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Abstract

Introduction Healthcare systems are encountering a growing number of diverse and multicultural clients due to
globalization and migration. To effectively address the challenges associated with cross-cultural interactions, nurses
require a comprehensive framework of critical cultural competencies. One potential approach to enhancing these
competencies in mental health care settings is to use innovative methods such as the flipped classroom in cultural
care training programs. This study evaluated the effect of using the flipped classroom method in cultural care training
on the critical cultural competencies of nurses working in a psychiatric hospital.

Methods This quasi-experimental study involved 70 nurses working in a psychiatric hospital affiliated with the
Kerman University of Medical Sciences in southeastern Iran. Through random sampling, the nurses were allocated into
two groups of intervention (n=35) and control (n=35). The intervention group participated in a cultural care training
program using the flipped classroom method, which consisted of four sessions conducted over a four-week period. To
evaluate the nurses’ critical cultural competence, the Almutairi’s Critical Cultural Competence Scale was administered
before the training and again one month later.

Results The study findings indicated no significant differences in the scores of critical cultural competencies
between the intervention group (4.53+0.64) and the control group (4.73+0.42) during the pre-test stage (t=1.53,
p=0.13). Both groups had a similar perception of critical cultural competencies, which was not particularly positive.
However, in the posttest stage, the intervention group (5.33+0.49) demonstrated a significant increase in critical
cultural competencies compared to the control group (4.75+0.44) (t=5.14, p=0.001).

Conclusion The study results indicated that the use of the flipped classroom method in the cultural care training
program effectively enhanced the critical cultural competencies of nurses. Given the importance of cultural care in
both physical and psychiatric care settings for multicultural clients, it is crucial for nurses to receive ongoing in-service
education that utilizes innovative and active methods such as the flipped classroom.
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Introduction
The challenges brought about by globalization and immi-
gration have prompted healthcare systems to adapt to
diverse and multicultural populations. It is crucial for
healthcare providers to provide culturally sensitive ser-
vices, not only to enhance the quality of care but also
to prevent discrimination against culturally diverse
populations [1]. Moreover, the medical tourism indus-
try requires significant growth, particularly in develop-
ing Asian countries like Iran. Nurses, nursing students,
and nurse educators play a crucial role in the advance-
ment and success of this industry. It is essential for these
stakeholders to enhance their scientific capabilities and
cultural competencies and deliver services that meet the
needs of culturally diverse clients, including families,
individuals, communities, and populations [2].
Nowadays, there is a growing recognition of provid-
ing cultural care to clients with mental illnesses in men-
tal healthcare settings [3]. Nurses working in psychiatric
hospitals play a key role in delivering cultural care and
affordable mental healthcare to vulnerable popula-
tions with mental illnesses [4]. The majority of patients
admitted to psychiatric departments suffer from condi-
tions such as schizophrenia, bipolar disorder, and major
depressive disorder. During the acute phase of their ill-
ness, these patients are hospitalized in the psychiatric
ward, where they often exhibit aggressive behaviors,
communication and cultural challenges, and suicidal
thoughts. The involuntary and forced nature of their hos-
pitalization further complicates effective communication
between patients and nurses, making the atmosphere in
psychiatric departments distinct from other units [5].
Patients with mental illnesses may struggle to recog-
nize their cultural needs and understand culturally spe-
cific nursing interventions that could benefit their mental
health [6]. They are often highly sensitive and have a low
tolerance for misunderstandings between themselves and
the healthcare providers. Many of these patients resort to
psychiatric hospitals due to a lack of understanding and
stigmatization in social environments. It is crucial for
psychiatric nurses to have a deep understanding of their
patients’ cultures and provide culturally congruent care
[7]. Effective communication skills with patients from
diverse cultures are essential for psychiatric nurses to
understand their clients’ needs and adapt nursing inter-
ventions accordingly to promote their well-being [8].
Campinha-Bacote (2002) developed a model of cultural
competence for psychiatric and mental health nursing
known as “The Culturally Competent Model of Care”.
According to this model, cultural competence is defined

as the ongoing process in which the healthcare providers
strive to effectively work within the cultural context of
their clients, individuals, or communities. It emphasizes
that psychiatric nurses should perceive themselves as
becoming culturally competent rather than considering
themselves culturally competent. This model identifies
cultural awareness, cultural knowledge, cultural skill, cul-
tural encounters, and cultural desire as key constructs of
cultural competence. All five constructs are essential in
delivering interventions that are culturally competent [9].

