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Cultural competency is particularly important in healthcare industry nowadays, where cultural beliefs have a 

significant impact on care access, treatment choices, effectiveness of nursing care, and other aspects of patient care. 

The main purpose of this quasi-experimental study was to evaluate the multi-cultural competency in nurses and to 

investigate the effect of the care case-based intervention package (12-weekly training and 2-monthly boosters) on the multi-

cultural competency in nurses from two medium-size private hospitals in Bangkok, Thailand with similarity in therapeutic 

specialties and other characteristics in three categories: multi-cultural knowledge, attitude towards different cultures and cultural 

practice in nurses. The samples were selected using proportional simple random sampling (SRS) method. The sample included 

166 nurses (83 nurses from each hospital): Mongkutwattana hospital as control group and Navamin 9 hospital as intervention 

group. The data was collected using a validated, piloted and reliable self-administered questionnaire and analyzed in SPSS 16.0 

using descriptive statistics, regression, t-test, Chi-square and repeated measures using ANOVA and ANCOVA analyses. 

The analysis showed that the overall level of cultural competency of nurses was classified as low to moderate 

(75.9% of all nurses scored low multi-cultural knowledge competency while 63.3% and 71.7% of all nurses scored moderate 

attitude towards different cultures and cultural practice respectively). 

Further, the 12-weekly training alone resulted in a significantly improved multi-cultural knowledge competency 

level (P<0.01). However, the knowledge competency level had been found to drop after the training had stopped even 2-monthly 

boosters were given (P>0.05 as compared to pre-test level). The attitude competency and the nursing practice competency levels 

were not affected by the intervention package at all (P>0.05). 

The study has concluded that the good quality of cultural practice was primarily driven by the positive confidence 

and attitude while the experience factors, level of knowledge and other background marginally affected the quality of cultural 

practice. Also, the intervention has been found to have significant impact on the improvement of multi-cultural knowledge 

competency. However, longer-term study may be required in order to effectively study the effect of the intervention on the 

cultural competency in nurses in a longer-term, especially, on the attitude and nursing practice competency. 
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สมรรถนะเชิงวฒันธรรมเป็นสิ่งส าคญัโดยเฉพาะอย่างยิ่งโดยเฉพาะในธุระกิจการดแูลสขุภาพ  โดย

ความเช่ือทางวฒันธรรมมีผลกระทบอย่างมีนยัส าคญัตอ่ประสิทธิภาพของการดแูลรักษาพยาบาล

ผู้ ป่วยและประสิทธิภาพด้านอ่ืนๆท่ีเก่ียวข้องกบัการดแูลสขุภาพ 

การศึกษากึ่งทดลองนีมี้วัตถุประสงค์เพ่ือประเมินสมรรถนะเชิงวัฒนธรรมท่ีเก่ียวข้องกับการ

พยาบาลและการศกึษาผลของการแทรกแซงแบบใช้กรณีศกึษา (การฝึกอบรมทกุๆสปัดาห์ รวม 12 

ครัง้และคอร์สกระตุ้ นพัฒนาการทุกๆเดือน รวม 2 ครัง้) โดยท าการศึกษากลุ่มพยาบาลจาก

โรงพยาบาลเอกชนขนาดกลางในกรุงเทพฯ  2 แห่ง ท่ีมีความคล้ายคลึงกันทัง้ ด้านขนาด

โรงพยาบาล, กลุ่มผู้ ป่วย, ความเช่ียวชาญในการรักษาและความคล้ายคลึงกันในลักษณะอ่ืน ๆ 

การวดัสมรรถนะเชิงวฒันธรรมแบง่เป็น 3 ด้าน: 1) ความรู้ของสมรรถนะเชิงวฒันธรรม, 2) ทศันคติ

ตอ่วฒันธรรม และ 3) การปฏิบตัิทางวฒันธรรมท่ีเก่ียวกบัการดแูลผู้ ป่วย โดยกลุ่มพยาบาลจะถกู

คดัเลือกโดยใช้การสุ่มแบบสดัส่วน ในแตล่ะโรงพยาบาลตามแต่ละแผนก และมีการคดัเลือกแบบ

สุม่ จากพยาบาลภายในแตล่ะแผนก ซึง่ประชากรพยาบาลท่ีได้รับการคดัเลือกมีจ านวนทัง้สิน้ 166 

คน (โดยแบ่งเป็นพยาบาล 83 คนจากแต่ละกลุ่ม): โรงพยาบาล B เป็นกลุ่มควบคุมและ

โรงพยาบาล A เป็นกลุ่มแทรกแซง การเก็บรวบรวมข้อมูลโดยใช้แบบสอบถามท่ีตอบด้วยตนเอง  

วิเคราะห์ข้อมูลโดยใช้โปรแกรม SPSS 16.0  ใช้สถิติเชิงพรรณนาชนิดต่างๆ เช่น ค่าเฉล่ีย ค่า

ความเบี่ยงเบนมาตรฐาน และเปอร์เซ็นต์ รวมทัง้ t-test, Chi-square test  และ repeated 

measures analyses (ANCOVA) 

การวิเคราะห์เบือ้งต้นแสดงให้เห็นว่าระดบัสมรรถนะเชิงวฒันธรรมโดยรวมของพยาบาลถกูจดัอยู่

ในเกณฑ์ต ่าถึงปานกลาง (75.9 % ของจ านวนพยาบาลทัง้หมดมีคะแนนด้านความรู้ของสมรรถนะ

เชิงวฒันธรรมในเกณฑ์ท่ีต ่าในขณะท่ี 63.3% และ 71.7% ของจ านวนพยาบาลทัง้หมดมีคะแนน

ด้านทศันคติตอ่วฒันธรรมระดบัปานกลาง และการปฏิบตัิทางวฒันธรรมท่ีเก่ียวกบัการดแูลผู้ ป่วย

ในเกณฑ์ท่ีระดบัปานกลางตามล าดบั) โดยคะแนนด้านความรู้ของสมรรถนะเชิงวฒันธรรมและ
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ด้านทศันคติต่อวฒันธรรมของพยาบาลจากสองกลุ่มมีความแตกต่างกันอย่างมีนยัยะส าคญั แต่

กลบัพบวา่คะแนนการปฏิบตัทิางวฒันธรรมท่ีเก่ียวกบัการดแูลผู้ ป่วยนัน้ไมต่า่งกนั 

ผลของการแทรกแทรงแบบใช้กรณีศึกษา (โดยประกอบด้วยการอบรมทุกๆสัปดาห์ รวม  12 

สัปดาห์ และการกระตุ้ นพัฒนาการทุกๆเดือนอีกจ านวน 2 ครัง้) พบว่าระดับสมรรถนะเชิง

วฒันธรรมไมไ่ด้รับผลกระทบแตอ่ย่างใด ขณะท่ีการอบรมทกุๆสปัดาห์ รวม 12 สปัดาห์เพียงอย่าง

เดียวส่งผลให้ความรู้ของสมรรถนะเชิงวฒันธรรมเพิ่มขึน้อย่างมีนยัส าคญัทางสถิติ  (P <0.01) แต่

กลบัพบวา่ความรู้ของสมรรถนะเชิงวฒันธรรมลดลงหลงัการฝึกอบรมได้สิน้สดุลง ถึงแม้ว่าจะยงัมี

การกระตุ้นพัฒนาการทุกๆเดือนอีกจ านวน 2 ครัง้ก็ตาม (P> 0.05 เม่ือเทียบกับระดบัก่อนการ

ทดสอบ) โดยระดบัทศันคติต่อวัฒนธรรมท่ีหลากหลายไม่ได้รับผลกระทบจากการแทรกแซงโดย

สิน้เชิง ระดบัความสามารถการปฏิบตัิทางวฒันธรรมท่ีเก่ียวกบัการดแูลผู้ ป่วยไม่มีพฒันาการใดๆ

หลงัจากผา่นการแทรกแซงเชน่กนั 

การศึกษาผลกระทบของการแทรกแซงแบบใช้กรณีศึกษาต่อสมรรถนะทางวัฒนธรรมนัน้

จ าเป็นต้องมีการศึกษาในระยะยาวเพ่ือสามารถศึกษาผลกระทบระยะยาวของการแทรกแซงต่อ

สมรรถนะทางวฒันธรรม โดยเฉพาะอยา่งยิ่งผลกระทบตอ่ทศันคติตอ่วฒันธรรมท่ีแตกตา่งกนั และ

การปฏิบตัทิางวฒันธรรมท่ีเก่ียวกบัการดแูลผู้ ป่วย 

 



 

 

ABSTRACT (ENGLISH)  

Cultural competency is particularly important in healthcare industry nowadays, where 

cultural beliefs have a significant impact on care access, treatment choices, effectiveness of 

nursing care, and other aspects of patient care.  

The main purpose of this quasi-experimental study was to 1) evaluate the cultural 

competency in nurses and examine the difference of the knowledge, attitude and nursing 

practice of the cultural competent nurse care between the nurses from intervention group 

and control group (two medium-size private hospitals in Bangkok, Thailand with similarity in 

therapeutic specialties and other characteristics) and 2) examine the effect of case-based 

cultural competent nurse care intervention package on knowledge, attitude and nursing 

practice of nurse about cultural competent nurse care within the samples from intervention 

group before and after intervention (12-weekly training and 2-monthly boosters)  

The samples were selected using proportional simple random sampling (SRS) method. The 

sample included 166 nurses (83 nurses from each hospital): Hospital B as control group and 

Hospital A as intervention group. The data was collected using a validated, piloted and 

reliable self-administered questionnaire and analyzed in SPSS 16.0 using descriptive statistics 

(mean standard deviation, frequency and percentage) and influential statistics (t-test, Chi-

square and repeated measures using ANCOVA analyses).  

The analysis showed that the overall level of cultural competency of nurses was classified as 

low to moderate (75.9% of all nurses scored low cultural knowledge competency while 

63.3% and 71.7% of all nurses scored moderate attitude towards different cultures and 

cultural practice respectively). The study found that the cultural knowledge competency and 

cultural attitude competency in nurses from the two groups were significantly different 

while cultural competency in nursing practice was insignificantly different. 

Further, the 12-weekly training alone resulted in a significantly improved cultural knowledge 

competency level (P<0.01). However, the knowledge competency level had been found to 

drop after the training had stopped even 2-monthly boosters were given (P>0.05 as 

compared to pre-test level). The attitude competency and the nursing practice competency 

levels were not affected by the intervention package at all (P>0.05). 

The intervention has been found to have significant impact on the improvement of cultural 

knowledge competency. However, longer-term may be required in order to effectively study 

the effect of the intervention on the cultural competency in nurses in a longer-term, 

especially, on the attitude and nursing practice competency. 
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CHAPTER 1  

INTRODUCTION 

1.1 Background and rationale 

The Association of Southeast Asian Nations (ASEAN) launched in 1976, it has been developed 

as regional economic cooperation and integration among developing countries. Regarding 

the development of world economics, ASEAN has implemented intra-regional economic 

cooperation since then. The ASEAN Community has been developed into new goals that 

consist of three main pillars; ASEAN Political-Security Community, ASEAN Economic 

Community, and ASEAN Socio-Cultural Community. Since ASEAN has also been an important 

role on the regional economic cooperation and free trade agreements (FTA) in Asia Pacific 

region. Further development of ASEAN Community is the Southeast Asia regional economic 

integration into ASEAN Economic Community (AEC) within 2015 (ASEAN, 2008).  

The ASEAN Economic Community (AEC) is one of the three goals of ASEAN Community 

Councils; the main idea of the AEC is the economic integration in the Southeast Asia region 

by 2015. The cooperation within ASEAN countries includes human resource development 

and capacity building, recognition of professional qualifications, consultation on economic 

and financial policies, trade financing, infrastructure and communications connectivity, 

electronic transactions through e-ASEAN, industrial integration to promote regional sourcing 

and enhancing private sector involvement for the building of AEC. Briefly , the AEC will 

transform ASEAN into a region with free movement of goods and services, investment, 

skilled labor, and free flow of capital (ASEAN, 2008).  

It is unavoidable for health and medical service sector that will be affected by the affluent of 

this economic movement. In term of health and medical service, a new term has come up 

“medical tourism”. The term “medical tourism” means the movement of tourists travelling 

to other countries to take advantage in obtaining medical services, such as surgical care, 

dental or other health facilities. These tourists may travel from major developed countries 

such as Europe, the UK, Middle East, Japan, U.S. and Canada as well as other ASIAN 

countries where the cost of medical treatment is very expensive and there are often long 

waiting times for treatments. Other countries that provide advanced medical cares at a 

much lower cost may include Thailand, and some other developing countries such as Brazil,  

Bolivia, Costa Rica, Hungary, Poland, Belgium India, Cuba, Jordan, Lithuania, Malaysia, Israel, 

Singapore and South Korea (Rerkrujipimol & Assenov, 2011). 

Since Thailand has positioned itself as a trend setter in medical tourism destination in 

current years. Year by year the number of international patients have proved that Thailand 

has great potential for medical tourism and will further develop itself as a medical tourism 

destination in order to face off the challenges of growing competition of others Asia 

file:///D:/thump/Final%20thesis%20-%20pim/new%20116/Aood/Concept_cultural%20competence%20nurse_Pimkhwan8.docx%23_ENREF_3
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countries such as India, Singapore, Malaysia and other destinations (Rerkrujipimol & 

Assenov, 2011). 

The Ministry of Commerce, Department of Export Promotion reported an increased number 

of international patients visiting to obtain medical treatments. The data showed that in 1997 

there were 120,000 patients receiving medical services at 30 private hospitals. The number 

has significantly risen up to 975,532 and 1,356,000 in 2003 and 2006 respectively 

(Rerkrujipimol & Assenov, 2011). 

The major sources of medical tourists are Japan, United State of America, England, and 

Middle Eastern countries. General medical illnesses, cosmetic surgery, and dentistry are the 

top three medical treatments required for medical tourists. These individuals represent a 

high-spending tourist segment, with each person spending approximately USD $1000 per 

visit (including non-operative treatments) (Jotikasthira, 2010). Private hospitals are the 

targets of these medical tourists. They provide not only medical treatments but also 

immigration services, airport offices, foreign market offices, and interpreting services as 

cited in Jotikasthira (2010). To gain the confidence of medical treatment for international 

patients, they affiliate with health-care institutions and medical schools with good 

international reputation (Kim et al., 2013) 

As Thailand has been famous as tourism destination, it is one of the first countries to enter 

the medical tourism industry. Thai has a culture in hospitality to serve their guests; and the 

most important they provide high quality medical services by qualified staffs at a 

competitive cost. Apart from that, the Ministry of Public Health also gives guidance to 

hospitals. As a results, hospitals can have an international certification such as Joint 

Commission International (JCI),  International Standard Organization (ISO) and Hazards and 

Critical Control Points Principle (HACCP) (Kim et al., 2013).  

In the near future Thailand will face cross cultural demand for its health and medical 

services. Hence, development of human resources in healthcare industry, e.g. nurses, 

physicians, midwives, and other professions in hospitals, needs to response to the cultural 

health care and medical care. The cultural competency in healthcare paradigm obliges 

healthcare organizations, institutions, and professionals to understand and respect cultural 

differences and tailor their care accordingly resulting in positive patient health outcome 

(UNDP, 2014).  

Culturally competent care includes knowledge, attitudes, and skills that support caring for 

people across various languages and cultures. Knowledge is being cognizant of the culture 

base of those in your service area, such as the shared traditions and values of that group. As 

health professional it is important to be aware of patients’ ethnicity; it is recognized as 

attitude competency. Furthermore, a culture influences individual behavior and thinking, 

thus it should take into consideration in delivery of cares. Awareness of the rules of 

interactions within a specific cultural group, such as the way of communication gesture and 

customs, division of roles in the family unit, and spirituality, will help health professional 

file:///D:/thump/Final%20thesis%20-%20pim/new%20116/Aood/Concept_cultural%20competence%20nurse_Pimkhwan8.docx%23_ENREF_45
file:///D:/thump/Final%20thesis%20-%20pim/new%20116/Aood/Concept_cultural%20competence%20nurse_Pimkhwan8.docx%23_ENREF_45
file:///D:/thump/Final%20thesis%20-%20pim/new%20116/Aood/Concept_cultural%20competence%20nurse_Pimkhwan8.docx%23_ENREF_45
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better understand the attitudes of your patients. Skill cultural competency includes the skill 

how to communicate with patient. The way to speak with patient to make understand the 

care plan needs to care about language and cultural aspect of patient understanding 

(Leininger, 2002 ; Molinari & Monserud, 2009).  

Nurse as one of health professional in hospital who communicates intensively with patient 

needs to give caring by taking into account the cultural value. Nurse should deliver their care 

in culturally appropriate care and understand that health behavior is affected by culture. 

Become culturally competent the nurse needs to learn how to mix a little cultural 

understanding with the nursing care they provide (Singleton & Krause, 2009).  The individual 

preference in health behavior affected by their culture, their perception of illness and 

disease may vary across different culture. Difference culture may determinant in seeking 

health care and how they response toward health care providers. How we care for patients 

and how patients respond to this care is greatly influenced by culture. Health care providers 

must possess the ability and knowledge to communicate and to understand health behaviors 

influenced by culture. Having this ability and knowledge can eliminate barriers to the 

delivery of health care (Campinha-Bacote, 2003; Molinari & Monserud, 2009; Singleton & 

Krause, 2009).  These issues indicate a health provider (such as hospital) to develop a 

planning in policy and procedures to deliver culturally competent care.  

 Nurse Competency 1.1.1

A study on professional characteristics, such as working satisfaction, professional 

commitment, self-efficacy and motivation changes, showed that these indicators are related 

to one another. One study in a teacher’s professional identity found that a classroom self-

efficacy and relationship satisfaction play a key influencing role in the relationships between 

the indicators (Canrinus et al., 2012). Another research on a school principal found that job 

satisfaction was positively associated with the self-efficacy; on the contrary, they are 

negatively to burnout. Whilst burnout and job satisfaction were negatively associated. 

Burnout was positively related to motivation to resign whereas job satisfaction was 

negatively related. The study emphasize the relationship between self-efficacy, burnout, job 

satisfaction and motivation to quit (Federici & Skaalvik, 2012).  

 Cultural competency 1.1.2

Bernal & Froman (1987) developed the measurement of cultural sensitivity. This tool is 

called Cultural Self-Efficacy Scale (CSES). The CSES measure the perceived sense of self-

efficacy of community health nurses caring for culturally diverse clients. The scale items 

were grouped in three sections according to: (a) knowledge of cultural concepts, (b) cultural 

patterns, and (c) skills in performing trans-cultural nursing functions. The subjects were 

request to rate their perceived on confidence about each behavioral statement for three 

ethnic groups: African Americans, Puerto Ricans, and Southeast Asians. Self-efficacy ratings 

ranged from 1 (very little confidence) to 5 (quite a lot of confidence). Results indicated that 

nurses who completed the CSES had neutral to low self-efficacy when caring for African 
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American (3.0), Puerto Rican (2.5), and Southeast Asian (1.9) patients. The internal validity of 

this tools was found to be very high at 0.97 (Bernal & Froman, 1987; Coffman et al., 2004). 

Leininger (1991) and St.Clair & McKenry (1999) articulated that today’s nurses need to be 

increasingly sensitive as a result of the growing diversity of the population. This research 

revealed that nurses were lack of sensitiveness in cultural issues, cultural information, and 

cultural experience. This lack of trans-cultural experience often results in nurses subjecting 

their clients to ethnocentric attitudes and as a result will immerge an inappropriate 

communication, bias diagnoses, and ineffective intervention (Coffman et al., 2004). 

1.2 Selecting research area 

Hospital A is a leading private hospital in the suburbs of in Bangkok in Minburi district with 

the population of approximately 350,000 people. It is situated within 15 minutes travel from 

Suvarnabhumi Airport. Hospital A has been certified as a standard hospital by the healthcare 

Accreditation Institute (Public Organization) and now is in the process of developing a 

system to support the standard JCI (Joint commission International) in the year 2013. The 

hospital can provide services of more than two thousands out-patients per day with spacious 

and convenient outpatient units. The hospital has a total bed of 210 with approximately 178 

nurses. The departments and units are including Outpatient Department (OPD), Radiology 

Department, Laboratory Department, Dental Clinic, Department of Physical Therapy, In-

patient Department, Mother and Child Center, Center of Bone and Joint Diseases, Spine 

surgery, Cosmetics Surgery. Moreover, this hospital also organizes general health check-up 

and annual vaccination programs and provide has 24-hour emergency care services.  

Accordingly with the location in the Eastern part of Bangkok, the community of this area is 

mostly Muslim. Therefore, the hospital try to support services conform to Muslim ways of 

life. The Department of Food of our hospital has set up food policies to serve all in patients 

with Halal food that contains all the essential nutrients significantly advice by the doctors 

and suitable food for Muslim patients as well. 

Regarding the policy of  Hospital A in the process of developing a system to support the 

standard JCI (Joint commission International) and surrounding with a cultural environment, 

this hospital need to develop their human resource to have cross cultural competencies.  

Hospital B General Hospital is the most modern private-owned medical hub service center in 

Changwattana road, that it is a residence area of the people about 400,000 persons and also 

has continually development, there are many big organizations both government and 

private sectors in this area. This hospital building has 20 storeys and working area of more 

than 20,000 square meters, the hospital is a 250-bed hospital with a total of 172 nurses. The 

purpose of the building design both outside and inside area has an optimum decoration for a 

properly utilization, clear atmosphere, wide spacing and comfortable as 5 stars hotel. This 

hospital is founded in 1994 and currently holds an ISO 9001:2000 certificate. The hospital 

has a capacity to serve 1,500-1,800 patients in OPD per day. The hospital also has a policy to 

promote medical tourisms. Hence, patients at the hospital are culturally diversified.   
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Due to an increasing number of international patients at both hospitals in the past years, see 

Table 1, it is important to raise an awareness of cultural competency in nurses. 

Table 1: Number of out- and in-patients from year 2011-2013 at Hospital A and 

Hospital B General Hospital 
 

 Hospital A Hospital B General Hospital 

Year Out-patient In-patient Out-patient In-patient 

2011 617 56 711 71 

2012 853 79 890 95 

2013 1,112 131 1,205 150 

1.3 Research gap 

- Cultural competency is one of many important competency essential for 

registered nurses in Thailand, it needs to be evaluated and developed 

(Thailand Nursing and Midwifery Council (TNC), 2010). 

- No case-based cultural competency development intervention has been 

carried out in order to study the development of cultural competency of 

nurses in private hospitals in Thailand  

- The relationship between the cultural competent nurse care delivering health 

and medical care in private hospital need to be examined.  

1.4 Rationale of study 

- Thailand is one of the medical tourism destination countries, thus human 

resources in hospital need to anticipate this future trend in hospital services. 

- The cultural competency of nursing care needs to be investigated in the 

context of ASIAN and global cultures. 

1.5 Research questions 

- What is the difference of the cultural competent nurse care between the 

intervention group and control group? 

- To what extent does case-based cultural competent nurse care intervention 

effect among intervention group before and after intervention? 

1.6 Objectives 

- To examine the difference of the knowledge, attitude and nursing practice of 

the cultural competent nurse care between the intervention group and 

control group.  
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- To examine the effect of case-based cultural competent nurse care 

intervention on knowledge, attitude and nursing practice of nurse about 

cultural competent nurse care among intervention group before and after 

intervention. 

1.7 Significance of study 

Cultural competency has been identified as an essential component of nursing practice. 

Potentially, culturally competent nurses can improve patient health and healthcare 

outcomes. However, to be culturally competent and providing effective, case-based 

culturally competent nursing care that results in positive patient health outcomes continues 

to present challenges. 

Researches in the cross cultural have been done by some scholars, however the gap of 

knowledge in the domain of cultural nursing competent in the relation with the nursing 

practice cultural competency of nurse care need to be examined for deeper understanding 

mostly in the context of ASIAN and global cultures and private hospitals. This study will give 

more understanding on: 

- Knowledge, attitude and nursing practice of nurses toward the cultural 

competent nurse care 

- The level of cultural competency of nurses in the setting of ASIAN and 

global cross-cultural environment. 

1.8 Hypothesis 

Control group VS Intervention group 

- H0: The knowledge, attitude and nursing practice toward cultural 

competency at post-test show no difference between control group and 

intervention group. 

- H1: The knowledge, attitude and nursing practice toward cultural 

competency at post-test show difference between control group and 

intervention group. 

Effect of intervention 

- H0: The knowledge, attitude and nursing practice toward cultural 

competency show no difference before and after the case-based cultural 

competency intervention of nurses within intervention group. 

- H1: The knowledge, attitude and nursing practice toward cultural 

competency show difference before and after the case-based cultural 

competency intervention of nurses within intervention group. 
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1.9 Operational definitions 

- Cultural knowledge competency: knowledge scores/levels in 8 different 

categories: food, greeting, religion/belief, language/costume, manner, 

health, culture and social measured using a 116-item self-administered 

true/false questionnaire (%) 

- Cultural attitude competency: Sensitivity of nurse to dissimilar cultures 

when interaction with people who have different cultures and ethnics 

measured using a 14-item self-administered questionnaire (Rated as 

Strongly agree, agree, neutral, disagree and strongly disagree and scored in 

%) 

- Cultural competency in nursing practice: willingness to provide nursing 

care to patients of diverse ethnic or nationality groups so as to result in 

positive health and healthcare outcomes. It comprise of knowledge, attitude 

and skill of cultural competency measured using a 10-item self-administered 

questionnaire (Rated as Things that I always do, things that I sometimes do, 

things that I rarely do, things that I have never done but will do when have 

an opportunity and things that I will never do and scored in %) 

- Cultural competency: cultural competency in 3 different categories: 

knowledge, attitude and nursing practice 

- Case-based cultural competency intervention: a method of delivery of 

workshop of cultural competency base on the designed nursing care cases.  

- Intervention group: a group of nurses receiving intervention on case-based 

cultural competency 

- Control group: a group of nurses not receiving any intervention on case-

based cultural competency 

- Private hospitals: hospitals in which the holding owner is personal or non-

governmental foundation. 

- Intervention package: a case-based intervention used in the present study 

(12 weekly case-based training and 2 monthly booster) 

- Effect of intervention: an effect of the intervention on the cultural 

knowledge, attitude and nursing practice competency 

- Gender: biological characteristics on gender (Male/female) 

- Age: length of time that a person has lived (Years) 
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- Marital status:  current status of nurses (Single, married, widow, divorce 

and separate) 

- Religion: religion of nurses (Buddhism and Christian/Muslim) 

- Highest education: highest education of nurses (Bachelor degree and 

master degree) 

- Level of seniority: seniority level of nurses (Junior nurse, nurse, senior 

nurse, supervisor and others) 

- Experience as nurse: length of time that a nurse has worked as nurse  

(Years) 

- Experience at current hospital: length of time that a nurse has worked at 

current hospital (Years) 

- Monthly salary: monthly wages of nurses including basic salary, incentive, 

over time wages (THB) 

- Responsibility: responsible department of nurses (OPD, IPD, ER, OR, ICU 

and others) 

- Work shift: work shift of nurses (Day shift and night shift) 

- Experience with foreign patients: nursing experience with foreign patients 

of nurses (Yes/no) 

1.10 Conceptual framework 
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CHAPTER 2 

LITERATURE REVIEW 

This chapter will explore the basic theory and others related study about the cultural 

competent nurse care. This literature review comprise of: 

- Nurse basic competent 

- Role and function of nurse in hospital 

- The cultural competent nurse care 

- Cultural competency evaluation 

- Nursing quality of care 

- Hospital  

- Knowledge and attitude toward  the cultural competent of nursing 

- Related study on cultural competency nurse care  

- Case-based cultural competency development programme 

2.1 Nurse basic competency 

The term competency by Spencer and Spencer’s definition was referred that “an underlying 

characteristic of an individual that is causally related to criterion-referenced effective and/or 

superior performance in a job or situation” (Grote, 1996). Nakhon (N.D.) indicated 

“competency” means the capability for doing to success; besides, Merriam-Webster's 

Learner dictionary showed that the ability to do something well: the quality or state of being 

competent (Nakhon, N.D.) and (Merriam-Webster's, 2008). Competency describes the 

behaviors that indicate proper knowledge and attitude’ s ability and its meaning is the 

personal action capabilities that were provided some dominant and success works are based 

on knowledge, skills and attitude. It was believed the firm will be achieved the goals from 

the competency of staffs as be behaviorism who operated with best practice for their roles 

and responsibilities. For the nursing competency is the integrations of knowledge, skills, 

experiences and attitudes for patient caring and also the grate efficiency to care will suitable 

for  characteristics and needs of patients include patient's families such as resiliency, 

vulnerability, complexity, participation in care and decision making. Thailand Nursing and 

Midwifery Council (TNC, 2010)  specified the Competency of registered nurses that 

graduated bachelor of nursing degree can be defined to 8 aspects are:  

- Ethics, Morals and Laws  
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- Nursing cares and Antenatal Care 

- Registered Nursing Characteristics 

- Leadership, Management and Quality Development  

- Knowledge base and Research   

- Communication and Relationship  

- Information technology 

- Social competency 

Competent nursing practice is essential experience in nursing and ability to perform specific 

nursing skills that should be provision to nurse practitioners by ensuring and improving 

multi-dimensional abilities to competency of primary care (Nontapet et al., 2008). Saeung 

(2000) suggested that the obviously specific competencies helped the essential competent 

job correspond the problems and needs-involving section and also specified nursing role 

associate with evaluation of customer needs and sanitation. The specific competencies were 

guideline for implementation, play a role in practical nurses and self-potential developments 

that result in both healthcare system usefulness and quality reaction of customer needs. The 

HRD (Human Resource Development) of Faculty of Medicine Chiang Mai University 

suggested free documents and recommended one useful book is competency and 

performance appraisal of Kittiratchada (2007) who composed the competency dictionary of 

nursing care for evaluation and staff management according to appropriate jobs by senior 

staff - operational staff ratio. It can be used as summary of roles and functions of nurse that 

were defined to 20 competencies and can be categorized into four groups as showed in 

Table 2 (Kittiratchada, 2007).     

