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Abstract
Background  Enhancing cultural competence stands as a cornerstone in the realm of clinical nursing. Consequently, 
nurses engaging with culturally diverse communities encounter significant challenges. In Ethiopia, nurses providing 
care often prioritize physical well-being, the therapeutic journey, and medical interventions, while overlooking the 
critical cultural dimensions of patient care. Therefore, this study aims to assess the level of cultural competence and 
its determining factors among nurses employed in public hospitals located in the South Wollo Zone of northeastern 
Ethiopia.

Methods  A multicenter, institution-based cross-sectional study was conducted, involving 629 nurses employed in 
public hospitals across northeastern Ethiopia. Participants were selected using a simple random sampling method. 
Data were gathered using a structured, self-administered English version of the Nurse Cultural Competence Scale 
Questionnaire (NCCSQ), and subsequently entered into Epi-data 4.6 for analysis. Statistical analysis was performed 
using SPSS version 26, employing multiple linear regression analysis to identify determining factors.

Result  The participants’ overall mean score for cultural competence was 3.198 [95% CI: 3.161, 3.234]. Specifically, 
factors such as being a female nurse (β = 0.089, CI: 0.019–0.159), having a diploma level of education (β = -0.084, 
CI: -0.101 to -0.007), having 11–20 years of work experience (β = 0.412, CI: 0.090–0.815), a 1:15 nurse-to-patient 
ratio (β = 0.081, CI: 0.010–0.162), experience with caring for culturally and ethnically diverse patients (β = 0.362, CI: 
0.248–0.476), comprehensive hospital level (β = 0.699, CI: 0.496–0.903), and attending cultural training (β = 0.002, CI: 
0.234–0.931) were predictors of the mean score for cultural competence.

Conclusion  In this study, the level of cultural competence was found to be at a moderate level and need more 
effort. Factors such as gender, years of work experience, nurse-to-patient ratio, experience in caring for culturally and 
ethnically diverse patients, hospital level, educational attainment, attendance of cultural training, and the presence 
of a feedback system for cultural competence were identified as predictors of cultural competence level. Sharing 
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Background
Cultural competence (CC) is a lifelong process that 
entails the integration of cultural awareness, cultural 
knowledge, cultural skills, and cultural sensitivity [1]. 
Furthermore, it implies that nurses consistently strive to 
enhance their ability and readiness to work effectively 
within the cultural context of their clients, whether at the 
individual, family, or community level [1, 2].

Cultural competence (CC) has garnered significant 
scholarly interest globally in recent decades, accompa-
nied by heightened commitments to address the needs 
of culturally diverse clients [1–3]. Consequently, deliver-
ing high-quality healthcare as a vital service sector heav-
ily depends on effectively navigating cultural diversity, 
encompassing differences among patients in gender, race, 
education, geographical background, language, ethnicity, 
and other pertinent factors [1–3].

Globally, an estimated twenty-eight million nurses 
deliver exceptional and profound care to an increasingly 
diverse population in 2022 [4]. Nonetheless, one of the 
primary sources of health inequalities worldwide stems 
from cultural diversity, leading to poorer patient out-
comes and diminished satisfaction with care [4, 5].

Client empowerment, perceived respect from clients, 
increased compliance with treatment regimens, and 
improved outcomes are among the benefits of cultur-
ally competent care [6]. However, a systematic scoping 
review conducted in Canada, New Zealand, Australia, 
and the United States revealed that 31% of participants 
experienced insufficient culturally competent nursing 
care [7]. Furthermore, studies conducted in the USA, 
Canada, various countries in Europe, Austria, India, and 
China have indicated a moderate level of cultural compe-
tence (CC) in nursing care, suggesting a need for further 
improvement [6, 8–12]. Similarly, studies conducted in 
Ethiopia have shown that the level of CC among nurses 
ranges from low to moderate [13–16].