However, many nurses lack the necessary cultural com-
petence and self-confidence to effectively address the
distress and mental health issues faced by patients with
mental illnesses. This deficiency in cultural competence
among mental health nurses hampers their ability to
provide high-quality cultural care to multicultural cli-
ents [6]. As a result, healthcare disparities and inequities
arise, compromising the physical, psychological, spiritual,
social, and cultural well-being of patients, their families,
and the healthcare providers [10]. Psychiatric nurses who
are unaware of the influence of their own cultural values
run the risk of cultural imposition, which involves impos-
ing their beliefs, values, practices, and behavior patterns
on another culture [9].

Theoretical framework

To address challenges mentioned above, Almutairi et al.
have introduced the concept of critical cultural compe-
tence to assist healthcare providers in managing the com-
plexities and obstacles to cross-cultural interactions with
culturally diverse clients [10-12]. The critical cultural
competence model, proposed by Almutairi et al. (2015),
consists of four components: critical awareness, criti-
cal knowledge, critical skills, and critical empowerment.
These components include the cognitive, behavioral,
and emotional domains. Critical awareness and critical
knowledge fall within the cognitive domain, critical skills
pertain to the behavioral domain, and critical empower-
ment resides in the emotional domain [11].

Critical cultural competence expands upon the existing
concept of cultural competence found in the literature,
with a focus on the critical aspect. This criticality refers
to nurses’ ability to make informed decisions based on
clinical cases, extending beyond mere knowledge and
encompassing skills and attitudes as well. The researchers
recommend that organizations with multicultural work-
forces or culturally diverse clients incorporate the Almu-
tairi’s critical cultural competence model into their new
nursing education programs and continuous education
initiatives. By integrating this model into training and
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support programs, healthcare organizations can foster
a deeper understanding and appreciation of critical cul-
tural competence among nurses. This, in turn, facilitates
the development of nurses’ critical cultural competence
[10-12].

Moreover, experts in the field of critical cultural com-
petence argue that incorporating active educational
methods that specifically target cognitive, functional, and
emotional skills can be more effective in teaching criti-
cal cultural competence [13]. These methods aim to cre-
ate more accessible and practical learning conditions that
enhance the acquisition and application of critical cul-
tural competence [11].

The flipped classroom is an active teaching method that
has gained popularity in recent years, particularly with
the advancement of technology. In a flipped classroom,
learners are encouraged to watch video conferences and
educational content at home, engaging in individual-
ized and self-directed learning to prepare for collabora-
tive sessions. Subsequently, learners come together in
joint sessions to discuss and explore the learned contents
interactively. This approach promotes a higher level of
learning as individuals have the opportunity to engage
in face-to-face discussions and exchange opinions [14].
The flipped classroom model increases teaching flexibil-
ity and transforms the roles of both teachers and learn-
ers. Learners shift from passive recipients of information
to active participants, while instructors transition from
leaders and lecturers to supporters and mentors. Addi-
tionally, the availability of a wide range of resources
allows learners to participate and interact with their
instructors [15].

Review of the literature

The review of the literature indicated that the use of a
flipped classroom in teaching was more successful than
traditional lecture-based teaching, particularly in adult
education. This approach has shown great efficacy in
multidisciplinary or clinical training, as well as practical
training that focuses on skill development and emotional
aspects of learning [14, 16]. In another study, research-
ers implemented a cultural competence training program
for clinical nurses using various methods. These methods
included incorporating expert experiences with immi-
grants and culturally diverse clients, providing books
showcasing different cultures, engaging in storytelling,
film screenings, role-playing, and drawing real-life sce-
narios. The training program successfully resulted in a
significant improvement in the cultural competence of
the nurses. The authors emphasized the importance of
using different methods in training programs to develop
cultural competence through interactions in diverse situ-
ations. These findings serve as a valuable reference for
designing the content of in-service cultural competence
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training for nurses [17]. Other studies have explored
the effect of cultural competence training programs on
nurses, undergraduate students, postgraduate students,
and nurse educators, but they have not used the flipped
classroom method and often do not target nurses work-
ing in psychiatric settings [2, 18—20]. However, no study
specifically investigated the effect of using the flipped
classroom method in cultural care training programs on
the cultural competencies and critical cultural compe-
tencies of nurses, especially those working in psychiatric
settings.

