codebook in the software as 
a flexible and helpful full method to obtain a clear and detailed 
account of qualitative data categories. Similar contents were 
created and similar ideas were taken to each theme. The find
ings of the quantitative study were integrated with qualitative 
findings by triangulation design and were presented 
congruently.

Result
Quantitative Results
A total of 516 participants were enrolled in the study 
making the response rate of 95.02%. More than half 
(54.5% 56.2%) of the participants were female and aged 
20–30 years, respectively. The median age of the partici
pants was 30 years with IQR=8.75. The majority, of the 
participants, were ethnicity of Amhara (76%), and 
Orthodox religion (75.2%). More than three-fourth 
(77.3%) were Bachelor’s degrees and one-third (33.7%) 
had work experience in the range of 6–10 years. Most of 
the participants (92.1%) were staff nurses. More than half 
(52.7%) of the participants can speak at least one 
Ethiopian language other than Amharic and English 
(Table 1).

The overall cultural competence nursing care of parti
cipants was (M±SD=3.39±0.61) out of a total possible 
scores range from 1 to 5 which indicates a moderate 
level of cultural competency. The level of cultural compe
tence of participants was scored in subscale of cultural 
awareness (M±SD=3.15±0.87), whereas the highest sub
scale cultural competence was in the area of cultural 
sensitivity (M±SD=3.60±0.81 (Table 2).

In the multiple linear regressions, variables such as 
master education level, use of a language other than 
Amharic and English, frequency of caring diversified 
patient and feedback system in a hospital were signifi
cantly associated with the cultural competency nursing 
care. In this regard, being a master educational level 
increases the score of cultural competency care by 0.34 

(β=0.34, 95% CI (0.222–0.462)). Using a language other 
than Amharic and English decreased the score of cultural 
competency care by 0.107 (β −0.107, 95% CI (−0.187, 
−0.028)). Having frequency of caring diversified patient 
decrease the score of cultural competency care by 0.119 
(β=−0.119 (−0.195, −0.043)). The presence of feedback 
systems in the hospital was increased by the score of 
cultural competency care by 0.195 (β=0.195 (0.059, 
0.331)) (Table 3).

Independent t-test found that there was a statistically 
significant difference between mean scores of participants 
who spoke other than the Amharic and English languages 
and who could not speak any other Ethiopian language; 
(t (514) = 1.35, p < 0.02, d = 0.12) (Table 4).

Based on one-way analysis of variance (ANOVA), 
significant differences were detected for ethnicity, educa
tional level, frequency of giving care for diverse people, 
and level of health institution served before with a p-value 
<0.05. The result of mean comparison with ANOVA 
revealed that there was a significant difference in mean 
scores among groups by ethnicity (F (3, 513) = 3.13, 
p=0.025, Hη2 = 0.02) (Table 5).

A Kruskal–Wallis H-test (non-parametric for ANOVA) 
test was done to compare mean differences between vari
ables those were violating normality assumption. Among 
these variables, only the age of participants was signifi
cantly different between age groups (X2(3) =8.819, 
P=0.032 (Table S1).

Qualitative Results
Ten participants, five male, and five female were involved 
in this study. They were staff nurses, matrons, head nurses, 
having experience ranging from 3 to 15 years, and their 
ages also range from 26 to 40 years (Table 6). Based on 
coded data, themes were created into four main themes, 
language barriers, organizational barriers, cultural differ
ence, and health care provider factors. A face-to-face in- 
depth interview was conducted and the voice recordings 
were arranged, transcribed, and coded after all main 
themes were identified from the interview (Table S2).

