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Abstract
Diversifying the health professional workforce and enhancing cultural competence are
recommended for decreasing health disparities. We tested a structural equation model of the
predictors of culturally competent behaviors in a mailed survey of three groups of
underrepresented nurse practitioners (n = 474). Our model had good fit and accounted for 29% of
the variance in culturally competent behaviors. Life experiences with diversity had direct effects
on awareness/sensitivity and behaviors, and diversity training had a direct effect on behaviors.
Cultural awareness/sensitivity mediated the relationship between life experiences with diversity
and culturally competent behaviors; all paths remained after controlling for covariates. For unique
experiences that contribute to work-place diversity, life experiences with diversity, and diversity
training are important for culturally competent behaviors.
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Enhancing cultural competence and expanding diversity among health professionals have
been cited as two key strategies in the quest to decrease health disparities for persons of
color and ethnic/cultural minorities (Fortier & Bishop, 2004; National Center for Cultural
Competence, 2009; Smedley, Stith Butler, & Bristow, 2004). Providers, like the patients
they care for, are diverse in their world views, their attitudes toward growing diversity in
U.S. demographics, and their personal life experiences with diverse communities (Ahmann,
2002). Yet little is known about cultural competence knowledge, attitudes, and behaviors of
underrepresented health care providers. The majority of U.S. nurse practitioners (NPs) are
non-Hispanic White females, and in most studies of cultural competence non-Hispanic
White participants are overrepresented. Research is needed to determine how workplace
diversity translates into cultural competence among diverse groups; however, the limited
number of NPs of color and male NPs has made access to these groups a sampling challenge
(Goolsby, 2005; Smedley et al., 2004). The purpose of this study was to examine a model of
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culturally competent care in three underrepresented NP groups: Asian American men and
women, African American/Black men and women, and non-Hispanic White men.

THREE-DIMENSIONAL PUZZLE MODEL OF CULTURALLY CONGRUENT
CARE

A theoretical model of cultural competence and culturally congruent care (Schim,
Doorenbos, Benkert, & Miller, 2007) informed the current study. The model uses the
analogy of a three-dimensional jigsaw puzzle in which cultural competence elements come
together at both the provider and patient levels. The provider level includes four
components: (a) cultural diversity, (b) cultural awareness, (c) cultural sensitivity, and (d)
culturally competent behaviors (CCBs). Cultural diversity is defined broadly and includes
features of race/ethnicity, sexual orientation, socioeconomic status, physical and mental
impairment (including HIV status), education, and terminal illness. Cultural awareness is a
knowledge or cognitive construct. Knowledge of a culture or cultural group and the
cognitive ability to explore cultural nuances are necessary to appreciate the profound effects
culture has on healthcare. Cultural sensitivity is an affective or attitudinal construct. A
clinician’s attitudes and receptivity to exploring the multiple dimensions of culture in both
self and others are essential. Cultural competence is a behavioral construct. CCBs consist of
actions taken in response to the exposure to cultural diversity, the comprehension of cultural
awareness, and the attitudinal shifts in cultural sensitivity. Putting experience, knowledge,
and attitude to work in patient encounters demonstrating CCBs is the desired outcome of
professional education and development.

CULTURAL DIVERSITY EXPERIENCES AND CULTURAL COMPETENCE
Theoretically greater breadth of experience with diverse patients in the work setting should
be associated with greater competence scores; however, research indicates that work
experience/exposure alone does not consistently lead to enhanced cultural competence
(Benkert, Pohl, & Coleman-Burns, 2004; Cooper Brathwaite, 2006; Smith-Campbell, 2005).
In fact, Cooper Brathwaite (2006) found that years of work experience negatively correlated
with cultural knowledge and competence. Schim et al. (2006) argued that simple measures
of work experience with diversity may be insufficient to capture the full range of
experiences and have recommended expanding measures to include life experiences and
additional cultural categories (e.g., gay/transgender).