Sociodemographic factors, organizational factors (such 
as lack of organizational support, participation in in-
service training, hours of continuing education related to 
cultural nursing care, nurse-to-patient ratio, frequency of 
caring for clients from culturally and ethnically diverse 
backgrounds, and the presence of a feedback system in 
health facilities), language barriers, cultural differences, 
and limitations related to healthcare providers (includ-
ing trained interpreter and translator availability, lack of 
knowledge of the patient’s culture, insufficient multicul-
tural nursing workforce, and shortages of nursing staff) 

have all been associated with the level of cultural compe-
tence [8–16].

Cultural competency was formally recognized and inte-
grated into the scope and standards of nursing practice 
by the American Nursing Association in 2016 [17]. Fur-
thermore, the American Academy of Nursing (AAN) has 
developed universally applicable guidelines for delivering 
culturally competent care, serving as a valuable resource 
for nurses across various specialties. However, despite 
these efforts, the implementation of cultural competence 
in nursing practice remains limited and calls for further 
action [18]. Over the last five years, the Ethiopian Min-
istry of Health has implemented the Compassionate, 
Respectful, and Caring initiative to promote patient-
focused care, with cultural-based care included as a sub-
component of the protocol [19, 20].

Despite the imperative for healthcare providers to be 
culturally competent in a multicultural society, there 
remains a scarcity of studies on the cultural competence 
of nurses in Ethiopia [13–16], particularly with no docu-
mented research in the study area. Moreover, in contrast 
to previous studies, the current study spans across multi-
ple hospitals and encompasses a wide geographical area, 
facilitating a more comprehensive inference. Therefore, 
this study addresses the knowledge gap regarding the 
status of CC and its associated factors among nurses in 
Northeastern Ethiopia. Consequently, healthcare manag-
ers and nurses can identify deficiencies in cultural com-
petence nursing care, prompting regional and national 
health bureaus to implement measures aimed at enhanc-
ing cultural competence among care providers and ulti-
mately ensuring the delivery of quality care.

Methods and materials
Study area, period, and design
A multi-centered hospital-based cross-sectional study 
design was implemented in the South Wollo Zone, situ-
ated in northeastern Ethiopia, spanning from November 
2023 to December 2023. This zone is an administrative 
district within the eastern Amhara region of northeastern 
Ethiopia, with Dessie serving as its capital city. Within 
this zone, there are 14 government hospitals employing 
1150 nurses, along with an additional 5 private general 
hospitals. However, despite the presence of these health-
care facilities, the public hospitals in the South Wollo 
Zone are tasked with serving a population exceeding 
10 million people. As a result, the public hospitals in the 
South Wollo Zone cater to a diverse range of individuals, 
including lowlanders, highlanders, rural dwellers, urban 
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residents, farmers, and intellectuals. Furthermore, the 
patient population comprises followers of various reli-
gious beliefs, including Muslims, Orthodox Christians, 
Protestants, and practitioners of local religions.

Study populations
All nurses employed at the public hospitals in the South 
Wollo Zone, northeastern Ethiopia, were considered 
as the source of population. However, only a randomly 
selected nurses working at selected public hospitals in the 
South Wollo Zone, northeastern Ethiopia, were included 
in the actual data and considered as study population.

Eligibility criteria
Nurses working at selected public hospitals in the South 
Wollo Zone, available during the data collection period, 
and possessing a minimum of six months of work experi-
ence were included in the study. However, nurses who fell 
ill during the data collection period were excluded from 
the study.

Sample size determinations
The sample size was determined using a formula for a 
single population mean, 

	
n =

(Zα/2)2 x(σ)2

(d)2

considering the following assumptions: a confidence 
level of 95% and a margin of error(d) was nearly 0.05 
based on the calculation of the previous study [14], the 
standard deviation ((σ = 0.61), n = 543, SE = σ/√n, 0.61/ 
√543 = 0.026177606 and σ2 = variance of the mean). There-
fore, calculated margin of error (d) → zα/2*SE = which is 
0.026177606 *1.96 = 0.0513 ≈ 0.05. Therefore, the final 
sample size was calculated as follows:

	
n =

(1.96)2 ∗ (0.61)2
(0.05)2

was 572. so, the final sample size by adding 10% (57) of 
the non-response rate was 629.

