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Background: Cultural Competence (CC) is an effective approach to reducing racial and ethnic 
inequalities in the provision of healthcare by relevant staff. A valid and reliable scale is one of 
the main tools for situation analysis and planning CC promotion programs; this study investigated 
the psychometric properties of the Cultural Competence Scale (CCS) among Iranian healthcare 
providers. 

Objectives: This study was done with the aim of the psychometric analysis of the Cultural 
Competence Scale (CCS) among Iranian health care providers.

Materials and Methods: This cross-sectional study was performed among 192 healthcare providers 
who worked at healthcare centers of Kermanshah City, Iran, in 2018. The CCS was prepared by the 
assessment of the international CC questionnaires. Cronbach’s α coefficient and exploratory factor 
analysis were used to measure the reliability and construct validity of it, respectively.

Results: Kaiser-Meyer-Olkin (KMO) was calculated as 0.817. Bartlett’s sphericity test was 
statistically significant (P<0.001). Five factors were extracted based on the eigenvalues of ≥1 and 
factor loading of ≥0.4. Based on the conceptual basis of CCS, 5 factors were included; cultural skill, 
cultural awareness, cultural desire, cultural encounters, and cultural behavior, which accounted 
for 62.44% of the assumed model. The Cronbach’s α coefficient was calculated equal to 0.85, 0.80, 
0.80, 0.71, and 0.70, respectively.

Conclusion: CCS was reliable and valid and can be useful in planning CC promotion programs 
among Iranian healthcare providers.
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1. Introduction

ealthcare is one of the most basic human 
rights that should be equally accessible 
to all individuals [1]. Many countries not 
only provide healthcare but also pay spe-
cial attention to other aspects of health 

promotion like equality and seek to reduce healthcare 
inequity [2]. Whitehead has defined healthcare inequi-
ties as unnecessary and avoidable differences that are 
considered unfair and inaccurate [3]. The National In-
stitutes of Health also defined health inequalities as the 
differences in the incidence, prevalence, mortality, and 
burden of diseases and other adverse health conditions 
among different population groups [4]. Despite improv-
ing health and overall health indicators, health inequali-
ties have increased over the past decades. Some studies 
have revealed racial and ethnic inequalities in the qual-
ity of healthcare [5, 6]. 

“CC” can be an effective approach in reducing eth-
nic and racial inequalities in healthcare [7]. Research 
has recognized CC as an effective strategy for reducing 
health inequalities and improving the quality and acces-
sibility of health services [8-11]. Additionally, CC can im-
prove patient adherence to healthcare programs [12]. 
There are several definitions of CC; e.g. “the ability to 
establish effective interpersonal relationships” or “the 
ability to work cross-culturally” [13, 14]. The American 
Association for Health Education defines CC as the abil-
ity of an individual to understand and respect values, 
attitudes, and cultural mores, to consider and respond 
appropriately in planning, implementing, and evaluat-
ing health promotion programs [4]. According to Davis 
and Rankin, CC defines differences between successful 
and unsuccessful programs [15]. 

Assessing cultural competence in healthcare provid-
ers, especially in societies with cultural diversity is im-
portant. It helps in developing, implementing and evalu-
ating health promotion programs to improve CC by valid 
and reliable scales [16-20]. However, awareness of the 
existing conditions and determinants affecting this issue 
is necessary for planning health promotion programs 
[21-24]. Therefore, to carry out research, there is a need 
for a standard scientific questionnaire [25, 26]. There 
is a lack of access to such questionnaires that address 
the cultural characteristics of Iranian society. Thus, this 
study aimed to investigate the psychometric properties 
of the Cultural Competence Scale (CCS) among health-
care providers in Kermanshah, Iran.

2. Materials and Methods 

This cross-sectional study was conducted among 192 
healthcare providers in Kermanshah City, Iran, in 2018. 
Kermanshah Province is located in the west of Iran with 
a high cultural diversity, where different ethnicities such 
as Persian, Kurdish, Turkish, etc. live together. Moreover, 
Kermanshah Province has a great variety of religious 
views. Most of the inhabitants of Kermanshah are Shia 
Muslims; however, there are minorities, such as Sunni 
Muslims, Yarsanism, Christianity, Jewish, and so on [27].