Problem statement and aim

With the process of globalization and the increasing cul-
tural diversity among healthcare users in mental health
settings, nurses working in mental health settings are fac-
ing new demands and challenges. Assessing and develop-
ing critical cultural competence is crucial in effectively
addressing the diverse needs of patients with mental ill-
ness and fostering trusting relationships between patients
and nurses. It is clear from the aforementioned discus-
sion that cultural care training has a profound impact
on nurses’ cultural competence. However, most studies
in this area have focused on traditional training meth-
ods, neglecting active approaches such as the flipped
classroom method. Moreover, there is a lack of research
on nurses critical cultural competence levels and the
effectiveness of continuing education with active train-
ing programs in increasing their competence. Therefore,
interventional studies on cultural care are required to
improve nurses’ critical cultural competence in different
contexts and cultures. In this study, we aimed to address
this gap by designing, implementing, and evaluating a
cultural care training program. Specifically, we investi-
gated the effect of using the flipped classroom method in
cultural care training on the critical cultural competen-
cies of nurses working in a psychiatric hospital.

Research hypotheses

Alternative hypothesis (H1): The implementation of
flipped classroom method in cultural care training will
significantly enhance critical cultural competencies
among nurses working in a psychiatric hospital.

Null hypothesis (HO0): The implementation of flipped
classroom method in cultural care training will not sig-
nificantly enhance critical cultural competencies among
nurses working in a psychiatric hospital.

Methods

Study design

In this quasi-experimental study, a pretest-posttest
design was used, involving both an intervention group
and a control group. The study was conducted in a
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psychiatric hospital affiliated with Kerman University of
Medical Sciences, located in southeastern Iran.

Target population and sampling

The target population consisted of all nurses working in
various departments of the psychiatric hospital (N=110).
The sample size was calculated according to a pervious
study [2] and the sample size formula. Regarding a=0.05,
a test power of 90%, and a large effect size (Cohen
d=0.7), a sample size of 19 was required for each of the
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intervention and control groups. However, for increased
certainty, 35 were selected for each group, resulting in a
total sample size of 70. Random selection and allocation
were performed sequentially for the intervention (n=35)
and control groups (n=35) using a random number table
(Fig. 1).

The inclusion criteria included nurses who held a bach-
elor’s degree or higher in nursing, had a minimum of 6
months of work experience in a psychiatric hospital, and
were willing to participate in the training program. The
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Fig. 1 CONSORT flow diagram of participant recruitment, allocation, follow-up, and data analysis
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exclusion criteria were nurses who were absent in more
than one training session, on leave, or transferred to
another hospital.

Data collection tool
Two data collection tools were used in this study:

1. Demographic and professional Information
Questionnaire: This questionnaire gathered
demographic and professional information, including
age, gender, marital status, type of employment,
type of shift, position, workplace department,
work experience, education level, ethnic and racial
background, completion of training courses, and the
level of care provided for culturally diverse clients in
the hospital.

2. Almutairi’s Critical Cultural Competence Scale
(CCCS): The CCCS, developed and validated by
Almutairi et al. (2013), consists of 43 items divided
into four subscales:

— Critical awareness (12 items): This subscale assesses
the ability to recognize cultural differences, power
dynamics, potential consequences, and personal
attitudes and biases.

— Critical knowledge (7 items): This subscale measures
the conceptual perception of culture and knowledge
related to communication challenges in cross-
cultural interactions.

— Critical skills (7 items): This subscale evaluates the
proficiency in using cross-cultural communication
skills to discuss cultural meanings and make ethical
decisions in clinical settings.

— Critical empowerment (17 items): This subscale
focuses on healthcare providers’ perceptions of their
own empowerment in the workplace, including
experiences of disesmpowerment due to factors such
as race, culture, gender, or economic status [10, 12,
13].