Sampling technique and procedures
Five out of the fourteen government hospitals in the 
South Wollo Zone were selected using a simple random 
method, employing a lottery technique. These hospi-
tals, namely Dessie Comprehensive Specialized Hospital 
(525 nurses), Kombolicha General Hospital (65 nurses), 
Akesta Referral Hospital (70 nurses), Empress Zewu-
ditu General Hospital (65 nurses), and Mekaneselam 
General Hospital (52 nurses), collectively house a total 
of 777 nurses. Subsequently, lists of potential study sub-
jects were distributed among these randomly selected 

hospitals using proportional allocation. Consequently, 
the number of nurses selected from each hospital was 
as follows: Dessie Comprehensive Specialized Hospital 
(425 nurses), Kombolicha General Hospital (53 nurses), 
Empress Zewuditu General Hospital (53 nurses), Akesta 
Referral Hospital (56 nurses), and Mekaneselam Gen-
eral Hospital (42 nurses). Moreover, gender and ward 
(working unit) representation were considered in addi-
tion to the client load in each hospital. After determin-
ing the sample size, a simple random sampling technique 
was utilized to choose the final study participants from 
the prepared sampling frame, which comprised the list of 
nurses employed at public hospitals in the South Wollo 
Zone. Subsequently, the initial study subject was selected 
via lottery methods, followed by selecting every 2 kth 
intervals until the required sample size was achieved in 
each hospital. The sampling frame for the study partici-
pants consisted of the human resource department list, 
which includes nurses and their respective departments. 
Instead of nurses who fell ill during data collection, the 
next available participant was selected to replace them. 
Since we had coded all participants, the selection was 
made in the same setting (hospital).

Operational definitions
The level of overall cultural competence was determined 
by categorizing it based on the mean score of the Cultural 
Competence Questionnaire for Nurses (CCQN) scale 
score across four domains and the Cultural Competence 
Assessment Scale. This scale measures the score item by 
item, with the rank indicating the highest level achieved: 
a score of 1 denotes no activity on that criterion, while 
a score of 5 indicates meeting the benchmark standard. 
The final score is obtained by summing up the items [14, 
21, 22]. Furthermore, each subscale of cultural compe-
tence—cultural awareness, cultural knowledge, cultural 
sensitivity, and cultural skill—was categorized based on 
the mean score of each subscale into four categories: 
low-level cultural competence (mean score = 1–1.80), 
low to moderate level cultural competence (mean 
score = 1.81–2.60), moderate level cultural competence 
(mean score = 2.61–3.40), and high-level cultural compe-
tence (mean score > 3.41) [13, 15, 21, 22].

Dependent variables
Level of Cultural competence.

Independent variables
Socio-demographic factors include multicultural resi-
dence, multilingualism, age, marital status, gender, and 
educational attainment of the nurses. Nurse-related 
factors encompass self-perception regarding cultural 
competence, participation in cultural diversity training, 
years of work experience, experience in caring for clients 
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from culturally and ethnically diverse backgrounds, and 
employment in various levels of healthcare settings. Fur-
thermore, organizational-related factors involve the use 
of healthcare interpreters, nurse-to-patient ratio, avail-
ability of a feedback system, and organizational support.

Data collection and procedures
The data collection tool used was the ‘Nurse Cultural 
Competence Scale Questionnaire (NCCSQ),’ adapted 
from previous studies [14, 15], comprising four sections. 
The first three sections encompass socio-demographic 
variables, nurse-related factors, and organizational-
related variables, respectively, followed by an assessment 
of cultural competence levels. Data collection was con-
ducted using a structured and self-administered English 
version questionnaire.

The NCCSQ comprises a total of 41 items, distributed 
across cultural awareness (11 items), cultural knowl-
edge (8 items), cultural sensitivity (8 items), and cultural 
skills (14 items). Each item employs a five-point Likert 
scale to gauge the participant’s response, ranging from 
‘1 = totally disagree’ to ‘5 = 100% agree.’ For data collection 
and supervision, five data collectors holding a BSc degree 
in nursing, along with two supervisors holding an MSc 
in nursing, were recruited. Additionally, internal con-
tent validity was ensured by involving five nurse experts 
from various universities across the country. The con-
tent validity ratio (CVR) and content validity index (CVI) 
were calculated, yielding values of 0.81 and 0.84, respec-
tively, affirming the instrument’s validity, as reported in 
previous studies [14, 15].