- Group 1: Core competency works to vision, mission and strategic planning 

that are cultural value of firm.  

- Group 2: Managerial Competency provides the executive management to 

senior staffs who work for supporting any job actions to achieve the target 

of each unit.   

- Group 3: Professional Competency is necessary to instruct and maintain the 

nurse career as a nursing competency that sustains moral principles, ethical 

behaviors and self-responsiveness. 

- Group 4: Technical Competency is major behaviors of last group play roles 

of nursing skills thorough the professional competent operations; caring 

operational behaviors of patients and other behaviors to support nursing 

standard qualities. 

Chaisakchatree (2008) studied the competency of expert nurse and special care outcome for 

critical patients and found two type of competencies; nursing standard competency and 
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file:///D:/thump/Final%20thesis%20-%20pim/new%20116/Aood/Concept_cultural%20competence%20nurse_Pimkhwan8.docx%23_ENREF_30
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professional competency. The nursing standard competency was differentiated into 

specialized clinical actions, while the professional competency involved the clinical and 

professional leader skills, moral decision making, networking to communication and 

research field. Both of studied competencies are the guide to continuous improvement for 

the best actions that help to decrease the death or the symptom complication as the caring 

outcome. Moreover, increasing satisfaction, safety, teamwork/collaboration, positive 

workplace atmosphere and capacity of caring service team development are the results in 

physical works (Chaisakchatree, 2008). Nontapet et al. (2008) investigated the concept and 

structure of primary care competency for public health staffs in Thai primary healthcare unit 

by set four core competencies; interpersonal relationship, care management, integrated 

healthcare service and professional accountability with their components of each core unit. 

The result was shown in Figure 1 can be used integrated in Thai healthcare service 

competency that were expected to complete in caring services; health promotion, disease 

prevention, treatment and rehabilitation for continuing and holistic care,  and be useful for 

future research or developing the details of job description and primary care unit system 

(Nontapet et al., 2008). 
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Table 2: Groups of competencies and elements of nursing competency (Kittiratchada, 

2007) 

Core competency 

(Major behavior) 

Element 

(Minor behavior) 

Essential knowledge and skill to 

promote the required competency 

Group 1 : Core competency 

Achievement 

Orientation 

 Energetic 

 Dedication to work 

 Positive Attitude to work  

 Accountability 

 Commitment 

 Organization Development 

 Positive thinking 

 

Customer Service 

Orientation  

Service Mind 

Human Relations 

Self – Control 

Responsiveness 

Service behavior 

Personal Improvement  

Human Relations 

Service Mind 

Assertiveness 

Technical 

Expertise 

Technical Knowledge 

Continuous Learning 

Accidental Emergency 

Pre hospital care 

Fluid & Electrolyte    

Imbalance 

Care of Multiple Trauma 

Care of Shock 

Nursing record 

High Alert Drug 

Emergency nursing knowledge 

Essential knowledge and skill  

Triage  

ACLS /ATLS 

Utilization and Maintenance Laboratory  

Involved Knowledge 

Risk management 

QA 

Internal Control 

Team and 

Cooperation 

Cooperation 

Emotional Control 

Endurable and tolerable 

Adaptability 

Flexibility 

Assertiveness 

Team Work 

Human Relations 

Concern for order 

Quality and 

Accuracy 

Attention to Details 

Follow – up 

Self – Confidence 

Prioritization 

Quality Control 

Quality Control 

HA 
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Table 2: Groups of competencies and elements of nursing competency (Kittiratchada, 

2007) (Continued) 
Core competency 

(Major behavior) 

Element 

(Minor behavior) 

Essential knowledge and skill to 

promote the required competency 

Group 2: Managerial Competency 

Change 

Management 

Impact & Influence 

Influencing 

Change Management 

Communication & 

Presentation 

Public Relations 

Presentation 

Communication 

Computer  skill 

Foreign  Language Skill 

Planning and 

Organizing 

Project  Management 

Strategic Planning 

Strategic plan 

Organizing 

Project Management 

Problem solving 

and Decision  

Making 

Negotiation  Negotiation 

Problem Solving 

Decision Making 

Team Leadership Teamwork 

Leadership 

Teamwork  

Leadership 

Group 3: Professional Competency 

Ethics and Integrity Legal 

Ethics 

Integrity 

Rules & Regulations 

Attendance Timeliness Time Management 

Group 4: Technical Competency 

Caring and 

Developing Others 

Human Resource Development 

Human Resource Management 

Human Development 

HRM 

Pro-activeness Networking  

Analytical Thinking  Analytical  Thinking 

Conceptual 

Thinking 

 Conceptual  Thinking 

Negotiation Communication Negotiation 

Coaching - 

Counseling 

 

Teaching 

Coaching 

Counseling 

Preceptor 

Coaching 

Counseling 

Core competency 

(Major behavior) 

Element 

(Minor behavior) 

Essential knowledge and skill to 

promote the required competency 

Cost – Conscious 

Awareness 

Cost Effectiveness Unit cost 

Resources Utilization 

Safety Awareness  OHSAS 18001 

Risk Management 
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Figure 1: Concepts and structure of primary care competency for primary care unit 

nurses (Nontapet et al, 2008). 

2.2 Roles and functions of nurse in hospital 

Surrounding environmental workplace has changed the matters with social, culture, 

economy, politics, technology and environment as well as high quality of nursing care that; 

therefore, registered nurse responsibilities have to expand. Saeung (2000) referred to 

character of registered nurses play roles in 14 frameworks as follows: 

- Nursing services: work in 5 registered nurses’ operations (caring, treatment, 

disease prevention, health promoting and recovery) by using academic 

fundamental.  Nurses have to learn and understand both of inner minds and 

behaviors of customers included the customer reactions to different sickness 

in each person.  

- Lecturer: instructs customers to understand the right health state and self-

care suit for themselves, evaluated patients’ willingness and needs to learn; 

besides, set goals and objectives, teach planning, giving information by 

using proper technologies and summative evaluation.  

- Advisor: provides illness-related adaptation by practical advice and 

information to patients and patient’s families for understanding, solving and 

adoption in self-problems and developing in them.  

- Consumer protector: will do to protect the rights of consumers, be 

middleman between customers and others. 
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- Personal manager: giving maximum efficient and effective qualities of 

services for saving money. Professional nurses will examine patients and 

patients’ families for admission suit to time and illness to get the most out of 

resources.  

- Religion and culture-related coordinator: understands the religious-cultural 

diversity is useful for caring planning and adaptation to decrease the gap of 

belief and daily activities’ patients and patients’ families.          

- Success leader: has professional and politic competency and suitable 

empowerment to morality, knowledge, persuasion, rewards and punishment 

as be efficient leadership. 

- Changer: manages capable team for changing behavior and attitude of 

member and patient to correct way. Nurse must have the knowledge in 

humanity, social and psychology to understand nature of human and 

personality include persuading-skills for personal acceptance and change.      

- Teamwork: collaborate with the others hospital staffs for operating jobs 

flow and discipline.  

- Consultant: cares for customers with maximum efficiency and effectiveness 

and advises nursing-care teamwork and other colleagues to defend and solve 

problems during operations. 

- Administrator and Executive: manage general administrative job; human, 

nursing and environment management by study and collect the data, then the 

systems of all elements are planned, supervised, managed and controlled 

with ability of decision and solution.  

- Quality Appraiser: involves in controls and monitoring quality of each 

nursing care unit continuous, observes the problems, set nursing evaluation 

benchmarks and standards, and also plans the development and adjustment 

if evaluating results are not achieved.   

- Communicator: should have communication skills; listening, speaking, 

reading, writing for contact with many hospital staffs and apply to strategic 

efficient communication.  

- Researcher: investigates for solving problems during operations, let the 

results applied to caring perform that help to improve nursing service 

qualities.  

The functions and operations of registered nurses who play necessary roles for increasing 

values of healthcare services to patients and patient’s families was summarized from 
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Nursing practice standard book of Public Health Nursing Division. The professional job 

characteristics were integrated with the science processes and nursing care systems as 

consequently, for solving problems and operation. The comparison of process and operation 

was shown below (Public Health Nursing Division, 2009).  

 Nursing care method 2.2.1

- Screening and Evaluation the patients  

- Healthcare Identification 

- Planning 

- Operation 

- Follow-up 

 Solving-problem process 2.2.2

- Exploring information/ facts for solving problem 

- Analysis/ Synthesis to define problems 

- Solving path planning 

- Dissolving 

- Tracking and evaluation 

Thus, the nursing care method is composed of planning, organization management, 

organization guide and communication/follow-up and should be conducted with quality and 

efficiency caring to patients. 

2.3 The core responsibilities 

Scopes of responsibility to service patients and customers for solution to basic care and 

complex problems are: 

- Data collecting to examine the health problems and nursing problems of 

patients and patient’s families. 

- Planning, scheduling and evaluation of communication processes, manage 

both of nursing staffs and resources. 

- Support to generally nursing services and specific caring 

- Observe, record, summary and report the changing symptoms and patient 

reaction 

- Midwifery Service 

- Nursing - dissolve decision 
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- Advise awareness of positive caring, healthcare, symptom and curing. 

- Body examination and primary identification 

- Planning and supporting to community, sanitary family, sanitary school in 

healthcare, hygiene, birth control, nutrition and mental health 

- Planning and concern about immune protection and infective disease control 

- Collaboration and supporting to recover the competency about safety and 

disability  

- Communication to under control staffs 

- Analysis and advice to solve the nursing service problems 

- Job assignment and management 

- Job evaluation of oneself and under control staffs 

- Safety and protection to patients and staffs 

- Co-planning and operation for basic public health with persons and 

departments 

- Education planning and knowledge restoration to staffs and students  

- Make handbook and educational media for supporting the healthcare and 

nursing actions 

- Supporting and collaboration to departments 

2.4 The core duty 

 Assessment 2.4.1

- Evaluation of problems and needs’ patients and customers when after get 

directly responsible, continuous observe and assess the problems and needs 

till discharge 

- Collecting data along with nursing care standards or regulation are adequate 

to examine, plan and evaluate the caring results. 

 Symptom Distress Management 2.4.2

- Assist to treat or relieve some troubles both of body and mind such as 

vomiting, insomnia, anxiety, fear. 
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 Provision for Patient Safety 2.4.3

- Environmental safety management in physical, biological, chemical, 

radiation, light & sound for preventing the accidents and injuries and also 

disease infections.  

- Maintenance medical tools and equipment are efficient and ready to use. 

- Supporting all level staffs to operate along with nursing care standards or 

regulation for protecting the missed operation.    

 Prevention of complication 2.4.4

- Complicated state or side effects during nursing practice might occur to 

patients 

 Continuous care 2.4.5

- Work flow management to each patient through observation, transitional 

care, coordination with team both inside and outside, and also care of dying 

and death. 

 Supporting self- healthcare symptom  2.4.6

- Giving information, insights and essential skills to concern health caring is 

necessary to patients by observing abnormal symptoms, first aids, 

complication protection, medication, practical treatment 

 Enhancement of patient satisfaction  2.4.7

- Using activities about relations in nurses to create patient trust in suitable 

personality and action. 

Hamric et al. (2009) described APNs (Advanced Practice Nurse) who play a role as experience 

operation in nursing to response the nursing requirement that incline variable to health 

problems is increasing complexity and violence. That should be due with appraisal, 

diagnosis, primary care and health state promoting to patients, patients’ families and 

communities with the application about observation evidence and nursing advanced 

practice (Hamric et al., 2009). 

2.5 The cultural competency of nursing care  

Lehman et al. (N.D.) definite the term of cultural competency is essential best quality to 

patient-centered caring perform by honestly affects to deliver and receive caring. The other 

definition was given in field report of health care that is the ability to establish in caring 

organization with several usefulness, faith, manner, specific transfer for patients in social 

and culture (Lehman et al., N.D) cited in (Betancourt et al., 2002). Thus, the meaning of 
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cultural competency describes the capability or operation approach respect or accept 

relationship, attitude and behavior of patient’s family include cultural diversity of staffs 

include helping that response to each people in beliefs, relation characters, attitudes, 

languages and actions. They are new emerging challenges that should focus on the 

interpersonal relationships, collaboration and patient interaction include high quality of 

health care service. Hiranchunha et al. (2007) found that there are five elements of culture 

competencies as follow (Hiranchunha et al., 2007): 

- Valuing diversity, nurse should respect the difference aspect of culture and 

related health belief and practice on delivering of nurse care 

- Cultural self-assessment capacity, nurse is able to recognize the diversity 

between her/ his and patient cultural background. 

- Dynamic with cultural changes, nurse realized that there is much diversity in 

culture and culture change and develop across the time. 

- Institutionalized culture knowledge, the development of cultural 

competency is one of nurse competency that should be included in a 

teaching curriculum. 

- Development and adaptation of service with understanding to within or 

among diversity cultures 

Furthermore, they referred to US nursing expertise about the cultural competency that was 

a personal competency to communication, cultural evaluation and knowledge involved 

personal health behavior in each cultures and also be applied to care and service 

appropriately for patients with knowledge base, skill base and reason of nurse. The culture 

competency should be developed in step-by-step manner and should be carried out 

continuously (Hiranchunha et al., 2007). 

Cultural care focused on the nursing care according to patient’s needs, nationality and 

culture by the caring-holistic that help to factor to analyze the factors have influenced in 

health or personal illness and will be understood the world vision and social structure of 

each person from each social culture. It is useful for making a decision and operating care 

with three process; culture care preservation/ maintenance, culture care accommodation/ 

negotiation, and culture care re-patterning/ restructuring. The Sunrise Model was described 

to concept and concept of man society, see Figure 2 (Leininger, 2002).  

Healthcare model was developed by cultural competency emphasized the cultural 

competency of healthcare service that interacted with five concepts; cultural awareness 

(personal biases reflection), cultural knowledge (cultural variety information), cultural skill 

(ability to assess the culture information of patients), cultural encounter (individual 

approach to patients with different backgrounds) and cultural desire (the required cultural 

competency). The nursing cultural competency had to develop and obviously specify the 

evaluation method to be productive job for cultural individuals (Campinha-Bacote, 1999).  

file:///D:/thump/Final%20thesis%20-%20pim/new%20116/Aood/Concept_cultural%20competence%20nurse_Pimkhwan8.docx%23_ENREF_24
file:///D:/thump/Final%20thesis%20-%20pim/new%20116/Aood/Concept_cultural%20competence%20nurse_Pimkhwan8.docx%23_ENREF_24
file:///D:/thump/Final%20thesis%20-%20pim/new%20116/Aood/Concept_cultural%20competence%20nurse_Pimkhwan8.docx%23_ENREF_32
file:///D:/thump/Final%20thesis%20-%20pim/new%20116/Aood/Concept_cultural%20competence%20nurse_Pimkhwan8.docx%23_ENREF_8


 

 

21 

 
Figure 2: Sun rise model from  Leininger’s Model (Leininger, 2002) 
Purnell’s model of cultural care in Figure 3 explained the learning process in four levels; 1) 

unconscious incompetency to 2) conscious incompetency and then 3) conscious competency 

to 4) unconscious competency, interact with macro aspect (social) and micro aspect 

(personal). It can be applied to evaluate the caring operation and outcomes (Purnell, 2002). 
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Figure 3: Purnell’s Model (Purnell, 2002) 
Cultural competency leads to an increased patient care quality. There are six cultural 

competent care skills; safe, effective, patient-centered, timely, efficient, and equitable. 

These elements of cultural competent care skills are required for better health care quality 

to those with different cultural values and beliefs and diverse backgrounds.  For patient-

centered cares, it is important that nurses can give cares to patients with cultural 

differences, different knowledge levels, and different preferences. (Betancourt et al., 2002; 

Lehman et al., N.D.).  
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Betancourt et al. (2002) described the barriers to cultural competent care among patients, 

health care providers and general U.S. health care system that might affect to quality and 

matter with racial/ ethnic gaps as be effects of language barriers result in patient safety and 

healthcare quality. They are leadership and workforce diversity deficiency, still poorly design 

the care system for diverse patients’ needs and also unsuccessfully communication between 

nurses and patients who are different culture. That means the cultural competency related 

to racial/ethnic disparities that should be eliminated from the health care organization that 

help to improve the service quality. 

Lehman et al. (N.D.) mentioned that the quality of services and systems lacks the culturally 

competent care will affect the poor patient outcomes, reduced patient compliance, and 

increased health disparities. However, improvement of care quality, patient satisfaction and 

cultural competent care will increase job satisfaction and contributes to staff retention that 

according to the Institute of Medicine’s report about Unequal Treatment Confronting Racial 

and Ethnic Disparities in Healthcare. 

Lehman et al. (N.D.) suggested the health care providers should have trains such as:  

- Understanding expression of core cultural healthcare role 

- Examine characteristics of healthcare cultural competent settings  

- Translate and react to several verbal and nonverbal communication of older 

adults 

- Approach and react in values, beliefs, and health behaviors that dissimilar 

variety among older adults 

- Show responsibility to proper cultural and linguistic services 

- Effectively works with various healthcare employee 

- Leader performing include being mentors as best practice patterns for other 

health care providers 

Likewise, Betancourt et al. (2002) recommended three aspects to manage cultural 

competency as follow: 

- Promote the minority health care leadership and develop professionals who 

may assume influential positions in academia, government, and private 

industry 

- Promote the minority workforce in the health care  

- Be involved in the planning and quality improvement meetings 

It involves the structural health care system by developing the quality measurements for 

patient diversity and ensuring culturally and linguistically appropriate health education 

materials and health promotion and disease prevention interventions. 
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- Developing mechanisms and programs for feedback of community and 

patient  

- Implementing systems for patient racial/ethnic and language preference data 

collection that used to monitor racial and ethnic disparities in health care 

service for quality improvement and for all beneficiaries, members, and 

clinical encounters 

- Understanding the needs of limited English proficiency (LEP) patients and 

the importance of using non-English materials and providing access to 

language service 

- Making on-site interpreter services available in health care settings 

- Using research tools to detect medical errors due to lack of systemic cultural 

competency and language-barrier fault 

Incorporating standards for measuring systemic cultural competency into standards used by 

the JCAHO (Joint Commission on Accreditation of Healthcare Organization) and by NCQA 

(the National Committee for Quality Assurance) 

2.6 Clinical cultural competency  

It is made awareness for the impact of social and cultural factors on health’s beliefs and 

behaviors used the tools and skills to manage these factors through training and education:  

- Cross-cultural training  

- Quality improvement  

- Using programs to educate patients about health care system and become an 

active participant  

Some scholars proposed ideas to measure the cultural competency, such as the cultural self-

efficacy scale (CSES) by Bernal & Froman in 1987. They measure three domain of cultural 

competency as follows: (a) knowledge of cultural concepts, (b) cultural patterns, and (c) skills 

in performing trans-cultural nursing functions. Jeffreys & Smodlaka (1996) articulated the 

Transcultural Self-Efficacy Tool (TSET) which is a diagnostic tool designed to evaluate 

students’ perceived self-efficacy caring for cultural variety clients. TSET uses the 83-item 

questionnaire with 3 subscales: cognitive, practical, and affective. Campinha-Bacote  (1999) 

also invented an Inventory for Assessing the Process of Cultural Competency (IAPCC and 

IAPCC-R) which is designed to measure level of cultural competency in health care providers 

using an original scale of 20 items and a revised scale of 25-item questionnaire based on 5 

domain of desire, awareness, knowledge, skill, and encounters. The latest tool was proposed 

by Perng and Watson in 2012, the Nurse Cultural Competency Scale (NCCS), which is 

designed to measure cultural awareness, cultural knowledge, cultural sensitivity, and 

cultural skill (Loftin et al., 2013).  
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This research will apply the cultural self-efficacy scale (CSES) by Bernal & Froman in 1987. 

This tool has the highest score of reliability (more than 0.9) and also the number of question 

is not long, thus it is suitable for measuring the nurse in the working setting place. 

2.7 Cultural competency evaluation 

There are five tools depend on theory used in research (Hiranchunha et al., 2007) 

- IAPCC (Inventory to Access the Process of Cultural Competency) was 

developed from Campinha-Bacote Model by using 25 items from 5 topics of 

each 5 aspects for 100 points as maximum scores.  

- CAS (Cultural Attitude Scale) is a cultural attitude measurement by 

analyzing the 4 situation of patients using 20 items for 20-100 points that 

will reflect the reaction or relationship between patients and nurses. 

- CSES (Cultural Self Efficacy Scale) is a tool of confident measurement 

follow individual culture perceptions of Leininger's concept with 30 totally 

items. 

- CCAT (Cultural Competency Assessment Tools) is cultural knowledge 

evaluation tool for Indian's population migrated to the US using 20 items. 

- CCHPA (Cultural Competency Health Practitioner Assessment) is an 

evaluation tool for caring provider to develop the  6 aspects of care quality 

with varied cultures and languages that are: 

 Beliefs and Values 

 Epidemiology Culture 

 Clinical Decision 

 Way of life 

 Intercultural Communication 

 Management and Empowerment of health 

For application of all tools should be adapted to fit with fundamental of social context and 

IAPCC is interesting tool according to overviews of nursing development by following the 

results from developed nursing students with clearly standard of competency level 

(Hiranchunha et al., 2007). Moreover, Campinha-Bacote Model was applied for developing 

cultural competency to propose the direction of nursing education management and 

summarized as follow Campinha-Bacote (1999): 

- Cultural awareness was developed the sensitivity of nurse to dissimilar 

cultures when interaction with people who have different cultures and 

ethnics. 
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- Cultural knowledge was improved and promoted by interesting learning’s 

that cover human biodiversity, beliefs in causes of pain, culture-bound 

illnesses and human communication in social and cultural diversity. 

- Cultural skill was developed and enhanced by cultural assessment that 

should avoid self-assumed, listening attention and direct communication 

with customers.  

- Cultural encounter with variety cultural patients both direct and indirect 

interaction will help to enhance the diverse attitudes of people by learning 

from the real situation as be cultural immersion. 

- Cultural desire is a top level of development by collaborating or working 

with the others who have different culture. 

The researchers of Kent State University developed an academic programme for cultural 

competency development by using the methods as follow (Kent State University, 2015): 

- Described the philosophy of programme that "human" is the social creature 

have been influenced from cultural’s inheritance and different culture of 

others. This helps to set the goals, objectives for cultural competency 

development. 

- Setting course syllabus both of general subject and selective subject 

 Introduction to Sociology in general subject 

 Selective subjects; Anthropology, Intercultural communication, 

Economic of poverty, Ethic literature of the US, Music as a world 

phenomenon, Cultural psychology.  

Since academic programme support nursing students or learners to learn by living with 

fundamental cultures, religious beliefs or community’s life but there are no methods to 

measurements and assessment. Moreover, nursing educational management of Thailand' s 

three southernmost provinces were analyzed and found that nursing academic programme 

have strengths and weaknesses that should be adjusted for improving the performance of 

graduated nurses are going to work toward unsecured area in southern part. Thus, possible 

and suitable setting of directions and strategic plans to generate nurses who will practical 

response to social demands and problem solving in no peace area; strategies are as follow 

(Songwattana, 2005).  

- To build the nursing programme and course’s subjects are specific 

according to needs and problems of three provinces area. 

- Learner-accepting process for special programme should have suitable 

qualifications. For this case, giving equally funds to male and female and 

also works after graduation in that area. 
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- Teaching method adaptation by setting activity that have stressed for 

cultural sensitivity and cultural differences includes disaster management. 

- Staffs and resources preparation are enough and suitable for running 

processes in the college and job practice area and also improving capacity 

capabilities of lectures about clinical practices and specific nursing care for 

efficient teaching and developed nursing care quality by following the 

cultural competency outcomes of lectures and learners.  

Department of Administrative management support nursing career generation and 

employment and center committee board should selected and group the involved person; 

- Local Government Administrative Organization response to co-investment 

and employment after graduation 

- Nursing faculty and Nursing’s college response to develop the method of 

study and learning, and follow continue assessment. 

- Hospitals and Health Service Support Unit of Ministry of Public Health 

response to investment in learning process by offering resources, support 

practicality and employment 

- Higher Education Committee developed and administered the policies or 

regulations 

- Nursing Council accredited programme issue of nursing education. 

Thus, public health officers need to be adapted service processing by improving abilities and 

preparing specific knowledge and skills to comply with needs and problems in three 

southernmost part provinces.  

For the cultural competency-related academic researches: Sargent et al. (2005) studied the 

cultural competency of 88 first-year nursing students, 121 seniors and 51 nursing lectures at 

Kent State University’s College of Nursing with some factors and found positively relations 

between cultural competency scores and personal background factors. The personal 

background factors were abroad experiences, cultural academy in education program and 

college years, consequently have high affected to cultural competency's levels of nursing 

lectures, seniors and freshman, according to Reeves (2001) and Brennan & Cotter (2008). 

Edgren (2007) reported that nursing colleges, where face with more outsiders come to town, 

inclined higher cultural competency than colleges in the area toward less outsider. There are 

only few cultural competency reports in Thailand but Muktapan et al. (2008) investigated in 

cultural competency of public health students at graduate public health school of KhonKhen 

University and found that public health officers have acknowledged the importance of 

cultures as well. Some of officers have not understood correctly about families, religious, 

arts, languages and ceremonies as cultures that influences to health care and also have 

deficiencies in dialects' communication skill and collaborative management skill for 
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community operating in health aspect. Thus, health service will be operated suitable with 

different cultural areas by training in different culture, beliefs, values, tradition and dharma 

for apply in daily life. 

2.8 Nursing Quality of care 

The cultural competency obtains and applies knowledge of cultural information, this 

awareness help to overview the quality of care and health outcomes; actually attend to 

patients, discover and learn about the patient’s beliefs in health that shows health behaviors 

understanding influenced by culture (Cross et al., 1989). Cross et al. (1989) listed five 

attributes of capability to become more culturally competent that are as follow: 

- Valuing diversity 

- Cultural self-assessment  

- Culture interact and dynamics inherent conscious 

- Institutionalized cultural knowledge 

- Adaptations of service delivery following cultural diversity having 

developed adaptations of service delivery reflecting an understanding of 

cultural diversity 

Developing competent programs of firm reflected the attitudes, structures and policies that 

should be continually adapted and reevaluated after implementations. For nurse, the 

honestly care for patients is not only clinical but also culture for “care”.  

Meyer (1996) suggested the main carriers for diverse cultural caring are weak understanding 

and tolerance and described four major challenges for culturally competency in healthcare 

are (Meyer, 1996):  

- challenge in different clinical among different ethnics and racial groups 

- challenging in communication with various languages that need interpreters 

- challenging in ethics by respect the personal beliefs and belief effects on 

well-being care  

- challenge involves trust 

Harteloh (2003) reviewed multiple conceptualizations of quality and defined that “Quality is 

an optimal balance between possibilities realized and a framework of norms and values” 

which reflects the quality is an abstraction and is constructed based on agreement about 

standards and components as the possibilities (Harteloh, 2003). 

Institute of Medicine (IOM) defined the standards ‘quality of health care that “the health 

service levels for individuals and populations increase the desired health outcomes and are 

compatible with current professional knowledge” (Lohr, 1990). This quality definition 

appeared the lists of quality indicators; furthermore, most of indicators is be composed of 
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5Ds: death, disease, disability, discomfort, and dissatisfaction, rather than more positive 

components of quality (Lohr, 1998). The positive care indicators depend on nursing input 

(appropriate self-care achievement, health-promoting behaviors’ performance, health-

related life quality, well-being care perception, and standard symptom management) 

whereas, the measured indicators were safe, productive, patient centered, well-timed, and 

fair (Hughes, 2008) and safety is the base of quality care (Committee on the Quality of 

Health Care in America, 2001).   

2.9  Patient Safety 

The meaning of patient safety has come out from the healthcare quality was defined by IOM 

as “the prevention of harm to patients” and implement on care delivery system for 

preventing errors and learning from appearance errors and also is built on a cultural safety 

that involves healthcare professionals, customers and firms (Aspden et al., 2004). The safety 

practices for patient help to reduce the risk of harmful cases related to medical care both of 

diagnoses or circumstances, and have been considered as possible strategies to avoid the 

error of patient safety and improve healthcare processes (Hughes, 2008). The patient safety 

problems are classified as follow:  

- Type of errors and harm 

- Latent failure  

- Active failure  

- Organizational system failure 

- Technical failure  

- Reduction process for healthcare setting to specific high-risk areas of firm 

- Communication  

- Miscommunication between patient or patient’s family and practitioners, 

practitioner and nonmedical staff or among practitioners 

- Patient management  

- Unsuitable deputation  

- Tracking fails 

- Mistake referral 

- Mistake resources 

- Clinical performance (before, during, and after intervention). 
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2.10 Nursing Improving Quality through Patient Safety 

Nursing’s responsibility in patient safety is the setting that coordinate and integrate the 

multiple aspects of patient care quality and directly provided and delivered cares by nursing 

to avoid medication errors and preventing patient falls (Hughes, 2008).  