Life experiences with diverse groups have been found to enhance cultural competence.
Although researchers have found that health professionals report feeling more
knowledgeable about specific groups they have encountered in their work settings and more
confident in their interactions (Hagman, 2006; Joseph, 2004; Kardong-Edgren et al., 2005;
Sargent, Sedlak, & Martsolf, 2005), few researchers have described the distinct impact of
one’s personal life experiences. What is known is that a lack of experiences with diversity
can lead to a discrete and narrowly-defined understanding of and discomfort with cultural
differences (Benkert et al., 2004; Ciesielka, Schumacher, Conway, & Penrose, 2005; Reeves
& Fogg, 2006). A “total immersion” experience (or a concentrated life experience with
diverse groups) can maximize cultural competence through a shift in attitudes and
knowledge (Beach et al., 2005; Godkin & Savageau, 2001; Sargent et al., 2005), yet these
interventions are time- and resource-intensive and difficult to justify beyond research or
educational opportunities (Beach et al., 2005).
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CULTURAL AWARENESS AND CULTURAL COMPETENCE
Evaluations of the effect of diversity training on knowledge (cultural awareness) of cultural
groups have dominated the cultural competence literature (Beach et al., 2005; Cooper
Brathwaite, 2006; Kardong-Edgren et al., 2005). Using the Cultural Competence
Assessment (CCA), researchers (Doorenbos, Schim, Benkert, & Borse, 2005; Schim,
Doorenbos, & Borse, 2005; Schim, Doorenbos, & Borse, 2006) have found that cultural
awareness training enhanced cultural competence (awareness, sensitivity, and behaviors)
among a variety of health professionals. From a set of independent variables, only prior
diversity training was significantly associated with CCB (p = .011). The findings, however,
have not been tested in a model beyond a single regression path (Schim et al., 2005).

CULTURAL SENSITIVITY AND CULTURAL COMPETENCE
Cultural sensitivity involves the recognition of personal attitudes, values, beliefs, and
practices. Educational attainment, self-identified race/ethnicity, and diversity training
explain a portion (11%) of the variance in cultural sensitivity (Schim et al., 2005; see also
Schim et al., 2006). Yet, to date, researchers have not tested the assumption that cultural
awareness and sensitivity mediate the path between training and behaviors. More work is
needed to identify the paths to CCBs and ultimately to culturally congruent care.

For years, nursing writers have assumed that advocating a primary ethics of care orientation
is synonymous with being patient centered and culturally competent (Black, 2005). Yet,
nursing researchers have used simple measures of cultural attitudes as proxies for ethical
beliefs, ignoring the totality of the person’s moral positions. An increasingly popular
alternative to the ethics of care orientation is social justice. Social justice is a complex
construct incorporating a communitarian philosophy focusing on community investment in
health, equitable distribution of health care, and community-derived rationing models
(Drevdahl, Kneipp, Canales, & Dorcy, 2001; Giddings, 2005; Reimer Kirkham, Van
Hofwegen, & Hoe Harwood, 2005). One aspect of social justice is distributive justice, which
denotes fair distribution of resources and burdens. No studies were found that evaluated the
impact of distributive justice (or the broader concept of social justice) on cultural
competence. Still, Schim, Benkert, Bell, Walker, and Danford (2007) suggested that social
justice be considered a fifth meta-paradigm for nursing science. Recognizing this shifting
paradigm, we sought to extend the current literature by separating cultural sensitivity from
other ethical orientations (i.e., distributive justice).

SOCIAL DESIRABILITY ASSESSMENTS AND CULTURAL COMPETENCE
Self-report measurements of cultural competence may be influenced by social desirability (a
desire to look good to others; Constantine & Ladany, 2000). Researchers have begun to use
social desirability assessments to control for this variable in studies of cultural competence
among multicultural counseling professionals and graduate students in training (Constantine
& Ladany, 2000; Spanierman, Poteat, Wang, & Oh, 2008). We found no studies of NPs
using social desirability as a confounder of self-reported cultural competence. Yet, as with
most studies of nurses, participants in research of counseling professionals are
predominantly non-Hispanic White females (Constantine & Ladany, 2000). One study using
a small sample (n = 55) of practicing counselors and intern graduate students who were
predominately non-Hispanic White females found that social desirability was positively
correlated with one aspect of CCBs, relationship skills, but not with cultural competence in
knowledge (or awareness) (Worthington, Mobley, Franks, & Tan, 2000). Female gender
alone has been correlated with social desirability (Spanierman et al., 2008; Worthington et
al., 2000), but few researchers have explored these correlations in any depth even among
larger samples of non-Hispanic White participants (Spanierman et al., 2008; n = 311).
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DEMOGRAPHICS AND CULTURAL COMPETENCE
Demographic assessments are obtained in studies of cultural competence, yet correlations
between variables identified in these studies are inconsistent. Higher education among
nurses has been positively associated with cultural competence (Cooper Brathwaite, 2006;
Sargent et al., 2005); however, in one study higher education was associated with lower
cultural self-efficacy (Hagman, 2006). Using the Schim-Doorenbos Cultural Competence
Assessment (SD, CCA), researchers (Doorenbos & Schim, 2004; Schim et al., 2005, 2006)
found higher education was associated with cultural competence knowledge, sensitivity, and
behaviors; it is important to note that over 70% of their respondents had less than the
master’s degree preparation characteristic of NPs. The studies primarily included certificate
trained (i.e., nursing assistants), diploma, and associate and baccalaureate degree nurses.