Participants responded to the items using a 7-point
Likert scale, ranging from 1 (strongly disagree/never)
to 7 (strongly agree/always). Negative item stems were
reverse-scored. The total score of the scale was calculated
based on the Likert scale, with scores ranging from 1 to
7. A cutoff point of >5 indicated positive critical cultural
competence. The validity of the original version of CCCS
was established by the faculty members through the con-
tent validity, as well as construct validity through conver-
gent and discriminant validity. The scale demonstrated
good reliability, with internal consistency measured
using Cronbach’s alpha coefficients of 0.86 for the whole
scale, and 0.60, 0.70, 0.77, and 0.77 for critical awareness,
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critical knowledge, critical skills, and critical empower-
ment, respectively [10, 12, 13].

In this study, the Persian version of the CCCS was vali-
dated through a cultural adaptation, including translation
and back-translation, with permission obtained from the
original designers. The content validity of the scale was
qualitatively assessed by 10 faculty members from the
School of Nursing and Midwifery. The reliability of the
scale was evaluated using internal consistency, and the
Cronbach’s alpha coefficients for cultural awareness, cul-
tural knowledge, cultural skills, cultural empowerment,
and the whole scale were 0.74, 0.75, 0.92, 0.88, and 0.83,
respectively.

Intervention procedure and evaluation period

The educational content was prepared based on a com-
prehensive literature review [2, 12, 13, 17]. This content
was carefully reviewed and approved by two faculty
members from the nursing school (see Table 1). To facili-
tate coordination during the implementation of the train-
ing program, the first researcher created separate groups
for the control and intervention groups in the Rubika
application. The first researcher personally provided the
consent forms and pre-test questionnaires to both the
control and intervention groups two weeks prior to the
training. The training program consisted of four two-
hour sessions, conducted once a week over a four-week
period. The research team members delivered the train-
ing program using the flipped classroom method, which
involved three stages: activities before the class, activities
during the class, and activities after the class.

Activities before the classroom

One week prior to each educational session, relevant
educational materials such as PowerPoint presentations,
videos, case reports, stories, and examples of nurses’
experiences, along with the audio file of the content study
guide, were made available through the Rubika applica-
tion. The participants in the intervention group were
instructed to independently study the shared content to
familiarize themselves with the concepts and fundamen-
tals of each topic. They were also encouraged to write
down any problems they encountered. In the flipped
classroom approach, the traditional roles of teaching in
class and completing homework were reversed. Learn-
ers were expected to read the educational materials at
home before each class. During the class time, the focus
shifted towards solving exercises, working on projects,
and engaging in discussions.

Activities during the classroom

The joint training sessions took place in the hospi-
tal training hall. At the beginning of each session, the
instructor administered a brief exam consisting of
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multiple-choice questions related to the subject matter.
This was done to ensure that participants had read and
understood the content. Following the exam, the instruc-
tor delivered a mini lecture accompanied by a PowerPoint
presentation, aimed at practicing the topic and address-
ing any questions or issues raised by the participants.
Participants were required to present their group assign-
ments. The instructor encouraged participants to share
real-life stories related to the topics and express their
personal opinions. Each session lasted approximately 2 h.

Activities after the classroom

After each session, the instructor encouraged par-
ticipants to share their opinions and insights using the
Rubika application. This allowed the researcher and oth-
ers to access the content. Additionally, materials were
shared with participants to facilitate their preparation for
the next session [15].

The nurses were followed up one month after the com-
pletion of the training program. The first researcher pro-
vided them with necessary explanations regarding data
collection through the Rubika application. Post-test ques-
tionnaires were personally distributed to both the inter-
vention and control groups, and the nurses completed
the questionnaires through self-reporting.

Statistical analysis

The data were analyzed using SPSS21. Descriptive sta-
tistics such as frequency, percentage, mean, and stan-
dard deviation were utilized to summarize the data. The
Kolmogorov-Smirnov test was used to assess the normal-
ity of the data. Chi square test, or Fisher’s exact test was
employed to detect any statistical difference in the demo-
graphic variables between the two study groups at base-
line. An independent samples t-test was conducted to
compare the CCCS scores between the two groups before
and after the intervention. Additionally, a paired t-test
was used to compare the CCCS scores within each group
before and after the intervention. An analysis of covari-
ance was applied to control for the impact of pretest
scores on CCCS scores. Multivariate linear regression
was used to determine whether demographic variables
of the nurses could predict changes in the CCCS score.
Effect size estimates were calculated using Cohen’s d to
assess the practical or theoretical importance of an effect,
as well as the power of the analysis. The significance level
was considered<0.05.