Moreover, the lower level nurse staffs are linked to increase risks of complication to patients 

(Kane et al., 2007). According to the Agency for Healthcare Research and Quality (Stanton, 

2004), the effects can increase the rate of patient outcomes such as pneumonia, shock, 

cardiac arrest, and urinary tract infections. Changes in population demographics, career 

expectations, work attitudes and worker dissatisfaction caused of nursing shortage 

(American Hospital Association, 2002). 

2.11 Hospital  

Private hospitals are hospitals that have high potential to accept international patients.  

However, there should still be intervention on cultural competency in private hospitals to 

improve the services. 

Since National Statistical Office always composes the survey of private hospital engage in 

business every 5 years for national accounts and I/O table (Input-Output Table) by 

government sectors includes education and Thai public health service development plans. 

Therefore, the hospital-related definition as one part of index must be defined for identical 

comprehension by mean of all general private hospitals and clinics in Thailand that have 

beds for stay overnight and establishment which have obtained license from grantor and 

also being one type of sanatorium in chapter 2 section 14 (2) as an over-night sanatorium as 

follow the sanatorium acts B.E. 2541 (Economic and Social Statistics Bureau, 2013). The 

over-night sanatorium is place provides the medical services and the patients permit to stay 

overnight and the others as prescribed in the Ministerial Regulation. WHO (2004) described 

meaning of hospital that “an institution the primary function of which is to provide inpatient 

diagnostic and therapeutic services for a variety of medical conditions, both surgical and 

nonsurgical. Most hospitals provide some outpatient services, particularly emergency 

care.”(WHO, 2004) 

From the Sanatorium Act (1998) states that "sanatorium" means a place and including a 

vehicle which is provided for normally medical practice under the law on medical practice, 

medicine practice under the law on medicine practice, nursery and midwifery practice under 

the law on nursery and Midwifery practice, or the dentistry practice under the law on 

dentistry practice with no respect of any earned profit, but not a place for the sale of drugs 

under the law on drugs which particularly operates a drugs business (Sanatorium Act B.E. 

2541, 1998);  

- "Patient" means a person who requests for services in a sanatorium;  

- "Licensee" means a person who receives a license to engage in a sanatorium 

business;  
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- "License" means a license to operate a sanatorium business or a license to 

manage a sanatorium; 

- “Manager" means a person who receives a license to manage a sanatorium; 

- "Practitioner" means a medical practitioner and a practitioner on medicine, 

nursery, midwifery, dentistry, pharmacy or other practitioners determined by 

the Minister in the Government Gazette; 

- "License" means a license to operate a sanatorium business or a license to 

manage a sanatorium; 

Economic and Social Statistics Bureau (2013) gave “hospital” means any sanatorium has 

obtained a license to establish and engage in a sanatorium business shall be prescribed in 

sanatorium acts B.E. 2541 to perform the clinical duties and practices. There are licensed 

numbers of bed for accept overnight patients and provide to diagnosis, major surgery, and 

full-time nursing services. Hospitals or Clinic or other names were divided into two types are:  

- General Hospital is the place provides the modern medical services or 

traditional services that general examine the common diseases, not specific.  

- Specialty Hospital is the place provides the modern medical services or 

traditional services that deliver patient treatment by specialized staff and 

equipment in surgery, internal medicine clinic, child health clinic, obstetrics 

gynecology and infertility, eye-ear-nose-throat clinic, psychiatry clinic, 

otolaryngology and midwifery.  

2.12 Knowledge and attitude of cultural competency of nursing  

Nursing clinical functions are sudden to response to practical problems and customer needs 

that being dynamic and uncertain nature of healthcare environment system with the faster 

making decision is one essential competency and effect to healthcare service quality. The 

decision makers; professional nurses and practicing nurses, should have strengthen 

characters in nurse’s views and experiences is indicated to knowledge and skills for solving 

problems (Hagbaghery et al., 2004). 

The competency varies directly to good level of knowledge, skills and also experiences, 

which is expert in individual own job, all of that affects to qualities of nurse.  Hagbaghery et 

al. (2004) reported that the effective clinical-making decision depend on people who has 

capabilities for gathering, understanding, integrating the patient data with focus on the 

needs and clinical situations. That means the proper knowledge and right time decision 

affects to patient safety; moreover, the mode, type, level of participation depends on the 

education of nurses but does not supported the effective of clinical-making decision. The 

educations of nurse relate to the curriculum contents, methods of education, role models; 

especially nurse educators are essential for preparing nursing students to be effective 

clinical decision-makers. In case of barrier for decision-making behaviors, the contents of the 
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curriculum is mostly theoretical and text book testing that affects to medical diagnosis, 

sometime; the methods of education as barrier for apply them in practice; role models also 

played a significant should be more self-confident and good knowledge transfer.  

2.13 Related study on cultural competency of nurse 

Flowers (2004) in her study on the cultural competency of nurse stated that the more 

diversity in US population requires that nurse provide culturally competency care. The 

culturally care would effect to the patient condition,  the bad feelings experienced by 

critically ill patients and can result in inadequate care provided by healthcare professionals 

because of the lack and failure to provide a patient by regarding their cultural background. 

Nurses should be aware that many subcultures and variations may exist within a cultural or 

an ethnic group. For example, Asia culture, American, Latino culture and subculture would 

be a label by a nurse to provide the nursing care. A direct relationship exists between a 

patient’s culture and his or her health; of the many variables known to influence health 

beliefs and practices, culture is one of the most influential.  If the mission of the best 

possible care for all patients is the main objective of health care, critical care nurses must 

have skill in the delivery of culturally appropriate and culturally competent nursing care. The 

ability to deliver nursing care that will allow effective interactions and the development of 

appropriate responses to persons from diverse cultures, races, and ethnic backgrounds is 

become a new challenge for nurse profession (Flowers, 2004). 

Hiranchunha et al., (2009) examined the culturally competency perception of Thai nursing 

students and faculty for caring diverse clients. This study included 228 baccalaureate nursing 

students, and 42 faculty members at Faculty of Nursing, Prince of Songkla University.  This 

study tried to measure the cultural competency by implemented the Cultural Care 

Competency Scale-Thai composed of Cultural Knowledge Test and Self-Cultural Competency 

Test. Focus group discussions were also conducted as additional method. The questionnaire 

was examined by experts for the content validity. Furthermore the reliability of Cultural 

Knowledge Test was obtained by discrimination index of 0.73 and point-biserial correlation 

ranged from 0.3 to 0.8. The Cronbach’s alpha of Self-Cultural Competency Test was 0.89. It 

was revealed that majority of the second year students (81.1%) and the fourth year students 

(71.5%) perceived their culturally competency at the level of cultural aware, however 

majority of the faculty (58.8%) perceived their culturally competency at the level of cultural 

competency. The perception of the cultural skill has the highest average score of the second 

year students, the fourth year students, and faculty (17.72, 17.99, and 18.95, respectively), 

whilst the perception of the cultural knowledge had the lowest average score of the second 

year students, the fourth year students, and faculty (9.38, 9.96, 9.93, respectively) 

(Hiranchunha et al., 2009). 

Unchunbutr & Oumtanee (2009) studied the characteristics of an excellent nursing service 

for using to set policies, strategies and executive managements for serving the excellent 

service to customers. The study suggested the general characteristics of workers were 

continuous self-development, efficient communication and information technology, good 
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appearance of nurse and leadership and also advice for other characteristics are specific for 

nursing leader and practice nurse. The specific leader of nurse should well know and 

understand organization’s vision and mission, have some knowledge of financial and 

marketing management, effective leadership, provoke employees to work follow vision and 

mission and create the professional nurse networks to engage in hospital administration. For 

practical nurse characteristics should have some knowledge of risks, costs and 

administrative managements, well make decisions, capable influent foreign language 

communication, research capabilities and academic leader (Unchunbutr & Oumtanee, 2009).   

Siripul & Sakdisthanont (2012) showed suggestions for improving nurse competency in 

disaster nursing with 3 targeted nurses who effectively response in disaster areas and work 

with disaster victims at local, country and international disaster are (Siripul & Sakdisthanont, 

2012):  

- Nursing students should study and prepare the disaster nursing knowledge in 

basic nursing education.    

- Professional nurses should operate in variety of disaster nursing. 

- Special nurses should be trained in short course for knowing, understanding 

and getting skills for managing the disaster nursing as well and play a role 

disaster manager.   

Singhdong (2013) reviewed about positive practice environment (PPE) for solving shortage 

people of health care operation and referred to definition of PPE by International Council of 

Nurses that “Positive Practice Environments are settings that support excellence and decent 

work. In particular, they strive to ensure the health, safety and personal well-being of staff, 

support quality patient care and improve the motivation, productivity and performance of 

individuals and organizations”. PPE was an idea to create work atmosphere for increasing 

efficient jobs and also stabilizing and increasing retention rate of nurse to work continue and 

better teamwork in patient care, then nurse will satisfy jobs and decrease absence in finally. 

The successful hospitals use Magnet model to create the atmosphere of healthcare system 

for attract nurse to work continue that are 14 elements of Magnetism compose of 

(Singhdong, 2013):  

- Quality of nursing leadership 

- Organization structure 

- Administrative form 

- Human Resource policies 

- Nursing care system 

- Quality of patient caring 

- Quality development 
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- Guidance and resources  

- Being privilege 

- Health service communities and unit 

- Education 

- Nursing appearance 

- Professional union 

- Professional development 

Presently, there is the reward for quality patient care and nursing excellence of The Magnet 

Recognition Program for Excellence in Nursing Service Project aim to support the healthcare 

work atmosphere for professional operation, excellent in nursing service system and 

mechanism of best practice’s nursing care system. The magnet hospitals are developed in 

many countries but Singapore is an only one in ASEAN to operate by Magnet model. 

Tzeng (2004) reported the self-assessment of nurses in the Taiwan hospital by their own 

competencies, job demands and performance with nursing care quality as an indicator and 

showed the relationship between competency and performance means competency have 

provided quality nursing services (Tzeng, 2004). 

Hamid et al. (2014) investigated the narratives analysis by using three types of narratives: 

“Working in the spirit of serving humanity”, “Working against all odds”, and “Working in a 

functional system and facing pressures of increased accountability” for interview nurses in 

private and public tertiary hospitals in Islamabad and would be analyzed the nurses working 

experiences.  “Working in the spirit of serving humanity” would motivate nurses who had 

been working less than 2 years in the public sector hospital to serve with limited resources. 

The nurses were dealing with problems in the public sector hospital with limited resources 

and having responsibility for patient care and other additional duties were motivated by 

“Working against all odds”. “Working in a functional system and facing pressures of high 

accountability” would motivate nurses who worked in stress pressure environment for their 

duties. Thus, the health workforce was associated with work pressure affected to satisfy and 

enjoy working (Hamid et al., 2014).   

Salanova et al. (2011) studied the relationship between supervisors who are 

transformational leaders and staff nurse who have extra-role performance that was 

explained with self-efficacy and work engagement. The transformational leadership style of 

supervisors enhanced different ‘extra-role’ performance in staff nurses and also increased 

hospital efficacy that implied the leaders have a positive influence on extra-role 

performance by establishing a sense of self-efficacy and amplifying to engagement in the 

workplace. The psychological mechanisms may explain that encompasses behaviors that are 

unusual required in formal jobs, but became to facilitate the social organizational system 

have smooth functions. Moreover, this study showed nursing leadership is called for duty of 
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management in healthcare workplaces and workforce issues. Applying and training a 

transformational style are in leadership improvement for sustainability of nursing workforce 

as competitive advantages for hospitals (Salanova et al., 2011). 

McLaughlin et al. (2007) studied examination systematically to track the role of personality 

and self-efficacy to forecast academic performance and regression in nursing students who 

were measured personality, occupational and academic self-efficacy for selection process to 

complete preregistration and employed as registered nurses. Since the shortage of 

registered nurses and attrition rates in nursing students is being problem and concerned, 

self-efficacy theory usually be applied to nursing practice by personality dimension and 

psychoticism contribute to attrition in nursing students.  Occupational self-efficacy was a 

significant predictor of final mark obtained but persons who scored higher self-efficacy 

inclined to achieve better final marks that were withdrawn from the programme 

(McLaughlin et al., 2007).  

Kane et al. (2007) reported that the shortage of registered nurses and increased workload 

has affected to quality of care, on the other side increasing ratio of nurse to patient has been 

recommended to improve patient safety and studied the nurse to patient ratio associated 

with patient outcomes (mortality, adverse drug events, nurse quality outcomes, length of 

stay, patient satisfaction with nurse care). Many evidences suggest that an increase in 

registered nurses to patient ratios help to reduce hospital-related mortality, failure to 

rescue, and nursing responsive outcomes, reduced length of stay. The effected ratios for risk 

reduction show as follow: ratios less than 2.5 patients per registered nurses in intensive care 

units and less than 3.5 patients per registered nurses. For workload reduction from more 

than six to two or less patients per registered nurses per shift would save 25 lives per 1,000 

hospitalized patients and 15 lives per 1,000 surgical patients (Kane et al., 2007). 

 Why cultural competency development programme is required 2.13.1

An increase in cultural awareness has been very essential due to the change in population 

demographic in the regions and the influx of tourists requiring medical procedures which 

result in growing diversity of cultures among patients (Jacques, 2004). It has been suggested 

that cultural competency can have a positive impact on patient care of nurses (Jacques, 

2004). 

There are several educational processes that medical practitioners can incorporate to 

develop the competency to bridge cultural, ethnic, linguistic and social communication 

barriers; these may include didactic, experiential, reflective and case-based studies (Jacques, 

2004). Some of them are reviewed as follow. 

A trial on increasing cultural awareness of nurses was conducted using a 6-hour workshop at 

Washington State University-Vancouver and Southwest Washington Medical Center; 

however, the results were not summarized on the improvement of cultural competency 

(Oregon Centre for Nursing, 2010). This study suggested that cultural competency is 

essential in health care. 

file:///D:/thump/Final%20thesis%20-%20pim/new%20116/Aood/Concept_cultural%20competence%20nurse_Pimkhwan8.docx%23_ENREF_47
file:///D:/thump/Final%20thesis%20-%20pim/new%20116/Aood/Concept_cultural%20competence%20nurse_Pimkhwan8.docx%23_ENREF_37
file:///D:/thump/Final%20thesis%20-%20pim/new%20116/Aood/Concept_cultural%20competence%20nurse_Pimkhwan8.docx%23_ENREF_28


 

 

36 

There was an attempt to enhance the cultural competency of nursing students at Oregon 

Health and Science University incorporating workshops as well; a deeper sense of cultural 

understanding was reported (Oregon Centre for Nursing, 2010). 

A programme on an online cultural competency tutorial reflective of Oregon’s cultures to 

develop nurse’s and nursing students’ knowledge and cultural competency of regional 

cultures was developed to enhance the cultural competency of nurses and nursing students 

at OHSU – Ashland / Asante Health Systems (Oregon Centre for Nursing, 2010). The 

programme included three one–hour tutorial modules: aspects of cultural assessment; 

caring for the Hispanic client and; caring for the Native American client; the results showed 

that pre- and post-test scores of demonstrating cultural knowledge and awareness 

significantly increased in 260 students, faculty and direct care providers (Oregon Centre for 

Nursing, 2010). 

An evidence-based training was also implemented at Salem Hospital in order to enhance the 

intercultural competency to improve the quality of care for minority populations and impact 

healthcare disparities; the results showed an improved awareness (Oregon Centre for 

Nursing, 2010). 

A formal cultural competency assessment of nursing staff using the Inventory for Assessing 

the Process of Cultural Competency among Healthcare Professionals - Revised (IAPCC-R) 

developed by Dr. Josepha Campinha-Bacote conducted at Providence Hood River Memorial 

Hospital (PHRMH) and it was found that only 29% and 67% of the staffs scored in culturally 

competency and culturally awareness respectively, although, they received 5 years of 

education in culturally competent care; the assessment suggested that further/different 

approaches would be necessary (Oregon Centre for Nursing, 2010). 

 Case-based cultural competency development programme 2.13.2

Case-based education is a very common method in medical education; it utilizes actual 

scenarios that occurred in clinical settings that facilitate students to practice the realities and 

apply/integrate the basic skills and ideas (Hark & DeLisser, 2009; Jacques, P. F., 2004).  

A case-based cultural competency improvement simulation programme for nursing students 

created at the Oregon Health and Science University, USA revealed that the nursing students 

could successfully integrate cultural experiences into simulations so nursing students could 

improve their own cultural competency and eventually, the quality of care for all patients 

(Oregon Centre for Nursing, 2010). 

A case-based cultural competency improvement programme was also developed at the 

Center for International Rehabilitation Research Information & Exchange (CIRRIE) to replace 

the traditional classroom-based/workshop-based programme which only lacked the 

involvement of the learners in applying/integrating things in the real clinical environment 

(CIRRIE, 2013). The case-based simulation provided them with real clinical environment and 

bridged the gap between the academic preparation and the real environment (CIRRIE, 2013). 



 

 

37 

Diverse cultural factors can be covered within the cases e.g. cultural diversity plus gender, 

language, folk beliefs, socioeconomic status, religion, and sexual orientation; however, the 

limited diversity of cases may result in stereotypes (Hark & DeLisser, 2010; Jacques, 2004). 

2.14 Situations in Thailand 

Thailand was ranked as one of the top three most popular tourist destinations in Asia by 

WTO. The second highest foreign income to Thailand goes to the tourism industry, 

(Rittichainuwat et al., 2002). 

In additional, the launch of AEC in 2015 will transform ASEAN into a region with free 

movement of goods and services, investment, skilled labor, and freer flow of capital (ASEAN, 

2008). The increased influx of this economic movement affecting all industries is avoidable; 

the new term “medical tourism” explains about the movement of tourists who travel to 

other countries to take advantage in obtaining medical services (Rerkrujipimol & Assenov, 

2011). 

These have resulted in growing diversity of cultures due to increased diversity of people 

from different countries and regions with different cultures and beliefs. 

There has only been a case-based study on improving cultural competency of healthcare 

personals at a nursing school level (Siripan et al, 2009) but yet at a private healthcare 

provider level. It is essential that a study of cultural competency development at this level 

must be carried out in order to study the feasibility of the cultural competency training 

intervention and its impact on healthcare sectors in Thailand. 

.
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CHAPTER 3 

RESEARCH METHOD 

This chapter composes of research design, study area, study population, sampling technique, 

inclusion and exclusion criteria, sample size, intervention method and program, 

measurement tools, data analysis, ethical consideration, study limitation and research time 

schedule. The detail explanation will be presented as follows.   

3.1 Research design 

This study is a quasi-experimental design by implementing the cased-based cultural 

competent intervention. The intervention was done and the data was collected at the 

beginning of study (pre-test), after the intervention (post-test) and after the booster (post-

test). 

 
 

Figure 4: Research design for quasi experimental for the communication skill 

development 

Note: 

- OA1 = Number of samples in intervention group at the start of the study (pre-test) 

- OA2 = Number of samples in intervention group at the middle of the study (mid-

test - after 3 months) 

- OA3 = Number of samples in intervention group at the end of the study (post-test 

- after 6 months) 

- OB1 = Number of samples in control group at the start of the study (pre-test) 

- OB2 = Number of samples in intervention group at the middle of the study (mid-

test - after 3 months)  

- OB3 = Number of samples in control group at the end of the study (post-test - 

after 6 months)  

3.2 Study area  

This study was conducted at the Hospital A (as intervention area) and the Hospital B General 

Hospital (as control area). The main reason for selecting these two hospitals, as described in 
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the introduction that Hospital A has already tried to implement cross-cultural setting, 

namely it provides halal food for Muslim patient. Moreover, some of patients came from 

Myanmar where they have different rules and cultures. Whilst the other hospital has a 

similar policy in providing services for their foreign patients. Furthermore, these two 

hospitals have comparable characteristics as follows.  

- Mid-size private hospitals 

- Approachable hospitals 

- Have similar service provision 

- Have similar patient portfolio, e.g. 2-3% international patients 

- Are accredited by international standard bodies 

- Have comparable number of nurses (178 nurses at Hospital A and 172 at 

Hospital B)  

- Have comparable number of beds (210 beds at Hospital A and 250 beds at 

Hospital B) 

3.3 Study population 

The Ministry of public health of Thailand informed that there were 13,692 nurses working in 

private hospitals in 2013 (Bangkok area 6,347 nurses; Central 3,801 nurses; Northeast 962 

nurses and South 1,100 nurses). Due to the limited study resources, the present study only 

investigated the registered nurses from two private hospitals with similarity in size, quality 

and services, namely, Hospital A (total of 178 nurses) and the Hospital B General Hospital 

(total of 172 nurses). The samples were selected by using proportional simple random 

sampling. The proportional amount of research subject was based on the place of job, 

namely ward.   

Nurses from all departments in the hospitals were recruited into the study because the 

nurses from all departments have a potential to make contact with patients and their 

families where cultural competency is necessary in order to better respond contacts with 

different cultures.  

3.4 Sampling technique 

The hopsitals used in the present study were purposively selected as control, intervention 

and pilot-test groups where the departments/wards that are more likely to have contact 

with international patients, e.g. ward 1 & 2 were also purposively selected. Then the 

samples were selected proportionally from the total population from each department in 

order to get representative subject number from each department/ward in the hospitals. 

The study then implemented the simple random sampling for selecting the participants from 

nurses who were willing to participate the study. Thus this study could represent the entire 

nurse population in the two hospitals.  



 

 

40 

 Inclusion criteria  3.4.1

- The nurse who was willing to participate the study 

- The nurse had permanent employment status. 

- The nurse had experience as a nurse for a minimum of 1 year. 

- The nurse had an experience at a shift job. 

 Exclusion criteria  3.4.2

- The nurse who was in the third trimester of pregnancy. 

- The nurse who missed more than 8 hours of training 

- The nurse who missed at least one of the tests 

3.5 Sample size 

The sample size in this research was calculated employing   Power 3.1.7 software using a 

two-tail paired t-test function. By using means (x ) and S s from the previous study, the 

effect size can be calculated (effect size is a measure that describes the magnitude of the 

difference between two groups. It is calculated by taking the difference in means (x ) 

between two groups and dividing that number by their combined (pooled) standard 

deviation.). According to the previous study of the cultural competency of student nurse in 

three provinces of southern Thai borders (Siripan et al., 2009), nursing students who did not 

have experience in nursing care of patient with different culture were less culturally 

competent than those who had experience in nursing care of patient with different culture 

(x 1 = 56.03, SD1 = 5.78, 40 x 2 = 53.24, SD2 = 7.45). The effect size of 0.2958876 was obtained. 

Assuming the significant value and power of 0.05 and 0.95 were used, the total sample size 

of 151 was then obtained (76 nurses per group).  

Assuming a drop-off of 10%, extra 10% of nurses were added to each group. Therefore, the 

total sample size of 83 nurses was obtained for each group.  

Table 3 shows the proportional distribution of research subject based on place of job where 

a proportion of number of nurses was recruited from different departments, i.e. 47% , 48% 

and 22% of total nurses at Hospital A, Hospital B and Hospital C respectively. 

Table 3: Proportional distribution of research subject based on place of job 

Department 

Population  Sample 

Hospital A 

(Intervention) 

Hospital B 

(Control) 

Hospital C 

(Pilot) 

Hospital A 

(Intervention) 

Hospital B 

(Control) 

Hospital C 

(Pilot) 

ER 20 17 17 9 8 4 

OPD 30 34 25 14 16 6 

WARD 1 45 41 38 21 21 8 

WARD 2 43 43 36 21 21 8 

ICU 20 17 17 9 8 4 

OR 20 20 17 9 9 4 
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Total 178 172 150 83 (47%) 83 (48%) 33 (22%) 

Note: Estimated 10% drop-off of sample will be added to the total sample size calculated; sample size 

of 83 is then obtained. Equal proportion of nurses will be selected from different departments based on 

simple random sampling selection. Age, Income and working experience of the nurses will be used for 

matching the nurses from the two groups. 

3.6 Intervention method   

 Cultural competency  3.6.1

The intervention used in the present study included 12 x 4-hour weekly training and 2 x 3-

hour monthly boosters in a form of a job training model. The training was held by 

professional cultural competent trainers/experts. The participants were examined for their 

cultural competency at the beginning of the study (pre-test), after 3 months (mid-test) and 

after 6 months (post-test).  

The training consisted of two different components: the cultural competency and the 

foreign language proficiency (languages used by major medical tourists and ASIAN 

languages). The model implemented in the present study employed case-based cultural 

competency development training intervention. The material comprised of understanding 

concept of cultural and cross-cultural environment; assessment method of patient cultural 

need; communication skill in term of cross-cultural situation; the method of unconscious 

incompetency to conscious incompetency; foreign language proficiency; case-based 

simulation on cross cultural environment. 

 Schedule of intervention 3.6.2

This training was designed to provide participants with valuable understanding and 

appreciation for diverse cultures in the context of work and life. Participants would find this 

course beneficial on a number of levels, not only were the common aspects of diverse 

cultures covered but also the hidden elements of diverse culture in order to service the 

foreigners living or working in Thailand. Understanding these hidden aspects would allow 

participants the opportunity to tackle and overcome the cross cultural issues and more 

understanding of the foreign patients. The programme undoubtedly assisted participants in 

acclimatizing to life in different cultures. Learning powerful techniques would help 

communicate effectively with foreign patients. Implementing cross cultural skills would 

make a more effective and productive teamwork. This programme provided nurses with: 

- How to work with and manage foreign patients effectively 

- Understanding of different cultures and how it impacts the workplace 

- Techniques for motivating with foreign patients 

- Strategies to cope and manage with cross cultural issues 
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 Cultural competent training programme 3.6.3

The training was conducted by experts of cultural competency from the Human Resources 

Professionals Associations. The programme is scheduled for 12 weeks (4 hours per week) 

and is shown in Table 4.  
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Table 4: Details of training programme 
Week Content Instructor 

1 Cultural sensitivity and awareness and cultural competency 

- Meaning and its importance 
- Working with different cultures 

- Difference of different cultures, traditions and norms 

- Dr.Sirinthorn Pibulpanuwat 

- Assist. Prof. Nuntiya Doungphummes 
Research Institute for Languages and Cultures of 

Asia, Mahidol University 

2 Conflict and complain management 
- Norms of different cultures 

- Communication of different cultures 

- Colonel Angkana Sumetsittikul 
Bumrungrad Academy 

Bumrungrad Hospital 

3-7 Asian language and their cultures (related to healthcare) 

- History of Brunei and Brunei language (Malay) 
- Brunei culture and Brunei universal manners 

- Brunei language (Malay) 

- History of Cambodia and Cambodian language  
- Cambodian culture and Cambodian universal manners 

- Cambodian language 

- History of China and Chinese language  
- Chinese culture and Chinese universal manners 

- Chinese language 

- History of Indonesia and Indonesian language  
- Indonesian culture and Indonesian universal manners 

- Indonesian language 

- History of Laos and Laos language  
- Laos culture and Laos universal manners 

- Laos language 

- History of Malaysia and Malaysian language  
- Malaysian culture and Malaysian universal manners 

- Malaysian language 

- History of Myanma and Myanma language  

- Myanma culture and Myanma universal manners 

- Myanma language 
- History of Philippines and Philippines language  

- Philippines culture and Philippines universal manners 

- Philippines language 
- History of Vietnam and Vietnamese language  

- Vietnamese culture and Vietnamese universal manners 

- Vietnamese language 

- Sittiporn Netniyom  

- Dr. Noraset Pisitpanporn 
- Weerapong Meestan 

- Dr. Sumitra Suratdecha  

- Dr. Rujiwan Laophairoj 
- Assist. Prof. Amorn Saengmanee  

Research Institute for Languages and Cultures 

of Asia, Mahidol University 
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Table 4: Details of training programme (Continued) 

8 Middle eastern language and Middle eastern culture (related to 
healthcare) 

- History of Middle eastern countries and Middle eastern  

language  
- Middle eastern  culture and Middle eastern  universal manners 

- Middle eastern  language 

- Rachada Pornputtkul 
Bumrungrad Academy 

Bumrungrad Hospital 

9 English language and their cultures (related to healthcare) 

- History of American, European and Australian countries and 
English language  

- American, European and Australian  culture and manners 

- English  language 

- Rachada Pornputtkul 

Bumrungrad Academy 
Bumrungrad Hospital  

- Pimkhwan Bunjitpimol  

College of Public Health Sciences, 

Chulalongkorn University 

 

10-12 Services to patients from different cultures using case-base 
practice 

 

- Rachada Pornputtkul 
Bumrungrad Academy 

Bumrungrad Hospital 

*Due to limited number of nurses working at Hospital A (Intervention group), the nurses recruited into 

the study (N=83) were be divided into 2 sub-groups where nurses from the same department/ward were 

preferably assigned to different sub-groups. Each sub-group participated the training at different times 

in order to prevent the shortage of nurses present in the departments/wards at any times.  

Note: The author (Pimkhwan Bunjitpimol) acted as a project manager (organize the training 

programme) and as a facilitator during the entire training programme (week 1-8 & 10-12) where she 

also acted as a co-instructor at week 9 for English language course. 