Even less consistent is the association between cultural competence and gender and/or
racial/ethnic background of NPs. Women rated their cultural competence sensitivity higher
than men (Hagman, 2006; Joseph, 2004; Spanierman et al., 2008), but cultural competence
knowledge levels were not associated with a particular gender. Still, few researchers
studying cultural competence have included male providers or providers of color. In four
studies of nurses with sample sizes sufficient to accept generalizability of the results
(Hagman, 2006; Joseph, 2004; Schim et al., 2005, 2006); only two found an association
between race/ethnicity and cultural competence (Hagman, 2006; Joseph, 2004).

Sexual orientation and income of NPs are rarely assessed despite the role these variables
may play in cultural competence. We found no studies assessing these variables as
predictors of cultural competence knowledge, sensitivity, or behaviors. There has been
limited attention to sexual orientation in cultural competence training and education (Braye,
Preston-Shoot, & Thorpe, 2007), which may explain why discomfort in caring for gay/
lesbian and transgender individuals continues (Benkert, Tanner, Guthrie, Oakley, & Pohl,
2005).

In summary, research on cultural competence among NPs is in its infancy. Little is known
about the precursors, beyond formal diversity training, required to actualize CCBs in NPs.
No researcher has tested a model of predictors for CCBs. Researchers have yet to test the
model beyond single regression path assessments, perhaps because they studied small,
relatively homogenous samples. Using the theoretical and empirical literature as a guide, the
authors of the present study constructed a model to predict CCBs (Fig. 1). The model tests
the following hypotheses in a unique sample of underrepresented NPs:

1. Diversity training, social justice beliefs, and life experiences with diversity will
have a positive effect on cultural awareness/sensitivity and CCBs.

2. Cultural awareness/sensitivity will mediate the positive effects of diversity training,
social justice beliefs, and life experiences with diversity on CCBs.

3. These effects will hold up when controlling for social desirability, education, and
the other covariates of sexual orientation, income, and age.

METHOD
Design

In this cross-sectional descriptive study, we analyzed survey data using structural equation
modeling techniques (SEM). SEM was chosen because it can provide evidence of causality
with cross-sectional data and it is an alternative to experimentation for examining
hypothesized models (Byrne, 2001).
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Procedures
The principal investigator and two research assistants mailed a questionnaire booklet, an
information letter, and a pre-stamped return envelope to pre-identified American Academy
of Nurse Practitioner (AANP) members; non-respondents were sent one reminder post card.
The members were also sent lapel stickers as an incentive, and the first 100 respondents
were entered into a drawing to receive a gift certificate equivalent to an early conference fee.
Data were collected between September 2005 to March 2006.

Sample
After receiving human subjects’ approval, the PI worked with the Director of Research at
the AANP to develop a plan that would accomplish the study purpose of sampling for
underrepresented groups and accommodate a budgetary limit of 3,000 participants. Briefly,
the staff at AANP first identified from the total AANP membership (n = ~20,000) all
members who did not self-identify as non-Hispanic White, which yielded 1,805 members
who were from racial or ethnic minority groups. To achieve a total sample of 3,000
participants, 1,195 additional participants were needed; thus the AANP staff randomly
selected from self-identified non-Hispanic White males a geographically stratified sample
until 1,195 members were identified. Figure 2 provides a visual representation of the
sampling strategy. The racial/ethnic minority members and the stratified random sample of
non-Hispanic White male members who received the initial mailing totaled 2,840 (160
mailed packets were returned due to incorrect addresses). The response rate was just over
20%, with 575 participants responding to the mailing. Several respondents were removed
prior to the final analysis: 24 because they were missing all three critical self-identification
data points (race/ethnicity, gender, and sexual orientation), 40 because their racial or ethnic
group size was insufficient for multi-group SEM analyses, and 37 because they self-
identified as non-Hispanic White females. The final sample was 474 respondents from three
underrepresented NP groups: non-Hispanic White men (n = 270), Asian American men and
women (n = 90), and African American/Black men and women (n = 114). The final sample
retained both men and women of Asian American and African American/Black descent
because the subgroups would have been too small for the Multi-group SEM analyses. Mean
age of respondents was 46.52 (range 26–74) years, and the majority (n = 459; 96.8%) had at
least a master’s degree education. Demographics of the sample are presented in Table 1.

Instruments
A booklet containing five questionnaires with 182 items included the following instruments:
(a) Schim–Doorenbos Cultural Competence Assessment (S-D, CCA), (b) Rationing Health
Care Resources Scale-Revised (RHCR-R), (c) Demographics/Diversity Training questions,
(d) Life Experience Scale (LES), and (e) Marlowe-Crowne Social Desirability Scale-Form C
(MCSDS-Form C). The set of instruments was pilot tested by 10 NPs, who found the entire
set took 20–30 minutes to complete.