Language Barrier
Most of the participants mentioned the language barrier as 
a major problem to give proper nursing care due to lack of 
communication and no availability of interpreters in the 
hospital. One participant mentioned that

The major challenge that I have got from culturally and 
the linguistically different patient is language or 
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Table 1 Socio-Demographic Characteristics of Nurses in Selected Referral Hospitals in Amhara Region, April 2021 (n = 516)

Variables Categories Median (±IQR) N %

Sex Male 235 45.5
Female 281 54.5

Total 516 100

Age 20–30 30(9) 290 56.2
31–40 193 37.4

41–50 31 6

≥51 2 0.4
Total 516 100

Ethnicity Amhara 392 76.0
Oromo 61 11.8

Tigre 30 5.8

Others* 33 6.4
Total 516 100

Religion Orthodox 388 75.2

Muslim 105 20.3
Protestant 17 3.3

Others** 6 1.2

Total 516 100
Education level Diploma 62 12.0

Bachelor’s 

degree

399 77.3

Master’s degree 55 10.7

Total 516 100

Work-experience in years <5 208 40.3
6–10 6(5) 174 33.7

11–15 90 17.4

>15 44 8.5
Total 516 100

Current role Matron nurse 3 0.6

Supervisor nurse 12 2.3
Head nurse 26 5.0

Staff nurse 475 92.1

Total 516 100
Ability to speak any language(s) other than Amharic and English Yes 272 52.7

No 244 47.3

Total 516 100
Types of a spoken language other than Amharic and English (n =272) Oromifa 112 41.2

Tigrigna 51 18.8

Agewugna 62 22.7
Other*** 47 17.3

Total 272 100

Ever learned about cultural care nursing Yes 213 41.3
No 303 58.7

Total 516 100

Experience with caring for patients with different ethnicity and culture Yes 354 68.6
No 162 31.4

Total 516 100

(Continued)
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communication barrier and they want to practice their own 
culture, and then I try to solve this challenges with getting 
translator from their family, colleagues, and others. I waste 
more time to solve such problem. (P 4) 

Another participant supports this idea as

even if the patient can speak Amharic they have different 
dialects and sayings which are stranger for health 

professionals which is making difficult the communication 
even cannot be interpreted. When we see that the language 
and speech tone, there is a difference by which sometimes 
in our hospital patients use high pitch tone of voice while 
talking and a stranger for this area may consider it as the 
patient is becoming angry “laughing”. (P5). 

The presence of different dialects is also one barrier even 
if patients can talk Amharic some words are difficult to 

Table 1 (Continued). 

Variables Categories Median (±IQR) N %

Frequency of caring for diverse patients (n =354) Almost 

every day

96 27.1

1 to 2 times 
a week

115 32.5

1 to 2 times 

a month

89 25.1

Several times 

a year

54 15.3

Total 354 100
Working other than current hospital Yes 361 70.0

No 155 30.0

Total 516 100
Level of health institution working before (n=361) Tertiary hospital 46 12.8

General hospital 77 21.4

Primary hospital 175 48.6
Health center 

and other

62 17.2

Total 360 100
Cultural care-related in-service training Yes 142 27.5

No 374 72.5

Total 516
Use of translator while giving nursing care Yes 274 53.1

No 242 46.9

Total 516
Type of translator used while giving care (n=274) Family 162 31.4

Colleagues 70 13.6

Medical 
translator

27 5.2

Others**** 15 2.9

Total 274 100
Culture care plan in your hospital Yes 224 43.4

No 292 56.6

Total 516
Presence and use of culture-based guidelines in hospital (n=224) Yes 80 35.7

No 144 64.3
Total 224 100

Presence of feedback system in a hospital Yes 121 23.4

No 395 76.6
Total 516 100

Notes: *Himtegn, Gumz, Agew; **Catholic, Wake feta; ***Himtegna, Ge’ez and Arabic; ****Nursing students, attendants of other patients and any individual available and 
volunteer.
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Table 2 Descriptive Statistics for Each Subscale and the Total Scores of the CCQN Scale (n=516)

Variables Possible Range Minimum Maximum Mean (SD) Level of Cultural Competence

Cultural awareness 1–5 1.00 4.86 3.15(0.87) Moderate level
Cultural knowledge 1–5 1.00 4.90 3.41(0.73) Within high level