The case-based simulation training session was held in week 10-12, while the language 

course was held in week 3-9. The objective of the simulation across cultural environment 

was to support nurses to learn the social skills and cultural competency required for daily life 

and medical terminology related to ASEAN Foreign patient. While the objective of the 

language proficiency was to introduce to basic commands in selected languages and also the 

healthcare-related commands in selected languages. 

3.7 Measurement tools  

Three main key competencies: 1) knowledge in different cultures; 2) attitude towards 

different cultures; and 3) cultural practice in nurses were measured using a set of self-

administered questionnaires as follow (Flowers, 2004; Siripan et al., 2009; American 

Speech Language Hearing Association, 2010; Sealey, 2003). Please note that cultural 

competency scores were converted into percentage-based system for comparison. 

 Cultural knowledge competency 3.7.1

A self-administered true-false questionnaire comprises of 116 items grouped into 8 

categories including food, greeting, religion/belief, language/costume, manner, health, 

culture and social, see Table 5. The knowledge in different cultures competency was 

answered as: T = True; F = False; NS = Not Sure. The questionnaire was assessed with 

Bloom’s cut-off criteria where a score of less than 60% (1-69 items) was graded as “low 

competency”; a score from 60% to less than 80% (70-92 items) was graded as “moderate 

competency”: and a score from 80% to 100% (93-116 items) was graded as “high 

competency”.  

Table 5: Cultural knowledge competency categories 
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Category Item Total 

Food 2,5,12,24,25,48 6 

Greeting 1,3,7,8,20,21,30,39,40,49,73,80,85,88,97,111,112 17 

Religion/belief 26,35,37,38,91,92,98,104,105 9 

Language/Costume 15,16,17,71 4 

Manner 4,10,11,13,14,19,27,28,31,34,36,41,46,52,69,70,75,87,96,99,101,108,116 23 

Health 6,18,43,63,64,65,102,103,106,110 10 

Culture 9,22,23,29,47,50,51,53,60,61,62, 66,67,68,72,74,76, 

81,82,83,84,89,90,94,95, 107,114,115 

28 

 

Social 32,33,42,44,45,54,55, 56,57,58,59,77,78,79,86, 93,100, 109,113 19 

 

 Cultural attitude competency 3.7.2

A self-administered 1-to-5-scale questionnaire comprises of 14 items. The attitude towards 

different cultures competency was rated as: 5 = Strongly agree; 4 = Agree; 3 = Neutral; 2 = 

Disagree; 1 = Strongly disagree. The questionnaire was assessed a cut-off criteria using mean 

(x ) and standard deviation (S ) where a score of less than x -S  was graded as “low 

competency”; a score from x -S  to less than x  S  was graded as “moderate competency”: 

and a score equal and higher than x  S  was graded as “high competency”. 

 Cultural competency in nursing practice 3.7.3

A self-administered 1-to-5-scale questionnaire comprises of 10 items. The attitude towards 

different cultures competency was rated as: 5 = Things that I always do; 4 = Things that I 

sometimes do; 3 = Things that I rarely do; 2 = Things that I have never done but will do when 

have an opportunity; 1 = things that I will never do. The questionnaire was assessed using a 

cut-off criteria using mean (x ) and standard deviation (S ) where a score of less than x -S  

was graded as “low competency”; a score from x -S  to less than x  S  was graded as 

“moderate competency”: and a score equal and higher than x  S  was graded as “high 

competency”. 

3.8 Reliability and validity of the study 

Before implementing the questionnaire for collecting the data, validity and reliability of 

questionnaire were tested. Validity and reliability refer to whether a study is able to 

scientifically answer the questions it is intended to answer, and as such, it is vital for a test to 

be valid in order for the results to be accurately applied and interpreted (Field, 2005; 

Iacobucci & Churchill, 2010).  

 Validity 3.8.1

3.8.1.1 Content validity 

Content validity was approved by five experts in different fields, e.g. experts in cultural 

competency, experts in international cultural competency and expert from private setting 

which include: 

- Assoc. Prof. Ratana Somrongthong
, 

Chulalongkorn University, Bangkok, 

Thailand. 
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- Lieutenant Colonel Hatairat Kaoaiem, The Royal Thai Army Nursing 

College, Bangkok, Thailand 

- Dr. Sunun Sinsuesatkul,
 
Ministry of Public Health, Bangkok, Thailand 

- Colonel Kullaya Phaikoh,
 
The Royal Thai Army Nursing College, Bangkok, 

Thailand 

- Assoc. Prof. Pattcharaporn Kerdmongkolchai, Faculty of Public Health, 

Mahidol University, Bangkok, Thailand 

 Reliability 3.8.2

3.8.2.1 Pilot test 

The method included distributing questionnaire to 33 nurses at Hospital C. 

3.8.2.2 Internal reliability  

Internal reliability was conducted using SPSS software (Higher reliability value represents 

higher reliability of the questionnaire (value range: 0-1)). After being reviewed, validated 

and updated by all five experts, contents of the questionnaire were tested for their 

reliability. The reliability test was conducted using a pilot test method. The method included 

distributing questionnaire to 33 nurses at Hospital C selected using the inclusion-exclusion 

criteria (see 3.4 Sampling technique). The results were then tested for reliability using a KR-

20 and Cronbach’s Alpha reliability tests, see Table 6.  

Table 6: Reliability statistics of the questionnaire - Cronbach’s Alpha value 
Category 

 

Result format Reliability test Number of 

items 

Reliability 

value1 

Knowledge Binary (T, F) Kuder–Richardson Formula 20 (KR-20) 116 0.997 

Attitude Scale (1-5) Cronbach’s Alpha  14 0.870 

Practice Scale (1-5) Cronbach’s Alpha  10 0.771 
1
Higher reliability value represents higher reliability of the questionnaire (value range: 0-1) 

 The reliability of the study was found to be reliable.  

3.9 Data collection 

The data was collected using a self-administered questionnaire. The questionnaire 

explored the cultural knowledge, attitude towards different cultures and cultural nursing 

practice. The data was collected in three periods of time starting in late December 2014 until 

June 2015 as follow. 

- Pre-test: at month 0 or week 0 (at the beginning of the study) 

- Mid-test: after 3 months or 12 weeks (after weekly training) 

- Post-test: after 6 months or 24 weeks (after monthly booster) 

http://srmo.sagepub.com/view/encyclopedia-of-survey-research-methods/n522.xml
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3.10 Data Analysis  

Data were analyzed using SPSS (SPSS Inc., 2000). The significance level was set at 0.05. A 

number of data analysis procedures were used including 

– Descriptive statistics 

• Mean, SD, frequency, percentage 

– Inferential statistics  

• Chi-square: categorical data 

• Unpaired (independent) t-test: continuous data 

– Pre-test: knowledge, attitude and practice (between groups) 

– Post-test: practice (between groups) 

• Paired (dependent) t-test: continuous data 

– Pre-test vs Post-test: practice (within group) 

• ANCOVA: between groups and effect of intervention taking into 

account the co-variance (different pre-test data between groups: 

knowledge and attitude) 

3.11 Ethical consideration 

Ethical clearance was sought from both of the participating hospitals, namely Hospital A and 

Hospital B. In addition, approval from College of Public Health, Chulalongkorn University was 

sought as well, see Appendix III: Ethical approval of the questionnaire. Informed written 

consent was obtained from the staffs and only staffs that signed the consent were included 

in the present study, see Appendix VI: Consent Form for Participants. Staffs were 

subsequently given an introduction and details of the study as well as some ethical concerns 

as follow, see Appendix V: Participant Information Sheet. 

- The study is voluntary and any participants may withdraw from the study at 

any time. 

- The study is confidential; data collected from participants will not be 

exposed. 
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- Participants will be treated with respect; their opinions will be attended. 

- The study shall not introduce any discomfort or risk to the participants. 
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CHAPTER 4 

RESULTS 

This chapter includes analysis and interpretation of the data obtained through the study. 

The present quasi-experimental study examined the difference of the competency of 

knowledge, attitude and cultural practice of the cultural competent nurse care between the 

intervention group and control group and explored the knowledge, attitude and cultural 

practice of nurse about cultural competent nurse care among intervention group before and 

after intervention using self-administered questionnaire. The study used purposive sampling 

selection method to select the study areas. Hospital A was selected as the intervention 

group and Hospital B General Hospital was selected as the control group as they are both 

private hospitals with the equivalent sizes and standards. All permanent nurses with a work 

experience as nurse of more than 1 year and a shift job work experience were recruited in 

the study where nurses who were in the third trimester of pregnancy were excluded. A total 

of 166 nurses were recruited in the study (83 nurses from each hospital). 

4.1 Number of nurses from control and intervention groups  

Table 7 shows the number of the nurses from the two groups participating the test at 3 

different timeframes: pre-test, mid-test and post-test. It was found that only 2 nurses (2.4%) 

from Hospital A (intervention group) only quitted the study while 12 nurses from Hospital B 

(control group) quitted (14.5%). Hence, the sample size of nurses from control group during 

the mid-test and post-test was slightly lower than the calculated value. 

Table 7: Number of nurses from intervention and control groups  
Test Hospital B 

(Control) 

Hospital A 

(Intervention) 

Pre-test 83 83 

Mid-test 71 (85.5%) 81 (97.6%) 

Post-test 71 (85.5%) 81 (97.6%) 

Note: Values in brackets show the remaining percentage of participants at the mid-test and post-test 

4.2 Demographic characteristics and work-related factors 

The demographic characteristics and work-related factors of the samples were reported in 

Table 8 and Table 9. The samples from the two hospitals consisted of 166 nurses. Subjects 

from the two hospitals were primarily females with wide age range (22-59 years of age). At 

Hospital A, the largest group was in their 20s (61.4%) while at Hospital B, the subjects aged 

proportionally across all age ranges. Majority of the subjects from the two hospitals were 

single (58.4%) and Buddhism (95.2%). Almost all subjects from the two hospitals had a 

Bachelor degree (92.2%). Whilst most of the subjects from the two hospitals were in a nurse 

level, no junior nurses from Hospital B were recruited into the present study. In contrast, 

one third of all the subjects from Hospital B were in their supervisor position. Wide range of 
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work experience (1-39 years) was observed from the two hospitals with an average work 

experience of about 10 years. However, an average work experience at current hospital of 

5.6 years was observed for all the subjects. Also, wide range of salary was observed with 

majority of the subjects receiving their salary ranging from 20,000-50,000 baht per month. 

The subjects also came from a number of different areas, though the largest groups from the 

two hospitals were from the inpatient department. Most of the subjects from Hospital A 

worked the night shift while most of the subjects from Hospital B worked the day shift. 

About three-quarters (over 70.0%) had experience with foreign patients. Common feelings 

towards foreign patients were welcoming (approximately half) and excited (one third). Only 

few participants reported feeling shy, afraid, or stressed (approximately 15% in total). Whilst 

the confidence towards foreign patients of the subjects from the two hospitals was generally 

different, majority of the subjects had moderate confidence (level 2-4) towards foreign 

patients (over 80.0%). The self-reported language skills of the subjects focusing on three 

common languages for Thai foreign medical patients – English, Chinese, and Yawee (Muslim 

language) show that majority of the subjects had moderate English skills (over 70.0%) and 

poor Chinese (over 90.0%) and Yawee (over 90.0%) skills.  
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Table 8: Demographic characteristics 
Category Hospital B 

(Control) 

Hospital A 

(Intervention) 

Total Chi-square  

Control vs 

Intervention 

N = 83 (%) N = 83 (%)  N = 166 (%) p-value1 

Sex 

Male 2 (2.4%) 2 (2.4%) 4 (2.4%) 1.000 

Female 81 (97.6%) 81 (97.6%) 162 (97.6%)  

Age (years) 

 ange   22-5  (x       33.0  . ) 

22-30  30 (36.1%) 51 (61.4%) 81 (48.8%) 0.003** 

31-40  29 (34.9%) 21 (25.3%) 50 (30.1%) 

More than 40  24 (28.9%) 11 (13.3%) 35 (21.1%) 

Marital status3 

Single 46 (55.4%) 51 (61.4%) 97 (58.4%) 0.586 

Married 33 (39.8%) 30 (36.1%) 63 (38.0%) 

Divorced/widowed 4 (4.8%) 2 (2.4%) 6 (3.6%) 

Religion  

Buddhism 77 (92.8%) 81 (97.6%) 158 (95.2%) 0.277 

Christian/Muslim 6 (7.2%) 2 (2.4%) 8 (4.8%) 

Highest education 

Bachelor degree 77 (92.8%) 76 (91.6%) 153 (92.2%) 1.000 

Master degree 6 (7.2%) 7 (8.4%) 13 (7.8%) 

Level of seniority3 

Junior nurse 0 9 (10.8%) 9 (5.4%) 0.000** 

Nurse 45 (54.2%) 59 (71.1%) 104 (62.7%) 

Senior nurse 5 (6.0%) 2 (2.4%) 7 (4.2%) 

Supervisor 29 (34.9%) 10 (12.0%) 39 (23.5%) 

Others 4 (3.8%) 3 (3.6%) 7 (4.2%) 

Current monthly salary (Baht) (32-34 THB = 1 USD at time of study)3 

15,000-20,000 3 (3.6%) 9 (10.8%) 12 (7.2%) 0.137 

20,001-30,000 17 (20.5%) 26 (31.3%) 43 (25.9%) 

30,001-40,000 37 (44.6%) 27 (32.5%) 64 (38.6%) 

40,001-50,000 20 (24.1%) 16 (19.3%) 36 (21.7%) 

More than 50,001 6 (7.2%) 5 (6.0%) 11 (6.6%) 

Current Responsible areas (last three months) 

Out-patient department 16 (19.3%) 14 (16.9%) 30 (18.1%) 0.998 

In-patient department 41 (50.6%)  41 (50.6%) 82 (50.6%) 

Emergency room 8 (9.6%) 9 (10.8%) 17 (10.2%) 

Operation room 9 (10.8%0 9 (10.8%) 18 (10.8%) 

ICU  8 (9.6%) 9 (10.8%) 17 (10.2%) 
1
p-value was calculated using a Chi-square test using 2-sided method (accepted level is 0.05)

 

2
Data was regrouped for categories with cell/cells having expected count of 0 for Chi-square test 

3
Fisher’s exact test was used for categories with cell/cells having expected count less than 5 

*The samples from the two groups are significantly different (p-value < 0.05) 

**The samples from the two groups are highly significantly different (p-value < 0.01) 
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Table 9: Work-related factors 
Category Hospital B 

(Control) 

Hospital A 

(Intervention) 

Total Chi-square  

Control vs 

Intervention 

 N = 83 (%) N = 83 (%)  N = 166 (%) p-value1 

Experience as nurse (years) 

Range    1-39 years (x  S    9.9 8.6) 
1-3  17 (20.5%) 27 (32.5%) 44 (26.5%) 0.152 

4-10 32 (38.6%) 33 (39.8%) 65 (39.2%)  
11-20 21 (25.3%) 17 (20.5%) 38 (22.9%)  
More than 20  13 (15.7%) 6 (7.2%) 19 (11.4%)  

Experience as nurse at this hospital (year) 

Range   1-30 years (x  S    5.6 5.1) 
1-3  35 (42.2%) 41 (49.4%) 76 (45.8%) 0.607 

4-10 35 (42.2%) 32 (38.6%) 67 (40.4%)  
11-20 13 (15.7%) 10 (12.0%) 23 (13.9%)  

Work shift (last three months) 

Day shift   52 (62.7%) 25 (30.1%) 77 (46.4%) 0.000** 

Night shift 31 (37.3%) 58 (69.9%) 89 (53.6%) 

Experience with foreign patients 

No   24 (28.9%) 20 (24.1%) 44 (26.5%) 0.598 

Yes 59 (71.1%) 63 (75.9%) 122 (73.5%) 

Language skills 

English 

1 = Poor 10 (12.0%) 15 (18.1%) 25 (15.1%) 0.516 

2 = Moderate 64 (77.1%) 61 (73.5%) 125 (75.3%) 

3 = Good 9 (10.8%) 7 (8.4%) 16 (9.6%) 

Chinese2 

1 = Poor 81 (97.6%) 75 (90.4%) 156 (94.0%) 0.099 

2 = Moderate/Good 2 (2.4%) 8 (9.6%) 10 (6.0%) 

Yawee2  

1 = Poor 82 (98.8%) 78 (94.0%) 160 (96.4%) 0.047* 

2 = Moderate/Good 1 (1.2%) 5 (6.0%) 6 (3.6%) 
1
p-value was calculated using a Chi-square test using 2-sided method (accepted level is 0.05)

 

2
Data was regrouped for categories with cell/cells having expected count of 0 for Chi-square test 

3
Fisher’s exact test was used for categories with cell/cells having expected count less than 5 

*The samples from the two groups are significantly different (p-value < 0.05) 

**The samples from the two groups are highly significantly different (p-value < 0.01) 

4.3 Comparison of cultural competency between groups 

 Cultural knowledge competency between groups 4.3.1

4.3.1.1 Pre-test cultural knowledge competency between groups 

Table 10 shows the comparison of the competency score of cultural knowledge between the 

control and intervention groups at pre-test. It was found that the cultural knowledge 

competency score of the nurses from the two groups were significantly different (scores of 

nurses from intervention group was significantly higher than those from the control group) 

(p-value < 0.05).   
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Table 10: Comparison of the competency score of cultural knowledge between the 

control and intervention groups at pre-test 

Category 

                          t-test 

Hospital B 

(Control) 

Hospital A 

(Intervention) 
t p-value

1
 

Knowledge 50.7±7.5 53.2±8.3 -2.09 0.038* 

1
p-value was calculated using an independent 2-tailed t-test at a significant level of 0.05 (between 

groups only) 

*The samples from the two groups are significantly different (p-value < 0.05) 

4.3.1.1 Post-test cultural knowledge competency between groups 

Due to the significant difference between cultural knowledge scores of the two groups at 

pre-test, an ANCOVA test was used to determine the effect of co-variences and hence 

determine the difference of the scores at post-test between the two groups. It was found 

that only age and level of seniority had significant effects on them (p value  < 0.05). 

Considering the effects of the demographic characteristics and work-related factors on the 

levels of the cultural knowledge competency between the two groups, the levels of the 

cultural knowledge competency of the two groups were significantly different where the 

knowledge competency of the control group was significantly lower, see Table 11. 

 Table 11: The effects of different demographic characteristics & work-related factors 

on the cultural knowledge competency in nurses from the control and intervention 

groups using General Linear Model repeated-measures ANCOVA 

Parameter 
Type III  

Sum of Squares 
df 

Mean  

Square 
F p-value 

Age 345.582 1 345.582 3.987 0.048* 

Level of seniority 389.230 1 389.230 4.491 0.036* 

Work shift 178.375 1 178.375 2.058 0.154 

Confidence 248.734 1 248.734 2.870 0.092 

Yawee language skill 193.472 1 193.472 2.232 0.137 

*The data at pre-test is significantly different (p-value < 0.05) 

Taking into account the effect of age and level of seniority, the levels of knowledge 

competency between two groups were significantly different where knowledge competency 

of the intervention group was significantly higher than those from the control group, see 

Table 12 and Figure 5.  
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Table 12: Comparison of the competency score of cultural knowledge between the 

control and intervention groups at post-test using General Linear Model repeated-

measures ANCOVA  

Category 
ANCOVA 

Mean difference Standard error p-value
1
 

Knowledge -2.792 0.932 0.004** 
1
p-value was calculated using an ANCOVA test at a significant level of 0.05 (between groups only) 

**The samples from the two groups are highly significantly different (p-value < 0.01) 

 

 
Figure 5: Comparison of the competency score of cultural knowledge between the 

control and intervention groups at pre-test and post-test 

4.3.1.1 Pre-test sub-cultural knowledge competency between groups 

Table 13 shows the comparison of the competency score of sub-cultural knowledge between 

the control and intervention groups at pre-test. It was found that the cultural knowledge 

competency scores related to food, manner and health of the nurses from the two groups 

were significantly different (scores of nurses from intervention group were significantly 

higher than those of the nurses from the control groups) (p-value < 0.05).  
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Table 13: Comparison of the competency score of sub-cultural knowledge between 

the control and intervention groups at pre-test  

Category 

                          t-test 

Hospital B  

(Control) 

Hospital A  

(Intervention) 
t p-value

1
 

Food 36.3±18.8 44.2±20.2  -2.58 0.011* 

Greeting 53.6±9.3 53.1±10.4  0.37 0.710 

Religion/belief 59.0±13.1 57.6±18.2  0.60 0.551 

Language/costume 57.2±20.5 63.9±23.5  -1.94 0.055 

Manner 50.2±12.1  54.3±11.6  -2.25 0.026* 

Health 43.1±9.4  47.1±12.3  -2.34 0.021* 

Culture 61.3±9.1  60.9±8.8 0.28 0.781 

Social 35.9±23.8  42.2±29.4  -1.53 0.129 
1
p-value was calculated using an independent 2-tailed t-test at a significant level of 0.05 (between 

groups only) 

*The samples from the two groups are significantly different (p-value < 0.05) 

4.3.1.1 Post-test sub-cultural knowledge competency between groups 

Taking into account the effect of age and level of seniority obtained from Table 11, the levels 

of some sub-categories of knowledge competency between two groups were significantly 

different; these included cultural knowledge related food, manner and social (p-value < 

0.05), see Table 14. 

Table 14: Comparison of the competency score of sub-cultural knowledge between 

the control and intervention groups at post-test using General Linear Model repeated-

measures ANCOVA 

Category 
ANCOVA 

Mean difference p-value
1
 

Food -4.180 <0.001** 

Greeting -0.180 0.405 

Religion/belief 2.400 0.017* 

Language/costume 0.000 0.985 

Manner -1.540 <0.001** 

Health -0.020 0.943 

Culture 1.780 <0.001** 

Social -5.740 <0.001** 
1
p-value was calculated using an ANCOVA test at a significant level of 0.05 (between groups only) 

*The samples from the two groups are significantly different (p-value < 0.05) 

**The samples from the two groups are highly significantly different (p-value < 0.01) 
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 Cultural attitude competency between groups 4.3.2

4.3.2.1 Pre-test cultural attitude competency between groups 

Table 15 shows the comparison of the competency score of cultural attitude between the 

control and intervention groups at pre-test. It was found that the cultural attitude 

competency score of the nurses from the intervention groups was significantly higher than 

those of the nurses from the control groups (p-value < 0.05). 

Table 15: Comparison of the competency score of cultural attitude between the 

control and intervention groups at pre-test 

Category 

                        % t-test 

Hospital B 

(Control) 

Hospital A 

(Intervention) 
t p-value

1
 

Attitude 73.2±11.1  78.1±11.1 -2.89 0.004** 

1
p-value was calculated using an independent 2-tailed t-test at a significant level of 0.05 (between 

groups only) 

**The samples from the two groups are highly significantly different (p-value < 0.01) 

4.3.2.2 Post-test cultural attitude competency between groups 

Due to the significant difference between cultural attitude scores of the two groups at pre-

test, an ANCOVA test was used to determine the effect of co-variences and hence determine 

the difference of the scores at post-test between the two groups. It was found that none of 

the demographic characteristics and work-related factors had significant effects on them, 

see Table 16. 

 Table 16: The effects of different demographic characteristics & work-related factors 

on the cultural attitude competency in nurses from the control and intervention groups 

using General Linear Model repeated-measures ANCOVA 

Parameter 
Type III  

Sum of Squares 
df 

Mean  

Square 
F p-value 

Age 6.452 1 6.452 23.232 0.489 

Level of seniority 10.824 1 10.824 38.938 0.431 

Work shift 2.310 1 2.310 8.294 0.592 

Confidence 21.344 1 21.344 76.563 0.351 

Yawee language skill 10.433 1 10.433 37.454 0.435 

The levels of cultural attitude competency between two groups were significantly different 

where the competency of intervention group is significantly higher than the control group, 

see Table 17 and Figure 6. 

Table 17: Comparison of the competency score of cultural attitude between the 

control and intervention groups at post-test using General Linear Model repeated-

measures ANCOVA  

Category 
ANCOVA 

Mean difference Standard error p-value
1
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Attitude -6.740 0.071 <0.001** 
1
p-value was calculated using an ANCOVA test at a significant level of 0.05 (between groups only) 

**The samples from the two groups are highly significantly different (p-value < 0.01)  
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Figure 6: Comparison of the competency score of cultural attitude between the control 

and intervention groups at pre-test and post-test 

 Cultural nursing practice competency between groups 4.3.3

4.3.3.1 Pre-test cultural nursing practice competency between groups 

Table 18 shows the comparison of the competency score of cultural nursing practice 

between the control and intervention groups at pre-test. It was found that the cultural 

nursing practice competency scores of the nurses from the two groups were insignificantly 

different (p-value > 0.05).  

Table 18: Comparison of the competency score of cultural nursing practice between 

the control and intervention groups at pre-test 

Category 

                          t-test 

Hospital B 

(Control) 

Hospital A 

(Intervention) 
t p-value

1
 

Nursing practice 68.3±13.7 71.3±15.5  -1.34 0.182 
1
p-value was calculated using an independent 2-tailed t-test at a significant level of 0.05  

4.3.3.2 Post-test cultural nursing practice competency between groups 

Table 19 shows the comparison of the competency score of cultural nursing practice 

between the control and intervention groups at post-test. It was found that the cultural 

nursing practice competency score of the nurses from the intervention group was 

significantly higher than those from the control group (p-value < 0.05).  
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Table 19: Comparison of the competency score of cultural nursing practice between 

the control and intervention groups at pre-test 

Category 

                          t-test 

Hospital B 

(Control) 

Hospital A 

(Intervention) 
t p-value

1
 

Nursing practice 68.6±13.4  74.9±13.4  -2.95 0.004** 
1
p-value was calculated using an independent 2-tailed t-test at a significant level of 0.05 

4.4 Effect of intervention on cultural competency within intervention group  

The present section of the thesis report studied the effect of the intervention package on 

the levels of cultural knowledge competency, attitude and nursing practices of nurses from 

the intervention group (Hospital A) using a repeated measures using ANCOVA test and a t-

test. Prior to the comparison, the levels of cultural competency at pre-test of the nurses 

from the two groups were compared in order to determine the statistical analysis to be 

used. 

Table 20: Comparison of the scores of cultural knowledge competency, attitude and 

nursing practice between the control and intervention groups at pre-test 
Category Knowledge score,      , % t-test

 

Hospital B 

(Control) 

Hospital A 

(Intervention) 
Total t p-value

1
 

Knowledge 

Attitude 

Nursing practice 

50.7±7.) 

73.2±11.1  

68.3±13.7  

53.2±8.3  

78.1±11.1  

71.3±15.5 

52.0±8.0  

75.7±11.4 

69.8±14.6  

-2.09 

-2.89 

-1.34 

0.038* 

0.004** 

0.182 
1
p-value was calculated using an independent 2-tailed t-test at a significant level of 0.05  

*The samples from the two groups are significantly different (p-value < 0.05) 

**The samples from the two groups are highly significantly different (p-value < 0.01) 

From Table 20, it was found the pre-test values of the levels of cultural knowledge 

competency and cultural attitude competency of the nurses from the two groups were 

significantly different. Hence, the repeated measures using ANCOVA was then used to 

examine the effects of the intervention on them. Following the demographic characteristics 

and work-related factors analysis, the analysis shows an inequality in some demographic 

parameters including age, level of seniority, work shift, level of confidence towards foreign 

patients and Yawee language skill. These parameters were as co-variances in ANCOVA test. 

Whilst, the t-test was then used to examine the effects of the intervention on the cultural 

nursing practice competency as the pre-test values from the two groups were insignificantly 

different.  

 Cultural knowledge competency 4.4.1

Due to the significant difference between cultural knowledge scores of the two groups at 

pre-test, an ANCOVA test was used to determine the effect of co-variences (demographic 

characteristics and work-related factors) and hence determine the difference of the scores 
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at post-test between the two groups. It was found that only age and level of seniority had 

significant effects on them, see Table 11. 

It was found that the intervention package significantly affected the level of cultural 

knowledge competency of the nurses from the intervention group where the level of 

cultural knowledge competency was significantly improved after receiving the weekly 

training (pre-test vs mid-test). Whilst, the knowledge competency only slightly improved 

after receiving both weekly training and monthly booster (pre-test vs Post-test), see Table 21 

and Figure 7. 

Table 21: The effects of the intervention package on the cultural knowledge 

competency in nurses from intervention group at mid-test and post-test using a 

pairwise comparison with General Linear Model repeated-measures ANCOVA 
Parameter Data collection Mean Difference p-value

1
 

Knowledge 
Pre-test vs mid-test -3.247 0.009** 
Pre-test vs Post-test -1.469 0.203 

1
Adjustment for multiple comparisons: Bonferroni. 

**The effect is highly significantly different (p-value < 0.01) 

 

 

Figure 7: Effects of the intervention package on the cultural knowledge competency 

in nurses from intervention group at mid-test and post-test test 
 

4.4.1.1 Sub-cultural knowledge competency 

Table 22 shows that the knowledge competency related to food and social improved 

significantly both between Pre-test vs Mid-test and Pre-test vs Post-test taking into account 

the effect of age and level of seniority. 