Schim–Doorenbos cultural competence assessment—The S-D, CCA instrument
is designed to measure cultural awareness and sensitivity and CCBs. The Cultural
Awareness and Sensitivity Subscale (CASS) measures cultural awareness (knowledge) and
sensitivity with 12 items on a 7-point Likert-type scale (7 = strongly agree; 1 = strongly
disagree). Two examples from the CASS include an awareness question and a sensitivity
question: “I seek information on cultural needs when I identify new people in my work or
school” and “I ask people to tell me about their own explanations of health & illness.” The
CCB subscale of the S-D, CCA measures CCBs with 13 items on a 7-point Likert-type scale
(7 = always; 1 = never). An example item from the CCB scale is: “I find ways to adapt my
services to individual and group cultural preferences.” S-D, CCA internal consistency
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reliability has been reported at over .89, and αs for the CASS and CCB subscales have been
reported from .72–.76 and .88–.93, respectively (Schim et al., 2005, 2006). Construct and
content validity and test-retest reliability for the full S-D, CCA have been established
(Doorenbos et al., 2005; Schim, Doorenbos, Miller, & Benkert, 2003). For the current
sample, the Cronbach’s αs for the S-D, CCA; CASS; and CCB were .88, .64, and .92,
respectively.

Rationing health care resources scale—Although several instruments have been
developed to measure ethical constructs both within and outside the discipline of nursing, no
measure of social justice could be found. Foster and McLellan (1997) developed the RHCR
to measure health care equity (i.e., fair distribution of the benefits, risks, and costs of health
care resources) on a social justice continuum from libertarian (individual centric approach)
to communitarian (population equality approach). The RHCR is theoretically based on the
work of Leonard Fleck, professor of philosophy and ethics at Michigan State University,
who is known for his work on distributive justice issues in health care. Respondents indicate
the strength of their convictions regarding 18 items on a 4-point Likert-type scale (1 =
strongly disagree; 4 = strongly agree). Permission was gained to use the questions on the
RHCR as the basis for an instrument to measure health care equity, one aspect of social
justice orientation in nurses. An example item from the scale states: “No one has a moral
claim to preventive health care benefits, especially when there are more urgent unmet health
needs in the society.” Due to a lack of psychometric testing for the RHCR, the authors
conducted exploratory factor analyses and reliability testing on 551 participants from this
study in a separate analysis (Bell & Benkert, n.d.). The results indicated a three-factor
solution for the RHCR-R: Factor I: social justice and rights to care based on age, quality of
life, and potential benefit of the care; Factor II: social justice and the nurse’s duty to the
individual patient versus duty to the population; and Factor III: social justice and individual
right to unlimited or futile care. After the exploratory factor analysis, the scale was
statistically pared down to 9 items. (Deleted items did not load at .35 or greater; two
examples were: “All rationing policy decisions ought to be a product of a public, visible
decision-making process”, and “A reasonable moral criterion for assessing the relative
priority of competing health needs would be the degree to which a specific intervention
protects or restores equality of access to care.”) The 9 items remaining were both
statistically and theoretically congruent. Retained items (one example from each of the three
factors) included: “Nurses are morally obligated to do everything possible for their patients
even if their patients have no just claim on the resources or other patients have a stronger
claim to the same resources,” “It is morally reasonable to give greater priority to health
interventions that delay death or restore health/functioning for the younger members of
society,” and “No one has an unlimited right to health care.” Cronbach’s α for the shortened
RHCR-R (9 items) in this study was an acceptable .73. Cronbach’s α was .68 for Factor I, .
72 for Factor II, and .55 for Factor III. The shortened RHCR-R with all 9 items was used in
this study.

Life experiences scale—The LES is measured with 13 items on a 4-point Likert-type
scale (4 = a lot; 1 = none) and is an expanded version of the diversity exposure item used by
Schim et al. (2005, 2006). The current study added categories of life exposure beyond the
traditional racial and ethnic groups (e.g., Asian American). The questionnaire, for example,
asks about life exposure to homeless individuals and mentally impaired individuals. The
LES stem is the following question: “How much life experience have you had socializing
with the following cultural groups?” The LES measures the respondents’ personal life
experiences with diverse cultural groups (e.g., Native American, gay/transgender, mentally
impaired). Summing items from the LES yields the overall score. Higher scores indicate
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higher levels of life experiences. Internal consistency reliability for the LES was .84 in this
study. The total score mean for the LES was 36 (SD = 6.4, range 19–51).

Demographics/diversity training—Demographic questions included self-identified age,
gender, education, income, faith tradition, sexual orientation (straight/heterosexual; gay/
lesbian/homosexual; transgendered; other) and ethnicity/race. Two questions about
employment were asked: the number of hours per week worked as an NP and the setting in
which they practiced. Prior diversity training was assessed using a dichotomous yes/no item
and a set of questions asking for a description of the type of training.