Ethics approval and consent to participate

The present study (No. 401,000,461) was approved by
the Ethics Committee of Kerman University of Medical
Sciences (IR.KMU.REC.1401.374). All steps and proce-
dures were performed in accordance with the Declara-
tion of Helsinki and the Committee on Publication Ethics
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(COPE). Necessary permissions were presented to the
hospital prior to the study. At the beginning of the study,
all nurses provided written informed consent to partici-
pate. The participants were assured of the confidential-
ity of their information and voluntary participation; they
could withdraw from the study at any stage without any
negative consequences.

Results

Demographic and professional information of nurses
Table 2 shows that 70 nurses (100% response rate) partic-
ipated in the study. The majority of participants in both
the intervention and control groups were female nurses
(77.1%, 88.6%), aged 31-40 years (37.1%, 40%), working
in men’s wards (42.9%, 68.6%), with permanent employ-
ment (68.6%, 74.3%), rotating shifts (94.3%, 88.6%), and
a bachelor’s degree (85.7%, 80%). They had 11-20 years
of work experience (62.9%, 61.8%), had not attended pre-
vious cultural care training (85.7%, 94.3%), and provided
moderate levels of cultural care to multicultural clients
(51.4%, 48.6%). Both groups shared similar demographic
and professional information.

Outcomes

Comparison of changes in the critical cultural competencies
Table 3 presents the levels of critical cultural competen-
cies and scores for four CCCS subscales in both the inter-
vention and control groups before and after the training
program. Prior to the program, there was no significant
difference in the scores of critical cultural competen-
cies between the intervention group (4.53+0.64) and the
control group (4.7310.42). Both groups had no positive
perception of critical cultural competencies based on the
CCCS scoring (t=-1.53, p=0.13).

However, after the training program, the intervention
group (5.331£0.49) showed a significant increase in the
score of critical cultural competencies compared to the
control group (4.7510.44), with a large effect size (Cohen
d=1.22, t=5.14, p=0.001). According to the CCCS scor-
ing, the intervention group exhibited a positive percep-
tion of critical cultural competencies.

Furthermore, the intervention group’s total scores of
CCCS and its subscales improved after the training pro-
gram, with effect sizes ranging from 0.8 to 1.5. Based on
the CCCS scoring, the intervention group demonstrated
a positive perception of critical cultural competencies.

An analysis of covariance was performed to control for
the effects of the pre-test on the post-test scores of criti-
cal cultural competencies. The results indicated that the
significant increase in the critical cultural competencies
of the intervention group was attributed to the cultural
care training (Table 4). These findings corroborate the
results presented in Table 3.
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Table 2 Comparison of demographic and professional information between the two study groups

Variables Categories Intervention Control x2a P-value®

n % n %

Age groups 20-30 9 258 8 229 0.9 0.95
31-40 13 37.1 14 40
>4] 13 37.1 13 37.1

Gender Male 3 86 6 17.1 1.14 0.28
Female 32 914 29 829

Work position Nurse 32 914 31 88.6 56 0.13
Head nurse 1 29 2 57
Supervisors 2 57 2 57

Type of employment Committed 3 86 4 114 202 0.73
Temporary-to-permanent 3 8.6 3 8.6
Contract recruiters 5 149 2 5.8
Hired (permanent) 24 68.6 26 742

Shift work Fixed 2 57 4 114 0.72 0.39
Rotating 33 943 31 88.6

Type of ward Emergency 0 0 2 5.7 9.34 0.053
children 5 14.3 3 8.6
Women 13 37.1 4 1.4
Men 15 429 24 68.36
Supervisory 2 5.7 2 5.7

Education level Bachelor 30 85.7 28 80 546 0.14
Master 5 14.3 7 20

Work experience (years) <10 10 286 7 206 1.53 046
10-20 22 62.9 21 61.8
>21 3 85 176