Table 22: The effects of the intervention package on the sub-cultural knowledge 

competency in nurses from intervention group at mid-test and post-test using a 

pairwise comparison with General Linear Model repeated-measures ANCOVA 

Category Data collection 
Mean 

Difference 
p-value

1
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Food 
Pre-test vs mid-test 

Pre-test vs Post-test 

-29.2 

-35.800 

<0.001** 

<0.001** 

Greeting 
Pre-test vs mid-test 

Pre-test vs Post-test 

-1.600 

-0.100 

0.255 

0.925 

Religion/ 

belief 

Pre-test vs mid-test 

Pre-test vs Post-test 

14.200 

9.100 

<0.001** 

0.001** 

Language/ 

costume 

Pre-test vs mid-test 

Pre-test vs Post-test 

51.900 

23.100 

<0.001** 

<0.001** 

Manner 
Pre-test vs mid-test 

Pre-test vs Post-test 

-2.500 

-3.400 

0.142 

0.039* 

Health 
Pre-test vs mid-test 

Pre-test vs Post-test 

-0.700 

-4.100 

0.749 

0.053 

Culture 
Pre-test vs mid-test 

Pre-test vs Post-test 

16.500 

15.500 

<0.001** 

<0.001** 

Social 
Pre-test vs mid-test 

Pre-test vs Post-test 

-40.300 

-39.400 

<0.001** 

<0.001** 
1
Adjustment for multiple comparisons: Bonferroni. 

*The effect is significantly different (p-value < 0.05) 

**The effect is highly significantly different (p-value < 0.01) 

 Cultural attitude competency 4.4.2

With none of the demographic characteristics and work-related factors having a significant 

effect on the level of cultural attitude competency of the nurses from the two groups, the 

intervention package did not have any effect on the level of cultural attitude competency of 

the nurses from the intervention group where the level of cultural attitude competency 

remained constant after receiving either the weekly training or the combined weekly 

training and monthly booster, see Table 23 and Figure 8.  



 

 

62 

Table 23: The effects of the intervention package on the cultural attitude competency 

in nurses from intervention group at mid-test and post-test using a pairwise 

comparison with General Linear Model repeated-measures ANCOVA 
Parameter Data collection Mean Difference p-value

1
 

Attitude 
Pre-test vs mid-test -0.137 0.054 
Pre-test vs Post-test -0.40 0.612 

1
Adjustment for multiple comparisons: Bonferroni. 

 

 

Figure 8: Effects of the intervention package on the cultural attitude competency in 

nurses from intervention group at mid-test and post-test test 

 Cultural nursing practice competency 4.4.3

Table 24 shows the effect of the intervention package on the cultural attitude competency in 

nurses from intervention group at mid-test and post-test. A slight improvement of cultural 

attitude competency was observed after only the weekly training (pre-test vs mid-test) as 

well as after the combined weekly training and monthly booster, see Table 24. 

Table 24: The effects of the intervention package on the cultural attitude competency 

in nurses from intervention group at mid-test and post-test 

Category 

Knowledge score,      , % t-test 

Hospital B 

(Control) 

Hospital A 

(Intervention) 
t p-value

1
 

Pre-test vs mid-test 71.3±15.5  72.9±15.2 -0.708 0.480 

Pre-test vs Post-test 71.3±15.5  74.9±13.4  -1.608 0.110 
1
p-value was calculated using an independent 2-tailed t-test at a significant level of 0.05  
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CHAPTER 5 

DISCUSSION AND RECOMMENDATION 

5.1 Introduction 

Cultural competency is particularly important in healthcare industry patients with different 

cultures where cultural beliefs have a significant impact on care access, treatment choices, 

effectiveness of nursing care, and other aspects of patient care; especially in Thai medical 

tourism where there are patients with diverse background and cultures. 

The present chapter presents the discussion, conclusion and recommendation of the 

research findings and guidance for further research. The main purpose of the study was to 

evaluate the cultural competency in nurses and to investigate the effect of cultural 

competent nurse care intervention on the cultural competency. This quasi-experimental 

study implemented the cased-based cultural competent intervention on a sample of 166 

nurses (83 nurses from control group and 83 nurses from intervention group). The cultural 

knowledge, attitude and nursing practice scores were collected using a self-administered 

questionnaire prior to the intervention, 3 months and 6 months after the baseline data 

collection. Two boosters were given at month 4 and 5 to enhance the intervention 

effectiveness. Reliability of the study was tested by testing 30 sets of questionnaires in 

nurses from Hospital C while validity of the contents was approved by five experts in 

different fields. 

Statistical analysis used included descriptive statistics, e.g. percentage (%), mean (x ) and 

standard deviation (SD) and inferential statistics, e.g. Chi-square, t-test and ANCOVA to 

determine the demographic characteristics and work-related factors of the study population 

and to compare the cultural competency and to assess the effects of the intervention on the 

cultural competency.  

5.2 The discussion of the findings 

 Sample size 5.2.1

It was found that only 2 nurses (2.4%) from Hospital A (intervention group) quitted the 

study, 12 nurses from Hospital B (control group) quitted the study (14.5%). Hence, the 

sample size of nurses from control group during the mid-test and post-test was slightly lower 

than the calculated value. The drop-off was predetermined and added to the total sample 

size; however, due to the fair measures of the ethical consideration used in the present 

study, the study was voluntary and any participants may withdraw from the study at any 

time. The factors including resigning rate and absent rate of nurses from both groups could 

not be fully controlled. This problem has been fully recognized and may slightly affect the 

accuracy of the outcomes. 
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 Demographic characteristics of participants 5.2.2

The study found that the nurses who participated in the present research had an age range 

between 22 and 59 years (an average age of 33±9 years) with an average experience as 

nurses of approximately 10±9 years. Most of the characteristics between the control and 

intervention groups were similar except for their ages, levels of seniority, work shift, levels 

of confidence towards foreign patients and Yawee language skill. The nurses from control 

group were found to be slightly older and have a higher ranking at work with slightly higher 

confidence levels and lower Yawee language skill compared to those from the intervention 

group where most of the nurses from control group work during the day shift and vice versa. 

On the other hand, other characteristics of the two groups were mostly similar. These 

include sex, marital status, religion, education level, experience factors, monthly salary, 

responsible duty, experience with foreign patients and feeling towards foreign patients as 

well as English and Chinese language skills. 

 Cultural knowledge competency, cultural attitude competency 5.2.3

and cultural competency in nursing practice at pre-test 

The present study shows that the overall levels of cultural competency can be described as 

low to moderate. Overall cultural knowledge competency was low (Bloom’s cut-off criteria, 

see 3.7 Measurement tools), although cultural attitude competency and cultural 

competency in nursing practice were somewhat higher (Cut-off criteria using mean and 

standard deviation, see 3.7 Measurement tools). The findings of this study support many of 

the previous works related to cross-cultural competence in nursing care. In particular, the 

study agrees well with the idea that most nurses have weak cultural competency skills, 

despite of the awareness that cultural competency is a prerequisite for successful cross-

cultural nursing care (Bernal & Froman, 1987; Coffman et al., 2004; Leininger, 2002; 

Rerkrujipimol & Assenov, 2011). Further observation revealed that the levels of cultural 

knowledge competency and cultural attitude competency of the nurses from the 

intervention group were significantly higher than those from the control group. This 

suggests that nurses with different demographic characteristics and work-related factors 

had different levels cultural competency (Jeffreys, 2010). 

 Effect of the cultural intervention package on knowledge, attitude 5.2.4

and nursing practice competency 

It has been found that the case-based intervention package to improve the cultural 

competency of the nurses in 3 main different categories, namely, knowledge, attitude and 

nursing practice did not effectively improve the cultural competency levels in nurses. In 

other words, the knowledge competency was only improved for a short period of time after 

the 12-weekly cultural competency training and it then subsequently dropped after the 2-

monthly cultural competency booster had ended. This suggested that the nurses could not 

incorporate or integrate the knowledge into practice where their knowledge faded away 

over time. Additionally, the cultural attitude competency was absolutely not affected by the 
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intervention. Also, the intervention package did not have any effect on the cultural 

competency level in nursing practic. Further, while the overall cultural knowledge 

competency level was insignificantly affected by the intervention package, the different sub-

categories of the cultural knowledge competency were affected differently. Only the 

knowledge related to food and social improved after receving the intervention package 

while other sub-categories of the cultural knowledge competency either remained constant 

or decreased.  

While there has been number of studies trying to improve the cultural competency in nurses 

as it has been regarded as an important factor affecting the nursing cares, there has been 

only few studies conducted in Thai landscape  (Hark & DeLisser, 2009; Jacques, 2004). 

Furthermore, there has only been a case-based study on improving cultural competency of 

healthcare personals at a nursing school level (Siripan et al, 2009) 

Hark & DeLisser (2009) developed a process for the development of research and case 

studies used to teach students and residents using real-life scenarios integrating cultural 

competency that improve their skills and ideas. Jacques (2004) also developed a method to 

improve cultural competency by incorporating cultural competency into an existing 

physician assistant program. A study conducted by Siriphan et al. (2009) reported that the 

nursing students who had experiences with patients from different cultural backgrounds had 

significantly higher cultural competency that those with no experiences. This suggested that 

the cultural knowledge, cultural awareness, cultural skills, willingness to provide cares to 

patients from different cultures and interaction with patients from different cultures could 

be improved by gaining experiences with people with different cultures. Another useful tool 

to improve the cultural competency in health care was developed by the Center for Health 

Professions, University of California in 2002 (Mutha et al., 2002). However, due to the 

considerable time and resources required to fully implement, it is unlikely applicable.  

The ability to deliver nursing care that will allow effective interactions and the development 

of appropriate responses to persons from diverse cultures, races, and ethnic backgrounds is 

become a new challenge for nurse profession to be culturally competent to be able to 

deliver (Flowers, 2004). 

It was suggested that cultural exposure experiences enhance the level of confidence, 

knowledge and attitudes toward people from different cultures (Jeffreys, 2010). This agrees 

well with the previous study that confidence is one of the factors influencing professional 

cultural practice as well as career satisfaction and career advancement (Jeffrey, 2008). 

However, it was suggested that level of cultural confidence of a person is significantly 

related to the cultural sensitivity; over-confidence or under-confidence of a person may 

introduce cultural pain ot a person (Kardong-Edgren, et al. 2005). Also, awareness of cultural 

attitudes, values and beliefs promotes effective engagement/practice with culturally diverse 

patients. Cultural competency in nursing care will help nurses understand different 

approaches to medication, different theories of disease, and different ways of expressing 

discomfort, pain, or other difficult emotions. It is known to reduce communication barriers 
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and improve understanding of how patients perceive and receive medical advice or 

treatment (Kardong-Edgren, et al. 2005). Hence, one way to improve the cultural 

competency is training and exposing nurses with patients from different cultures, it is known 

to improve knowledge, confidence and attitude and influence practices of nursing staff 

(Kardong-Edgren, et al. 2005). 

5.3 Conclusion 

The study shows that cultural competency in nurses were considered as low to moderate. As 

cultural competency has been identified as an essential component of nursing practice 

where culturally competent nurses can result in better cares for patients and in turns better 

healthcare outcomes. Improving cultural competency in nurses was one of the objectives of 

the present study.  

While it was found that the training used in the present study resulted in an improved the 

cultural knowledge competency levels of nurses in the intervention group, the knowledge 

competency was found to drop after the training had stopped (even the 2-monthly boosters 

were given to the participants prior to the post-test). However, the cultural attitude 

competency was not affected by the intervention package. Surprisingly, either 12-weekly 

training or 2-monthly boosters alone did not improve the level of cultural practice 

competency but the combined 12-weekly training and 2-monthly boosters (intervention 

package). 

The study shows that while knowledge competency level can increase and decrease in a 

short period of time, the levels of practice and attitude competency may need a longer 

duration in order to improve. According to Purnell (2002), the learning process consists of 

four levels; 1) unconscious incompetency to 2) conscious incompetency and then 3) 

conscious competency to 4) unconscious competency. Also, the cultural competency should 

be developed in step-by-step manner and should be carried out continuously (Hiranchunha 

et al., 2007). This may suggest that the intervention package used in the present study was 

conducted for only a short period of time and did not advance the learning process into the 

next levels. However, different areas of knowledge may require different intervention 

methods. This was suggested by the diverse outcome of different sub-categories of 

knowledge upon the intervention used in the present study. 

This is supported by an additional correlation test between the cultural practice competency 

level and the level of confidence and cultural attitude competency, which found significant 

correlation along them. In other words, in order for the cultural competency in nursing 

practice to improve, nurses need higher confidence and positive attitude levels towards 

foreign patients and these two factors improve over time (Bunjitpimol, 2015). This suggested 

that a longer study may be required in order to fully understand the process of improving 

cultural competency in nurses in all three main categories: knowledge, attitude and nursing 

practice. Another key element may be “motivation”. According to Web Finance (2015) 

motivation is defined as internal and external factors that stimulate desire and energy in 

people to be continually interested and committed to a job, role or subject, or make an effort 
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to attain a goal. Motivation results from the interaction of both conscious an unconscious 

factors such as the (1) intensity of desire or need, (2) incentive or reward value of the goal, 

and (3) expectations of the individual and of his or her peers. These factors are the reasons 

one has for behaving a certain way.  

Motivating employees is vital to any business and there is certainly no exception for nurses 

at Private Hospitals where the daily workload is heavy and stressful. Building a lasting 

motivational strategy is probably necessary to maintain a good knowledge, attitude and 

nursing practice over a longer period of time in addition to ongoing education (see 5.5 

Recommendations). 

5.4 Limitations of study 

- The research area is limited to only 166 nurses from two private hospitals in, 

Bangkok Thailand. The study may not be generalized and may not represent 

the entire nurse population in Thailand. 

- Due to the ethical consideration of the study, study participants were free to 

quit the study at any time during the study and this did not affect their job 

status. Hence, the sample size of nurses from control group during the mid-

test and post-test was slightly lower than the calculated value as some nurses 

quitted the study (more than predetermined drop-off). As a result, the result 

of the study may not be as accurate as it was supposed to be. The author was 

aware of this issue; however, this factor was an uncontrollable factor. 

- The data collection method was based on a self-administered questionnaire. 

Hence, data collected may be bias. 

- Exposure of the nurses to information/knowledge from others source besides 

the intervention package 

- This research measured the perceived nursing practice of nurse. Real 

practice may differ. 

- The study was limited to 6-month research duration; longer-term effect of 

the intervention may differ. 

- The limitation of the health care policy, especially, in private sectors, limits 

the learning of the different cultures as nurses are bounded to work full-time 

with no time for training or class.  

5.5 Recommendations 

While the samples used in the present study was limited to only 166 nurses from two 

medium sized private hospitals in, Bangkok Thailand. The study may not be generalized and 

may not represent the entire nurse population in Thailand. Hence, a larger sample size from 
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diverse areas and characteristics may be used in order to generalize the overall population 

of Thailand.  Also, a longer duration of the study may be required in order to study the 

longer-term effect of the intervention. Hence, implementation of a longer intervention may 

be more suitable in governmental hospitals/institutions or nursing schools with academic or 

research centers where governmental support on the development of healthcare and health 

tourism industry is available. 

As mentioned (5.3 Conclusion) motivation is vital not only for any business but especially for 

hospital nurses and further program should focus on this factor in addition to ongoing 

education, building a motivational strategy. What drives nurses to their peak performance 

will better help develop programs that not only motivate but retain nurses for the hospital. 

While not every nurse will be motivated by the same thing, focusing of a list of key 

motivating programs may help. The plan may include everything from monetary incentives, 

rewards and recognitions, building programs that support work-life balance, to simply 

creating a fun, relaxed working environment. The opportunities are multiple and the reward 

substantial. 

According to America's Job Exchange (2015), employee incentive programs are one of the 

easiest ways to incentivize the workforce. While not every program needs to be monetary in 

nature, should a company have limited budgets, the end results are the same, employees 

become more motivated when they are recognized and rewarded for good work. These 

types of programs could include anything from bonus pools, rewards recognitions such as 

“Nurse of the Month”, to spotlighting nurses on the hospital’s website or internal intranets. 

This kind of recognition programs will make nurses feel connected and part of the success of 

the business. Nurses like other employees need to feel recognized and appreciated, and 

taking time out to give a simple “thanks” for a job well done may be another strong 

motivator. Frequently acknowledge the good work of a nurse may be very helpful with 

reference to a good attitude practice as not only nurses want to feel that they are good at 

their job, seeking face-to-face feedback from their superiors. These should also include 

constructive criticism needed to address issues and help nurses perform their jobs more 

effectively. While conducting formal reviews should be part of an ongoing motivational 

strategy, periodic reviews and impromptu sessions will provide nurses with the feedback 

they need to succeed. 

The importance of nurse motivation should not be downplayed and taken into consideration 

for further studies.  

The data collection method was based on a self-administered questionnaire. Hence, a more 

accurate measurement tool may improve an accuracy of and avoid the bias of the results. 

These may include assessment by experts, patients’ feedback etc. 

The health care policy, especially, in private sectors should incorporate the cultural 

competency improvement programme into the routine working environment and promote 
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cultural working environment in order to encourage healthcare providers to have cultural 

experience and enable self-learning and self-improvement in cultural competency.  
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APPENDICES 

Appendix I: Details of Training Package 

Week 1: Cultural sensitivity-cultural awareness 

Instructors: Dr.Sirinthorn Pibulpanuwat and Assist. Prof. Nuntiya Doungphummes 

Research Institute for Languages and Cultures of Asia, Mahidol University 

Address: 999 Phuttamonthon 4 Road, Salaya, Nakhon Pathom 73170, Thailand. 

Telephone: 0-2800-2308 – 14 Fax: 0-2800-2332 

 

Course Description 

Different countries have many differences.  Therefore, culture plays a major role as a 

medium between two parties or more. In healthcare, effective communication between 

clinicians, patients, families and other health care providers is essential. Understanding 

different cultures results in an ability to understand, communicate and effectively interact 

with people across cultures. 

 

Course Objective 

This 4-hour course will provide participants with an insight into how cultures differ and 

expose you to issues involved in the cultures of the different countries in terms of cultural 

sensitivity, awareness, and competency. The session will teach as follows 

  

- Meaning of cultural sensitivity, awareness, and competency 

- Importance of cultural sensitivity, awareness, and competency 

- How to deal with problems/issues (Cultural contingency) 

- Cross cultural communication ( history, meaning, language barrier and relevance) 

- Non-verbal communication 

- A checklist to facilitate cultural awareness and sensitivity 

- Self-awareness ( own strengths, weaknesses, prejudices and preconceptions) 

- Identity of different cultures 

- Beliefs/trust (awareness and understanding of beliefs in different cultures leading to 

trust) 



 

 

78 

- Bias due to cultural differences (common understanding of people with different 

cultures) 

- Healthcare related cultural competency, e.g. diet and assessment/diagnostic) 

(knowledge, skills and attitude) 
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Week 2: Conflict and complain management 

Instructor: Colonel Angkana Sumetsittikul 

Bumrungrad Academy, Bumrungrad Hospital  

Address: 33 Sukhumvit Soi 3, Wattana, Bangkok 10110, Thailand. 

Telephone: 0-2667-1000 Fax: 0-2667-2525 

 

Course Description 

Different countries have many differences. Therefore, culture plays a major role as a 

medium between two parties or more. In healthcare, effective communication between 

clinicians, patients, families and other health care providers is essential. Understanding 

different cultures results in an ability to understand, communicate and effectively interact 

with people across cultures and avoid conflict that may arise. 

 

Course Objective 

This 4-hour course will provide participants with an insight into how cultures differ and 

expose you to issues involved in the cultures of the different countries in terms of conflict 

and complain management. The session will teach as follows  

- Norms of different cultures 

- The etiquette of meeting, greeting, communication (verbal and non-verbal) gift 

giving, entertaining and business meetings. 

- Preparing for the negotiation – how to approach the negotiation, building rapport 

and other preparatory steps. 

- Necessary information – tips on what, when and the way in which facts, statistics 

and other supporting evidence should be used in negotiations. 

- Negotiation tactics – examining cross cultural differences in negotiation styles such 

as haggling, stalling, changing demands, seeking concessions and closing deals. 

- Common grounds and beliefs of different cultures and how to manage conflict and 

deal with complain from people with different cultures 
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Week 3-7: Asian cultures and their languages 

Instructor: Sittiporn Netniyom 

 Sittiporn Netniyom  

  Dr. Noraset Pisitpanporn 

  Weerapong Meestan 

  Dr. Sumitra Suratdecha  

  Dr. Rujiwan Laophairoj  

Assist. Prof. Amorn Saengmanee  

Research Institute for Languages and Cultures of Asia, Mahidol University 

Address: 999 Phuttamonthon 4 Road, Salaya, Nakhon Pathom 73170, Thailand. 

Telephone: 0-2800-2308 – 14 Fax: 0-2800-2332 

 

Countries 

- Brunei: Malay language 

- Cambodia: Cambodian language 

- China: Chinese language 

- Laos: Laos language 

- Malaysia: Malay language  

- Myanmar: Myanmar language 

- Philippines: Philippines language 

- Vietnam: Vietnamese language 

-  
Course Description 

The session provides an introduction to spoken and basic literary style in the corresponding 

language with emphasis on spoken language. All of the more important medical 

terminologies of the language are introduced.  Communicative practice is established 

through learning language around dialogues and readings dealing with a range of everyday 

situations in private hospitals. 

This session equips students with a basic knowledge of the language and practice using the 

language in a variety of everyday situations. It allows students to interact with native 



 

 

81 

speakers in and to use original language sources within the level covered in the session. This 

provides students with a basis to approach patients relating to the language in terms 

of histories, societies and cultures. 

Course Objective 

This 4-hour course will provide participants with an insight into the corresponding culture 

and language and expose you to an in-depth cultural sensitivity, awareness, and competency 

of the culture. The session will teach as follows 

- Knowledge and understanding of basic histories , societies, and cultures 

- Knowledge and understanding of essential vocabulary 

- Knowledge and understanding of the appropriateness of basic language structures 

and expressions in a given context 

- Ability to understand short passages in the language on hospital-related topics. 

- Ability to produce short compositions in the language on hospital-related topics. 

- Ability to understand spoken language and to engage in short spoken discourse on 

hospital-related topics. 
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Week 8: Middle Eastern culture and language 

Instructor: Rachada Pornputtkul 

Bumrungrad Academy, Bumrungrad Hospital  

Address: 33 Sukhumvit Soi 3, Wattana, Bangkok 10110, Thailand. 

Telephone: 0-2667-1000 Fax: 0-2667-2525 

 

Course Description 

The session provides an introduction to spoken and basic literary style Middle Eastern 

language with emphasis on spoken Middle Eastern language. All of the more important 

medical terminologies of the language are introduced.  Communicative practice is 

established through learning language around dialogues and readings dealing with a range 

of everyday situations in private hospitals. 

This session equips students with a basic knowledge of Middle Eastern language and practice 

of using Middle Eastern language in a variety of everyday situations. It allows students to 

interact with Middle Eastern speakers in Middle Eastern language and to use original Middle 

Eastern-language sources within the level covered in the session. This provides students with 

a basis to approach patients relating to Middle Eastern language in terms of histories, 

societies and cultures.  

Course Objective 

This 4-hour course will provide participants with an insight into Middle Eastern culture and 

language and expose you to an in-depth cultural sensitivity, awareness, and competency of 

Middle Eastern culture. The session will teach as follows 

- Knowledge and understanding of basic Middle Eastern histories , societies, and 

cultures 

- Knowledge and understanding of essential Middle Eastern language vocabulary 

- Knowledge and understanding of the appropriateness of basic Middle Eastern 

language structures and expressions in a given context 

- Ability to understand short passages in Middle Eastern language on hospital-related 

topics. 

- Ability to produce short compositions in Middle Eastern language on hospital-

related topics. 

- Ability to understand spoken Middle Eastern language and to engage in short 

spoken discourse on hospital-related topics. 
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Week 9: English language and their cultures 

Instructor: Rachada Pornputtkul 

Bumrungrad Academy, Bumrungrad Hospital  

Address: 33 Sukhumvit Soi 3, Wattana, Bangkok 10110, Thailand. 

Telephone: 0-2667-1000 Fax: 0-2667-2525 

 

Instructor: Pimkhwan Bunjitpimol 

College of Public Health Sciences, Chulalongkorn University  

Address: Institute building 3 (10th – 11th floor), Chulalongkorn soi 62, Phyathai Rd., Bangkok 
10330 

Telephone: 02-218-8193 

 

Course Description 

The session provides an introduction to spoken and basic literary style English language with 

emphasis on spoken English. All of the more important medical terminologies of the 

language are introduced. Communicative practice is established through learning language 

around dialogues and readings dealing with a range of everyday situations in private 

hospitals.  

This session equips students with a basic knowledge of English and practice of using English 

in a variety of everyday situations. It allows students to interact with English speakers and to 

use original English-language sources within the level covered in the session. This provides 

students with a basis to approach patients relating to English language in terms of histories, 

societies and cultures. 

Course Objective 

This 4-hour course will provide participants with an insight into American, European and 

Australian culture and language and expose you to an in-depth cultural sensitivity, 

awareness, and competency of their cultures. The session will teach as follows 

- Knowledge and understanding of basic American, European and Australian histories 

, societies, and cultures 

- Knowledge and understanding of essential English language vocabulary 
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- Knowledge and understanding of the appropriateness of basic English language 

structures and expressions in a given context 

- Ability to understand short passages in English language on hospital-related topics. 

- Ability to produce short compositions in English language on hospital-related topics. 

- Ability to understand spoken English language and to engage in short spoken 

discourse on hospital-related topics. 
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Week 10-12: Services to patients from different cultures using case-base practice 

Instructor: Rachada Pornputtkul 

Bumrungrad Academy, Bumrungrad Hospital  

Address: 33 Sukhumvit Soi 3, Wattana, Bangkok 10110, Thailand. 

Telephone: 0-2667-1000 Fax: 0-2667-2525 

 

Course Description 

Different countries have many differences. Therefore, culture plays a major role as a 

medium between two parties or more. In healthcare, effective communication between 

clinicians, patients, families and other health care providers is essential. Understanding 

different cultures results in an ability to understand, communicate with, and effectively 

interact with people across cultures. 

 

Course Objective 

This 12-hour course (3 x 4hours) will provide participants with insight into how to deal with 

patients with different cultures. The participants will take part in the case-based simulation 

on cross-cultural environments. This course will provide the participants with: 

- Opportunity to have hands-on experiences in real situations under 

simulated environments  

- Opportunity to use the knowledge gained from the training in real situations 

- Opportunity to familiarize with real situations 

- Opportunity to ask and get asked 

 (Workshop with the patients under simulation): The training will support them to learn the 

social skills and cultural competency required for daily life and medical terminology related 

to patients with different cultures. 

The course will be divided into three sessions (3 hours each). 