Data quality control
Two days of training were provided for both data col-
lectors and supervisors, covering topics such as confi-
dentiality, the objectives of the study, and techniques for 
administering the questionnaire. Supervisors ensured 
the completeness of the data during the data collection 
process. A pretest was conducted at Haik Primary Hos-
pital, involving 5% (31) of the sample size. In this study, 
Cronbach’s alpha coefficients for cultural awareness, cul-
tural knowledge, cultural sensitivity, and cultural skill 
were found to be 0.79, 0.91, 0.82, and 0.84, respectively. 
The reliability of the cultural competence tool was deter-
mined to be 0.83, indicating sufficient reliability.

Data analysis
The data were coded, entered, and cleaned using Epi-data 
version 4.2 and subsequently exported to SPSS Version 
26 for analysis. Descriptive statistics, including mean, 
standard deviations, and frequencies, were employed to 
characterize the study population, presented through 
both textual descriptions and tables.

Prior to conducting univariate linear regression analy-
sis, several assumptions were verified. Linearity was 
confirmed through scatter plots, demonstrating a linear 
relationship between the independent and dependent 
variables. Normality of residuals was assessed visually 
using p-p plots, indicating a normal distribution with 
residuals aligning closely to the diagonal line. Addition-
ally, Shapiro-Wilk test yielded a p-value of 0.123, further 
supporting normality. Multicollinearity was addressed by 
examining variance inflation factors (VIF), ranging from 
1 to 3.9, indicating no significant multicollinearity. Auto-
correlation was assessed using the Durbin-Watson test, 
yielding a value of 1.867, suggesting no autocorrelation. 
Homoscedasticity was evaluated through scatter plots, 
demonstrating a consistent spread of residuals. Finally, 
influential outliers were examined using Cook’s distance, 
with no values exceeding one. Following these checks, 
simple linear regression was conducted to identify poten-
tial factors for inclusion in multiple linear regression, 
with a significance level set at p < 0.25. Factors meeting 
this criterion were then included in the multiple linear 
regression analysis, with statistical significance deter-
mined at a p-value < 0.05.

Result
Socio-demographic characteristics of the participants
A total of 600 participants were enrolled in the study, 
yielding a response rate of 95.4%. Among the partici-
pants, 339 (56.5%) were female, and 217 (36.2%) were 
aged between 36 and 40 years. The mean age of the par-
ticipants was 33.09 years, with a standard deviation of 
± 5.881. Furthermore, the majority of participants, 575 
(95.6%), identified as Amhara ethnicity, followed by 318 
(53%) identifying as Orthodox in their religion. Addition-
ally, 389 participants (77.3%) held bachelor’s degrees (see 
Table 1).

Work and organizational related characteristics
A substantial portion of participants, totaling 304 
(50.7%), possessed work experience ranging from 11 
to 20 years. Furthermore, the majority, comprising 529 
(88.2%), were staff nurses. A total of 317 (52.8%) were 
multilingual, and 320 (53.3%) had previously worked 
at the comprehensive hospital level. Additionally, a sig-
nificant proportion, accounting for 537 (89.5%), had 
experience in caring for multicultural patients. Out of 
600 participants, 261 reported their hospital’s nurse-to-
patient ratio. However, the rest did not know their hospi-
tal’s nurse-to-patient ratio. Moreover, a mere 6 (1%) had 
received cultural training. Moreover, the vast majority, 
totaling 555 (92.5%) and 562 (93.7%) participants respec-
tively, reported the absence of a feedback system or orga-
nizational support for cultural competence (see Table 2).
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Level of cultural competence
The overall mean score of cultural competence among 
participants was 3.198 ± 0.456 SD [95% CI: 3.161, 3.234], 
indicating a moderate level of cultural competence. 
Among the subdomains, cultural awareness achieved the 
highest mean score of 3.61 ± 0.52 SD. Conversely, cultural 
knowledge obtained the lowest mean score, standing at 
2.83 ± 0.64 SD. The mean score for cultural sensitivity was 
3.38 ± 0.65 SD, also reflecting a moderate level of cultural 
competence. Lastly, cultural skill garnered a mean score 
of 2.97 ± 0.60 SD, similarly indicating a moderate level of 
cultural competence (Table 3).