Attendance at previous training on cultural care Yes 5 14.3 2 5.7 142 0.23
No 30 85.7 33 94.3

The level of care for culturally diverse people in clinical settings ~ Moderately 18 514 17 486 1.51 046
High 10 286 14 40
Very high 7 20 4 114

Ethnic and racial background Native of Kerman province 32 914 29 829 3.14 0.2
Others 3 8.6 6 17.1

Note. % chi-square/fisher exact test, and °: Bold p-values are significant at level of <0.05

Multivariate linear regression

After conducting multivariate linear regression, it was
found that the demographic variables of nurses could
not significantly predict changes in the critical cultural
competencies scores. Consequently, the effectiveness of
the training program was not dependent on the nurses’
demographic variables.

Discussion

Principal results

This study aimed to evaluate the effect of using the
flipped classroom approach in a cultural care training
program on the critical cultural competencies of nurses
working in a psychiatric hospital. The results indicated a
significant improvement in nurses’ perception of critical
cultural competencies across all dimensions. Remarkably,
no interventional studies have investigated the impact
of educational approaches such as the flipped classroom
in cultural care training on critical cultural competence

in mental health care settings. Consequently, this study
relied on descriptive studies investigating the level of
critical cultural competencies [12, 18] and interventional
and systematic review studies investigating the effects of
various training methods on cultural competencies in
healthcare providers in various settings [2, 17, 19-25].
Almutairi et al. (2017) conducted a study in Canadian
hospitals and found positive perceptions of critical cul-
tural competence among nurses. They also identified
age, work experience, and birthplace as factors influenc-
ing nurses’ perception of critical cultural competence.
Developing cultural competence requires exposure to
diverse patient populations and the acquisition of cul-
tural knowledge and awareness. Healthcare organizations
should implement ongoing cultural training programs
to enhance the cultural competence of nursing staff and
address challenges in cross-cultural interactions [12].
Wang et al. (2022) found that Chinese nurses exhibited
a less desirable level of critical cultural competence.
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Table 3 Comparison of critical cultural competencies scores between control and intervention groups before and after the training

program
Time Pre-intervention Post-intervention
Variables Groups M+SD M+SD? Within group ES (Cohen  Paired P-
differences d) t-test l\:alue
Cultural awareness Intervention 4.29+0.97 5+0.75 0.7 0.8 4.1 0.001
Control 446+091 462+06 0.15 0.2 -1.07 0.29
Independent t- test 0.74 227
P-value 045 0.02
ES’ (Cohen d) 0.17 0.54
Cultural knowledge Intervention 438+0.88 548+0.53 1.09 1.5 -6.71 0.001
Control 454+087 4.65+0.96 0.11 0.12 -0.60 0.55
Independent t- test -0.73 442
P-value 046 0.001
ES’ (Cohend) 0.17 1.05
Cultural skills Intervention 429+1.36 558+127 1.28 0.97 -4.30 0.001
Control 4.7+1.07 4.71+£1.2 0.008 0.007 -0.06 0.95
Independent t- test -1.40 292
P-value 0.16 0.005
ES’ (Cohend) 033 0.69
Cultural Intervention 46+1.11 5.39+0.68 0.78 0.85 -3.66 0.001
empowerment Control 5+062 4.89+0.59 0.1 0.18 1.31 0.19
Independent t- test -1.85 3.25
P-value 0.06 0.002
Total of critical cultural Intervention 453+0.64 533+£049 0.79 14 -6.34 0.001
competence
Control 4.73+042 4.75+044 0.02 047 -0.33 0.73
Independent t- test -1.53 5.14
P-value 013 0.001
ES” (Cohen d) 036 122

Note. % SD, Standard deviation, and M, Mean. The cutoff point of mean>5 indicates positive critical cultural competence

b. Bold p-values are significant at a level of <0.05

ES: Effect size, and ES of 0-0.2=small effect, ES of 0.2-0.5=moderate effect, ES of >0.5-0.7=large effect, and ES of >0.7=very large effect

However, female nurses, those working in intensive care,
and those in higher positions demonstrated higher levels
of critical cultural competence. The authors suggested
targeted training using active methods to strengthen the
critical cultural competence of nurses. It is crucial not
to overlook male and lower-ranking nurses, as they also
require encouragement to participate in cultural compe-
tence training programs [18].