Marlowe–Crowne social desirability scale—Form C—The MCSDS-Form C
(Reynolds, 1982) is a 13-item self-report instrument that assesses a type of social
desirability (i.e., need for approval) using dichotomous (true/false) forced choice responses.
Scores range from 0 to 13; higher scores represent greater need for approval. Evidence of
construct validity for the MCSDS-Form C has been reported (Fischer & Fick, 1993; Loo &
Thorpe, 2000), and internal consistency coefficients have ranged from .62 to .89. For the
current sample, Cronbach’s α was .74.

Data Analysis
Frequencies and correlation matrices were calculated as preliminary analyses to determine
whether there might be hypothesized interdependencies in the data. A median substitution
process was used for missing education data (n = 2, .4%). We used multigroup structural
equation modeling (MG-SEM) to test the hypothesized model (Fig. 1) and determine the
consistency of paths across the three NP groups: African American/Black men and women,
Asian American men and women and non-Hispanic White men (Jöreskog, 1971; Kline,
1998; Sörbom, 1974). Each latent construct shown in the figure was specified with a single
indicator and with the variance of the error term fixed as suggested by Hayduk (1987, p.
118–122). The error term was determined by multiplying the variance in the indicator by 1
minus the reliability (see Table 2 for indicator reliability). All exogenous variables were
allowed to freely correlate. The model was recursive, containing no reciprocal causation or
feedback loops (Arbuckle & Wothke, 1999).

The initial model included each of the potential covariates (sexual orientation, income, and
age) in addition to the pathways shown. Education, although often considered a covariate,
was treated as a latent construct as opposed to a covariate because most studies of cultural
competence and education have found them to be correlated, whereas the relationships of
other covariates (e.g., age) to dependent variables are less clear. The structure paths were
unconstrained so different path coefficients could be estimated in each of the groups
simultaneously. The covariate pathways (sexual orientation, income, and age) were initially
constrained to 0 in each group. This allowed for the possibility of a different structural
model in each group and for potential covariates to contribute to model misfit.

The primary analysis was carried out on the variance covariance matrix and using maximum
likelihood (ML) estimation (AMOS 18). Modification indices (Lagrange multipliers) were
used to empirically identify potentially important paths not specified in the a priori model.
Because ML assumes multivariate normality among endogenous variables, bootstrapping
was used to estimate statistical significance of path coefficients in addition to the standard
ML asymptotic statistics. The bootstrap procedure estimates variability in parameter
estimates from the data itself by resampling with replacement (Bollen & Stine, 1990; Efron
& Tibshirani, 1993). Standard errors thus derived do not depend on multivariate normality
as ML estimates do. Overall model fit was evaluated using the comparative fit index (CFI),
root mean square error of approximation (RMSEA), and analysis of standardized residuals.
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The CFI is a measure of relative fit ranging from 0 for the worst fitting model possible to 1
for a model with perfect fit. Models with CFI of .90 or larger are considered to have a good
fit to the data; however, recently simulation researchers recommended a higher value of .95
(Hu & Bentler, 1999), as used in the current study. The RMSEA fit statistic ranges from 0 to
infinity with a value of 0 indicating exact fit. Small values of .08 or less indicate acceptable
fit and values of .05 or less indicate good fit. The chi-square statistic for the model and other
details of the analysis strategy are reported with the results, including degrees and freedom
and probability value.

RESULTS
The three groups of underrepresented NPs had had a variety of diversity experiences in both
their work and personal lives (see Table 1). The majority of NPs had work experiences with
every major racial and ethnic group in the U.S. with over 90% reporting exposure to the top
four racial/ethnic groups (non-Hispanic White, African American/Black, Hispanic/Latino,
and Asian American). The majority also reported significant work exposure to socially and
economically diverse groups. The majority of NPs reported that they had completed some
form of cultural diversity training (n = 411, 86.7%). The most frequent sources of training
were their nursing education (n = 162, 29%) and employer sponsored offerings (n = 113,
21%).

Personal life experiences with diversity were more limited. As expected, most respondents
(93%) reported “a lot” of life experiences with the U.S. majority culture (non-Hispanic
White). Significantly fewer had “a lot” of life experience with other racial/ethnic, social, or
economically disadvantaged groups. The greatest amount of life experiences with diverse
populations were with African American/Black racial groups (62.7%) and low income
individuals (50.2%), followed by Asian American ethnic groups (30.4%).