Factors associated with the level of cultural competence
In the simple linear regression model, variables including 
gender, age, years of work experience, nurse-to-patient 
ratio, previous experience working in health institutions 
at different levels, educational level, experience in car-
ing for culturally and ethnically diverse patients, and the 
existence of a feedback system within health institutions 
were found to be associated with cultural competence 
at a p-value < 0.25. Consequently, these variables were 

selected for inclusion in the multiple linear regression 
analysis.

In multiple linear regression analysis, gender, years of 
work experience, nurse-to-patient ratio, experience in 
caring for culturally and ethnically diverse patients, level 
of health facility, educational status, and participation 
in cultural training were identified as influential factors 
affecting the level of cultural competence (Table 4).

As work experience progressed by a year, there was a 
corresponding increase of 0.412 units in the mean score 

Table 1  Socio-demographic and socio-economic characteristics 
of nurses working in public hospitals of northeastern 
Ethiopia,2024
Variables Frequency Percent Mean and 

standard 
deviation

Age of respondents 33.09 ± 5.881
21–25 years 72 12
26–30 years 160 26.7
31–35 years 129 21.5
36–40 years 217 36.2
41–60 years 22 3.7
Sex
Male 261 43.5
Female 339 56.5
Marital status
Married 347 57.8
Single 350 41.7
Divorced 3 0.5
Ethnicity
Amhara 575 95.8
Others (Oromo, Tigray, and 
Wolaita)

25 4.2

Religious status
Orthodox 318 53
Muslim 248 41.3
Protestant 34 5.7
Educational status
Diploma 21 3.5
Bachler degree 389 64.8
Master’s degree 190 31.7

Table 2  Work and organizational related characteristics of nurses 
working in public hospitals of northeastern Ethiopia, 2024
Variables Frequency Percent Mean and 

standard 
deviation

Work experience 10.46 ± 6 yrs
1–5 years 187 31.2
6–10 years 95 15.8
11–20 years 304 50.7
> 20 years 14 2.3
Being multilingual
Yes 317 52.8
No 283 47.2
Current role
Staff nurse 529 88.2
Head nurse 60 10.8
Matron nurse 8 1
Facility level
Comprehensive specialized 
Hospital

320 53.3

General Hospital 280 46.7
Previous working facility level
Comprehensive specialized 
Hospital

90 15

General Hospital 223 37.2
Primary Hospital 71 11.8
Health center 216 36
Experience of caring multicultural patient
Yes 537 89.5
No 63 10.5
Have received cultural training
Yes 6 1
No 594 99
Presence of feedback system for cultural competence
Yes 45 2.5
No 555 92.5
Presence of organiza-
tional support for cultural 
competence
Yes 38 6.3
No 562 93.7
Nurse-to-patient ratio
1:7 261 43.5
1:10 199 33.2
1:15 140 23.3
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of cultural competence (β = 0.412, CI = 0.09–0.815). Like-
wise, with each advancement in education level among 
nurses, there was a decrease in the mean score of cultural 
competence by -0.084 (β = -0.084, CI = -0.101, -0.007). 
Additionally, female nurses demonstrated an increase 
in the mean score of cultural competence by 0.089 units 
(β = 0.089, CI = 0.019–0.159) compared to their male 
counterparts. Furthermore, for each incremental increase 
in the nurse-to-patient ratio, the cultural competence 
mean score rose by 0.081 units (β = 0.081, CI = 0.010–
0.162). With each increment in the level of hospital, there 
was an increment of 0.699 units in the mean score of cul-
tural competence (β = 0.699, CI = 0.496–0.903). Further-
more, for every advancement in experience in caring for 
multicultural patients by one step, there was an increase 
of 0.362 units in the mean score of cultural competencies 
(β = 0.362, CI = 0.248–0.476). Lastly, for each additional 
session of cultural competence training received, there 
was a marginal increase of 0.002 units in the mean score 
of cultural competencies (β = 0.002, CI = 0.234–0.931).

