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Abstract 

Background: Due to changing population, culturally diverse clients with different perceptions of illness and health 
are present in healthcare settings. Therefore, it is increasingly important for nursing students to have high levels of 
cultural competence in order to meet diverse client needs. A training program is essential to enhance students’ cul-
tural competence. This study aimed to design, implement, and evaluate a cultural care-training program to improve 
cultural competence of undergraduate nursing students.

Methods: This exploratory mixed methods study used six steps proposed in the Talbot and Verrinder model to 
design a training program. In the first step, a conventional qualitative study was conducted and 18 participants 
were interviewed using purposive sampling. In the second and third steps, literature review and the classic Delphi 
technique were used for initiation and finalization of the program. The fourth, fifth, and sixth steps were completed 
by implementing, monitoring, and evaluating the cultural care program (five two-hour sessions) among 73 nursing 
students using a quasi-experimental design. Finally, effectiveness of program was evaluated through the cultural care 
inventory before and 1 month after the program. Data were analyzed via SPSS25, independent samples t- test, paired 
t- test, chi-square test, analysis of covariance, and multivariate linear regression tests.

Results: A systematic model was used to identify key elements of a cultural care program, including main topics, 
educational objectives and contents, assignments and activities for students, teaching and evaluation methods. The 
curricular objectives and educational contents were implemented in five sessions to produce measurable results. 
The quantitative step showed that nursing students’ cultural competence in the intervention group (184.37 ± 22.43) 
improved significantly compared with the control group (153.19 ± 20.14) (t = 6.24, p = 0.001) after intervention.

Conclusion: A cultural care training program can be designed by the model applied in this study in order to improve 
cultural competence of nursing students. This training program will be effective if students’ learning needs, appropri-
ate assignments, and acceptable teaching methods are addressed. Therefore, nurse educators can design compre-
hensive training programs to improve nursing students’ cultural competence in different cultures and contexts. This 
training program is highly efficient because it is applicable in many disciplines of nursing education.
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Background
Culture and care are crucial for human survival. Under-
standing the cultural diversity and its components, such 
as distinct practices, beliefs and values, communica-
tion patterns, mental process, behaviors, traditions, 
and philosophy of clients can assist healthcare provid-
ers to respond in a culturally sensitive manner. Cultural 
diversity is used to implement healthcare services and 
programs. Now, healthcare systems are full of clients 
(families, individuals, communities, and populations) 
with varied cultures [1]. Changing population demo-
graphics and the cultural diversity necessitate examina-
tion and change of care processes; therefore, healthcare 
providers must provide culturally diverse nursing care. 
According to the American Nurses Association (ANA), 
cultural competence and professional growth is an 
important part of the nursing code of ethics. ANA intro-
duced a new standard, culturally congruent care, to the 
Nursing: Scope and Standards of Practice, as the number 
of culturally and ethnically diverse clients increases [2, 3].

Leininger’s sunrise model can be used to culturally 
assess patients or clients, so nurses and other health-
care providers can identify worldview, cultural and social 
components of community, and also decision and action 
modes to provide culturally congruent care [1]. Cultur-
ally congruent care considers the client’s cultural values, 
beliefs, worldview, and lifeways, while making decisions 
about their health and well-being or preventing illness, 
disabilities, or death [4]. Culturally congruent care is 
evidence-based nursing that respects the healthcare con-
sumer’s and other stakeholders’ cultural values, beliefs, 
worldview, and practices. As culturally congruent care 
encompasses all consumers, healthcare delivery systems, 
and nursing roles; therefore, practice evaluation ranges 
from fairly simple to complex. Culturally congruent care 
improves skills, behaviors, and practice of healthcare 
providers and patient satisfaction [5].

Cultural competence can provide culturally congruent 
care [5] and includes a set of congruent behaviors, atti-
tudes, and policies that enable a system, agency, or pro-
fessionals to work effectively in cross-cultural situations 
[6]. Campinha-Bacote’s model defines cultural compe-
tence consists of five components: cultural awareness, 
cultural knowledge, cultural skills, cultural encounter, 
and cultural desire [7]. Most nurses will achieve cul-
turally congruent care and competencies through the 
lifelong professional development. This process begins 
with academic education and continues throughout the 

nurse’s professional life [5]. Therefore, nursing students 
must develop cultural competence during their student-
ship. However, cultural competence is not a major atti-
tude in the nursing education. Nursing students may feel 
unprepared to deliver culturally competent care to cul-
turally diverse clients [7].