Investigators disregarded the assessment of CC in 
health service providers in Iran; thus, the items which 
assessed the cultural competency were derived from 
the scales of cultural competency [16-20]. To facilitate 
the study participants’ responses to the items, all items 
were standardized to a 5-point Likert-Type Scale, rang-
ing from 1 (strongly disagree) to 5 (strongly agree). The 
questionnaire was translated into Persian by two pro-
fessional translators. It was back-translated to English af-
ter consulting with some professors and a third person 
with proficiency in both languages. After being synchro-
nized with the main form and removing the problems, 
the questionnaire was translated back to English to ex-
amine its validity and reliability.

The assessed background variables included age 
(years), gender (male/ female), marital status (married/ 
single), educational level (Associate degree/ BSc./ MSc./ 
MD.), job history (years), and being native and nonna-
tive of Kermanshah (yes/ no). The items which assessed 
the CC constructs were derived from the scales of cul-
tural competency [16-20]. There were 24 items which 
measured the 5 constructs of cultural skill, cultural 
awareness, cultural desire, cultural encounters, and cul-
tural behavior. Eight items measured cultural skill (e.g. I 
can use appropriate communication skills when dealing 
with clients from different cultural backgrounds). Five 
items measured the cultural awareness (e.g. I know the 
non-verbal behaviors among different ethnic groups 
in the region). Five items measured the cultural desire 
(e.g. I tend to work with different ethnic groups from 
different cultural backgrounds). The cultural encounter 
was measured by 4 items (e.g. When I am faced with dif-
ferent cultures, I usually do not feel useful). In addition, 
the cultural behavior was measured by two items (e.g. 
I don’t have any prejudices; that ethnicity has healthier 
behaviors) to different ethnicities living in a district for 
health care).

The number of samples recommended for factor 
analysis is 5-10 subjects per every item of the scale 

H
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[28]. Considering the number of items (it was 24 in the 
preliminary questionnaire), 8 samples have been con-
sidered for each item; therefore, a total of 192 samples 
were randomly selected. The study participants were 
the male and female healthcare providers from 8 health 
centers in Kermanshah. The health centers of Kerman-
shah were considered as cluster and were selected by 
simple random sampling method with probability pro-
portional to size in each cluster. Data collection was per-
formed in a self-report manner. Of the 192 samples, 184 
(95.8%) signed the consent form and voluntarily agreed 
to participate in the study.

The inclusion criteria were the participants’ knowledge 
about the objectives of the study, consent to participate 
in the study and work as a healthcare provider at Ker-
manshah health centers. Incomplete questionnaires 
were excluded from the study. The Research Ethics 
Committee at Deputy of Research of the Kermanshah 
University of Medical Sciences (KUMS.REC.1394.448) 
had approved the study protocol and had monitored 
the research process. Furthermore, the study partici-
pants were provided with the participant information 
statement and signed the written informed consent 
forms. Their personal information was kept confiden-
tial. The psychometric assessment of the questionnaire 
was performed by investigating the validity of the ques-
tionnaire using face, content, and constructs validities.

The first qualitative method measured the difficulty, 
proportionality, and ambiguity of the items in 15 health-
care providers who were matched with the participants 
of the main study and their response was applied in the 
questionnaire. Additionally, the item impact was inves-
tigated in quantitative methods; and the items of ≤1.5 
value were excluded. For evaluating content validity, ex-
perts panel was used, including health education, epi-
demiology, health management, psychology, and health 
policy specialists. According to the Lawshe’s table and 
a number of experts (10 persons), the minimum values 
for Content Validity Ratio (CVR) and Content Validity In-
dex (CVI) were 0.62 and 0.79, respectively [27]. In this 

section, experts were asked about essentiality, useful-
ness, and necessity, reflecting the relevant field as well 
as clarity, briefness and cultural appropriateness of the 
items.