Park et al. (2019) examined the effects of a cultural
nursing course on enhancing the cultural competence
of nursing students in Korea. The course employed vari-
ous methods, including small group activities, discus-
sions, presentations, experiential learning, reflective
activities, and lectures. Upon completion of the course,
the students showed a noticeable increase in their cul-
tural competence [19]. A systematic review conducted
by Oikarainen et al. (2019) examined the impact of edu-
cational interventions on the development of nurses’
cultural competence. The review encompassed studies
that utilized various approaches, including traditional

training, web-based modules, lectures, group discus-
sions, case studies, reflective exercises, and simulation.
The findings indicated that these interventions effec-
tively increased the cultural competence of nurses in
the intervention group. The researchers emphasized the
importance of prioritizing the development of cultural
competence among nurses and nursing students through
education, as nurses frequently interact with culturally
diverse clients in various healthcare settings. They also
highlighted the need for more high-quality studies to
investigate the effectiveness of educational interventions
in enhancing nurses’ cultural competence. Furthermore,
future research should focus on reporting specific com-
ponents of interventions and employing effective, proac-
tive, and innovative methods [20].

Studies conducted in Iran have also supported the
effectiveness of virtual cultural care training in enhanc-
ing the cultural competence of undergraduate students
[22], postgraduate students [2], and nurse educators
[21]. A review study (2019) focused on fostering cultural
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Table 4 Result of covariance analysis for the two groups of control and intervention

Type Ill sum of squares df Mean square F p-value?®

Cultural awareness Intercept 40.5 1 40.5 97.01 0.001
Pretest 4.26 1 4.26 10.22 0.002
Group 3.04 1 3.04 7.28 0.009
Error 27.97 67 041

Cultural knowledge Intercept 4547 1 4547 77.01 0.001
Pretest 1.82 1 1.82 312 0.082
Group 12.64 1 12.64 2142 0.001
Error 39.55 67 0.59

Cultural skills Intercept 54.1 1 54.1 4053 0.001
Pretest 15.73 1 15.73 11.79 0.001
Group 18.07 1 18.07 13.54 0.001
Error 89.42 67 133

Cultural empowerment Intercept 4258 1 4258 108.11 0.001
Pretest 1.8 1 1.8 4.57 0.036
Group 5.46 1 546 13.88 0.001
Error 26.38 67 0.39

Total of critical cultural competence Intercept 1246 1 1246 63.05 0.001
Pretest 1.79 1 1.79 9.09 0.004
Group 6.87 1 6.87 34.78 0.001
Error 13.24 67 0.19

Note. a: Bold p-values are significant at level of <0.05

competence in nursing education through a values-based
learning approach. The review emphasized the signifi-
cance of incorporating the six core values of nursing (car-
ing, compassion, commitment, communication, courage,
and competence) into the undergraduate nursing curric-
ulum to prepare nurses for culturally competent care. The
authors suggested that exploring the underlying values
of culturally sensitive care required a revision of educa-
tional philosophies and the implementation of innovative
learning-teaching methods, both in the classroom and in
clinical environments [23].

Stone et al. (2018) evaluated the effectiveness of a one-
day workshop aimed at enhancing cultural competence
among Chinese nursing students. The workshop was
designed based on the Mezirow’s transformative learning
theory and incorporated various educational strategies.
These strategies included intensive educational lectures
and a series of self-reflection activities such as watching
videos, drawing a cultural self-portrait, and participating
in a social attitude implicit association test. The results
showed a significant increase in participants’ scores in
the components of cultural awareness, cultural knowl-
edge, cultural perception, and cultural skills within one
month and three months after the intervention. However,
there was no significant difference in cultural respect
before and after the intervention [24].

In contrast, Kula et al. (2021) conducted a study in
Israel to investigate the impact of cultural competence
training on nursing students in emergency situations. The
findings revealed that while the training increased cul-
tural knowledge, it did not significantly enhance nurses’

cultural skills and attitudes in emergency situations. Con-
sequently, the online training did not instill enough con-
fidence in participants to apply the acquired techniques
in real emergency environments. The researchers recom-
mended further studies in this field using different meth-
ods and encompassing culturally diverse contexts [25].