Several descriptive studies conducted in different 
countries [8–11] and in Iran [12] found that nurses and 
nursing students had low to moderate levels of cultural 
competence. All studies emphasized the training pro-
grams to promote nursing students’ cultural competence. 
Interventional studies also revealed the effectiveness of 
training programs in promoting nursing students and 
graduates’ cultural competence [11, 13–15]. Several stud-
ies showed that cultural care education increased cultural 
safety among the healthcare team, nurses, and nursing 
students to prevent cultural bias, unhealthy, discrimina-
tory, or degrading attitudes toward patients, and to build 
trust in patients and their families [16, 17]. A systematic 
review also found that nursing students considered lack 
of cultural competence and self-efficacy, and language as 
barriers to assessing patients from other cultures. Cul-
tural encounters, knowledge, and experiences were the 
most important facilitators of cultural competence. Cul-
tural diversity education, experience with taking care 
of patients from different cultures, and special popula-
tions were key factors influencing cultural competence. 
Researchers emphasized that nursing students’ cultural 
competence should be improved through cultural care 
education [7]. Undergraduate nursing students must 
develop cultural competence through undergradu-
ate nursing curricula during their studentship. Effec-
tive strategies should integrate cultural competence into 
the undergraduate programs. However, there is limited 
research on the most effective method to promote cul-
tural competence in undergraduate nursing students. 
This finding supports the literature that a culturally 
competent curriculum or experience will promote cul-
tural competence in undergraduate nursing students [6]. 
Other researchers highlighted in a mixed methods study 
that the experiences and perspectives of students, nurse 
educators, and nurses should be studied using qualita-
tive data in order to improve students’ cultural compe-
tence. The training program should then be tailored to 
the needs of the students and evaluated quantitatively 
[18]. Another study emphasized that nursing programs 
had to address educational need of students. Students’ 
involvement in training programs helps them realize 
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their crucial roles in designing and developing curricular. 
Moreover, nurses and nurse educators’ varied approaches 
and perspectives strengthen the training programs. 
Therefore, educators can help future nurses provide care 
for multicultural populations better [18].

It is not clear how to teach cultural care to nursing 
students. We aimed to address this gap by designing, 
developing, implementing, and evaluating appropriate 
teaching and learning approaches in cultural care train-
ing program contextualized within a systematic model. 
The Talbot and Verrinder model in health education can 
be a guide to design, implement, and evaluate cultural 
care training program for promoting cultural competence 
among nursing students. Therefore, subjects for cultural 
care education must be identified to prepare nursing stu-
dents for cultural competence. Additionally, the effects of 
this program on nursing students’ cultural competence 
can contribute to future cultural nursing education activ-
ities, strategies, tactics and educational contents. How-
ever, the literature does not adequately address training 
programs for improving nursing students’ cultural com-
petence. Further rigorous mixed methods studies are 
needed to design and evaluate training programs in dif-
ferent contexts and cultures. Therefore, this study aimed 
to design, implement, and evaluate a cultural care-train-
ing program to improve cultural competence of under-
graduate nursing students.

Methods
Study design and settings
This mixed study conducted with a sequential explora-
tory (qualitative-quantitative) method aimed to design, 
implement, and evaluate a cultural care-training pro-
gram to improve cultural competence of undergraduate 
nursing students. The study setting was Razi School of 
Nursing and Midwifery affiliated to Kerman University 
of Medical Sciences in Southeastern Iran. The Talbot and 
Verrinder model with the following six steps was used to 
design this training program:

1) Identification and determination of a specific topic 
for planning (needs assessment)

2) Initial design of the program
3) Finalization of the program (using the views of 

experts in this area)
4) Implementation of the program
5) Implementation and monitoring of the program
6) Evaluation of the program [19].

All steps were completed in the spring and summer 
2021. The following features were taken into account to 
design and develop the cultural care training program. 
The study design is also summarized in Fig. 1.

Step 1: needs assessment for improving cultural competency 
(qualitative study)
According to the first step of the Talbot program, edu-
cational needs of students and a specific topic for plan-
ning were extracted and formulated using a conventional 
qualitative content analysis study. The purposive sam-
pling was used to select 14 nursing students, 2 nursing 
faculty members from Razi School of Nursing and Mid-
wifery, and 2 nurses working in a hospital. Inclusion cri-
teria were nursing students, who had passed two-thirds 
of their clinical credits and the ability to communicate 
and express rich experiences, nursing faculty mem-
bers, who actively were teaching theoretical and clinical 
courses (baccalaureate, master, PhD) and had Bachelor’s 
and higher degrees in nursing, nurses with at least one-
year experience of mentorship for nursing students at 
clinical settings and with bachelor’s or higher degrees. 
The exclusion criterion was unwillingness to continue the 
study for any reason.

The corresponding author, a PhD student who had a 
background in nursing education, selected a number of 
eligible participants. She asked the nursing faculty mem-
bers to introduce nursing students and nurses, who would 
be representative of their peers and to speak openly. The 
sampling process was based on maximum variation to 
obtain rich and diverse perspectives and experiences of 
the participants. Data were collected through open and 
semi-structured interviews as well as field notes. The 
corresponding author observed health protocols related 
to the Covid-19 pandemic and conducted face-to-face 
interviews or used the Skyroom videoconferencing plat-
form. She invited and explained the study objectives to 
participants, and scheduled an interview. Informed con-
sent was obtained from the participants for recording 
the interviews, and the time, length, and location of the 
interview were chosen based on the participant’s prefer-
ence. The entire interview was recorded and converted 
into audio files. Simultaneously, she asked specific ques-
tions to ensure that the objectives were met. Here are 
some broad guideline questions to consider:

Would you please share your experiences of the cul-
tural components and cultural diversity of clients?
Can you share your experience of caring for cultur-
ally diverse patients / clients?
What training do you need to improve cultural com-
petencies?
What educational strategies do you suggest to 
improve students’ cultural competencies?