Classical Item Analysis (CIA) was used to assess con-
struct validity. In the CIA method, mean, standard de-
viation and Corrected Item-Total Correlation (CITC) of 
each item was calculated. Exploratory Factor Analysis 
(EFA) with varimax rotation by using factor loadings of 
0.40 was used to allocate items and to determine the 
degree to which this factor structure replicated the 
original. The Kaiser-Meyer-Olkin (KMO) test measured 
the sampling adequacy. The homoscedasticity or ho-
mogeneity of variances was evaluated using Bartlett’s 
test. Scree plot was used to confirm the strengths of 
exploratory agents. To determine agents, the value was 
considered as ≥1.3. The reliability of the questionnaire 
was assessed by examining its internal consistency via 
Cronbach’s α coefficient. Considering Cronbach’s α co-
efficient, a threshold of 0.70 was acceptable [29]. The 
collected data were analyzed by SPSS.

3. Results

The Mean±SD age of respondents was 36.96±7.97 
years (age range: 22-54 y). The Mean±SD job history of 
study participants was 12.32±8.03 years, ranging from 
1 to 30 years. A total of 66.8% of the study participants 
were female, and 33.2% were male. Moreover, 72.8% 
were married and 27.2% were single. Approximately 
18.5%, 56.5%, 14.7%, and 10.3% of the respondents 
had an Associate degree, BSc, MSc, and MD, respec-
tively. In addition, 92.9% of the study participants were 
indigenous to Kermanshah Province. No items were 
deleted with accordance to the obtained face validity 
results. In terms of content validity, all the items had ac-
ceptable validity ratio and index of more than 0.62 and 
0.79, respectively.

One item of cultural awareness and two items of cul-
tural encounters were eliminated because of CITC<0.4 

Table 1. Items deleted in CIA

Reason for Deletion Construct ItemNo 

CITC<0.4Cultural awarenessI am aware of the biological causes of common diseases among 
different ethnic groups in the region.1

CITC<0.4Cultural encounters I usually attend in cultural ceremonies of various ethnic groups 
residing in the region.2

CITC u<0.4Cultural encounters I usually try to get information when I encounter people from 
different cultures.3
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Table 2. Rotated component matrix

No Item 
Factors

1 2 3 4 5

Cu
ltu

ra
l s

ki
ll

1 I can identify the differences and similarities between ethnicities with dif-
ferent cultural backgrounds. 0.531

2 I can implement health interventions among ethnicities with different 
cultural backgrounds. 0.698

3 I can collect information about health beliefs and illness among clients 
with a different cultural background. 0.672

4 I can conduct behavior similar to their cultural norms when providing 
services to people from a different cultural background. 0.610

5 I can use appropriate communication skills when managing clients with a 
different cultural background. 0.697

6 I can compare health beliefs and illness among clients with different 
cultural backgrounds. 0.677

7 I can identify health care needs among clients with different cultural 
backgrounds. 0.607

8 I can describe the possible relationships between health beliefs and illness 
among clients with different cultural backgrounds. 0.766

Cu
ltu

ra
l a

w
ar

en
es

s

1 I am aware of the non-verbal behaviors among the various ethnic groups 
in the region. 0.708

2 I am aware of common health-related values (e.g. the value of knowing 
physical activity) among different ethnicities in the region. 0.739

3
I am aware of the social causes of prevalent diseases among different 

ethnic groups in the region, e.g. emphasizing on sharing dishes for several 
people at weddings and celebrations.

0.823

4 I’m aware of common beliefs about health (e.g. believing that consuming 
milk prevents osteoporosis) among different ethnicities in the region. 0.616

Cu
ltu

ra
l d

es
ire

1 I usually enjoy engaging with people from different cultures. 0.797

2 I tend to work in different ethnic groups with a different cultural back-
ground. 0.865

3 I would like to wait until I form an impression of different ethnicities with 
different cultural backgrounds and I will look further into the precedent. 0.536

4 I usually attend cultural events (especially health-related) of different 
ethnic groups residing in the region. 0.706

5 I usually try to obtain information when encountering people from differ-
ent cultures. 0.652

Cu
ltu

ra
l 

en
co

un
te

rs 1 I usually avoid situations in which I have to deal with people from different 
cultures. 0.897