Cultural skill 1–5 1.22 5.00 3.40(0.73) Moderate level

Cultural sensitivity 1–5 1.00 5.00 3.60(0.81) Highest level
Total CCQN scale score 1–5 1.00 4.90 3.39(0.61) Moderate level

Table 3 Factors Associated with Cultural Competency in Multiple Regression Models

Independent Variables Unstandardized 
Coefficients

Standardized 
Coefficients

t P 95% CI

B Std. Error Beta LB UB

Education (bachelor’s degree) 0.169 0.043 0.127 3.918 0.000 0.085 0.254

Education (master’s degree) 0.342 0.061 0.195 5.596 0.000 0.222 0.462
Language other than Amharic and English −0.107 0.040 −0.096 −2.654 0.008 −0.187 −0.028

Frequency of caring, diversified patient −0.119 0.039 −0.079 −3.059 0.002 −0.195 −0.043

Culture care plan −0.101 0.059 −0.082 −1.712 0.087 −0.216 0.015
Feedback system in a hospital 0.195 0.069 0.135 2.812 0.005 0.059 0.331

Abbreviations: LB, lower bound; UB, upper bound.

Table 4 Independent Sample t-test: Mean Differences of Grouped Variables Predicting Cultural Competence of Nurses Working in 
Selected Referral Hospitals in Amhara Region, Ethiopia, 2021 (n=516)

Variables Categories N M (SD) t df p d 95% CI

Languages are spoken other than Amharic and English Yes 271 3.43 

±.64

– – – – –

No 245 3.36 

±.57

– – – – –

Total 516 3.39 
±.61

1.35 514 0.02 0.12 −0.033– 
0.178

Experience of caring for culturally and ethically different from 

yours

Yes 354 3.44 

±.58

– – – – –

No 162 3.29 

±.65

– – – – –

Total 516 3.39 
±.61

2.58 514 0.01 0.24 0.06–0.43

Use of language translator Yes 274 3.47±57 – – – – –

No 242 3.31±65 – – – – –
Total 516 3.39±61 2.86 514 0.004 0.25 0.08–0.42

Availability of feedback system in a hospital Yes 121 3.28 

±.69

– – – – –

No 395 3.42 

±.65

– – – – –

Total 516 3.39±61 −2.32 514 0.02 0.24 −0.271– 
0.022

Presence of culture care plan Yes 224 3.45±56 – – – – –

No 292 3.34±64 – – – – –
Total 516 3.39±61 2.06 514 0.04 0.2 0.008–0.356

Abbreviations: M, mean; SD, standard deviation; N, sample size; t, t-distribution; p value, alpha (level of significance); df, degree of freedom for distribution table; d, Cohen’s 
d (effect size of two group variable); CI, confidence interval of 95%.

Nursing: Research and Reviews 2021:11                                                                                          https://doi.org/10.2147/NRR.S342426                                                                                                                                                                                                                       

DovePress                                                                                                                          
61

Dovepress                                                                                                                                                            Berie et al

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


interpret and sometimes they used uncommon terms, this 
was stated by one percipient. “I have an experienced 
patient come from other ethnic group and they have 
a dialect to call males as female and vice versa, when it 
happens some nurses those do not have experience will be 
laughing and the patient becomes worried” (p 3). Among 
all cultural issues language was the most difficult barrier 
during giving nursing care. One participant mentions this

When I give care for those patients who come from 
a different area with a different language I try to get 
a person who can speak patient’s language, for example, 
their friends or my colleagues. There is no interpretation 
service in our hospital and there is no training for us about 
culture-based care. (P 10) 

Organizational Barriers
The standard for cultural competence in a health care 
setting is intended to be inclusive for all cultural aspects 
beyond the medical treatment, such as languages, beliefs, 
and values.22 In this study, hospitals were not considered 
culture-based care starting from the absence of language 

interpreters and nursing care plans considering patients’ 
culture. Some of the respondents were mentioned that 
there were structured ways to support culture-based care 
in their working hospital. One participant mentions this,

While I give nursing care in a daily manner there is 
a challenge that patients have different cultural and reli
gious interests in some situations I permit some religious 
activities such as praying but the hospital setup is not 
comfortable for such practice. Sometimes patients are 
against medical treatment instead they prefer to go to the 
home and try to traditional options. (P 6) 

This idea was supported by another participant as 
explained as

Some patients need care based on their cultural way and we 
can try to do this as possible as we do but some time there are 
barriers to implement such practices like hospital set up. (P 4) 

Another participant stated that “Unavailability of the 
interpreter is the most challenging issue in our hospital” 
(P 8).