Graneheim and Lundman’s content analysis method 
was used to analyze the interviews in the qualitative 
phase. The four criteria of credibility, dependability, 



Page 4 of 17Farokhzadian et al. BMC Nursing           (2022) 21:85 

confirmability, and transferability were used to assure 
data trustworthiness [20].

Step 2: initial design of the cultural care‑training program
Two actions were made to initialize the program (the sec-
ond step in the Talbot program). First, an initial draft of 
the cultural care-training program was prepared using 
the findings of the qualitative phase. Broad goals, specific 
objectives, suggested training approaches, and activities 
required for the improvement of cultural competency 
of students were developed. Second, a brief literature 
review was conducted, so researchers could extract and 
understand cultural care curricula (content, training 
approaches, structure, materials, timing, and evaluation 
methods) [7, 21–30]. Moreover, the literature review 

showed how to integrate cultural care into nursing edu-
cational programs. Finally, the researchers prepared the 
initial draft of the program by prioritizing the needs and 
identifying executive strategies and activities.

Step 3: finalization of the cultural care training program 
(Delphi technique)
Finalization and validation of the program was equal to 
the third step of the Talbot program. This step was con-
ducted using classic Delphi technique in two rounds 
and according to the priorities and objectives of the pro-
gram. Using a purposive sampling, the first researcher 
selected five faculty members from the Razi School of 
Nursing and Midwifery and five faculty members from 
Nursing and Midwifery schools affiliated with medical 

Fig. 1 Flow diagram of the study
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universities of Kerman province (Rafsanjan, Jiroft, Bam, 
Sirjan, and Zarand). Inclusion criteria included faculty 
members, who had Master’s degree or PhD in nursing 
with scientific knowledge in the area of study and at least 
2 years of work experience in teaching nursing students 
(baccalaureate, master, PhD) in practice and theory. An 
exclusion criterion was their unwillingness to continue 
the research.

The initial version of the cultural care training program 
that was prepared using the findings of the previous steps 
was submitted to experts via email in the first round. The 
expert panel’s recommendations were included into the 
subjects and objectives and the pattern of learning and 
teaching experiences was stabilized. They were asked to 
prioritize educational needs, suggestions, and strategies, 
rate each of the educational needs and approaches (rang-
ing from one to three), their cost-effectiveness, ease of 
implementation and effectiveness. After gathering their 
opinions, the researchers organized executive strategies 
and activities, program content and timing. The panel 
of experts was invited to comment on the program’s 
strengths and weaknesses in the second round of Delphi. 
Finally, the curriculum of the cultural care training was 
revised and the final version was accepted (Table 3).

Steps 4 and 5: implementation and monitoring of the cultural 
care training program (quasi‑experimental)
A quasi-experimental pilot study was done to evaluate 
the effectiveness of curriculum of the cultural care train-
ing. Using census, all senior undergraduate nursing stu-
dents of Razi School of Nursing and Midwifery (N = 73) 
were enrolled in this step of study. According to Iranian 
academic law, a bachelor’s degree includes 4 years of 
study, including theoretical and clinical credits. In the 
final year, nursing internship program prepares senior 
students for professional nursing practice, who then work 
under supervision of nurse instructors in clinical set-
tings. The school of nursing appoints a faculty of member 
from each educational department in accordance with 
the students’ credits to supervise the clinical education 
and resolve educational challenges of the students. It is 
noteworthy that the faculty members selected to design 
the program did not supervise and observe final-year stu-
dents. Inclusion criteria were senior students willing to 
participate in the training program, who passed all clini-
cal credits before the internship and passed the Objective 
Structured Clinical Examination (OSCE) regarding the 
nursing skills. Students, who were absent from more than 
one session, were on leave, or transferred to other uni-
versities and did not complete the questionnaires, were 
excluded.

To implement the program, the second researcher pre-
pared a list of eligible senior students’ names and their 

cell phone numbers, and then randomly assigned them 
to intervention (n = 37) or control (n = 36) groups using 
randomization software. Due to the outbreak of COVID-
19 disease, the researcher created two separate What-
sApp channels for the control and intervention groups, 
and electronically distributed the consent form and the 
pre-intervention questionnaire to the two WhatsApp 
groups. Additionally, necessary instructions for complet-
ing the questionnaires were supplied in the WhatsApp 
channels, and then the questionnaires were sent to the 
researcher using the Google Form link. The researcher 
cooperated with the intervention group to determine the 
time of training program.