2 When faced with different cultures, I often find it helpful to be inappropri-
ate. 0.895

Cu
ltu

ra
l 

be
ha

vi
or

1 I do not have a particular bias with the different ethnicities living in the 
region to provide health services. 0.830

2 I have no prejudices (e.g. a specific ethnicity has healthier behaviors) to 
different ethnicities living in a district for health services. 0.879

KMO measure of sampling adequacy: 0.906 & Sig.: <0.001

% of variance 30.12 10.29 8.40 7.43 6.19

Cumulative % 62.44

Cronbach’s α coefficient 0.85 0.80 0. 80 0.81 0.70
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(Table 1). A total of 21 items entered the exploratory 
EFA. KMO was equal to 0.906, and Bartlett’s test was 
also significant at an acceptable level (P<0.001); there-
fore, the achieved data were appropriate for EFA. Five 
factors were extracted according to eigenvalues >1 and 
factors loads of ≥0.4. Overall five factors of cultural skill, 
cultural awareness, cultural desire, cultural encounters, 
and cultural behavior described 62.44 % of the assumed 
model (Table 2).

Cronbach’s α coefficient of each construct was as fol-
lows: cultural skill (α=0.85); cultural awareness (α=0.80); 
cultural desire (α=0.80); cultural encounters (α=0.81), 
and cultural behavior (α=0.70) (Table 2). The scree plot 
of the structures studied among the participants is 
presented in Figure 1. The Mean±SD score of cultural 
competency was 65.94±10.30, ranging from 21 to 105; 
the study participants achieved 62.8% of the maximum 
obtainable score for cultural competency.

4. Discussion

The present study determined the psychometric prop-
erties of CCS among Iranian healthcare providers. The 
attained results indicated the investigated CCS is ad-
equately reliable and valid for the measurement of CC 
among Iranian healthcare providers. Some studies have 
stated developing accurate items that measure specific 
construct without error is difficult, because of individual 
beliefs without affecting their other beliefs it does not 
happen [30, 31]. For example, in this study, the cultural 
awareness of study participants may have affected their 
other beliefs, such as cultural desire and cultural en-
counters.

Our findings indicated that the constructs of CCS 
greater than 0.70 were interactively inconsistent; 

these results suggest CCS is an acceptable instrument 
for measuring CC among Iranian healthcare providers. 
Liu et al. studied 533 registered nurses in Macao to 
evaluate the reliability and validity of the competency 
inventory. They concluded internal consistency and 
Cronbach’s α coefficient of scale were 0.908 and 0.718 
to 0.903 for subscales [16]. Furthermore, Campinha-
Bacote introduced a questionnaire of CC in the delivery 
of healthcare; it is one of the most widely used scales 
of CC among healthcare providers. It explores cultural 
awareness, cultural knowledge, cultural skill, cultural 
encounters, and cultural desire [17].

Our results indicated the cultural competency con-
structs described 62.44% of the assumed model. More-
over, cultural skill, cultural desire, and cultural aware-
ness were the stronger predictors of the assumed 
model, respectively. In this regard, Suurmond empha-
sized on the promotion of cultural awareness in health-
care providers [32]. Therefore, it seems that improving 
cultural awareness is an appropriate strategy for promot-
ing CC among healthcare providers.

Another finding of our study indicated the study par-
ticipants achieved 62.8% of the maximum obtainable 
score for CC. In this regard, Kardong-Edgren et al. [33] 
and Riley et al. [34] reported that CC status among 
healthcare providers was at a medium level. This re-
sult is consistent with our study. These data can alarm 
health policymakers and highlight the necessity to the 
development of CC promotion programs among health-
care providers. 

The present study is important according to the limita-
tions of the questionnaire on the assessment of cultural 
competence among Iranian healthcare providers. How-
ever, our research had some limitations; e.g. gathering 

Figure 1. Scree plot of the structures studied among the study participants
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information based on self-report, which always faces 
the risk of recall bias and provide incorrect information 
by respondents.

5. Conclusion

CCS is a valid and reliable tool for measuring CC among 
Iranian healthcare providers. CCS can be applied for be-
havior change studies among Iranian healthcare provid-
ers with the aim of CC promotion. 
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