1. Services to patients from Burma, Cambodia, Vietnam and Laos 

2. Services to patients from China and Singapore 

3. Services to patients from Middle Eastern countries and others 
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Example of case scenarios for case-based training intervention 

Cambodia 

Case study 1 

สุภาพสตรีชาวกมัพชูาท่านหน่ึงช่ือ Mrs.Saly Sun  (ซุน  ซาลี)  ไดรั้บการผา่ตดัเพ่ือคลอดบุตรท่ีโรงพยาบาล ซ่ึง

โรงพยาบาลมีบริการจดทะเบียนใบเกิด (สูติบตัร) ท่านมีความจาํเป็นตอ้งสอบถามช่ือ และนามสกลุของลูก เพื่อ

เป็นขอ้มูลในการจดทะเบียน ท่านจะสอบถามและปฏิบติัต่อคนไขอ้ยา่งไรเพ่ือใหเ้หมาะสมกบัวฒันธรรมชาว

กมัพชูา และเพื่อสร้างความประทบัใจใหก้บัคุณแม่และครอบครัว 

ขอ้มูลเพ่ิมเติม : 1. สอบถามช่ือลูก และนามสกลุลูก (ชะมว้ก-โกน  “ลูกช่ือ”)  (เนียม-ตรอ-โกล-์โกน  “นามสกลุ

ลูก” ) 

2. ยนิดีท่ีไดลู้กชาย / ลูกสาว (เดรก-ออ-พอง-จา-แดล-บาน-โกน-ซะเร่ย / ปรอซ ์) 

Case study 2 

สุภาพบุรุษชาวกมัพชูาท่านหน่ึงช่ือ Mr.Channa  Chea  (เจีย  จนันา)  มาพบแพทยด์ว้ยอาการปวดทอ้งอยา่ง

รุนแรง  ภายหลงัจากสอบถามอาการและตรวจร่างกาย  แพทยว์นิิจฉยัวา่  “อาหารเป็นพิษ” ในฐานะท่ีท่านเป็นผู ้

ใหบ้ริการประจาํแผนกอายรุกรรม  ท่านจะใหบ้ริการสุภาพบุรุษท่านนั้นอยา่งไร เพ่ือใหเ้หมาะสมกบัวฒันธรรม

ชาวกมัพชูา และเพื่อสร้างความประทบัใจ 

ข้อมลูเพ่ิมเติม : 1. แพทยมี์ออเดอร์ใหฉี้ดยาแกป้วด เพื่อบรรเทาอาการ 

ภาษาเมียร์มาร์ :  โลก-กรู-เปิด-ออย จ๊ะ-ถนาํ  “แพทยอ์อเดอร์ใหฉี้ดยาแกป้วด ” 

Case study 3 

สุภาพบุรุษชาวกมัพชูาช่ือ Mr.Kimly Ung (อุง กิม ลี) มาดว้ยอาการรักษาไสต่ิ้งอกัเสบเฉียบพลนัแพทยไ์ดท้าํการ

ผา่ตดัจนคนไขเ้ขา้พกัรักษาตวัท่ี Ward ในฐานะท่ีท่านเป็นพยาบาลประจาํ Ward ท่านจะปฏิบติัอยา่งไรเพ่ือให้

เหมาะสมกบัวฒันธรรมชาวกมัพชูา และเพ่ือสร้างความประทบัใจแก่คนไขภ้ายหลงัการผา่ตดั 

ข้อมลูเพ่ิมเติม : 1. สอบถามอาการปวดของคนไข ้เพ่ือแสดงความห่วงใย 

ภาษาเมียร์มาร์ :  ช่ือ มุก-โร-บ๊วกซ์-เต’? “ปวดแผลไหม?” 
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Case study 4 

สุภาพสตรีชาวกมัพชูาช่ือ Miss Shokny Ly  (ลี ชกนี) เขา้มาติดตอ่ท่ีเคาน์เตอร์ลงทะเบียนเพ่ือพบแพทยรั์กษา

อาการไขห้วดัท่ีเป็นมาต่อเน่ือง 3 วนั  มีอาการไอ  จาม  อยา่งเห็นไดช้ดั  ท่านในฐานะผูใ้หบ้ริการประจาํ

เคาน์เตอร์ ท่านจะใหบ้ริการสุภาพสตรีท่านน้ีอยา่งไร  เพื่อตอบสนองความตอ้งการ  และใหเ้หมาะสมกบั

วฒันธรรมชาวกมัพชูา  

ข้อมลูเพ่ิมเติม : 1. เสนอใหค้นไขส้วมใส่ Mask 

ภาษาท่ีใช ้:  ช่ือ โซม-เม-ตา-เปียะ – mask  “เสนอใหส้วมใส่ mask” 

Case study 5 

สุภาพสตรีชาวกมัพชูา ช่ือ Miss Shokny Ly (ลี ชกนี) เขา้มาติดตอ่ท่ีเคาน์เตอร์ลงทะเบียน เพื่อพบแพทยรั์กษา

อาการไขห้วดั ท่ีเป็นมาต่อเน่ือง 3 วนั มีอาการไอ จาม อยา่งเห็นไดช้ดั ท่านในฐานะผูใ้หบ้ริการประจาํเคานเ์ตอร์ 

ท่านจะใหบ้ริการสุภาพสตรีท่านนั้นอยา่งไร ตามมาตรฐานการบริการของโรงพยาบาลฯ และมีความเหมาะสมกบั

วฒันธรรมชาวกมัพชูา  

ขอ้มูลเพ่ิมเติม: 1.เสนอใหค้นไขส้วมใส่ Mask  

ภาษาท่ีใช:้ โซม-เม-ตา-เปียะ-mask- “เสนอใหส้วมใส่ mask” 

China 

Case study 6 

สุภาพบุรุษชาวจีนช่ือ  Law Shoun Tee  ลอ โซน ที  อาย ุ62 ปี เน่ืองจากมีอาการไอและอาเจียนเป็นเลือด  

แพทยแ์ผนกฉุกเฉินลงความเห็นใหแ้อดมิท เพื่อดูอาการและตรวจ CT Scan ในช่วงบ่ายสามโมง ระหวา่งลงจาก

หอ้งพกัผูป่้วย เพื่อมาทาํ CT Scan มีอาการอาเจียนเป็นเลือด อาละวาด จนเป็นลมหมดสติ ญาติ 4-5 ท่านท่ีมาดว้ย

ตกใจ จึงเอะอะโวยวายในหอ้งตรวจ ในฐานะท่ีท่านเป็นผูบ้ริการประจาํเคาน์เตอร์ ท่านะจะใหบ้ริการสุภาพบุรุษ

ท่านนั้นอยา่งไร เพ่ือใหเ้หมาะสมกบัวฒันธรรมชาวจีนและเพื่อสร้างความประทบัใจ 

ขอ้มูลเพ่ิมเติม : 1.คนไขห้มดสติไม่รู้สึกตวั ญาติท่ีมาดว้ยตอ้งการใหต้ามแพทยแ์ละพยาบาลเร่ง (ออกคาํสัง่) ให้

ช่วยคนไขโ้ดยด่วน 
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ภาษาจีน : ป้ิงเหยนิ-เซ่ียนไจ-้ปู้ส่ิงเหยนิซ่ือ-อีซือ-เหอ- ฮู่ซ่ือ-ฮุ่ย-จ้ินไคว-่เฉ่ียงจ้ิว-ทา-ฉ่ิง-หนินเหมิน-ฟ่ังซิน ”

ตอนน้ีผูป่้วยหมดสติ ไม่รู้สึกตวั แพทยแ์ละพยาบาลไดพ้ยายามใหก้ารช่วยชีวติเขาอยา่งเร่งด่วน ขอใหพ้วกคุณ

โปรดวางใจ” 

Case study 7 

สุภาพบุรุษชาวจีนท่านหน่ึงช่ือ Yu Xuegong (อวี ๋ เสวยี กง)  อาย ุ68 ปี เขา้มารับบริการท่ีโรงพยาบาลฯดว้ย

อาการปวดเจ็บบริเวณยอดปอด ดา้นขวา ร้าวหวัไหลขวา  แพทยล์งความเห็นใหเ้ขา้พกัเพื่อรับการรักษาสงัเกต

อาการหลงัจากเอก็ซเรยป์อดแลว้ พบวา่มีเงาของฝ้าบริเวณยอดปอด คลา้ยมีกอ้น  แพทยล์งความเห็นใหส่้องกลอ้ง  

ตกัช้ินเน้ือเพ่ือส่งตรวจ ระหวา่งท่ีรอผลช้ินเน้ือ (เน่ืองจากแพทยส์งสยัวา่จะเป็นมะเร็งหรือไม่) ในฐานะท่ีท่านเป็น

พยาบาลประจาํ Ward ท่านตอ้งเขา้ Patient round โดยปฏิบติัอยา่งไร เพ่ือใหเ้หมาะสมกบัการบริการและ

วฒันธรรมชาวจีน  

ขอ้มูลเพ่ิมเติม : 1. แพทยมี์คาํสัง่ใหส่้องกลอ้ง ตดัช้ินเน้ือเพ่ือส่งตรวจ และตอ้งรอผล 3 วนั 

ภาษาจีน : หนิน-กงัจั้วหวนั-เฟ่ยปู้-จ่งไคว-่เชียฉูชู่-ชวเียา่-เต่ิง-ซนัเทียน-เตอ-เป้าเกา้-ฉ่ิงหนิน-ตวัซิงสี-ฟ่ังซงชินฉิง-

หยกูวอ่-หนิน-โหยว่-เลินเมอ-ชวเียา่-อวอ่เหมิน-หงัหมงั-ฉ่ิง-ปู๋ยง่-เค่อซ่ี “คุณเพ่ิงไดรั้บการผา่ตดักอ้นเน้ือท่ีปอด

เสร็จ ตอ้งรอผลตรวจเป็นเวลา 3 วนั  กรุณาพกัผอ่นใหม้าก ทาํใจใหส้บาย หากวา่คุณตอ้งการความช่วยเหลือจาก

พวกเรา ไม่ตอ้งเกรงใจ (นะค่ะ / ครับ)” 

Case study 8 

สุภาพสตรีชาวจีนช่ือ Law Shoun Tee (ลอ โซน ที) อาย ุ62 ปี มาแผนกฉุกเฉินกบัญาติ 4-5 ท่าน ในเวลา 07.10 

น. ดว้ยอาการไอและอาเจียนเป็นเลือด หนา้ซีด  ไม่มีเร่ียวแรง หวัใจเตน้เร็วหอบเหน่ือย และกาํลงัเดินทางเขา้มาท่ี

เคาน์เตอร์พยาบาลแผนกของท่าน ในฐานะท่ีท่านเป็นผูบ้ริการประจาํเคานเ์ตอร์ ท่านะจะใหบ้ริการสุภาพบสตรี

ท่านนั้นอยา่งไร เพ่ือใหเ้หมาะสมกบัวฒันธรรมชาวพม่า เช้ือสายจีน และเพื่อสร้างความประทบัใจ 

ขอ้มูลเพ่ิมเติม : 1. สุภาพสตรีป่วยมาตรวจส่องกลอ้งท่ีปอด และไดต้ดัช้ินเน้ือไปตรวจ และมีอาการไอ และ

อาเจียนเป็นเลือดตั้งแต่ตีหา้ 

2. ญาติท่ีมาดว้ยเป็นชาวพม่า ท่ีพูดไดท้ั้งภาษาจีน และภาษาพม่า 

ภาษาจีน : ป้ิงเหยนิ-จินเทียน-ไหล-จ้ิวเจ่ิน-ซ่ือ-โหยว่-เสินเมอ-เจ้ิงจว้ง-เนอ “วนัน้ีคนไขม้าพบแพทยมี์อาการ

อยา่งไรบา้ง” 

Case study 9 
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สุภาพบุรุษชาวจีนท่านหน่ึงช่ือ  Chen Moming (เฉิน มวอ่หมิง) อาย ุ66 ปี มาดว้ยอาการหอบเหน่ือยเจ็บแน่น

หนา้อก และมีขาบวมทั้งสองขา้ง ประกอบกบัมีโรคเบาหวาน ความดนัสูง  และโรคหวัใจซ่ึงไดเ้คยรับการผา่ตดั

ใส่บอลลูนและขดลวดจากประเทสจีน  แพทยมี์ความเห็นใหเ้ขา้พกัเพ่ือรับการรักษาในวนัน้ี และตอ้งเขา้รับการ

ตรวจเลือดและลา้งไต ในฐานะท่ีท่านเป็นพยาบาลประจาํ Ward ท่านจะปฏิบติัอยา่งไรเพ่ือใหเ้หมาะสมกบัวฒันะ

ธรรมชาวจีน และเพื่อสร้างความประทบัใจ 

ขอ้มูลเพ่ิมเติม : 1. แจง้ใหพ้ยาบาลทราบ เม่ือมีอาการหายใจลาํบาก หรือเจบ็แน่นหนา้อกเฉียบพลนั 

ภาษาจีน : หยกูวอ่-หนิน-โหยว่-ฮูชี-คุ่นหนนั-ฮวอ่-ชยงเม่ิน-ชยงท่ง-ฉ่ิง-ล่ีเค่อ-ทงจือ-ฮู่ซ่ือ “หากคุณมีอาการหายใจ

ลาํบากหรือเจบ็แน่นหนา้อก กรุณาแจง้ใหพ้ยาบาลทราบทนัที” 

Case study 10 

สุภาพสตรีชาวจีนท่านหน่ึงช่ือ Wang Haiying (หวงั ไห่ อิง) อาย ุ36 ปี เขา้มารับบริการท่ีโรงพยาบาลฯดว้ย

อาการไขสู้ง หนาวสัน่  ไอ ปวดตามตวั ไม่มีแรง แพทยล์งความเห็นใหเ้ขา้พกัเพื่อรับการรักษาต่อเน่ืองมาเป็นวนัท่ี 

7 ในฐานะท่ีท่านเป็นพยาบาลประจาํ Ward ท่านตอ้งเขา้ Patient round โดยปฏิบติัอยา่งไรเพ่ือใหเ้หมาะสมกบั

วฒันธรรมชาวจีน และเพื่อสร้างความประทบัใจ 

ขอ้มูลเพ่ิมเติม : 1. แพทยมี์คาํสัง่ใหเ้จาะเลือดเพ่ือตรวจ 

ภาษาจีน : อีชือ-โหยว่-อีจู่-ซวเียา่-หนิน-เยีย่นเสวีย่-เซ่อซ่ือ “แพทยมี์ออเดอร์ใหเ้จาะเลือดตรวจ” 

Case study 11 

สุภาพบุรุษชาวจีนท่านหน่ึงช่ือ Yu Xuegong (อวี ๋เสวยี กง) อาย ุ68 ปี เขา้มารับบริการท่ีโรงพยาบาลฯ ดว้ย

อาการปวดเจ็บบริเวณยอดปอดดา้นขวา ร้าวหวัไหล่ขวา แพทยล์งความเห็นใหเ้ขา้พกัเพื่อรับการรักษา สงัเกต

อาการ หลงัจาก X-ray ปอดแลว้พบวา่มีเงาของฝ้าบริเวณยอดปอด คลา้ยมีกอ้น แพทยล์งความเห็นใหส่้องกลอ้ง 

ตดัช้ินเน้ือเพ่ือส่งตรวจ ระหวา่ท่ีรอผลช้ินเน้ือ (เน่ืองจากแพทยส์งสยัวา่จะเป็นมะเร็งหรือไม่) ในฐานนะท่ีท่านเป็น

พยาบาลประจาํ ward ท่านตอ้งเขา้ Patient round โดยปฏิบติัอยา่งไร เพ่ือใหเ้หมาะสมกบัการบริการและ

วฒันธรรมชาวจีน 

ขอ้มูลเพ่ิมเติม: แพทยมี์คาํสัง่ใหส่้องกลอ้ง ตดัช้ินเน้ือเพ่ือส่งตรวจและตอ้งรอผล 3 วนั  

ภาษาจีน: หนิน-กงัจัว๊หวนั-เฟ่ยปู้-จ่งไคว-่เซียฉูซู่-ซวเียา่-เต่ิง-ซนัเทียน-เตอ-เป้าเกา้-ฉ่ิงหนิน- ตวัซิวสี-ฟ่ังซงซินฉิง-

หยกูวอ่-หนิน-โหยว่-เสินเมอ- ซวเียา่- อวอ่-เหมิน-ปังหมงั-ฉ่ิง-ปู๋ยง่-เค่อช่ี “คุณเพ่ิงไดรั้บการผา่ตดักอ้นเน้ือท่ีปอด
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เสร็จ ตอ้งรอผลตรวจเป็นเวลา 3 วนั กรุณาพกัผอ่นใหม้าก ทาํใจใหส้บาย หากวา่คุณตอ้งการความช่วยเหลือจาก

พวกเรา ไม่ตอ้งเกรงใจ (นะคะ/ครับ)” 
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Laos  

Case study 12 

สุภาพสตรีชาวลาวท่านหน่ึงช่ือ  สีสมพอน พมูสะหวนั  ภายหลงัการออกกาํลงักายจะมีอาการเจ็บแน่นอึดอดั

บริเวณกดลางหนา้อก  ทั้งสองดา้น  และมีอาการเจ็บบริเวณกรามคลา้ยปวดฟัน  ญาติ 3 คนจึงพาคนไขม้า

โรงพยาบาลเน่ืองจากมีความกงัวลในอาการของคนไขเ้กรงวา่จะเกิดอนัตรายกบัคนไข ้ ในฐานะท่ีท่านเป็นผู ้

ใหบ้ริการ ณ เคานเ์ตอร์พยาบาลนั้น  ท่านจะใหบ้รการคนไขอ้ยา่งไร  และจะคลายความกงัวลของคนไขแ้ละญา

ตอยา่งไรในมาตรฐานการใหบ้ริการและสอดคลอ้งกบัวฒันธรรมของชาวลาว 

ขอ้มูลเพ่ิมเติม : ภายหลงัการวนิิจฉยัของแพทยพ์บวา่  คนไขป่้วยเป็นโรคหวัใจ 

Case study 13 

สุภาพสตรีชาวลาวท่านหน่ึงช่ือ  อา้ย ดาว พะญาดไต มีอาการถ่ายทอ้งอยา่งรุนแรง จนอ่อนแรง  เม่ือแพทยไ์ดท้าํ

การตรวจสุขภาพอยา่งครบถว้นพบวา่  คนไขเ้ป็นโรคไตวายเฉียบพลนั จาํเป็นตอ้งเขา้รับรักษาตวัในโรงพยาบาล

ประกอบกบัตอ้งลา้งไตในวนัรุ่งข้ึน ท่านในฐานะผูป้ฏิบติังานบน Ward และเพ่ือนร่วมงานท่ีปฏิบติังานในหอ้ง

ไตเท่ียมท่านจะใหบ้ริการกบัลูกคา้ชาวลาวท่านน้ีอยา่สงไรตามมาตรฐานของโรงพยาบาล และเหมาะสมกบั

วฒันธรรมชาวลาวและเพื่อสร้างความประทบัใจ 

Case study 14 

สุภาพบุรุษสตรีลาวช่ือ มี สีมะทาด  ป่วยเป็นโรคน้ิวลอ็ก มีอาการเจ็บบริเวณฐานน้ิว  น้ิวฝืดมีอาการปวดน้ิว  

คลา้ยๆน้ิวถูกบิด  ทาํใหป้วด-ชา อยูต่ลอดเวลา  โดยเฉพาะในเวลากลางคืน บางคร้ังก็ต่ืนนอนตอนเชา้ จึงมาพบ

แพทยท่ี์โรงพยาบาล ในเบ้ืองตน้แพทยแ์นะนาํใหห้ยดุพกัการใชมื้อ และรับประทานยาตา้นการอกัเสบ  ท่านใน

ฐานะพยาบาลผูใ้หก้ารบริการ  ท่านจะสร้างความประทบัใจใหก้บัคนไข ้แสดงออกถึงความห่วงใยตามวฒันธรรม

ของชาวลาวและมาตรฐานการใหบ้ริการของโรงพยาบาลฯอยา่งไร 

Case study 15 

สุภาพสตรีชาวลาวช่ือ มะนีวนั โสภา รักษาโรคกรดไหลยอ้นกบั นพ.ฐากร เป็นประจาํหากแต่วนัน้ีอาการกาํเริบ

มากข้ึน เน่ืองจากไม่ไดดู้แลและปฏิบติัตนตามท่ีแพทยแ์นะนาํ เสียงแหบหาย จึงร้อนใจมาพบแพทยก่์อนนดัหมาย 

ซ่ึงวนัน้ี นพ.ฐากร งดออกตรวจ เน่ืองจากเดินทางไปประชุมต่างประเทศ ทาํใหค้นไขเ้กิดความไม่พอใจ กรุณา

ใหบ้ริการลูกคา้ชาวลาวท่านน้ี ตามมาตรฐานการใหบ้ริการของโรงพยาบาล ฯ และพร้อมกบัมีความเหมาะสมทาง

วฒันธรรมชาวลาว 

  



 

 

92 

Case study 16 

สุภาพบุรุษชาวลาว สีสุพนั กลุศรี อาย ุ78 ปี ไดรั้บอบุติัเหตุทางรถยนต ์จนกระดูกสะโพกขา้งขวาหกั จาํเป็นตอ้ง

ไดรั้บการผา่ตดัเปล่ียนขอ้สะโพก แพทยใ์หเ้ขา้พกัรักษาและเตรียมตวัก่อนการผา่ตดั ในฐานะท่ีท่านเป็นพยาบาล

ประจาํ ward ท่านจะตอ้งเขา้มาใหบ้ริการคนไข ้ในช่วงเวลาก่อนเขา้รับการผา่ตดัอยา่งไรบา้ง ตามมาตรฐานการ

รักษา และปฏิบติัต่อคนไขช้าวลาวท่านน้ีอยา่งไร เพื่อสร้างความประทบัใจ และแสดงใหเ้ห็นถึงความใส่ใจใน

วฒันธรรมของชนชาวลาว 

ขอ้มูลเพ่ิมเติม: คนไขมี้โรคประจาํตวัคือ ความดนัโลหิตสูง 

Malaysia  

Case study 17 

สุภาพสตรีชาวมาเลเซียท่านหน่ึงช่ือซารีน่า อบัดุลเลาะห์ มาดว้ยอาการปวดทอ้ง อาเจียน แพทยใ์หร้อสงัเกตุอาการ

ท่ีหอ้งฉุกเฉิน ในฐานะท่ีท่านเป็นพยาบาล ท่านจะใหก้ารดูแลคนไขแ้ละใหข้อ้มูลกบัญาติอยา่งไรใหเ้หมาะสม กบั

วฒันธรรมชาวมาเลย ์

Case study 18 

สุภาพบุรุษชาวมาเลเซียช่ือ ต่วนยโูซ๊ะ กฮูายา อาย ุ65 ปี มาพบแพทยด์ว้ยอาการเจ็บหวัเข่าทั้งสองขา้ง แพทย์

วนิิจฉยัวา่ “ขอ้เข่าเส่ือม” ในฐานะท่ีท่านเป็นผูใ้หบ้ริการประจาํแผนกขอ้และกระดูก จะใหบ้ริการสุภาพบุรุษท่าน

นั้นอยา่งไร เพ่ือใหเ้หมาะสมกบัวฒันธรรมชาวมาเลเซีย 

ขอ้มูลเพ่ิมเติม: แพทยใ์หท้านยา และบริหารขอ้เข่าเพ่ือบรรเทา 

Case study 19 

สุภาพสตรีชาวมาเลเซียท่านหน่ึงช่ือ ซีรีน กิลิตวาลา คนไขใ้หม่เขา้มาติดต่อท่ีแผนกลงทะเบียน เพื่อพบแพทยด์ว้ย

อาการไอ ท่ีเป็นมาต่อเน่ือง 1 สปัดาห์ ในฐานะท่ีท่านเป็นพยาบาล ณ แผนกลงทะเบียน ท่านจะใหก้ารดูแลคนไข้

สุภาพสตรีนกัธุรกิจท่านน้ีอยา่งไร 

Case study 20 

สุภาพสตรีชาวมาเลเซียท่านหน่ึงช่ือ นางโซเฟีย มูบารัก เขา้มาติดต่อท่ีเคาน์เตอร์ลงทะเบียน เพื่อพบแพทยรั์กษา

อาการไขห้วดัท่ีเป็นมาต่อเน่ือง 3 วนั ท่านในฐานะผูใ้หบ้ริการประจาํเคานเ์ตอร์ ท่านจะใหบ้ริการสุภาพสตรีท่าน

น้ีอยา่งไร เพื่อตอบสนองความตอ้งการ และใหเ้หมาะสมกบัวฒันธรรมชาวมาเลเซีย 
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Middle Eastern countries 

Case study 21 

สุภาพบุรุษชาวอาหรับช่ือ Ali Abdalla AI Naqbi อาย ุ72 ปี ป่วยดว้ยโรคพากินสนั รักษาอาการกบัแพทยม์า

ต่อเน่ือง ในขณะนัง่รอแพทย ์มีอาการสัน่ เกร็ง เน่ืองจากไม่ไดท้านยาในช่วงเชา้ของวนั และดูเหมือนวา่จะ

ค่อนขา้งกงัวลในอาการสัน่ของตน (รู้สึกอาย) ในฐานะท่ีท่านเป็นพยาบาลประจาํเคาน์เตอร์ ท่านจะใหก้ารดูแล

คนไขอ้ยา่งไร เพ่ือสร้างความประทบัใจและสอดคลอ้งเหมาะสมกบัวฒันธรรมของชาวอาหรับ 

Case study 22 

สุภาพสตรีชาวอาหรับช่ือ Aysha AAA Alsharah อาย ุ38 ปี ปวดทอ้งตาํแหน่งกระเพาะอาหาร (ใตล้ิ้นป่ี) เป็นๆ 

หายๆ ทอ้งอืด ทอ้งเฟ้อ เรอบ่อย แน่นอึดอดัทอ้ง ทั้งๆท่ีไม่ไดท้านอาหาร เบ่ืออาหาร และนํ้ าหนกัลด ภายหลงัการ

ตรวจร่างกายและซกัประวติั แพทยว์นิิจฉยัวา่ ป่วยเป็นโรคกระเพาะอาหารอกัเสบ (Gastritis) แพทยใ์หย้าเพื่อ

การรักษาตามอาการ พร้อมแนะนาํวธีิการดูแลรักษาตนเองและนดัติดตามผล ท่านในฐานะพยาบาลผูใ้หก้ารดูแล 

สงัเกตเห็นวา่คนไขแ้ละญาติยงัมีความวติกกงัวลในโรค ท่านจะปฏิบติัอยา่งไร เพ่ือสนองตอบต่อความตอ้งการ

ของคนไขแ้ละญาติดว้ยความเหมาะสมทางวฒันธรรมและเป็นไปตามมาตรฐานการบริการของโรงพยาบาล 

Case study 23 

สุภาพบุรุษชาวอาหรับท่านหน่ึงช่ือ Abdularhman Ali Mohammad มีอาการปวดศีรษะขา้งเดียวและปวดมาก

ข้ึนเม่ือมีการเคล่ือนไหว อาการปวดเป็นต่อเน่ืองถึง 3 วนั แพทยท์าํการซกัประวติั ตรวจร่างกาย และสัง่ยาใหก้บั

คนไข ้พร้อมนดัเพ่ือติดตามอาการอีกคร้ังใน 2 สปัดาห์ขา้งหนา้ ท่านในฐานะพยาบาลประจาํเคาน์เตอร์ผู ้

ใหบ้ริการกบัคนไขท่้านน้ี ท่านจะตอ้งปฏิบตืัอยา่งไรบา้ง เพื่องสร้างความประทบัใจ และสอดคลอ้งเหมาะสมกบั

วฒันธรรมของชาวอาหรับ 

Case study 24 

สุภาพบุรุษชาวอาหรับช่ือ Ahmed Mohammed Qidhar Al Amri อาย ุ58 ปี ป่วยเป็นโรคมะเร็งลาํไสใ้หญ่ 

โดยเพ่ิงไดรั้บการยนืยนัจากแพทยเ์ม่ือ 1 สปัดาห์ท่ีผา่นมา การมาพบแพทยใ์นคร้ังน้ี เน่ืองจากญาติเห็นวา่มีอาการ

ทรุดหนกัข้ึน แพทยไ์ดพ้ดูคุยและใหข้อ้มูลกบัคนไขแ้ละญาติในเร่ืองแผนการรักษาอยา่งชดัเจนอีกคร้ัง ภายหลงั

จากการเขา้พบแพทย ์ในฐานะท่ีท่านเป็นพยาบาลประจาํเคาน์เตอร์ ท่าจะปฏิบติัต่อคนไขแ้ละญาติอยา่งไร เพื่อ

แสดงออกถึงความห่วงใย ใหค้วามเช่ือมัน่ และสร้างกาํลงัใจแก่คนไขแ้ละญาติชาวอาหรับ พร้อมทั้งใหบ้ริการตาม

มาตรฐานของโรงพยาบาลฯ 
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Case study 25 

สุภาพสตรีชาวอาหรับช่ือ Fatima Abbas Yousuf Al Balooshi อาย ุ62 ปี มาพบแพทยเ์พื่อรักษาอาการ

โรคเบาหวาน อยา่งต่อเน่ืองกบันายแพทยท์องดี เน่ืองจากเป็นลูกคา้ท่ีท่านและแพทยคุ์น้เคยเป็นอยา่งดี ท่านจะให้

การดูแลและใหบ้ริการเพ่ือสร้างความประทบัใจใหก้บัลูกคา้ท่านน้ีอยา่งไร  

ขอ้มูลเพ่ิมเติม: ญาติสอบถามทางไปหอ้งละหมาด ท่านจะใหข้อ้มูลอยา่งไร? 