The researchers trained cultural care in five two-hour 
sessions for 6 weeks. Training sessions were conducted 
online using the Skyroom platform because students 
were unable to attend college due to the COVID-19 pan-
demic. The researchers demonstrated how to manage 
the training program, how to create a schedule for the 
training program, and how to log into Skyroom. Addi-
tionally, students in the intervention group could access 
to audio files, PowerPoint presentations, video tutori-
als, and textual help offline via WhatsApp and the Navid 
Virtual Education System (https:// kmuna vid. vums. ac. ir/ 
accou nt/ login sama). As a result, participants could study 
materials and prepare for the next session. According to 
Table  3, students’ assignments and activities included 
investigation of a culture, cultural assessment of a client, 
writing a case report, and doing scenario projects. The 
second researcher used WhatsApp and SMS remind-
ers to encourage students to access materials in Navid, 
as well as to complete assigned work and attend the next 
session. Students furthered course materials through 
self-study, completed hands-on exercise, and submitted 
assignments via E-mail, WhatsApp, or the Navid. The 
researchers sent feedback to the students via the Navid 
system and WhatsApp. Moreover, researchers closely 
monitored the study conditions to ensure that the pro-
gram was implemented according to the curriculum, stu-
dents completed assigned homework, and that students 
attended training sessions.

Step 6: evaluation of the cultural care‑training program using 
the cultural care inventory
Two tools were used to collect data in the evaluation step. 
The demographic and academic information question-
naire included the students’ age, gender, marital status, 
ethnic background, history of attending in cultural care 
training course, etc. (Table 2).

Nursing students’ cultural competence was evaluated 
using cultural care inventory designed by Moulder (2009) 
as an adaptation from models of Campinha-Bacote, Lei-
ninger, and Purnell. There are 51 items in four subscales: 

https://kmunavid.vums.ac.ir/account/loginsama
https://kmunavid.vums.ac.ir/account/loginsama
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cultural awareness (11 items), attitudes toward cultural 
care (9 items), preparation in cultural care (19 items), and 
cultural skills (12 items). Items are rated on a 5-point Lik-
ert scale, with five indicating strongly agree and one indi-
cating strongly disagree. The scores vary from 51 to 255. 
Total score between 51 and 109 was considered as poor 
cultural competence, the total score between 110 and 167 
was considered as moderate cultural competence and the 
total score between 168 and 225 was considered as a high 
level of cultural competence. The validity of the original 
inventory was confirmed by an expert panel, and its reli-
ability was corroborated using the internal consistency 
method; Cronbach’s alpha was calculated to be 0.77, 0.76, 
0.77, and 0.91 for the cultural awareness, attitude towards 
cultural care, skills in cultural care, and preparation in 
cultural care subscales, respectively [31].

The validity and reliability of the Persian version of 
cultural care inventory were confirmed by Bastami et al. 
in Iran. A panel of experts confirmed content validity of 
the inventory, and its reliability was established by inter-
nal consistency. The Cronbach’s coefficient for the whole 
scale was reported to be 0.86 [32]. The validity and reli-
ability of this inventory have been confirmed in several 
studies in Iran [33–36].

One month after implementing training program, the 
questionnaire’s link was sent to WhatsApp groups, and 
the participants completed the questionnaires. Nurs-
ing students were expected to apply the competences 
they learned in clinical settings and real situations after 
1 month.

Statistical analysis
Quantitative data were analyzed via SPSS25, descrip-
tive statistics (frequency, percentage, mean and standard 
deviation), and inferential statistics (independent samples 
t- test, paired t- test, chi-square, analysis of covariance, 
and multivariate linear regression). Level of significance 
was considered P < 0.05.

Results
Demographic and academic information
The first step was done through 14 interviews with sen-
ior nursing students, two interviews with nursing faculty 
members, and two interviews with nurses. The mean age 
of the participants was 28.9 years, and the mean work 
experience of nursing faculty members and nurses was 
17.2 years. Eleven participants were female and the rest 
were male (Table 1).

In the step 3, 10 nursing faculty members completed 
two rounds of Delphi technique (response rate = 100%). 
The mean age and work experience of participants were 
45.7 years and 19.5 years, respectively. Eight participants 
were female, of whom nine had PhD (Table 1).

Table  2 shows demographic and academic informa-
tion of the nursing students in the evaluation step of the 
program. Seventy-three senior undergraduate nursing 
students completed the study (100% response rate). The 
mean ages of students in the intervention and control 
groups were 20.8 and 21.4 years, respectively. Most of 
the students in the intervention and control groups were 
female (64.9, 58.3%), single (97.3, 83.3%), Kerman natives 
(81.1, 66.7%), and had no history of attending in cultural 
care training course (97.3, 97.2%). In addition, the major-
ity of students in the intervention and control groups 
believed that the present nursing curriculum did not pro-
vide cultural care training (91.9, 88.9%). The majority of 
students in the intervention and control groups moder-
ately cared for culturally diverse people in the clinical set-
ting (59.5, 58.4%).

No significant difference in demographic and academic 
information was found between the intervention and 
control groups except for marital status.

Main results
Six steps of the Talbot and Verrinder’s model were 
applied in this study for designing, implementing, moni-
toring, and evaluating the cultural care-training program 
(Fig. 1).