Table 5 Analysis of Variance (ANOVA): Factors Associated with Cultural Competence of Nurses Working in Referral Hospitals in 
Amhara Region, Ethiopia, 2021 (n=516)

Variables Categories N (M±SD) Groups SS df MS F P η2

Education level Diploma 62 3.17±.67 Between groups 7.32 2 3.66 10.12 0.001 0.038

Bachelor’s degree 399 3.39±.60

Masters’ degree 55 3.67±.51 Within a group 185.579 0.362
Total 516

Level of health institution Tertiary hospital 46 3.27±.90 Between groups 3.722 3 1.24 3.23 0.02 0.027

General hospital 77 3.30±64
Primary hospital 175 3.44±.54 Within groups 136.433 0.38 0.03 0.04

Health center 62 3.58±.51

Abbreviations: M, mean; SD, standard deviation; SS, sum of square; df, degree of freedom; MS, mean of square; F test, alpha level; η2, eta square for effect size.

Table 6 Socio-Demographic Characteristics of Nurses Working in Referral Hospital in Amhara Region, Ethiopia, 2021 (n=10)

Participants’ Code Gender Age Level of Education Work Experence Current Role

I - 1 F 28 BSc 6 Staff

I - 2 F 40 BSc 15 Head

I - 3 M 35 BSc 11 Matron
I - 4 M 29 BSc 9 Vice matron

I - 5 M 33 BSc 11 Head

I - 6 M 35 BSc 8 Staff
I - 7 M 32 MSc 8 Staff

I - 8 F 26 MSc 4 Staff

I - 9 F 26 BSc 3 Staff
I -10 F 37 BSc 11 Staff
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Cultural Difference
Culture influences not only health practices but also how 
the healthcare provider and the patient perceive illness. 
Additionally, becoming aware of own attitudes and ten
dencies to the stereotype about different cultural groups 
allows providing genuine care and concern to give cultu
rally competent care. Nurses should be aware of intercul
tural nursing care. Participants state this idea as

First of all when I try to give the care I try to see their 
demographic data to identify their religion, culture, and 
language. Next, I ask them what they do before coming to 
the hospital and what traditions they follow. To know their 
language, firstly I greet them and evaluate the fluent 
speech, if not I try to get translators, but there is no formal 
interpreter in our hospital. If there is prolonged duration, 
I try to speak key words of patient’s language. (P 1) 

Another participant supports this idea as 

I consider patients will have different in their culture since 
our hospital serves patients come from different areas 
including across the border of the country like Sudan so 
that we consider language and try to communicate in 
English other ways we use a translator. (P 2). 

To identify and solve problems related to religion and 
culture-based differences, stated by one key informant as 
follows:

As a religious difference exists we cannot discuss openly, 
but I have an experience of some professionals make 
a bias for their religion, “hmmmmm” in general this is 
the difficult idea to mention. (P 5) 

Another key informant said that

cultural related difference is a reason for delayed to give 
appropriate care: Some patients believe that traditional 
healers are more perfect than medical care and refuse our 
treatment but we try to convince to have planned treat
ment. Sometimes we permit patients to refuse and send 
home but they come back with complications. Some 
patients also believe that the disease results with evil spirit 
and they prefer spiritual care and we permit the treatment 
concomitantly with medical care. (P 4) 