Model fitness
The overall goodness of fit of the model was ascertained 
by ANOVA with a significant F –test equation was found 
(F) = 13.308, p- value = < 0.0010. Moreover, the model 
summary was ascertained with R square = 0.642, resulting 
64.2% of the variation in cultural competence of nurses 
was explained by independent variable in the model.

Discussion
Ethiopia, with its rich tapestry of ethnic and cultural 
diversity, presents a frequent encounter for nurses in 
public hospitals. This study provides invaluable insights 
into the cultural competence levels and associated factors 
among Ethiopian nurses in these settings. Overall, the 
participants exhibited moderate level of cultural com-
petence. Furthermore, gender, years of work experience, 
nurse-to-patient ratio, experience in caring for culturally 
and ethnically diverse patients, level of healthcare facility, 
educational attainment, participation in cultural train-
ing, and the existence of a feedback system for cultural 
competence emerged as predictors of the cultural com-
petence level.

In the current study, the mean score of cultural com-
petence was moderate level. This is comparable with 
findings from Italia [23], Austria [10], India [11], China 
[12], Taiwan [24], and Korea [25]. Furthermore, it is in 
line with findings in Assossa western Ethiopia [15], and 
Amhara region northwestern Ethiopia [14]. However, the 
current study finding is higher than studies conducted in 
Indonesia [26], South Africa [27], and southwest Ethio-
pia [13]. The differences in findings could potentially be 
attributed to variations in hospital levels, sample sizes, 
nurse and patient awareness of cultural diversity, and 
trends in patient-centered care among the studies. Addi-
tionally, experience with national policies, programs, and 

Table 3  The level of cultural competence among nurses 
working in public hospitals of northeastern Ethiopia,2024 
(n = 600)
Variables Mean item score of the 

domain
Level of 
cultural 
competenceM ± SD Range

Cultural awareness 3.61 ± 0.52 1.82–4.73 High level
Cultural knowledge 2.83 ± 0.64 1.50–4.63 Moderate level
Cultural sensitivity 3.38 ± 0.65 1.88–4.88 Moderate level
Cultural skill 2.97 ± 0.60 1.93–4.57 Moderate level
Cultural competence 3.198 ± 0.456 2.16–4.42 Moderate level

Table 4  Factors associated with the level of cultural competence among nurses working in public hospitals of northeastern 
Ethiopia,2024 (n = 600)
Variables Unstan-

dardized β
Standard-
ized β

t p-value 95% CI VIF
Lower 
bound

Upper 
bound

Age − 0.005 − 0.069 − 0.049 0.683 − 0.031 0.020 2.148
Work experience 0.412 0.205 2.008 0.045 0.09 0.815 1.546
Sex(females) 0.089 0.097 2.487 0.013 0.019 0.159 1.158
Educational status − 0.084 − 0.109 -2.237 0.026 − 0.101 − 0.007 1.844
Being multilingual − 0.009 − 0.010 − 0.236 0.814 − 0.085 0.066 1.363
Current role 0.027 0.023 0.609 0.543 − 0.080 0.115 1.136
Current facility level (comprehensive hospital) 0.699 0.765 6.750 0.000 0.496 0.903 1.985
Experiencing of caring multicultural patient 0.362 0.253 6.253 0.000 0.248 0.476 1.276
Have taken cultural training 0.002 0.723 5.268 0.000 0.234 0.931 1.559
Presence of feedback system for cultural competence − 0.082 − 0.047 -1.193 0.234 0.053 0.822 1.217
Presence of \organization support for cultural competence 0.126 0.067 1.614 0.107 − 0.027 0.279 1.339
Nurse-to-patient ratio 0.081 0.141 1.974 0.049 0.010 0.162 3.920
Bold text in the unstandardized B and 95% CI represent the associated facors and in p-value indicates stastistically significant factors
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proclamations concerning patient rights and medicolegal 
issues, as well as measures taken, may also have contrib-
uted to these differences. Similarly, the findings of this 
study are lower than those reported in studies conducted 
in Canada [6] and Taiwan [28]. This variance could 
potentially be attributed to differences in sample size, 
nurse and patient awareness of cultural diversity, clinical 
settings, trends in patient-centered care, and experience 
with national policies, programs, and proclamations con-
cerning patient rights and medicolegal issues.