Steps 1.2.3
With needs assessment process, the researchers were 
familiar with the academic and clinical contexts, 

Table 1 Demographic and academic information of 
interviewees in the qualitative study (step1) and expert panel of 
Delphi technique (step3).

Variables Groups Interviewees 
(n = 18)

Expert panel 
(n = 10)

n % n %

Gender Female 11 61.1 8 80

Male 7 38.9 2 20

Marital status Single 13 72.2 1 10

Married 5 27.8 9 90

Degree undergraduate 14 77.8 – –

Bachelors (BA) 2 11.1 – –

Masters (MS) 0 0 1 10

Ph.D. 2 11.1 9 90

Position Student 14 77.8 – –

Clinical nurse 2 11.1 – –

Faculty member 2 11.1 10 100

M ± SD M ± SD
Age (years) 28.9 ± 10.1 45.7 ± 8.2

Work experience 
(years)

17.2 ± 6.1 19.5 ± 7.1
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educational contents, activities, and methods in cultural 
care education, as well as students’ learning needs. The 
needs assessment also included experiences and sugges-
tions from nurse educators, nurses, and students, as well 
as case studies and scenarios they considered useful in 
designing cultural competence of students. These exam-
ples were beneficial to reinforce the training by relating 
them to lived experiences of participants while providing 
cultural care. Additionally, literature review and Delphi 
technique were used to modify the identified needs as 
well as to correctly integrate them in cultural care cur-
ricula. Moreover, an expert panel assessed the curricula 
to ensure that the training topics and objectives, con-
tents, methods, and assignments were relevant and well-
planned in order to achieve cultural competence aims. 
Assignments were designed to help students achieve the 
program objectives. The final curriculum had five broad 
topics and a single goal. Table 3 shows the curriculum of 
the cultural care training.

Steps 4 and 5
The curricular objectives and educational contents were 
divided into five sessions to achieve measurable results. 
Moreover, educational methods or strategies, practical 

activities, and assignments for the nursing students were 
used according to the program. First, the researchers pre-
sented training program visually in a slide presentation 
and discussed how their cultural competence was related 
to their expectations and objectives. Then, the research-
ers facilitated the training by creating a friendly, trust-
ful, and respectable atmosphere. They instilled in the 
students a sense of self-discipline and a desire to learn, 
and prepared them to participate actively in the train-
ing program because a successful training depended on 
the activities that students participated. Students were 
encouraged to share their expectations, opinions, and 
experiences in each session. Students were able to get 
answers to any questions concerning the training, mate-
rials, and assignments using online communication 
channels.

Step 6
Researchers evaluated the effectiveness of curricu-
lum using cultural care inventory. Table  4 shows the 
level of cultural competence in both groups before 
and after the intervention. The mean pre-intervention 
scores of cultural competence in the intervention group 
(151.89 ± 26.88) and the control group (151.8 ± 25.12) 

Table 2 Comparison of demographic and academic information between the intervention and control groups in the evaluation step

Variables Groups Intervention Control χ2 P- value

n % n %

Gender Male 13 35.1 15 41.7 0.33 0.57

Female 24 64.9 21 58.3

Marital status Single 36 97.3 30 83.3 4.1 0.04
Married 1 2.7 6 16.7

Ethnicity Kermani 30 81.1 24 66.7 6.74 0.34

Fars 5 13.5 6 16.7

Baloch 1 2.7 0 0

Turkish 0 0 3 8.3

Lor 0 0 1 2.8

Others 1 2.7 2 5.5

History of attending in cultural care training course No 36 97.3 35 97.2 0 0.98

yes 1 2.7 1 2.8

Status of training courses of cultural care in curriculum None 34 91.9 32 88.9 4.04 0.13

1-2 course 3 8.1 1 2.8

Integration 
throughout the 
course

0 0 3 8.3

The level of care for people with cultural diversity during 
clinical education

Low 3 8.1 7 19.4 2.41 0.30

Moderate 22 59.5 21 58.4

High 12 32.4 8 22.2

M ± SD M ± SD Independent
t- test

P-value

Age 20.8 ± 1.27 21.4 ± 2.81 −1.51 0.13
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were moderate and had no significant difference 
(t = 0.01, p = 0.99). However, the mean post-interven-
tion score of cultural competence in the intervention 
group (184.37 ± 22.43) increased significantly com-
pared with the control group (153.19 ± 20.14) (t = 6.24, 
p = 0.001), so that cultural competence in the interven-
tion group promoted from the “moderate” to “high” 
level.

Covariance analysis test was used to confirm the 
results of Table  4, showing that by controlling the 
impact of pretest and marital status on the cultural care 
competence, the total posttest scores of cultural care 
competence were significantly different between the 
intervention and control groups (p = 0.001) (Table 5). 

In addition, the multivariate linear regression (For-
ward stepwise method) was conducted to eliminate the 
impact of confounding variables (such as age, gender, 
marital status, ethnicity, history of attending in cultural 
care training course, status of training courses of cul-
tural care in curriculum, and the level of care for people 
with cultural diversity during clinical education) on the 
cultural competence. The results showed that these var-
iables were not significant predictors of cultural com-
petence in nursing students in this study (Table 6).