Table 2 shows the correlation matrix for the variables used in the model testing and reports
the means, standard deviations, and intra-class correlations for the primary variables.
Education, sexual orientation (gay/lesbian; transgender; other), and life experiences with
diversity were all significantly and positively correlated with cultural awareness/sensitivity.
Age, education, life experiences with diversity, diversity training, and social desirability
were all significantly and positively correlated with CCBs.

Since social justice beliefs were not correlated with the major outcome variable (CCBs), we
conducted a bivariate analysis between each of the RHCR-R factors and the SD, CCA, CAS
and CCB (data not in Table 2). Factor I scores were negatively correlated with the CAS and
CCB scales (p < .01); however, Factor I scores were not significantly correlated with the
total scale (S-D, CCA), although the direction was negative. Factor II and Factor III scores
were negatively correlated with the CCB scale (p < .01); no other significant correlations
were found.

Model Testing
A MG-SEM was specified to test the pathways shown in Figure 1 and determine their
consistency across the three NP groups (African American/Black men and women, Asian
American men and women, non-Hispanic White males). The model fit was good (χ2 =
26.33, df = 18, p = .09, CFI = .96, RMSEA = .03; Hu & Bentler, 1999), indicating that the
general form was adequate. The hypothesis of identical path coefficients in all three groups
of underrepresented NPs was tested by comparing the chi-square difference between a
model with all structural paths freely estimated and a model in which all structural paths
were fixed equal across groups. The model with freely estimated paths will always fit better
because best fitting path coefficients are determined for each path in each group, but we
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wondered if an increase in misfit due to constraining the pathways would be larger than
could be expected by chance alone. Constraining the pathways to be equal across groups did
not result in a significant decrease in model fit (chi-square difference of 28.48, df = 22, was
not significant, p > .05). Therefore the same model with the same path coefficients was
accepted as adequate for all three groups.

Model reduction was accomplished by assessing the path coefficients and systematically
deleting paths with the smallest critical ratio (indicating non-significance) that could
justifiably be removed (based on theory). Additionally, modification indices were examined
to see if paths not originally in the model would improve the model fit (Arbuckle & Wothke,
1999; Kline, 1998). Five variables and two regression paths were withdrawn from the
model. Sexual orientation, income, and age were omitted because modification indices did
not justify removing the zero restriction; education and social justice were omitted because
the paths associated with these variables did not meet the critical ratios. The relationships
between social desirability and cultural awareness/sensitivity and between diversity training
and cultural awareness/sensitivity did not reach the significance level; both paths were
dropped from the model. The fit of this model was excellent (χ2 = 12.07, df = 19, p = .64,
CFI = 1.0, RMSEA < .01). The standardized path coefficients differed slightly across the
groups. To obtain the final model statistics, a single group model was estimated. This model
also fit the data well (χ2 = .263, df = 3, p = .97, CFI = 1.0, RMSEA < .01). Figure 3 shows
the path structure of the final model and the standardized path coefficients; all coefficients in
the model are significant (p < .05). The model accounted for 29% of the variance in CCBs
but only 4% of the variance in cultural awareness/sensitivity. As expected, cultural
awareness/sensitivity partially mediated the effect of life experiences with diversity on
CCBs (indirect path = .19 * .23, p < .01). After controlling for social desirability, each of the
other structural variables was significantly related to CCBs. The only predictor of cultural
awareness was life experience with diversity.

As a final step in assessment of model fit, we examined standardized residuals and
computed bootstrapped estimates of path coefficients. Standardized residuals were all less
than .5 in absolute value. Bootstrapped estimates of bias in path estimates were also very
small (p < .005).

The study examined whether life experiences with diversity, diversity training, cultural
awareness/sensitivity, social justice beliefs, social desirability, and selected demographic
variables predicted CCBs among three groups of NPs typically underrepresented in the
United States. Age, education, life experiences with diversity, diversity training, social
desirability, and cultural awareness/sensitivity were positively correlated with CCBs in
bivariate analyses. In addition, education, non-heterosexual orientation, and life experiences
with diversity were all significantly correlated with cultural awareness/sensitivity. Our three
hypotheses were partially supported, and the final model had good fit for all three
underrepresented groups of NPs.

Our first hypothesis that diversity training, social justice beliefs, and life experiences with
diversity would have positive effects on cultural awareness/sensitivity and CCBs was
partially supported. Life experiences with diversity had direct effects on cultural awareness/
sensitivity and CCBs, and diversity training had a direct effect on CCBs but did not directly
affect cultural awareness/sensitivity. Diversity training was related to life experiences with
diversity, which was then associated with cultural awareness/sensitivity. Social justice
beliefs did not remain in the final model for either a direct or indirect path. The second
hypothesis was partially supported. Cultural awareness/sensitivity only mediated the
relationship between life experiences with diversity and CCBs. The final hypothesis, that
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these effects would hold up when controlling for social desirability, education, and other
covariates, was supported.