In this study, the cultural competence subscale with the 
highest score was cultural awareness, a trend consistent 
with findings from the USA [8], Austria [10], Taiwan [24, 
28], Indonesia [26], and Assossa in western Ethiopia [15]. 
However, cultural knowledge emerged as the subscale 
with the lowest score, mirroring a study conducted in 
Taiwan [24]. One possible explanation could be that par-
ticipants lacked sufficient training in health-related cul-
tural knowledge and cultural care nursing practices.

The current study unveiled that with each additional 
female nurse, there was an increment of 0.097 units in 
the mean score of cultural competence. This finding 
aligns with results reported in Europe [9]. One plausible 
explanation could be attributed to the experience female 
nurses gain in caring for various age groups within their 
families, ranging from infants to elderly individuals. This 
diverse caregiving background may contribute to their 
development as culturally competent care providers 
within healthcare facilities [6, 8, 9]. Moreover, females 
tend to be relatively more patient by nature, which may 
enable them to be more aware of and apply cultural com-
petence skills more effectively than males. This suggests 
that appointing female nurses as mentors for cultural 
competence in nursing care settings enhances overall 
cultural competence. Consequently, this improvement 
can positively impact patient satisfaction and the quality 
of care delivered.

Furthermore, with each incremental increase in the 
nurse-to-patient ratio, there was a corresponding rise of 
0.141 units in the cultural competence mean score. This 
trend is consistent with findings observed in Assossa, 
western Ethiopia [15]. One potential explanation for this 
association is that as the nurse-patient ratio increases, 
nurses are exposed more frequently to providing care for 
culturally diverse patients. Consequently, over time, they 
may integrate cultural knowledge and skills with height-
ened awareness, curiosity, and sensitivity towards their 
patients’ cultural beliefs.

Similarly, as the nurses’ level of education decreased 
by one level, the mean score of cultural competence 
decreased by 0.109 units. This finding is consistent with 
studies conducted in China [12], Italy [23], Austria [10], 
Saudi Arabia [29], and Ethiopia [15]. One possible expla-
nation for this trend could be that nurses with a master’s 

level of education are more likely to have received train-
ing in transcultural nursing care as part of the foun-
dational curriculum in their post-graduate programs. 
Additionally, they may be more inclined towards pur-
suing advanced training and engaging in self-directed 
learning compared to nurses with diplomas or under-
graduate degrees [15]. This suggests that cultural com-
petence training should be integrated into diploma and 
undergraduate level nursing curricula, and also provided 
as part of in-service training before nurses enter the 
workforce.

As work experience increases by a year, the mean score 
of cultural competence also increases by 0.205 units. This 
finding aligns with results from a study conducted in 
China [12]. One possible explanation for this trend could 
be attributed to the accumulation of knowledge about 
different cultures through exposure to various media 
sources and frequent residence in or visits to culturally 
diverse locations. Moreover, with more years of work 
experience, nurses are increasingly exposed to culturally 
diverse patients, their families, and fellow staff members. 
This exposure enhances their ability to provide culturally 
competent care. This suggests that pairing more experi-
enced nurses with junior colleagues in clinical settings 
can facilitate the sharing of knowledge and experience. 
Through mentorship and coaching, experienced nurses 
can help junior staff members develop their skills and 
competencies. Ultimately, this collaborative approach 
can contribute to improvements in patient satisfaction 
and the overall quality of care delivered.