Discussion
This study aimed to design, implement, and evaluate a 
cultural care training program for improving cultural 
competence of undergraduate nursing students. Design-
ing this program based on the documentations of the 
qualitative study, review of the literature, and expert 
panel could improve the cultural competence of under-
graduate nursing students.

In support of our results, researchers acknowledged 
that health educators frequently used psychosocial 
models when designing, implementing, and evaluating 

Table 4 Comparison of scores of cultural competences between the control and intervention groups before and after the training 
program

Bold p-values are significant at level of ≤0.05

Time Pre-intervention Post- intervention

Variables Groups M ± SD M ± SD Mean difference Pairedt-test P- value
Cultural awareness Intervention 32.7 ± 5.69 39.43 ± 4.3 6.7 −7.09 0.001

Control 32.44 ± 6.92 33.5 ± 4.67 1.4 1.03 0.31

Independent t- test 0.19 5.64

P-value 0.85 0.001
Attitude towards cultural care Intervention 33.48 ± 3.76 34.89 ± 2.89 1.40 −2.5 0.02

Control 33.27 ± 3.96 34.27 ± 3.40 9.26 −1.52 0.14

Independent t- test 0.23 0.83

P-value 0.818 0.41

Cultural skills Intervention 30.40 ± 7.99 39.43 ± 7.95 9.02 7.48 0.001
Control 31.58 ± 8.59 30.94 ± 5.99 0.63 0.48 0.63

Independent t- test −0.61 5.13

P-value 0.55 0.001
Preparation in cultural care Intervention 55.27 ± 13.42 70.62 ± 12.31 15.35 −7.39 0.001

Control 54.5 ± 11.62 54.47 ± 12.10 0.02 0.014 0.99

Independent t- test 0.26 5.64

P-value 0.79 0.001
Total of cultural Competence Intervention 151.89 ± 26.88 184.37 ± 22.43 32.48 −8.50 0.001

Control 151.8 ± 25.12 153.19 ± 20.14 1.38 −0.37 0.71

Independent t- test 0.01 6.24

P-value 0.99 0.001

Table 5 Summary of covariance analysis for the two groups of 
intervention and control

Bold p-values are significant at level of ≤0.05

df Mean square F p-value

Cultural Compe-
tence

Corrected 
model

3 9181.27 28.12 0.001

Intercept 1 13,196.14 40.42 0.001
Marital status 1 14.73 0.04 0.83

Pre-intervention 1 16,870.43 21.71 0.001
Group 1 16,451.77 50.39 0.001
Error 69 326. 46
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outcomes of curriculum and health education interven-
tions. Models serve as a starting point for exploring cli-
ents’ perspectives, beliefs, values, and practices. After 
understanding clients’ viewpoints, practitioner and cli-
ents can collaborate more effectively to find workable 
solutions. Incorporating models helps students develop 
cultural competence [23]. Moreover, Tessier et al. (2021) 
suggested that needs assessment was critical for famili-
arity of instructors with the organizational context, 
appropriate educational contents, understanding of par-
ticipants’ practical experiences, and the value of training. 
It can assist instructors in identifying participants’ main 
concerns and experiences to enhance the effectiveness 
of training programs. Such needs assessment also helps 
instructors establish a conducive learning environment 
by fostering relationships with participants [37]. Creswell 
and Guetterman (2019) also believe that people are the 
best source of describing their own situation, cultural 
context, needs, feelings, and experiences [38]. Research-
ers in another study emphasized that cultural compe-
tence education should be congruent concerning the 
needs, the levels of receptivity of the learners, as well as 
context, culture, policies and guidelines, and accredita-
tion of educational institutions. Diverse patients, com-
munity representatives, consumers and advocates should 
participate in the design, implementation, and evaluation 
of cultural competence curricula whenever possible [39].

In addition, evidence suggests that cross-cultural learn-
ing can be improved by reconsidering educational philos-
ophies and learning and teaching methods in theory and 
practice as well as exploring the benefit of cultural care. 
Therefore, students can communicate with individuals 
from other cultures [40, 41]. Using a literature review 
and consultation with academics, Allen et  al. (2013) 
developed the teaching-learning methods and learning 

objectives for nursing students’ cultural care education. 
The teaching-learning method was modified with expe-
riential learning and role-playing. Then, they evaluated 
students’ learning through quantitative study using pre 
and post-test. The study findings supported the effective-
ness of this strategy in promoting students’ confidence in 
cultural nursing care [21]. Two meta-analyses revealed 
that the best way to educate cultural competence was 
through a variety of educational strategies, including 
lectures, in-depth, interactive exercises and discussions, 
case study analysis, genograms, presentation of articles, 
selected readings and web-based learning and data col-
lection, videos, simulations, role-playing, seminar, in-ser-
vice-based learning, poster presentations, interview with 
clients, and development of a measuring tool [26, 42]. 
Researchers systematically reviewed 11 studies to evalu-
ate cultural care training program. The results showed 
that cultural competence interventions/programs were 
integrated into core theoretical courses, or offered as 
elective courses. Debates, discussions, case scenarios, 
practicums, simulation, international learning projects, 
experiential learning, storytelling, and lectures were 
among the various types of teaching methods. Ten stud-
ies reported a statistically significant increase in the level 
of cultural competencies. Educational content, teach-
ing methods, and training courses were not uniformly 
described in the literature. More comprehensive, valid, 
and reliable measurement tools are needed to evaluate 
the education provided for nursing students [7].