Myanmar 

Case study 26 

สุภาพสตรีชาวเมียนมาร์ ช่ือ Daw Phyu-Phyu ดอ-พิว-พิว  ท่าทีอิดโรยมาเพียงลาํพงัและกาํลงัเดินเขา้มาท่ี

เคาน์เตอร์พยาบาลแผนกของท่าน  ในฐานะท่ีท่านเป็นผูใ้หบ้ริการประจาํเคาน์เตอร์ ท่านจะใหบ้ริการสุภาพสตรี

ท่านนั้นอยา่งไร  เพ่ือใหเ้หมาะสมกบัวฒันธรรมชาวเมียนมาร์ และเพื่อสร้างความประทบัใจ 

ข้อมลูเพ่ิมเติม : 1. สุภาพสตรีป่วยเป็นไวรัสตบัอกัเสบ ซี 

2. ไม่ประสงคจ์ะเจาะเลือดตรวจ HIV หากแต่ไม่แจง้แพทยใ์หแ้พทยท์ราบ 

ภาษาเมียร์มาร์ :  สยา วนุ-ออ-ดา-ชิ-แด  ตวย-เพา้-แม- HIV  - “แพทยอ์อเดอร์ใหเ้จาะเลือดเพื่อตรวจ HIV” 

Case study 27 

สุภาพสตรีชาวเมียนมาร์ ช่ือ Daw Su-Su  ดอ-ซู-ซู  เขา้มารับบริการท่ีโรงพยาบาลดว้ยอาการไขสู้ง เน่ืองจากติด

เช้ือ แพทยมี์ความเห็นใหเ้ขา้พกัเพ่ือรับการรักษาต่อเน่ืองมาเป็นวนัท่ี 5 ในฐานะท่ีท่านเป็นพยาบาลประจาํ Ward 

ท่านตอ้งเขา้ Patient round โดยปฏิบติัอยา่งไรเพ่ือใหเ้หมาะสมกบัวฒันธรรมชาวเมียนมาร์ และเพื่อสร้างความ

ประทบัใจ 

ข้อมลูเพ่ิมเติม : 1. แพทยมี์คาํสัง่ใหเ้จาะเลือดเพ่ือตรวจ  

ภาษาเมียร์มาร์ :  สยา วนุ-ออ-ดา-ชิ-แด  ตวย-เพา้-แม   “แพทยอ์อเดอร์ใหเ้จาะเลือด” 
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Case study 28 

ภาพบุรุษชาวเมียนมาร์ ท่านหน่ึงช่ือ U Sein-Oo  อู เซ็ง-อู  อาย ุ65 ปี มาดว้ยอาการขาบวมทั้ง 2 ขา้ง เน่ืองจาก

การทาํงานของไตผิดปกติ แพทยมี์ความเห็นใหเ้ขา้พกัเพ่ือรับการรักษาในวนัน้ี ซ่ึงคนไขต้อ้งอยูเ่พียงลาํพงั ขณะ

เขา้ในหอ้งพกั ในฐานะท่ีท่านเป็นพยาบาลประจาํ Ward  ท่านจะปฏิบติัอยา่งไร เพ่ือใหเ้หมาะสมกบัวฒันธรรม

ชาวเมียนมาร์ และเพื่อสร้างความประทบัใจ 

ขอ้มูลเพ่ิมเติม : 1. แจง้ใหพ้ยาบาลทราบ เม่ือตอ้งการเขา้หอ้งนํ้ า 

ภาษาเมียร์มาร์ :  เอง็-ตา-ตวา-ยนิ-นสัมะ-คอบ่า  

Case study 29 

สุภาพบุรุษชาวเมียนมาร์ ท่านหน่ึงช่ือ U Aya Maung  อู เอ-หม่อง  อาย ุ45 ปี มีโรคประจาํตวัคือ  โรคเบาหวาน 

ไดรั้บการรักษาท่ีโรงพยาบาล มาเป็นเวลาประมาณ 2 ปี สาํหรับวนัน้ีมาพบแพทยต์ามนดั  โดยเขา้มาติดต่อท่ี

แผนกอายรุกรรม ในฐานะท่ีท่านเป็นผูใ้หบ้ริการประจาํเคานเ์ตอร์ ท่านจะใหบ้ริการสุภาพบุรุษท่านนั้นอยา่งไร  

เพ่ือใหเ้หมาะสมกบัวฒันธรรมชาวเมียนมาร์ และเพื่อสร้างความประทบัใจ 

ขอ้มูลเพ่ิมเติม : 1. คนไขรั้บยาเป็นประจาํตามแพทยส์ัง่ 

ภาษาเมียร์มาร์ :  เซ-ปง-มนั-เตา้-ลา ?  “ท่านทานยาสมํ่าเสมอหรือไม่ ? ” 

Vietnam 

Case study 30 

สุภาพสตรีชาวเวยีดนามช่ือ Nguyen Thu Ha (เหง๋ียน ทู ฮ่า) มีอาการผื่นแดงข้ึนท่ีหนา้และลาํตวัประกอบกบัมี

อาการคนั  และรู้สึกหายใจติดขดัร่วมดว้ย  ภายหลงัการลงทะเบียนผูป่้วยใหม่  ญาติพามายงัเคาน์เตอร์พยาบาล

แผนกของท่าน  ในฐานะท่ีท่านเป็นผูใ้หบ้ริการประจาํเคานเ์ตอร์ ท่านจะใหบ้ริการสุภาพสตรีท่านนั้นท่านนั้น

อยา่งไร ตามมาตรฐานบริการของโรงพยาบาลฯ และมีความเหมาะสมกบัวฒันธรรมชาวเวยีดนาม 

Case study 31 

สุภาพสตรีชาวเวยีดนามช่ือ Nguyen Thu Ha (เหง๋ียน ทู ฮ่า) มรอาการผื่นแดงข้ึนท่ีหนา้และลาํตวั ประกอบกบัมี

อาการคนั และรู้สึกหายใจติดขดัร่วมดว้ย ภายหลงัการลงทะเบียนผูป่้วยใหม่ ญาติพามายงัเคานเ์ตอร์พยาบาล

แผนกของท่าน ในฐานะท่ีท่านเป็นผูใ้หบ้ริการประจาํเคาน์เตอร์ ท่านจะใหบ้ริการสุภาพสตรีท่านนั้นอยา่งไร ตาม

มาตรฐานการบริการของโรงพยาบาลฯ และมีความเหมาะสมกบัวฒันธรรมชาวเวยีดนาม 
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Communication skills and English language  

Case study 32 

OP  “ elayed Appointment” 

You want to inform the patient that his doctor has an emergency operation. You want to 

inform him that he may have to wait for at least 2 hours. What would you suggest to the 

patient if he is not willing to see another doctor, but he prefers to wait for his doctor to 

finish with the operation. 

Case study 33 

OP  “Vital Signs” 

Ask the patient to follow you to the vital signs room.  Ask him to take a seat, then conduct 

the vital signs process in English. 

Case study 34 

IP  “Handling Complaints” 

The Patient at Room 1567 complained that housekeeping staff came to her room without 

knocking. It was very early, around 6:00 a.m. and it disturbed the patient. The patient is very 

upset about this, what will you say to calm the patient? 

Case study 35 

IP  “Maternity Floor” 

The patient at Room 1234 is alone and requested for a wheelchair.  She wants to visit her 

baby daughter at the Nursery.  What will you say to her.  How will you make her feel taken 

cared of, through your words and body language? 
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Case study 36 

OP  “Making Appointments” 

The patient wants to reschedule his appointment from January 20, 2015 to January 15, 2015 

instead.  He prefers to have the same time as with his original schedule, which is at 10.00 

a.m. 
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Appendix II: Questionnaire 

แบบสอบถาม 

ผลกระทบของการสอดแทรกเชิงวฒันธรรมผ่านการอบรมโดยองิตามเคส  

เพ่ือส่งเสริมสมรรถนะเชิงวฒันธรรมของพยาบาลในโรงพยาบาลเอกชนในกรุงเทพ ประเทศไทย 

 

ขอบคุณท่ีสละเวลาตอบแบบสอบถามน้ี ดิฉนัเป็นนิสิตในหลกัสูตรสาธารณสุข จุฬาลงกรณ์
มหาวทิยาลยั ประเทศไทย ขณะน้ีดิฉนักาํลงัศึกษาวจิยัเร่ืองผลกระทบของการจดักระทาํทางการพยาบาลในเชิง
วฒันธรรมและอิงตามเคสเพ่ือส่งเสริมสมรรถนะเชิงวฒันธรรมของพยาบาลในโรงพยาบาลเอกชนในกรุงเทพ 
(Effect of Case-based Cultural Competent Nurse Care Intervention for Promoting Culture Competency among 
Nurse at Private Hospital in Bangkok) ผลการสาํรวจในคร้ังน้ีจะถูกนาํไปใชเ้พ่ือวตัถุประสงคด์า้นการศึกษา
เท่านั้น และจะไม่มีผลกระทบต่อตาํแหน่งงานและการปฏิบติัหนา้ท่ีประจาํวนัของท่านในฐานะพยาบาลวชิาชีพ 
ขอ้มูลส่วนบุคคลของท่านจะถูกปกปิดเป็นความลบัและคาํตอบทั้งหมดจะไม่มีการเปิดเผยสู่ภายนอกเช่นกนั การ
ตอบแบบสอบถามน้ีจะใชเ้วลาประมาณ 15-20 นาที ในโอกาสน้ีตอ้งขอบคุณอีกคร้ังท่ีท่านสละเวลาเพ่ือตอบ
แบบสอบถามน้ี 

ในแบบฟอร์มแบบสอบถามน้ี โปรดเลือกขอ้ท่ีเหมาะสมท่ีสุดสาํหรับแต่ละคาํถาม หรือเขียนคาํตอบใน
พ้ืนท่ีวา่งท่ีมอบให้ โปรดเลือกค าตอบเพยีงหนึ่งค าตอบเท่านั้นส าหรับค าถามแต่ละข้อ เวน้แต่มีการแจง้ไวเ้ป็นอยา่ง
อ่ืน)และโปรดตอบคาํถามทุกขอ้ในแบบสอบถามน้ี เม่ือตอบครบแลว้โปรดส่งคืนแบบสอบถามน้ีไปยงับุคคลท่ี
แจกแบบสอบถามใหแ้ก่ท่าน ขอขอบพระคุณในความร่วมมือ 

ก. ข้อมูลส่วนตัว 

โปรดเลือกค าตอบทีเ่หมาะสมทีสุ่ด หรือกรอกข้อมูลทีต้่องการลงในช่องว่าง 

1. เพศ   (     ) ชาย  (     ) หญิง 

2. ขณะน้ีผม/ดิฉนัมีอาย ุ…………………… ปี 

3. สถานภาพ 

(     )โสด   (     ) แต่งงาน  (     ) หยา่ 

(     ) แยกกนัอยู ่  (     ) หมา้ย 

4. โปรดระบุศาสนาของคุณ 
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  (     ) พทุธ   (     ) คริสต ์/ คาทอลิก  (     ) มุสลิม 

  (     ) อ่ืนๆ โปรดระบุ ....................................... 

5. ระดบัการศึกษาสูงสุด 

(     ) อนุปริญญา  (     ) ปริญญาตรี  (     ) ปริญญาโท 

(     ) ปริญญาเอก  (     ) อ่ืนๆ โปรดระบุ …………………………… 

6. ระดบัความอาวโุส 

(     ) พยาบาลฝึกหดั  (     ) พยาบาลปฏิบติัการ  (     )พยาบาลชาํนาญ
การ  

(     ) พยาบาลชาํนาญการพิเศษ  (     ) หวัหนา้งาน   (     ) อ่ืนๆ โปรดระบุ 
……………………………. 

7. คุณประกอบวชิาชีพพยาบาลมานานเป็นระยะเวลา ............................ ปี  

8. คุณประกอบวชิาชีพพยาบาลกบัโรงพยาบาลน้ีเป็นระยะเวลา ............................ ปี  

9. ระดบัรายไดต้่อเดือน (รวมทั้งรายไดจ้ากงานอ่ืนๆ ดว้ย) 

(     ) 15,001-20,000 บาท (     ) 20,001-30,000 บาท (     ) 30,001-40,000 บาท 

(     ) 40,001-50,000 บาท (     ) มากกวา่ 50,001 บาท 

10. ความรับผิดชอบหลกั (ในช่วงสามเดือนหลงัท่ีผา่นมา) 

(     )  แผนกผูป่้วยนอก (     )  แผนกผูป่้วยใน  (     ) หอ้งฉุกเฉิน  

(     ) หอ้งผา่ตดั  (     ) ICU 

11. ช่วงเวลาการทาํงานทั้งหมดทุกงาน (ในช่วงสามเดือนท่ีผา่นมา สามารถเลือกไดม้ากกวา่ 1 ขอ้)  

(     ) กะเชา้  (     ) กะบ่าย  (     ) กะเยน็ 

(     ) กะกลางคืน  (     ) อ่ืนๆ โปรดระบุ ……………………………………… 

12. ทกัษะทางดา้นภาษาของคุณอยูใ่นระดบัใด 

ภาษา ไม่มคีวามรู้ ปานกลาง ด ี ดมีาก 
องักฤษ 1 2 3 4 
จีน 1 2 3 4 
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ภาษา “ยาว”ี ท่ีคนไทยมุสลิมใช ้ 1 2 3 4 
ภาษอ่ืนๆโปรดระบุ ..................... 1 2 3 4 
 

13. คุณเคยใหบ้ริการพยาบาลใหก้บัคนไขต้่างชาติบา้งหรือไม่? หากเคย โปรดระบุรายละเอียดต่อไปน้ี 

 ไม่เคย    เคย 

 

14. ถา้คุณจะตอ้งใหบ้ริการกบัคนไขต้่างชาติ คุณมีความรู้สึกอยา่งไร 

   ยนิดี    อาย    กลวั 

   ต่ืนเตน้   เครียด    สนุกสนาน 

   อ่ืนๆ โปรดระบ…ุ………….  

 

15. คุณมีความมัน่ใจขนาดไหนท่ีจะใหบ้ริการคนไขช้าวต่างชาติ 

ไม่มีเลย     มากท่ีสุด 
0 1 2 3 4 5 
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ข. ค าถามเกีย่วกบัสมรรถนะเชิงวฒันธรรม 

ส่วนที ่1 ความรู้เกีย่วกบัสมรรถนะเชิงวฒันธรรมของพยาบาล  

โปรดทาํเคร่ืองหมายลงในช่องวา่ง: จริง = หากคุณคิดวา่ขอ้ความนั้นถูกตอ้ง; เท็จ = หากคุณคิดวา่ขอ้ความนั้นผิด 
และ; ไม่แน่ใจ = หากคุณยงัไม่รู้แน่ชดั 

ที ่ ข้อความ จริง เท็จ ไม่
แน่ใจ 

 บรูไน    
1 ตามธรรมเนียมแลว้ชายและหญิงมกัไม่นิยมจบัมือเพื่อทกัทายกนั     
2 ไม่หยิบยื่นส่ิงใดๆ ท่ีผลิตจากหนงัหมูใหแ้ก่กนั     
3 การจบัมือกนัตอ้งมีความหนกัแน่น    
4 การตรงต่อเวลาไม่ใช่เร่ืองเนน้ย ํ้า คุณอาจจะมาถึงสายไดนิ้ดหน่อยโดยไม่มีใครตาํหนิ    
5 บางคร้ังทานอาหารดว้ยมือ    
 กมัพชูา    
6 ครอบครัวผูป่้วยชาวกมัพูชาส่วนใหญ่ชอบท่ีจะหารือเก่ียวกบัการตายกบัแพทย ์เพื่อป้องกนัผูป่้วยจากการ

คิดมาก และผูป่้วยส่วนใหญ่ตอ้งการท่ีจะตายท่ีบา้นภายใตก้ารดูแลของครอบครัว 
   

7 การทกัทายแบบกมัพูชาตามรรมเนียมแลว้มกักม้หวัพร้อมรวมมือเขา้ไวด้ว้ยกนัท่ีระดบัอก    
8 ในกมัพูชา ผูค้นเรียกขายกนัดว้ยคาํข้ึนตน้ท่ีแสดงความนบัถือวา่ “ลอก สเรย”์ สาํหรับชาย และ “ลอก” 

สาํหรับหญิง แลว้ค่อยตามดว้ยช่ือแรกหรือทั้งช่ือแรกและนามสกุล 
   

9 การห่อของขวญัมกันิยมห่อกนัดว้ยกระดาษห่อสีขาว     
10 ในการมอบของใหก้นัตอ้งใชท้ั้งสองมือในการมอบ    
11 เม่ือคุณไดรั้บเชิญไปร่วมโต๊ะอาหาร คุณตอ้งนัง่ก่อนเพื่อไม่ใหเ้จา้เคอะเขินหรือเสียหนา้    
12 ตามธรรมเนียมแลว้ อาหารจะถูกจดัเตรียมบนแผน่รองบนพื้นหรือบนพื้นยกท่ีทาํข้ึนดว้ยไมไ้ผ ่    
13 นามบตัรควรตอ้งแลกใหก้นัหลงัจบการประชุมเสมอ     
14 ใชมื้อขวาหรือทั้งสองมือเม่ือตอ้งยื่นหรือรับนามบตัรระหวา่งกนั    
15 ชาวกมัพูชายดึถือเร่ืองของการพูดหรือใชค้าํใดคาํหน่ึงอยา่งมีนยัยะ โดยเฉพาะเม่ือเก่ียวพนักบัส่ิงท่ีเป็น

ทางลบ เน่ืองจากเป็นเร่ืองของหนา้ตาทางสงัคม 
   

16 พฤติกรรมในเชิงอวจันะภาษาไม่ใช่ส่ิงสาํคญัและสามารถละเลยไปได ้    
17 ตอ้งพูดจาใหช้ดัถอ้ยชดัคาํ พูดชา้พอดี และงดใชส้แลง คาํตลาด หรือ คาํไม่เป็นทางการเสมอ    
 อนิโดนีเซีย    

18 แพทยแ์ผนปัจจุบนัชาวอินโดนีเซียมกัจะไดรั้บการฝึกการรักษาโดยใชพ้ลงัจิตดว้ย    
19 ไม่ควรนัง่ไขวห่า้ง เพราะถือเป็นการไม่ใหค้วามเคารพ    
20 ผูห้ญิงมกัไม่ทกัทายดว้ยการจบัมือ    
21 การกม้หวัใหก้นัคือการทกัทายกนัพร้อมการกล่าววา่ “ซาลามทั” เป็นคาํทกัทายเสมอ    
22 การพูดช่ือของบุคคลโดยไมมี่คาํนาํหนา้ คือการเนน้ถึงความสมัพนัธ์ใกลชิ้ด    
23 การด่ืมแอลกอฮอลเ์ป็นเร่ืองท่ียอมรับไดใ้นสงัคมอินโดนีเซีย     
24 เจลาตินมกัผสมลงในอาหารฮาลาล    
25 ชาวอินโดนีเซียบริโภคเฉพาะอาหารฮาลาลเท่านั้น    
26 ผลิตภณัฑท์าํจากหนงัเป็นส่ิงนิยมในวฒันธรรมอินโดนีเซีย    
27 การใชช้อ้นกบัสอ้มเพื่อรับประทานอาหารคือการแสดงความไม่เคารพกนัและกนั    
28 โดยทัว่ไปแลว้ ชาวอินโดนีเซียจะพดูเบาและท่ีเสียงทุ่มซ่อนใน คนท่ีพูดเสียงดงัจะถูกมองวา่ค่อนขา้ง    
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กา้วร้าว  
29 ชาวอินโดนีเซียมกัไม่ตดัสินใจอะไรแบบทนัด่วนเพราะจะถือวา่มีการพิจารณาไม่ถว้นถ่ีมากพอ    

 

ที ่ ข้อความ จริง เทจ็ ไม่
แน่ใจ 

 ลาว    
30 การกม้ลงเล็กนอ้ยพร้อมมือในรูปทรงเหมือนไหวไ้วใ้ตค้างคือการแสดงการทกัทายมาตรฐาน    
31 ผูท่ี้มีฐานะสงัคมสูงกวา่ไมต่อ้งตอบรับการแสดงการทกัทาย ทั้งน้ีเป็นเพราะการแสดงความเป็นอาวุโสกวา่    
32 ผูค้นมกัมาสายและหลายๆ อยา่งมกัใชเ้วลานานกวา่จะเสร็จสมบูรณ์พร้อม    
33 สาํหรับผูห้ญิง การสูบบุหร่ีมกัเช่ือมโยงกบัการคา้ประเวณีและการสาํส่อนทางเพศ และถือวา่เป็น

พฤติกรรมท่ีรับไม่ได ้ 
   

34 หลีกเล่ียงการสมัผสัศีรษะคนอ่ืน เพราะถือวา่เป็นการแสดงการไม่เคารพกนั     
35 ศาสนาหลกัของประเทศลาวคือพระพุทธศาสนานิกายเถรวาท    
36 เป็นเร่ืองท่ีไม่ปกติท่ีญาติพี่นอ้งหรือเพื่อนฝูงจะมาหาโดยไม่บอกก่อนล่วงหนา้    
37 ศาสนาไม่ไดเ้ป็นตวัตอกย ํ้าลาํดบัชั้นทางสังคมของประเทศลาว    
 มาเลเซีย    

38 ชาวมาเลเซียมีความสนใจอยา่งมากในเร่ืองราวเก่ียวกบัวิญญาณและผีสาง  และเร่ืองราวเหล่าน้ีรักษา
ความสมัพนัธ์กบัผูท่ี้ไดล่้วงลบัไปแลว้ 

   

39 ผูค้นมกัจบัมือเพื่อทกัทาย หากฝ่ายตรงขา้มเป็นเพศเดียวกนั     
40 ผูค้นมกัชอบทกัทายกนัแบบไม่เป็นทางการ    
41 การใหแ้ละรักษาหนา้ฝ่ายตรงขา้มคือเร่ืองท่ีสาํคญั    
42 การนดัประชุมคร้ังแรกมกัถูกมองวา่เป็นการใชโ้อกาสน้ีเพื่อไดรู้้จกักนัและกนั    
43 แพทยช์ายไมไ่ดรั้บอนุญาตใหท้าํคลอดสตรีชาวมาเลเซีย    
 เมยีนมาร์    

44 การตรงต่อเวลาคือส่ิงท่ียึดถือกนัในการทาํงานและโรงเรียน ในขณะท่ีการนดัหมายในกิจกรรมยามวา่งเพื่อ
สงัสรรค ์การตรงต่อเวลาไม่ถือวา่สาํคญั  

   

45 ผูค้นส่วนใหญ่ติดต่อส่ือสารกนัแบบทางออ้ม ส่วนการส่ือสารทางตรงนั้นใชก้บักลุ่มเพื่อนสนิทและ
สมาชิกในครอบครัว 

   

46 การเดินผา่นผูสู้งอายุโดยไม่กม้หวัให ้ไม่ถือเป็นมารยาทท่ีผิด     
47 การด่ืมสุราสามารถมีไดใ้นเทศกาลทางศาสนา แต่ส่วนใหญ่แลว้จะไม่มีการด่ืมสุรา    
48 อาหารมกัจะถูกเสิร์ฟบนโต๊ะเต้ียโดยผูร่้วมโต๊ะจะนัง่บนแผน่รองบนพื้น    
 ฟิลปิปินส์    

49 การจบัมือและการยิม้ใหก้นัคือการทกัทายตอ้นรับแบบมาตรฐาน     
50 ผูค้นมกัไม่ค่อยพูดถึงคาํนาํหนา้เม่ือพูดถึงช่ือเพื่อน เพราะเป็นการแสดงถึงมิตรภาพใกลชิ้ด    
51 การห่อของขวญัไม่นิยมห่อดว้ยกระดาษสีแดงเพราะเป็นการแสดงถึงสงครามและความเกลียดชงั     
52 หากไดรั้บเชิญไปร่วมโต๊ะอาหาร อยา่เพิ่งเร่ิมรับประทานอาหารจนกวา่เจา้ภาพจะเชิญคุณ     
53 การนดัหมายล่วงหนา้คือส่ิงท่ีตอ้งทาํหากเป็นเร่ืองธุรกิจสาํหรับชาวฟิลิปปินส์     
54 การนบัถือเร่ืองลาํดบัชั้นคือเร่ืองสาํคญัในการทาํธุรกิจ     
55 ความสมัพนัธ์ระหวา่งบุคคลสาํคญักวา่ความสมัพนัธ์ระหวา่งบริษทั     

  



 

 

103 

ที ่ ข้อความ จริง เท็จ ไม่
แน่ใจ 

 สิงคโปร์    
56 แนวคิดเร่ืองการรักษาหนา้ของอีกฝ่ายคือเร่ืองสําคญั     
57 ในการส่ือสาร ผูค้นนิยมแสดงความคิดท่ีมีนยัยะ ลุ่มลึก และแฝงความในเชิงลึกเสมอ     
58 มารยาทและธรรมเนียมปฏิบติั ข้ึนอยูก่บักฎเกณฑข์องแต่ละชาติพนัธุ์    
59 ในการมอบของขวญั ผูใ้ห้อาจถูกปฎิเสธสามคร้ังการไดรั้บการยอมรับ เพื่อแสดงวา่ผูรั้บไม่ไดมี้ความโลภหรืออยากได ้    
60 สีท่ีนิยมนาํมาห่อของขวญัคือ สีขาว นํ้ าเงิน หรือดาํเพราะเป็นสีท่ีแสดงความเป็นทางการ    
61 มกันิยมให้ดอกไมส้าํหรับทุกโอกาส    
62 การเงียบสักครู่ก่อนตอบคาํถาม คือธรรมเนียมท่ีนิยมกระทาํกนั     
63 คนไขห้้ามรับประทานไข่ขาว    
 เวียดนาม    

64 ผูป่้วยชาวเวยีดนามมกัจะต่อตา้นการรักษาแบบท่ีมีการถึงเน้ือถึงตวัหรือ และเขา้ใจวา่การดูแลรักษาแบบท่ีไม่ถึงเน้ือถึง
ตวัเป็นการรักษาท่ีดี 

   

65 ผูป่้วยชาวเวยีดนามมกัจะเขา้ใจวา่ยามนัจะเช่ือมโยงกบัศาสนา และการเจบ็ป่วยเป็นส่วนหน่ึงของชีวติท่ีหลีกเล่ียง
ไม่ได ้

   

66 การสัมผสัศีรษะหรือไหล่ของบุคคลอ่ืน ถือเป็นการไม่เคารพ    
67 การส่งของให้แก่กนันิยมใชมื้อขวา     
68 ชาวเวยีดนามชอบใชน้ิ้วช้ีไปท่ีส่ิงต่างๆ เสมอ    
69 การกอดอกคือเร่ืองปกติท่ีนิยมทาํกนั     
70 การรับส่งของขา้มศีรษะคนอ่ืนคือมารยาทท่ีไม่ยอมรับ    
71 การสวมใส่กางเกงขาสั้นคือเร่ืองปกติธรรมดา     
72 การแตะเน้ือตอ้งตวัเพศตรงขา้มคือเร่ืองตอ้งห้าม    
73 ชาวเวยีดนามบางคนใชก้ารจบัมือทั้งสองขา้ง โดยมือซ้ายอยูบ่นขอ้มือขวาเพื่อแสดงการทกัทาย    
74 การห่อของขวญัตอ้งห่อดว้ยกระดาษสีพื้นเท่านั้น    
75 ชาวเวยีดนามตรงต่อเวลาและคาดหวงัให้ทุกคนตรงต่อเวลาดว้ยเช่นกนั    
76 ชาวเวยีดนามนิยมเอ้ือมมือไปให้สตรีก่อนเพื่อแสดงการขอจบัมือ    
77 ลาํดบัชั้นและการรักษาหนา้ตาทางสังคมคือเร่ืองสาํคญัในสังคมเวยีดนาม    
78 เม่ือบางคนไม่เห็นดว้ยกบัอีกคนหน่ึง มกัแสดงความคิดเห็นแบบตรงไปตรงมาเพื่อไม่ให้เกิดความรู้สึกกาํกวมต่อกนั     
79 อยา่สัญญาโดยไม่สามารถรักษาสัญญาได ้เพราะจะทาํให้เสียหนา้กบัส่ิงท่ีไดพู้ดออกไปแลว้     
 ประเทศอาเซียนอ่ืนๆ    

80 การทกัทายตอ้งเป็นวธีิแบบทางการและผูอ้าวุโสสุดจะตอ้งไดรับการทกัทายเป็นอนัดบัสุดทา้ยตามธรรมเนียมจีน     
81 ชาวจีนถือวา่ควรตั้งตะเกียบให้ตรงเป็นแนวตรงกบัชามขา้วเม่ือรับประทานอ่ิมแลว้    
82 ในประเทศเอเชีย ตอ้งถอดรองเทา้ก่อนเขา้บา้น    
83 บนโตะ๊อาหาร จาํนวนจานเป็นเลขค่ีและมกัเรียงเป็นลาํดบัก่อนหลงัในธรรมเนียมจีน     
84 ในวฒันธรรมจีน การจบัมือเป็นเร่ืองแปลกหากจะทกัทายชาวต่างชาติ    
85 การตรงต่อเวลาคือเร่ืองสาํคญั ผูค้นนิยมมาให้ตรงกบัเวลานดัและคาดหวงัวา่ชาวญ่ีปุ่นทั้งหลายจะทาํเช่นเดียวกนั    
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ที ่ ข้อความ จริง เท็จ ไม่
แน่ใจ 

86 ชาวญ่ีปุ่นคาํนึงถึงอายแุละสถานภาพเป็นสาํคญั ทุกคนมีสถานะของตนเองในลาํดบัชั้นทางสังคม    
87 ในวฒันธรรมญ่ีปุ่นการรับประทานซุปหรือบะหม่ีเสียงดงัคือมารยาทท่ีไม่ดี    
88 ชาวจีนจะไม่กม้ลงมองพื้นในขณะท่ีกาํลงัทกัทายกนัอยู ่    
89 ในวฒันธรรมจีน คาํนาํหนา้ช่ือและนามสกุลตอ้งกล่าวถึงเสมอ หากตอ้งการเรียกช่ือแรก จะตอ้งเลือกวา่จะใชช่ื้อ

แรกช่ือใด 
   

90 ชาวจีนชอบท่ีจะสังสรรคใ์นเขตพื้นท่ีสาธารณะมากกวา่บา้นส่วนตวั โดยเฉพาะเม่ือมีชาวต่างชาติร่วมดว้ย  หาก
ไดรั้บเชิญไปบา้น ถือวา่เป็นเกียรติอยา่งสูงท่ีไดรั้บ หากคุณตอ้งปฏิเสธจริงๆ จะตอ้งกล่าวอยา่งสุภาพเพื่ออธิบาย
ความจาํเป็นเร่ืองตารางท่ีไม่สะดวกของคุณเพื่อให้ทุกคนรับทราบวา่เหตุผลของคุณสาํคญัและจาํเป็นจริงๆ  

   

91 ในวฒันธรรมจีนถือวา่คนท่ีทานอาหารช้ินสุดทา้ยบนถาดจะเป็นผูโ้ชคดี    
92 เป็นความเช่ือของชาวญ่ีปุ่นท่ีวา่คนป่วยห้ามรับประทานปลาเพราะปลาเหมาะสาํหรับคนท่ีสุขภาพดีปกติเท่านั้น    

 ประเทศตะวันออกกลาง    

93 ส่วนมากทานอาหารดว้ยมือซ้าย     
94 การเสิร์ฟอาหารมกัมีรูปแบบเหมือนครอบครัวเดียวกนั จะเสิร์ฟแขกก่อน และผูอ้าวุโสสุดไล่ไปจนถึงผูท่ี้มีอาวโุส