DISCUSSION
Similar to findings with mostly homogenous (non-Hispanic White) samples, diversity
training was an important predictor of CCBs in this unique group of NPs. Prior cultural
competence (diversity) training has a significant impact on CCBs (Schim et al., 2005, 2006).
Although diversity training could use further evaluation (Beach et al., 2005; Price et al.,
2005), the results of our study suggest that diversity training is an important predictor of
CCBs even among culturally diverse and underrepresented health care providers. The
indirect path to CCBs from diversity training through life experiences with diversity needs
further exploration in both a traditional (non-Hispanic White) and unique sample of NPs.
The relationship between training and life experiences may be via a non-recursive path in
which training affected life experiences and vice versa.

The impact of experiences with diversity on cultural competence awareness/sensitivity and
CCBs is a new contribution to the state of the science. Previous research linking life
experience to cultural competence has been qualitative and limited to the influence on
personal attitudes (Ekblad, Martilla, & Emilsson, 2000; Reeves & Fogg, 2006). We could
find no study linking life experiences to CCBs. Our findings may indicate that life
experiences may influence comfort with diversity, which can translate into comfort with
behaviors. These findings are important because life experiences have been associated with
willingness to serve underserved populations (Krouse & Nauta, 2005). With growing
primary care shortages (Bodenheimer & Pham, 2010), the findings could reinforce
educational program policies that require clinical experiences with a residency component in
underserved and diverse communities to enhance life experiences with diversity and CCBs.
A cost effective educational and federal policy could target graduate nursing students who
have the requisite life experiences and are comfortable with diversity toward National
Health Service Corps Scholarship and Loan Repayment funding. These policies have the
potential to improve recruitment and retention in underserved areas and provide local
communities with a more culturally competent and effective workforce.

The lack of a path between distributive justice beliefs and cultural competence awareness/
sensitivity or CCBs was unexpected. Although theoretically plausible, higher social justice
beliefs were not associated with higher cultural competence levels (Miller et al., 2009). One
explanation is related to a measurement issue. As a new instrument, the RHCR-R may not
be measuring the concept as we envisioned (Foster & McClellan, 1997). Further construct
validity testing is warranted. Another potential explanation was that this unique group of
NPs held conflicting views on factors within the instrument (Factor I: right to care based on
age, quality of life, and potential benefit of the care; Factor II: the nurses’ duty to the
individual patient versus duty to unknown others (the population); and Factor III: individual
right to unlimited or futile care). A correlation matrix supported the latter explanation. The
psychometric data also resulted in theoretically contrary findings (e.g., persons of color and
those working in public health had lower distributive justice scores; Bell & Benkert, n.d.).

The positive correlation between gay/lesbian and transgender sexual orientation and two
predictors (life experiences with diversity and cultural awareness/sensitivity) of CCBs is a
new finding. No other studies were found linking this important personal identity concept to
cultural competence. The finding expands the literature related to cultural competence by
confirming that health professional diversity (and the associated life experiences) may be an
important precursor to cultural competence awareness/sensitivity and behaviors (Ekblad et
al., 2000). Similar to other underrepresented health professional groups, the primarily gay
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(self-identified) male NPs may advance to increased CCBs through a different “life
experiences” pathway.

This is the first documented report of an association between cultural competence and social
desirability in NPs, and more specifically a unique sample of NPs. The results are similar to
studies of multicultural counseling professionals, most of whom were non-Hispanic White
females. Similarly, social desirability was positively correlated with CCBs but not with
cultural competence awareness/sensitivity (Constantine & Ladany, 2000; Worthington et al.,
2000). It may be that those employed in the helping professions have more “need for
approval” when being asked about behaviors on culturally sensitive topics (Burkard and
Knox, 2004) than when asked about attitudes. Attitudes are more implicit, and therefore
hidden, and may be less influenced by measures of social desirability. Female gender was
likewise correlated with social desirability (Worthington et al., 2000).

These new findings can provide guidance for cultural competence training, particularly with
underrepresented health professionals. The model provided good fit for all groups,
suggesting that the model is applicable across these three groups of NPs. The training,
however, may need to be tailored to an individual’s personal life experiences (Ekblad et al.,
2000; Schim et al., 2006). The subtle yet important differences in self-identification and life
experience obviate a “cookie cutter” cultural categorizations approach. The findings argue
that the recent training programs that advocate a self-assessment followed by a curriculum
tailored to the participant (Ekblad et al., 2000; National Center for Cultural Competence,
2009) might be the most beneficial (and cost effective) avenue for delivering this
information.