In the quantitative part of this study, the training pro-
gram was piloted and evaluated in a group of nursing 
students. After the implementation of the cultural care 
training program, cultural competence in the interven-
tion group increased significantly compared with the 
control group. Cultural competence in the intervention 

Table 6 Multivariate regression model for confounding variables and cultural competence

Bold p-values are significant at level of ≤0.05

Unstandardized coefficients Standardized coefficients

B Standard error B t p-value

Constant 194.12 30.76 6.32 0.001
Age −0.82 1.32 −0.069 − 0.62 0.53

Gender −4.51 5.14 −0.084 −0.87 0.38

Marital status 1.74 9.19 0.02 0.18 0.85

Ethnicity 3.90 1.79 0.19 0.17 0.33

History of attending in cultural care training course 3.70 1.71 0.06 0.58 0.56

Status of training courses of cultural care in curriculum, 3.95 1.29 0.01 0.01 0.47

The level of care for people with cultural diversity during clini-
cal education

3.04 1.03 0.02 0.24 0.28

Time 3.10 1.42 0.1 0.42 0.18

Group −33.38 4.87 −0.63 −6.84 0.001



Page 14 of 17Farokhzadian et al. BMC Nursing           (2022) 21:85 

group was promoted from “moderate” level to “high” 
level. Consistent with our results, several interventional 
studies evaluated and validated the effectiveness of cul-
tural care training programs with cultural competence 
questionnaires [13, 23, 43–48]. Bauer and Bai (2018) 
used a model to develop a curriculum to enhance cul-
tural competence among students of Nutrition and Food 
Science. They selected subjects, assignments, and activi-
ties based on a review of publications and websites from 
governmental, educational, and professional organiza-
tions. Evaluation of pre- and post-test data showed a sig-
nificant improvement in students’ cultural competence 
[23]. Researchers in another study reported that cultural 
competence of senior oral health students increased sig-
nificantly after receiving cultural competence training. 
They emphasized that cultural competence is a multi-
faceted structure, and an online training program is not 
enough to meet the needs of culturally diverse patients. 
Clinical work experiences and the community where stu-
dents study help them to strengthen their level of cultural 
competence. In addition, patient feedback and health 
outcomes are important components of cultural care 
learning [49]. Lin et  al. (2015) in one study conducted 
cultural care training and found that the cultural compe-
tence of nursing students improved; however, the over-
all effectiveness of the training decreased over time and 
in follow-up. The researchers stressed that cultural care 
training and assessment of its effectiveness in students 
and nurses’ learning should be done continuously [22].

Singleton (2017) demonstrated that after completing 
the cultural care program, PhD nursing students in New 
York raised their cultural competence and self-efficacy. 
According to the researcher, American Nursing PhD 
curricula were acceptable and sufficient in accomplish-
ing national and professional goals to improve the prac-
tice of culturally competent nurses since these programs 
promoted learning based on societal requirements and 
demands to provide cultural care [50]. Our research sug-
gests that nursing researchers examine the curriculum of 
undergraduate and postgraduate nursing students in Iran 
to achieve national and professional goals, equip students 
with appropriate cultural competence, and develop a pro-
gram based on the needs of these target groups and the 
needs of a multicultural society. Researchers argue that 
most nurse educators teach cultural care to students and 
learners through a discontinuous training program that 
is limited to theoretical topics. Although these training 
programs can help increase cultural competence, they 
are insufficient for long-term motivation, attitudes, and 
behavior change after graduation. Nurse educators and 
students should pay special attention to cultural com-
petence as a lifetime process, and participation in train-
ing programs is required even after years of working in 

the clinical settings [44]. Above-mentioned studies may 
be consistent with the present study because of new and 
diverse educational content and duration of training.

However, two studies showed that cultural care train-
ing in the form of cross-cultural communication work-
shops [24], simulation-based educational method, and 
in-service-based learning project were not effective in 
improving participants’ cultural care competence [51]. 
They suggested the need to develop and organize cultural 
training programs more coherently to increase the num-
ber of programs with fewer participants.