Health Care Providers–Related Factor
Nurses’ educational level, training obtained, being able to 
speak a different language, and having empathy to the 
patient were important to have cultural competence health 
care services to produce the quality of care, but sometimes 
health care providers ignore these useful characteristics 

intentionally or unknowingly. In this study, participants 
state that there is no training for cultural care, but nationwide 
compassionate care is declared in all health care facility, but 
negligence is observed. One participant states that

I always serve my patient honestly and fulfill their interest. 
When I give care to those who are coming from other 
areas and have different cultures, beliefs, and religions, 
there is a gap to fulfill their need such as the interest of 
going religious but the hospital did not prepare it and some 
professionals neglect this interest. (P 6) 

Another respondent said that

Training is one way of capacity building for health care 
professionals, it might be in-service training or in the 
formal education. Even if all health care providers are 
trained for compassionate care in our hospital there is 
negligence deliberately or unknowingly. (P 7) 

This idea was supported by another participant “some 
professionals having experience with giving care for 
diverse patient expected to give better care than other. 
Due to the existence of cultural differences like language 
differences sometimes nurses are faced with difficulty to 
give care with a patient’s language (p10).

Discussion
The results of this study showed that participants were at 
a moderate level of cultural competence in nursing care. 
The lowest score of cultural competency subscale was 
cultural awareness, whereas the highest score subscale 
was cultural sensitivity. This finding was in line with 
a study conducted in the USA.23 The possible explanation 
because that respecting the uniqueness of the patient and 
treating them with a closed approach rather than self- 
examination of their cultural background can improve 
cultural competency in nursing care.

In the multiple linear regressions, variables such as 
master educational level, use of a language other than 
Amharic and English, and feedback system in a hospital 
were significantly associated with the cultural competency 
nursing care. In this regard, being a master educational 
level increases the score of cultural competency care by 
0.34 other levels of education. This finding is supported by 
the study done in China.24 The possible explanation might 
be because nurses with a high level of education might 
have a chance to obtain school training to give culturally 
competent care. Using a language other than Amharic and 
English decreased the score of cultural competency care 
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by 0.107. This finding was supported by the study con
ducted in South Africa that reported that nurses from non- 
English-speaking backgrounds scored significantly higher 
in cultural competence nursing care than English-speaking 
nurses.25 This might be because nurses who speak the 
local language in addition to the national language give 
better care for their patients. The qualitative findings of 
this study support that the language barrier was the main 
factor to give care to diverse patients. This finding was in 
line with a study conducted in Saudi Arabia that showed 
that critical care nurses experienced difficulty in commu
nicating due to language differences.26 The qualitative 
finding also showed how patients feel while their language 
is not properly used. Regarding this one key informant 
states that “patients come from the different area having 
their language and dialects talks by their way, someone 
will laugh and they become angry” which leads to unsa
tisfied with the care provided. This finding is supported by 
the study conducted in China24 which states that disre
specting patients’ language and inappropriate use of terms 
can lead to stereotyping and misunderstandings. This study 
finding is also supported by other related studies con
ducted in Iran and Germany,27,28 which states that the 
presence of multi-linguistic patients coming from different 
areas from the country and out of the country could affect 
cultural competency nursing care. In this study, partici
pants explained that referral hospitals were served to 
patients coming from different areas within the region 
and out of the region with different cultures, values, and 
language backgrounds, which make difficult to give cultu
rally congruent care due to the absence of an interpreter, 
originated from lack of interpreter and training related 
with a culture-based care for nurses. This finding was 
supported by a qualitative study conducted in Taiwan.29 

This might be because nurses do not understand how 
patients can place their beliefs above themselves, and 
standard clinical procedures can result in becoming con
flicted. The presence of feedback systems in the hospital 
was increased by the score of cultural competency care by 
0.195. This finding was supported by a report of 
a systematic review conducted across Europe.30 This 
might be because feedback as part of a multifaceted inter
vention may improve compliance with desired practice, in 
comparison with no intervention.