Those who worked at the comprehensive specialized 
hospital level exhibited a 0.765-unit increase in the mean 
score of cultural competencies compared to those work-
ing at the general hospital level. This finding aligns with 
a study conducted in India [11]. This could be attributed 
to several factors unique to higher-level hospitals, such as 
comprehensive specialized hospitals. These institutions 
typically offer a wider range of specialty services, attract 
culturally diverse and multilingual patients referred from 
lower-level hospitals, employ staff members from diverse 
cultural backgrounds, and are often located in urban 
areas with diverse populations. Consequently, nurses 
working in such settings are likely to experience greater 
cultural exposure, leading to increased cultural aware-
ness, knowledge, sensitivity, and skills.

As the experience of caring for multicultural patients 
increases, the mean score of cultural competencies also 
increases by 0.141 unit compared to their counterparts. 
This trend is consistent with studies conducted in Aus-
tria [10], India [11], China [12], Taiwan [24], Saudi Ara-
bia [29], and Ethiopia [15]. This could be attributed to 
the fact that the more frequently nurses provide care to 
patients from diverse cultural backgrounds, the more 
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knowledgeable and sensitive they become to culturally 
competent care practices.

Those who had received cultural competence training 
showed a significant increase of 0.723 units in their mean 
score of cultural competencies compared to their coun-
terparts. This finding is consistent with studies conducted 
in Austria [10], India [11], China [12], Taiwan [24], Saudi 
Arabia [29], and Ethiopia [16]. One possible explana-
tion for this association is that the more training nurses 
receive in cultural competence, the more frequently they 
practice culturally competent behaviors. This highlights 
the importance of providing cultural competence train-
ing not only as part of on-the-job training but also prior 
to joining the healthcare industry (through in-service 
training) and incorporating it into nursing education 
curricula.

Strengths and limitations of the study
This study utilized a standardized tool and included the 
maximum possible sample size to draw meaningful infer-
ences. However, it’s important to note that the data were 
collected through self-administered questionnaire, which 
may introduce respondent bias. Additionally, because 
of the cross-sectional study design, we cannot establish 
a cause-and-effect relationship. Additionally, this study 
solely reported quantitative results, while exploring the 
facilitators and barriers of cultural competence would 
benefit from qualitative inquiry.

Conclusions and recommendations
In this study, the level of cultural competence among 
nurses in the study area was found to be at a moderate 
level. Furthermore, factors such as gender, years of work 
experience, nurse-to-patient ratio, experience in caring 
for culturally and ethnically diverse patients, level of hos-
pital, educational attainment, and participation in cul-
tural training were identified as influencing the level of 
cultural competence.

For the zonal health unit, it is imperative to priori-
tize and enhance the cultural competence levels among 
lower-level hospitals (general and primary hospitals). 
This can be achieved by implementing targeted cultural 
training programs and fostering organizational support 
to ensure effective integration of cultural competence 
practices into patient care. Similarly, for local hospitals 
and nurse managers, it is essential to prioritize cultural 
training for nurses. Additionally, they should encourage 
the assignment of nurses based on their work experi-
ence, gender, and nurse-patient ratio to optimize cultural 
competence in patient care. Nurses, particularly female 
and more experienced ones, should take on mentorship 
roles to coach junior and male nurses on cultural com-
petence skills and awareness through peer education ini-
tiatives. Moreover, higher education institutions offering 

undergraduate and postgraduate nursing programs need 
to allocate adequate time and resources to incorporate 
cultural theories and provide pre-service cultural com-
petence training for aspiring nurses. Therefore, future 
researchers should consider employing mixed-methods 
studies to gain a more comprehensive understanding of 
cultural competence in nursing.

Implication for nursing practice
The regional health bureau and comprehensive hospi-
tals need to include cultural competence care training 
sessions in their continuous professional development 
(CPD) programs. Additionally, higher education institu-
tions should provide intensive in-service training and 
incorporate cultural competence into the nursing curric-
ulum. The Ministry of Health should prepare guidelines 
on cultural competence for care providers, including 
nurses, and consider its implementation as an indicator 
of quality of care.
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