The findings of study have implications for curriculum 
developers and nurse educators. Cultural competence must 
be an important outcome for graduate nursing students. In 
order to prepare nursing students to enter the clinical set-
tings, cultural competence should be considered in under-
graduate nursing education. For this purpose, it is necessary 
to change the perspective, increase the cultural competen-
cies of nurse educators, and create organizational cultural 
competence. Moreover, cultural competence must be used 
as a key part of the professionalization process in various 
fields of nursing, including education, clinic, community, 
research and management. Therefore, this requires proper 
context, adoption of long-term strategies, spending of more 
time and energy and understanding of the multicultural 
approaches by policy makers, curriculum designers, nurse 
educators, and educational managers in nursing schools. 
This study helps nurse educators to focus specifically on 
educational specific needs of undergraduate nursing stu-
dents and teaching and learning approaches to improve 
cultural competence students using a simple and effective 
method. The use of a specific model makes the work of an 
instructional designer more systematic. To address cultural 
care in the design of health education programs and com-
munity health nursing education, Talbot and Verrinder 
(2005) model, which is more relevant to cultural compe-
tence, was used in this study to design the training program. 
Models act as a guide to curricular development. No cur-
riculum model alone is sufficient for the entire curriculum 
of an educational center that educates a diverse population 
with multifaceted goals. Curricular designers and develop-
ers need to be aware of existing models to make intelligent 
decisions about their designs. The instructional design 
models were employed by taking into consideration the fol-
lowing principles: instructional designs are systematic and 
reflective processes through which instructional principles 
are used in the teaching and learning programs by differ-
entiating materials, resources, activities, and evaluation. In 
instructional design processes, the designers are required 
to know and inquire about the theories of learning, sys-
tematic analysis of learners, and management methods to 
enhance their ability to employ information technology and 
evaluate the teaching and learning processes appropriately. 
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An appropriate instructional design model should guide 
the professional designers to form the instructions accord-
ing to the learners’ viewpoints rather than from the content 
perspective. As a result, considering the learners, aims (or 
learning attainments/outcomes), methods, and evalua-
tions is of great importance in instructional design pro-
cesses [52]. A common message behind all the instructional 
design models maintains that various types of learning 
require various learning conditions. Given that the instruc-
tional design models are adopted based on various learning 
needs, designers try to match the requirements pertinent 
to each learning situation with the responding models dur-
ing the design process. Although there are many instruc-
tional design models, the majority of these models consist 
of these essential phases ADDIE: analysis, design, devel-
opment, implementation, and evaluation [53]. Given the 
continuous social, environmental and cultural changes in 
the nursing schools, offering a credible model is not pos-
sible for designing training programs. In this regard, nurse 
educators with higher levels of awareness about different 
instructional design models are better equipped to choose 
a model that is appropriate to their classes and courses. 
In-service training (professional development opportuni-
ties) is needed because each of the nurse educators must be 
well-trained in new century skills [52]. Novice instructional 
designers should be trained in specific communication and 
even project management skills. Education and training 
provide them with knowledge and skills on how to operate 
in specific situational contexts effectively [54].

Limitations and strengths
The present study had several limitations. Study sam-
ples in the quantitative phase of the study were senior 
undergraduate nursing students from a nursing school 
in southeastern Iran, so the results are not generalizable. 
Moreover, we evaluated the effectiveness of the training 
program using a self-report inventory. We did not also 
ask specific questions about their learning experiences 
and viewpoints following a cultural care training program 
in a qualitative survey. Future studies can evaluate the 
effectiveness and usefulness of the cultural competence 
curriculum using a variety of qualitative and quantita-
tive methods such as written test, self-assessment, and 
the 360-degree evaluation by students, educators, and 
managers, as well as practical tests. Finally, we collected 
data of evaluation step in two stages with an interval of 1 
month due to the project’s financial and time constraints. 
A longer time may be required to get stronger results. 
The 3–6 month follow-ups and experimental studies 
should be conducted with a larger group and control of 
the confounding variables to determine whether cultural 
care training program has long-term effects on the cul-
tural competence of nursing students.

Given the strengths of the present study, our experi-
ences in designing, implementing, and evaluating this 
virtual cultural care training program based on a sys-
tematic model can be beneficial for developing future 
curricula aimed at fostering cultural competence of 
nursing students and other healthcare providers. This 
program was developed in response to the educational 
needs of Iranian undergraduate nursing students. 
Therefore, considering the cultural structure of Iran, 
the program can be used in similar cultural structures.

Conclusion
This study described the usability of the Talbot and 
Verrinder’s model to design, implement, and evaluate 
a cultural care training program aimed at improving 
nursing students’ cultural competence. This systematic 
model helped to integrate experiences and viewpoints 
of students, nurse educators, nurses, and experts into 
research evidence for assessing the educational needs 
of students, organizing detailed educational content, 
assignments and activities for students, selecting 
teaching and evaluation methods in the curriculum. 
Teaching methods were effective, and evaluation of 
data revealed the effectiveness of this form of program 
in improving students’ cultural competence. This pro-
gram was an example of the design and development 
a cultural care curriculum and contributed to the lit-
erature on cultural competence in nursing education. 
Moreover, these findings can assist nurse educators 
to design effective cultural care training and educa-
tion using systematic models to better prepare future 
nurses to provide culturally congruent care to multi-
cultural clients. Further studies are also suggested to 
assess cultural competence in healthcare providers 
and evaluate effectiveness of different approaches and 
models to enhance their competence in different cul-
tures and contexts.
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