Nurses who worked in the primary health care system 
increased by an effect size of 0.027 than others other work 
settings (Hη2=0.027). This finding was similar to the study 
done in Thailand.20 The possible explanation might be 

because of having an opportunity to listen and learn the 
way of life and culture of the patients who live in 
a specific area. Participants with the age of 20–30 years 
(mean rank 244.4, p=0.03,) had more culturally competent 
nursing care than other age groups. This finding was in 
contrast with the studies done in Thailand and China,20,24 

in which nurses who were working for more than 10 years 
were more in cultural nursing care. This discrepancy could 
be due to prolonged exposure to diverse patients and might 
get advanced training than in our setups and prolonged 
service makes nurses burnout.

The finding in this study confirmed that there was 
a perfect correlation between cultural sensitivity and cul
tural competence and a moderate correlation with cultural 
knowledge (r=1, r=0.45, p < 0.001) respectively. This 
finding was inconsistent with the study done in the USA, 
which states that correlation between cultural knowledge 
and competence of provider.31 This discrepancy could be 
due to curriculum differences, availability of in-service 
training, and the presence of practice guidelines. Cultural 
sensitivity was the highest subscale score in this study, 
which was similar to the study done in Thailand.20 The 
possible reason might be due to sharing of local cultures, 
which means nurses who worked in primary care in 
a different area shared some values, religion, and culture 
in the community helps to give culturally competent care 
in the health care setting.

The qualitative result also explores lack of training is 
a barrier for giving culturally competent care even if 
nurses are trained for professional ethics and compassio
nate care, and values related to religion affect the care 
given by nurses because some patients refuse some activ
ities in the ward such as “taking medications before the 
meal is forbidden in the fasting day”, which was supported 
by a similar study conducted in Turkey.32 The possible 
reason might be because the nurses had more problems in 
areas related to language barriers, health perception about 
the disease, and religious beliefs when providing health 
care services. The interview finding in this study also 
showed that health facilities related problem stated by 
one key informant nurse “patients who cannot be commu
nicated needs an interpreter but not available in the hospi
tal”. These findings were supported by research done in 
the USA.33 This might be because health care employers 
often lack resources to provide culturally and linguistically 
appropriate services, which might be not having enough 
interpreters for the diverse patient and inadequate 
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understanding of health literacy and cultural norms essen
tial for the populations served.

Limitation of the Study
Since cultural competent care is a continuous and ongoing 
practice, it is difficult to assess at the point of time of data 
collection, therefore this cross-sectional study design is not 
enough to elaborate the observed gap rather a longitudinal 
observational study with a checklist might be a better 
study design.

Conclusion
The overall cultural competence was at a moderate level, 
among four subscales cultural sensitivity was the highest. 
Able to speak any Ethiopian language other than Amharic 
and English, advanced education level, using interpreter, 
following the culture care plan, working in another health 
facility before the current hospital, and presence of feed
back system were major factors for cultural competence 
nursing care. The presence of different cultures, language 
and lack of organizational supports were the major identi
fied barriers to cultural competence nursing care.

Nurses who worked in primary health care were more 
culturally competent than others. Patients came from the 
same area but had different beliefs; culture, language, and 
use of their dialect were major barriers to culturally com
petent care. The policymakers ought to incorporate cul
tural care plan, facilitation of language interpreters, and 
receiving feedback from the customer about the service 
will ensure cultural competency nursing care.

Implication for Nursing Practice
Cultural competency nursing care is important by fostering 
mutual respect, understanding, and trust; promoting inclu
sion of patient and family responsibility for their health; and 
increasing community participation and involvement in 
health issues. The finding of this study showed that nurses’ 
education level, use of language interpreters, and feedback 
system were a significant association with cultural compe
tency nursing care. In addition, language barriers, absence of 
nursing care plans considering patient’s culture, lack of 
honesty, and empathy were the barriers of cultural compe
tency in nursing care. Therefore, updating the nursing edu
cational level, use of nursing interpreter during the patient 
assessment, formulating and integrating nursing care plans 
considering patient’s culture and being honest and empa
thetic for patients who had cultural differences have their 

implications on health policy, to change the current practice 
and better quality patient care.
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