The differences between our study and the previ-
ously mentioned study can be attributed to several fac-
tors, including variations in the research environment,
the tools employed, the training methods utilized, the
unique working conditions in emergency departments,
the cultural diversity among emergency patients, the
acute condition of patients due to the increased work-
load of nurses, and limited time available for practicing
the educational content. Most of the aforementioned
studies focused on educational interventions for nursing
students and nurses, with the exception of those in men-
tal healthcare settings. However, there is a clear need for
more studies in this field, particularly among nurses in
mental healthcare.

Limitations and strengths

The present study had certain limitations which should
be taken into consideration when interpreting the
results. Firstly, since this study was conducted in a psy-
chiatric hospital, contamination between two groups
was unavoidable and may have affected the results.
To reduce contamination, nurses in the intervention
group were informed about its disadvantages and were
instructed not to share the training or evaluation with
other colleagues. However, differences in results between
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the two groups indicated that the intervention was still
effective even with contamination. Secondly, the results
were specific to nurses working in a psychiatric hospital
in southeastern Iran, and the evaluation of the training
program’s effectiveness relied on self-reported measures.
Moreover, due to the heavy shift work of nurses and time
and financial constraints, data collection for the evalu-
ation step was conducted over a one-month interval.
Therefore, caution should be exercised when generaliz-
ing the findings. Another limitation of the study was the
lack of data on feasibility of implementing the training
program and nurses’ satisfaction with the training pro-
gram. It is recommended to extend the duration of the
training programs to cover more topics and employ mul-
tiple methods for assessing competencies and conduct-
ing follow-up evaluations. Additionally, future studies
should provide a more comprehensive understanding of
the long-term impact of the training on competencies,
as well as explore feasibility and acceptability of training
programs, and nurses’ satisfaction with such programs in
different sociocultural conditions. It would be beneficial
for future research to focus on disseminating such novel
training more widely and overcoming organizational bar-
riers to facilitate higher levels of critical cultural compe-
tencies among healthcare providers.

Despite these limitations, the study had notable
strengths. The experiences gained from designing and
implementing the cultural care training program using
the flipped classroom method can be valuable for nurse
educators. Furthermore, the validation and translation of
the Persian version of the CCCS in this study provide a
valuable tool for evaluating critical cultural competencies
among nurses and other healthcare providers in the Ira-
nian context.

Conclusions

The study results indicated that the use of the flipped
classroom method in the cultural care training program
successfully improved the critical cultural competencies
of nurses. Considering the significance of cultural care in
meeting the needs of diverse clients in various healthcare
settings, it is essential for nurses to receive continuous
education and training. Innovative and active approaches
such as the flipped classroom can be effective in provid-
ing this necessary training. Nurse educators have the
opportunity to develop cultural care training programs
using innovative and active approaches such as the
flipped classroom for fostering critical cultural compe-
tencies among nurses and nursing students.

Implications

The study results have important practical implications
for mental healthcare providers, educators, researchers,
and administrators. Future researchers should consider
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using qualitative and innovative methods such as Online
Photovoice (OPV) [26-28], Online Interpretative Phe-
nomenological Analysis (OIPA) [29], and Community-
Based Participatory Research (CBPR) [30] to further
investigate the same topic. These approaches will help
capture the thoughts, feelings, images, and behaviors
of individuals from their own unique experiences, lead-
ing to more grounded research and the development of
more effective services. Using OPV, OIPA, and/or CBPR
allows to explore the impact of flipped classroom training
on critical cultural competencies of nurses in both physi-
cal care and psychiatric hospitals. Involving community
members such as nurses, students, and people in the
research process will provide valuable insights into vari-
ous related topics. OPYV, in particular, allows participants
to express their experiences with minimal manipulation
compared to traditional quantitative methods. Further-
more, future researchers can explore the use of OPV
in qualitative or mixed-method studies to explore the
impact of flipped classroom training on critical cultural
competencies of nurses in psychiatric hospitals. Educa-
tors and trainers can also utilize OPV for experiential
activities to enhance group and organizational synergy.
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