Limitations
Two limitations are issues of generalizability and measurement of a key predictor. The study
was purposefully sampled to enhance inclusion of NPs of color and male NPs, which limits
generalizability to a select group of practicing NPs. Generalizability may also be affected by
the response rate; although adequate for national sampling surveys, the length of the survey
booklet (182 items) may have limited the responses to those interested in the topic or
motivated by the incentives. Finally, the cultural awareness/sensitivity scale and the social
justice scale (i.e., the RCHR-R) had a few limitations. The coefficient alpha for the CASS (.
64; Doorenbos et al., 2005) was in the low to moderate range in this study, thus restricting
the available variance, and the effects of social justice scale (RHCR-R) on cultural
competence will require further study.

Directions for Future Research
The conceptual model provides compelling evidence that diversity training in
underrepresented NPs, similar to majority NPs, is an important antecedent to CCBs. The
impact of life experiences with diversity warrants further study to determine which
experiences make the most difference in CCBs so that training can target the most effective
(and cost effective) experiences. The existing training rarely goes beyond attitudinal and
knowledge components of cultural competence (Beach et al., 2005), thus more research is
needed that follows participants over time to monitor changes in actual behaviors.
Consistent with the perspectives of Musolino et al. (2010), understanding and eliminating
the disparities in health care will require researchers and educators to enhance interest in
diversity and face to face encounter experiences in curricula. Research is needed to
understand how curricula can be tailored to the needs of the participant, and researchers
should go beyond surveys of professionals to field investigations of patients’ perceptions
following providers’ cultural competence training. Increasing workplace diversity is a
critical solution for diminishing health disparities. Our results also suggest that among
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underrepresented health care providers, training will require attention to a similar yet
expanded set of predictors in order to achieve a culturally competent workforce.
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FIGURE 1.
Hypothesized model of cultural competence behavior among traditionally underrepresented
NPs. The pathways from other covariates—sexual orientation, income, and age—were
included in the model tested but omitted here to highlight predictions from the literature.
Note: Key for variables and symbols. Age, age of participant; Income, annual income of
participant; Sexual Orientation, self-identified sexual orientation of participant; Education,
education of participant; Social Desirability, perceptions of need to provide socially
desirable responses; Life Experience, life experiences with diverse individuals; Social
Justice, perceptions of social justice beliefs; Diversity Training, amount of diversity training;
Cultural Awareness, perceptions of cultural awareness; Cultural Competent Behaviors,
perceptions of performing culturally competent behaviors in practice. Oval picture, latent
variable.
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FIGURE 2.
Steps in the stratified sampling plan to the final sample retained for analysis (n = 474).
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FIGURE 3.
Final structural equation model of cultural competent behavior among traditionally
underrepresented NPs (n = 474). All coefficients are significant (p < .05).
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Table 1

Sample Demographics and Diversity Experiences in Work and Life (n = 474)

Variable n (%)

Gender

 Male 292 (61.6)

 Female 182 (38.4)

Race or ethnicity

 Non-Hispanic White males 270 (57.0)

 African American/Black males and females 114 (24.0)

 Asian/Hawaiian/Pacific Islander males and females 90 (19.0)

Faith tradition

 Protestant 234 (49.4)

 Roman Catholic 107 (22.6)

 None 105 (22.2)

 Buddhist/Hindu 16 (3.4)

 Jewish 9 (1.9)

 Other (e.g., Greek Orthodox) 3 (0.5)

Sexual orientation

 Straight/heterosexual 428 (90.3)

 Gay/all other 46 (9.7)

Percent of NPs with some work exposure to:

 Non-Hispanic Black/African American 457 (96.4)

 Hispanic/Latino 443 (93.5)

 Arab American/Middle Eastern 352 (74.3)

 Native American 301 (63.5)

 Low income 440 (92.8)

 Mentally disabled 429 (90.5)

 Asian American 423 (89.2)

 Gay/transgender/lesbian 419 (88.4)

 Terminally ill 391 (82.5)

 HIV+ 390 (82.3)

 Homeless 362 (76.4)

Percent of NPs with “a lot of” personal life experience witha

 Non-Hispanic Black/African American (n = 471)b 297 (62.7)

 Low income (n = 471) 238 (50.2)

 Asian American (n = 471) 144 (30.4)

 Terminally ill (n = 467) 117 (24.7)

 Gay/transgender/lesbian (n = 469) 99 (20.9)

 Mentally disabled (n = 469) 93 (19.6)

 Homeless (n = 470) 82 (17.3)

 HIV+ (n = 464) 68 (14.3)

 Arab American/Middle Eastern (n = 467) 35 (7.4)
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Variable n (%)

 Native American (n = 468) 33 (7.0)

a
Hispanic/Latino category was inadvertently left off scale.

b
The total “n” responding to the life experience question varied by category. All respondents answered the work exposure categories.
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