นอ้ยท่ีสุด 
   

95 เม่ือให้ของขวญั มกันิยมให้ของขวญัทาํจากหนังคุณภาพสูงสุด )ท่ีไม่ใช่หนังหมู( , เคร่ืองเงิน, อญัมณี, แคชเมียร์, 
คริสตลั หรือพอร์เซลีน  

   

96 หลายคนใชมื้อรับประทานอาหารและรวมถึงการแบ่งปันอาหารจากจานกลางดว้ย ถือวา่ไม่สุภาพมากหากขอ
อุปกรณ์รับประทานอาหาร 

   

97 ชายหรือหญิงอาจจบัมือกนัไดข้า้มเพศเพื่อเป็นการทกัทาย     
98 ชาวฮินดูไม่รับประทานเน้ือววัและหลายคนเป็นมงัสวรัิติ ชาวมุสลิมไม่ทานหมูหรือด่ืมแอลกอฮอล ์ชาวซิกไม่

รับประทานเน้ือววัเช่นกนั  
   

99 ถือเป็นเร่ืองหยาบคายหากเปิดกล่องของขวญัต่อหนา้ผูใ้ห้    
100 ผลิตภณัฑท่ี์ทาํจากหนงัหมูถือเป็นของขวญัชั้นยอด     
101 พึงมองหาท่ีนัง่ก่อนท่ีเจา้ภาพจะถาม เพื่อเป็นการแสดงเกียรติ    
102 สตรีชาวตะวนัออกกลางไม่จาํเป็นตอ้งขออนุญาตจากสามีเพื่อขอตรวจภายใน    
103 เฉพาะชาวตะวนัออกกลางท่ีอยูภ่าวะป่วยเท่านั้นท่ีสามารถด่ืมนมววัได ้    
104 เช่ือกนัวา่ชาวฮินดูท่ีป่วยสามารถรับประทานเน้ือววัไดเ้พราะถือเป็นอาหารของเทพพระเจา้    
105 ผูป่้วยมุสลิมท่ีอดอาหารตั้งแต่อาทิตยข้ึ์นถึงอาทิตยต์กในช่วงรอมฏอน ในช่วงเดือน 9 ของปฏิทินมุสลิมนั้น ไม่ได้

รับยกเวน้ให้ออกจากศีลอด 
   

106 แพทยช์ายไม่ไดรั้บอนุญาตให้ทาํคลอดสตรีชาวมุสลิม    
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ที ่ ข้อความ จริง เทจ็ ไม่
แน่ใจ 

 อเมริกา ประเทศในทวปียุโรป และออสเตรเลยี    
107 ในประเทศในทวีปยุโรป เพื่อนตอ้งทกัทายกนัโดยการจูบท่ีแกม เร่ิมจากแกม้ซา้ยและต่อไปท่ีแกม้

ขวา  
   

108 มารยาทบนโต๊ะอาหารของชาวองักฤษมกัไม่เคร่งครัดและมีความสบายมากกวา่ในสหรัฐ    
109 ชาวอเมริกาเป็นคนตรงไปตรงมา ใหคุ้ณค่ากบัหลกัการและเหตุผล รวมทั้งคาดหวงัใหผู้ค้นพูดกนั

อยา่งชดัเจนและตรงไปตรงมา 
   

110 สตรีชาวยุโรปและออสเตรเลียตอ้งขออนุญาตสามีก่อนขอตรวจภายใน    
111 การทกัทายดว้ยการจบัมือคือการทกัทายทัว่ไป ในขณะท่ีการจูบท่ีแกม้เป็นการทกัทายระหวา่งกลุ่ม

เพื่อนสนิททั้งหญิงและชาย 
   

112 ชาวออสเตรเลียไม่มีความเป็นทางการมากนกั การทกัทายจึงไม่เป็นทางการและมีความผอ่นคลาย 
ในขณะท่ีชาวออสเตรเลียพูดวา่ “G’day” หรือ “G’day, mate” ต่างชาติอาจมองวา่ชาวออสเตรเลีย
แสดงความรักในเอกลกัษณ์ของชาติมากเกินไปได ้ 

   

113 ชาวออสเตรเลียชอบเรียกช่ือหนา้ แมจ้ะเป็นการประชุมกนัในคร้ังแรกกต็าม     
114 ของขวญัมกัเปิดในตอนท่ีไดรั้บเลยสาํหรับวฒันธรรมชาวอเมริกา ยุโรป และออสเตรเลีย    
115 ดอกคาร์เนชัน่สีแดง ดอกเก็กฮวย ดอกลิลล่ี ดอกเบญจมาศ และดอกรักแร่ ถือเป็นดอกไมม้งคล

เหมาะแก่การใหเ้ป็นของขวญัสาํหรับชาวยโุรป 
   

116 การพกัขอ้ศอกวางไวบ้นถือเป็นส่ิงผิดในวฒันธรรมยุโรปและอเมริกา     
หมายเหตุ: ค าถามในส่วนนีเ้ป็นส่วนของการทดสอบความรู้มีการให้คะแนนโดยมีเกณฑ์ผ่านการทดสอบอยู่ท่ี 70% โดยผู้เข้าร่วม

ท าการวจัิยจะได้รับค าตอบท่ีถูกต้องภายหลังการวจัิยเพื่อเป็นความรู้ในการปฏิบัตงิาน ข้อมูลจากการท าการวัดระดับจะถูกแปลผล

และวัดผลโดยใช้เคร่ืองมือทางสถติต่ิางๆเพื่อวัดผลเปรียบเทียบก่อนและหลังการอบรม 
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ส่วนที ่2 : ทศันคติเกีย่วกบัศักยภาพทางด้านวฒันธรรมของพยาบาล  

โปรดให้คะแนนตมความเหมาะสมในช่องว่าง: 

5 = เห็นดว้ยอยา่งยิง่; 4 = เห็นดว้ย; 3 ปานกลาง; 2 = ไม่เห็นดว้ย; 1 = ไม่เห็นดว้ยอยา่งยิง่ 

ข้อความ ระดับคะแนน 

1 2 3 4 5 

1. ฉันเขา้ใจวา่บุคคลอาจจะมีระดบัทกัษะการอ่านภาษาองักฤษและ/หรือภาษาแม่ของตนเองท่ีต่างกนั      
2. พื้นฐานทางวฒันธรรมของแต่ละบุคคลมีผลต่อผลลพัธ์ของการรักษาคนไข ้      
3. ฉันเคารพวฒันธรรมท่ีแตกต่างท่ีสะทอ้นออกมาในรูปแบบการส่ือสารท่ีแตกต่างกนั      
4. ฉันรู้สึกสบายใจเม่ือไดอ้ภิปรายเร่ืองความแตกต่างของวถีิชีวิตของคนไขแ้ต่ละราย      
5. ฉันยอมรับไดแ้ละเขา้ใจการใชก้ระบวนการรักษาแบบดั้งเดิมกบัคนไขต่้างวฒันธรรม      
6. ฉันรู้วา่อุปสรรคในทกัษะการส่ือสารของฉันกบัคนไขน้ั้นมาจากวฒันธรรมท่ีแตกต่างกนั      
7. เม่ือทาํการประเมินคนไข ้ฉันเขา้ใจดีถึงความแตกต่างทางชีวภาพของแต่ละกลุ่มชาติพนัธุ์ท่ี

หลากหลาย 
     

8. ฉันพิจารณาถึงเช้ือชาติ เพศ และอายขุองคนไขเ้ม่ือตอ้งมอบยาให้      
9. เม่ือตอ้งดูแลคนไขท่ี้มาจากวฒันธรรมท่ีแตกต่างกนั ฉันจะพิจารณาโรคพื้นฐานท่ีพบบ่อยใน

วฒันธรรมนั้นๆ เสมอ  
     

10. ฉันยอมรับอคติและความไม่เป็นกลางของฉันเม่ือดูแลคนไขท่ี้มาจากวฒันธรรมท่ีแตกต่างกนั      
11. ฉันพิจารณาบรรทดัฐานและความชอบของคนไขแ้ละญาติของคนไขเ้ม่ือตอ้งทาํการวางแผน      
12. เม่ือตอ้งดูแลคนไข ้ฉันพิจารณาความแตกต่างระหวา่งการรับรู้ของเราเก่ียวกบัสุขภาพ ความ

เจบ็ป่วย และสุขภาพเชิงป้องกนัท่ีอาจจะกระทบต่อผลลพัธ์ของการดูแลคนไขข้องฉันได ้ 
     

13. ฉันมองวา่คนไขแ้ละญาติเป็นเพื่อนคู่คิดในการช่วยวเิคราะห์ผลลพัธ์ของการรักษาเสมอ      
14. ฉันเขา้ใจความแตกต่างในการอธิบายและการแสดงพฤติกรรมท่ีซ่ึงอาจจะแตกต่างกนัตามแต่ละ

วฒันธรรม 
     

หมายเหตุ: ค าถามในส่วนนีเ้ป็นส่วนของการสอบถามทัศนคตโิดยไม่มีเกณฑ์ผ่านการทดสอบแต่อย่างใด แต่จะถูกใช้เพื่อประเมนิ

ประกอบกับผลการทดสอบของแบบสอบถามส่วนท่ี 1 

  



 

 

107 

ส่วนที ่3: การพยาบาลกบัศักยภาพทางวฒันธรรมของพยาบาล  

โปรดให้คะแนนตมความเหมาะสมในช่องว่าง: 

5 = ส่ิงท่ีฉนัทาํเสมอ; 4 = ส่ิงท่ีฉนัทาํบา้งบางเวลา; 3 = ส่ิงท่ีฉนัไม่คอ่ยไดท้าํ; 2 = ส่ิงท่ีฉนัไม่เคยทาํแต่จะทาํเม่ือมี
โอกาส; 1 = ส่ิงท่ีฉนัไม่เคยทาํเลย  

ข้อความ ระดบัคะแนน 

1 2 3 4 5 
1. ฉนัเรียนรู้เก่ียวกบัพฤติกรรมและกฎเกณฑท่ี์มีอยูใ่นวฒันธรรมของคนไข ้      
2. ฉนัพิจารณาถึงความเช่ือของคนไขใ้นเร่ืองการรักษาแบบดั้งเดิมและการรักษาแบบ

ทางเลือก เม่ือตอ้งใหย้าแก่คนไข ้
     

3. ฉนัเคารพการตดัสินใจของคนไขท่ี้ตอ้งการมองหาการแพทยแ์บบทางเลือกจากผู ้
ใหบ้ริการแพทยท์างเลือก 

     

4. ฉนัมอบขอ้มูลเป็นลายลกัษณ์อกัษรใหแ้ก่คนไขเ้พื่อนาํกลบัไปศึกษาเพิ่มเติมบา้นใน
ภาษาของตนเอง 

     

5. ฉนัมองหาความช่วยเหลือจากล่ามมืออาชีพ เพื่อนร่วมงานท่ีพูดไดส้องภาษา และคนก็
ตามท่ีมีความสามารถในการช่วยล่ามไดต้ามตอ้งการเสมอ 

     

6. ฉนัไดอ้บรมล่ามของฉนัใหรั้บบทบาทและหนา้ท่ีท่ีชดัเจนในการช่วยเหลือฉนัมอบ
บริการทางดา้นภาษาใหแ้ก่กลุ่มประชากรท่ีมีความแตกต่างทางภาษา 

     

7. ฉนัสอบถามสมาชิกครอบครัวและเพื่อนของคนไขเ้ก่ียวกบัความสามารถทางดา้นภาษา
แม่ของคนไขเ้สมอ  

     

8. ฉนัพิจารณาพื้นฐานทางวฒันธรรมและภาษาของคนไข ้เม่ือตอ้งเลือกอุปกรณ์ในการ
รักษา  )เช่น รูปภาพ , หนงัสือ /แบบฝึก , การ์ดเกม, วิดีโอ, เพลง หรือ อาหาร( 

     

9. ฉนัใชรู้ปแบบการส่ือสารท่ีเหมาะสมเพื่อส่ือสารไปยงัคนไข ้      
10. ฉนัทาํการประเมินทางวฒันธรรมกบัคนไขท่ี้มีความหลากหลายทางชาติพนัธุ์มากกวา่

คนไขท้ัว่ไป  
     

หมายเหตุ: ค าถามในส่วนนีเ้ป็นส่วนของการสอบถามศักยภาพโดยไม่มีเกณฑ์ผ่านการทดสอบแต่อย่างใด แต่จะถูกใช้เพื่อประเมนิ

ประกอบกับผลการทดสอบของแบบสอบถามส่วนท่ี 1 

 



 

 

108 

Appendix III: Ethical approval of the questionnaire 
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Appendix IV: Descriptive Results of the Cultural Knowledge, Attitude and 

Practice Competency  

The present section of the thesis report presents the results of the questionnaires used to 

assess the cultural knowledge, attitude and practice of nurses from the two hospitals at 3 

stages: 1) pre-test; 2) mid-test; and 3) post-test. The results are presented in 3 parts: 1) 

knowledge, 2) attitude and 3) practice. 

Note: The questionnaire has been translated into English language 

Cultural knowledge 

The knowledge competency questionnaire comprises of 116 items.  After the intervention 

group had been trained with the cultural training, an average number of nurses who 

answered the questionnaire correctly increased to approximately 45 nurses (55.6%) while an 

average number of nurses who answered the questionnaire correctly dropped to only 37 

nurses (51.5%) in the control group. At the end of the study (after 2 monthly boosters in the 

intervention group), an average number of nurses who answered the questionnaire correctly 

dropped to approximately 40 nurses (50.0%) while an average number of nurses who 

answered the questionnaire correctly remained constant at 37 nurses (51.5%) in the control 

group. 
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Table 25shows the number of nurses from the intervention and control groups who scored 

correctly in the knowledge competency questionnaire. At the pre-test, it was found that 

higher number of nurses from the intervention group scored correctly in the cultural 

knowledge competency questionnaire (an average of 44 nurses (53.2%)) while only an 

average of 42 nurses (50.7%) from the control group scored the questionnaire. After the 

intervention group had been trained with the cultural training, an average number of nurses 

who answered the questionnaire correctly increased to approximately 45 nurses (55.6%) 

while an average number of nurses who answered the questionnaire correctly dropped to 

only 37 nurses (51.5%) in the control group. At the end of the study (after 2 monthly 

boosters in the intervention group), an average number of nurses who answered the 

questionnaire correctly dropped to approximately 40 nurses (50.0%) while an average 

number of nurses who answered the questionnaire correctly remained constant at 37 nurses 

(51.5%) in the control group. 
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Table 25: Number of nurses who scored the cultural knowledge questionnaire 

correctly 
  Pre-test Mid-test Post-test 

Item Statement Control 

(N = 

83) 

Interventi

on 

(N = 83) 

Total 

(N = 166) 

Control 

(N = 71) 

Intervention 

(N = 81) 

Total 

(N = 152) 

Control 

(N = 71) 

Intervention 

(N = 81) 

Total 

(N = 152) 

n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) 

 Brunei          

1 Men and 

women do not 

traditionally 

shake hands. 

30 

(36.1%

) 

36 

(43.3%) 

66 

(39.8%) 

23 

(32.4%) 
77 (95.1%) 

100 

(65.8%) 
23 (32.4%) 74 (91.4%) 

97 

(63.8%) 

2 Do not give 

anything made 

of pigskin. 

31 

(37.3%

) 

59 

(71.1%) 

90 

(54.2%) 

33 

(46.5%) 
80 (98.8%) 

113 

(74.3%) 
33 (46.5%) 77 (95.1%) 

110 

(72.4%) 

3 Handshakes 

tend to be firm. 

48 

(57.8%

) 

40 

(48.2%) 

88 

(53.0%) 

45 

(63.4%) 
6 (7.4%) 

51 

(33.6%) 
45 (63.4%) 5 (6.2%) 

50 

(32.9%) 

4 Punctuality is 

not strictly 

adhered to. 

You may arrive 

a little late 

without 

causing 

offense. 

4 

(4.8%) 
6 (7.2%) 10 (6.0%) 

10 

(14.1%) 
59 (72.8%) 

69 

(45.4%) 
10 (14.1%) 51 (63.0%) 

61 

(40.1%) 

5 Food is 

sometimes 

eaten with 

fingers/hands. 

28 

(33.7%

) 

27 

(32.5%) 

55 

(33.1%) 

15 

(21.1%) 
60 (74.1%) 

75 

(49.3%) 
15 (21.1%) 51 (64.2%) 

67 

(44.1%) 

 Cambodia          

6 Traditional 

Cambodian 

greeting a bow 

combined with 

a bringing of 

the hands 

together at 

chest level. 

7 

(8.4%) 
5 (6.0%) 12 (7.2%) 

19 

(26.8%) 
51 (63.0%) 

70 

(46.1%) 
19 (26.8%) 44 (54.3%) 

63 

(41.4%) 

7 . Traditional 

Cambodian 

greeting a bow 

combined with 

a bringing of 

the hands 

together at 

chest level. 

27 

(32.5%

) 

31 

(37.3%) 
58(34.9%) 

24 

(33.8%) 
75 (92.6%) 

99 

(65.1%) 
24 (33.8%) 65 (80.2%) 

89 

(58.6%) 

8 In Cambodia 

people are 

addressed with 

the honorific 

title "LokSrey" 

for a man and 

"Lok" for a 

woman 

followed with 

the first name 

or both the first 

and surname.  

70 

(84.3%

) 

63 

(75.9%) 

133 

(80.1%) 

61 

(85.9%) 
13 (16.0%) 

74 

(48.7%) 
61 (85.9%) 11 (13.6%) 

72 

(47.4%) 

9 Gifts are 

usually 

wrapped in 

white wrapping 

paper.  

72 

(86.7%

) 

68 

(81.9%) 

140 

(84.3%) 

62 

(87.3%) 
9 (11.1%) 

71 

(46.7%) 
62 (87.3%) 8 (9.9%) 

70 

(47.4%) 

10 It is usual to 

pass items with 

both hands. 

41 

(49.4%

) 

46 

(55.4%) 

87 

(52.4%) 

23 

(32.4%) 
80 (98.8%) 

103 

(67.8%) 
23 (32.4%) 77 (95.1%) 

100 

(65.8%) 

11 When invited 

to the dining 

table, you 

should sit first 

to avoid the 

loss of face of 

the host. 

67 

(80.7%

) 

59 

(71.1%) 

126 

(75.9%) 

52 

(73.2%) 
17 (21.0%) 

69 

(45.4%) 
52 (73.2%) 15 (18.5%) 

67 

(44.1%) 
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Table 25: Number of nurses who scored the cultural knowledge questionnaire 

correctly (Continued) 
12 Traditionally, food is 

prepared on a raised 

platform 

14 

(16.9%) 

20 

(24.1%) 

34 

(20.5%) 

15 

(21.1%) 

55 

(67.9%) 

70 

(46.1%) 

15 

(21.1%) 

47 

(58.0%) 

62 

(40.8%) 

13 Business cards should be 

exchanged after the 

meeting. 

63 

(75.9%) 

57 

(68.7%) 

120 

(72.3%) 

51 

(71.8%) 

17 

(21.0%) 

68 

(44.7%) 

51 

(71.8%) 

15 

(18.5%) 

66 

(43.4%) 

14 Use the right hand or both 

hands when offering or 

receiving a business card.  

27 

(32.5%) 

31 

(37.3%) 
58(34.9%) 

28 

(39.4%) 

79 

(97.5%) 

107 

(70.4%) 

28 

(39.4%) 

68 

(84.0%) 

96 

(60.5%) 

15 Cambodian will always 

consider the implications 

of making statements or 

using particular words 

especially if it involves 

anything negative as this 

draws in the issue of face. 

21 

(25.3%) 

26 

(31.3%) 

47 

(28.3%) 

20 

(28.2%) 

45 

(55.6%) 

65 

(42.8%) 

20 

(28.2%) 

39 

(48.1%) 

59 

(38.8%) 

16 Non-verbal behaviour is 

not important and can be 

ignored. 

72 

(86.7%) 

75 

(90.4%) 

147 

(88.6%) 

54 

(76.1%) 

14 

(17.3%) 

68 

(44.7%) 

54 

(76.1%) 

12 

(14.8%) 

66 

(43.4%) 

17 Be sure to speak clearly, 

slowly and to avoid use of 

slang, adages and 

colloquial sayings 

35 

(42.2%) 

40 

(48.2%) 

75 

(45.2%) 

22 

(31.0%) 

77 

(95.1%) 

99 

(65.1%) 

22 

(31.0%) 

74 

(91.4%) 

96 

(60.5%) 

 Indonesia          

18 Indonesian medical 

doctors always practice 

treatments with spiritual 

healing. 

5 

(6.0%) 

10 

(12.0%) 
15 (9.0%) 

8 

(11.3%) 

14 

(17.3%) 

22 

(14.5%) 
8 (11.3%) 

12 

(14.8%) 

20 

(13.2%) 

19 Sitting with crossed legs is 

considered impolite and 

disrespectful. 

26 

(31.3%) 

33 

(39.8%) 

59 

(35.5%) 

26 

(36.6%) 

72 

(88.9%) 

98 

(64.5%) 

26 

(36.6%) 

62 

(76.5%) 

88 

(57.9%) 

20 Women always do not 

greet with hand shake. 

32 

(38.6%) 

37 

(44.6%) 

69 

(41.6%) 

25 

(35.2%) 

80 

(98.8%) 

105 

(69.1%) 

25 

(35.2%) 

69 

(85.2%) 

94 

(61.8%) 

21 A bow is the most 

common greeting 

accompanied with the 

word "Selamat". 

47 

(56.6%) 

34 

(41.0%) 

81 

(48.8%) 

50 

(70.4%) 
5 (6.2%) 

55 

(36.2%) 

50 

(70.4%) 
4 (4.9%) 

54 

(35.5%) 

22 Always state their names 

without the titles to 

emphasize a close 

relationship. 

63 

(75.9%) 

65 

(78.3%) 

128 

(77.1%) 

60 

(84.5%) 

13 

(16.0%) 

73 

(48.0%) 

60 

(84.5%) 

11 

(13.6%) 

71 

(46.7%) 

23 Alcohol is acceptable in 

Indonesian culture.  

69 

(83.1%) 

70 

(84.3%) 

139 

(83.7%) 

57 

(80.3%) 
9 (11.1%) 

66 

(43.4%) 

57 

(80.3%) 
8 (9.9%) 

65 

(42.8%) 

24 Gelatine is included in 

Halal food category. 

74 

(89.2%) 

64 

(77.1%) 

138 

(83.1%) 

62 

(87.3%) 

17 

(21.0%) 

79 

(52.0%) 

62 

(87.3%) 

15 

(18.5%) 

77 

(50.7%) 

25 Indonesian consumes only 

Halal food. 

19 

(22.9%) 

37 

(44.6%) 

56 

(33.7%) 

16 

(22.5%) 

72 

(88.9%) 

88 

(57.9%) 

16 

(22.5%) 

62 

(76.5%) 

78 

(51.3%) 

26 Leather products are 

recommended in 

Indonesian culture. 

64 

(77.1%) 

55 

(66.3%) 

119 

(71.7%) 

54 

(76.1%) 
8 (9.9%) 

62 

(40.8%) 

54 

(76.1%) 
7 (8.6%) 

61 

(40.1%) 

27 Using fork and spoon to 

eat/consume food is a way 

of showing disrespect. 

78 

(94.0%) 

76 

(91.6%) 

154 

(92.8%) 

58 

(81.7%) 

15 

(18.5%) 

73 

(48.0%) 

58 

(81.7%) 

13 

(16.0%) 

71 

(46.7%) 

28 Generally speaking 

Indonesians speak quietly 

and with a subdued tone. 

Loud people would come 

across as slightly 

aggressive 

18 

(21.7%) 

21 

(25.3%) 

39 

(23.5%) 

16 

(22.5%) 

73 

(90.1%) 

89 

(58.6%) 

16 

(22.5%) 

63 

(77.8%) 

79 

(52.0%) 

29  Indonesians do not make 

hasty decisions because 

they might be viewed as 

not having given the 

matter sufficient 

consideration.  

20 

(24.1%) 

20 

(24.1%) 

40 

(24.1%) 

15 

(21.1%) 

78 

(96.3%) 

93 

(61.2%) 

15 

(21.1%) 

67 

(82.7%) 

82 

(53.9%) 

 Laos          

30 Slight bow with both 

hands in a prayer position 

just below the chin is a 

standard greeting. 

44 

(53.0%) 

52 

(62.7%) 

96 

(57.8%) 

35 

(49.3%) 

80 

(98.8%) 

115 

(75.7%) 

35 

(49.3%) 

77 

(95.1%) 

112 

(73.7%) 
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Table 25: Number of nurses who scored the cultural knowledge questionnaire 

correctly (Continued) 
31 It is usually for superior 

persons not to respond to 

the greeting as to show the 

superiority.  

65 

(78.3%) 

67 

(80.7%) 

132 

(79.5%) 

46 

(64.8%) 
7 (8.63%) 53 (34.9%) 

46 

(64.8%) 

6 

(7.4%) 

52 

(34.2%) 

32 People are often late and 

most things can take quite 

a bit of time to come to 

fruition. 

9(10.8%) 
14 

(16.9%) 
23 (13.9%) 

16 

(22.5%) 

61 

(75.3%) 
77 (50.7%) 

16 

(22.5%) 

53 

(65.4%) 

69 

(45.4%) 

33 For women, smoking 

seems to be associated 

with prostitution or 

promiscuity and is 

considered unacceptable in 

the society. 

34 

(41.0%) 

42 

(50.6%) 
76 (45.8%) 

34 

(47.9%) 

77 

(95.1%) 

111 

(73.0%) 

34 

(47.9%) 

74 

(91.4%) 

108 

(71.1%) 

34 Avoid touching anybody’s 

head as it is considered 

very disrespectful. 

48 

(57.8%) 

55 

(66.3%) 

103 

(62.0%) 

43 

(60.6%) 

77 

(95.1%) 

120 

(78.9%) 

43 

(60.6%) 

74 

(91.4%) 

117 

(77.0%) 

35 The main religion in Laos 

is Theravada Buddhism. 

27 

(32.5%) 

26 

(31.3%) 
53 (31.9%) 

30 

(42.3%) 

80 

(98.8%) 

110 

(72.4%) 

30 

(42.3%) 

69 

(85.2%) 

99 

(65.1%) 

36 It is not unusual to visit 

relatives or friends, 

without any prior notice. 

11 

(13.3%) 

26 

(31.3%) 
37 (22.3%) 

18 

(25.4%) 

37 

(45.7%) 
55 (36.2%) 

18 

(25.4%) 

32 

(39.5%) 

50 

(32.9%) 

37 Religion does not always 

emphasize the social 

hierarchy of Laos. 

32 

(38.6%) 

25 

(30.1%) 
57 (34.3%) 

25 

(35.2%) 

73 

(90.1%) 
98 (64.5%) 

25 

(35.2%) 

63 

(77.8%) 

88 

(57.9%) 

 Malaysia          

38 Malaysians have been very 

interested in stories about 

spirits. These stories have 

maintained the 

relationships with those 

who have passed away. 

6 (7.2%) 6 (7.2%) 12 (7.2%) 
19 

(26.8%) 

21 

(25.9%) 
40 (26.3%) 

19 

(26.8%) 

18 

(22.2%) 

37 

(24.3%) 

39 People usually shake 

hands with members of the 

same sex. 

33 

(39.8%) 

34 

(41.0%) 
67 (40.4%) 

24 

(33.8%) 

80 

(98.8%) 

104 

(68.4%) 

24 

(33.8%) 

69 

(85.2%) 

93 

(61.2%) 

40 People usually prefer 

informal initial greeting. 

69 

(83.1%) 

59 

(71.1%) 

128 

(77.1%) 

57 

(80.3%) 

13 

(16.0%) 
70 (46.1%) 

57 

(80.3%) 

11 

(13.6%) 

68 

(44.7%) 

41 The concept of 

giving/saving others’ faces 

is very important. 

38 

(45.8%) 

47 

(56.6%) 
85 (51.2%) 

28 

(39.4%) 

80 

(98.8%) 

108 

(71.1%) 

28 

(39.4%) 

77 

(95.1%) 

105 

(69.1%) 

42 The first business meeting 

is usually meant as an 

opportunity to know each 

other. 

41 

(49.4%) 

46 

(55.4%) 
87 (52.4%) 

37 

(52.1%) 

73 

(90.1%) 

110 

(72.4%) 

29 

(40.8%) 

71 

(87.7%) 

100 

(65.8%) 

43 Male doctors are not 

allowed to deliver child 

for some Malaysian 

women. 

15 

(18.1%) 

26 

(31.3%) 
41 (24.7%) 

11 

(15.5%) 

81 

(100%) 
92 (60.5%) 

11 

(15.5%) 

70 

(86.4%) 

81 

(53.3%) 

 Myanmar          

44 Punctuality is valued at 

work environments and 

schools while it is very 

relaxed in social 

situations. 

17 

(20.5%) 

29 

(34.9%) 
46 (27.7%) 

22 

(31.0%) 

59 

(72.8%) 
81 (100%) 

22 

(31.0%) 

51 

(63.0%) 

73 

(48.0%) 

45 Most people communicate 

in an indirect way. Direct 

communication among 

close friends and family 

members is more 

common. 

19 

(22.9%) 

17 

(20.5%) 
36 (21.7%) 

19 

(26.8%) 

61 

(75.3%) 
80 (52.6%) 

19 

(26.8%) 

53 

(65.4%) 

72 

(47.4%) 

46 It is considered rude to 

walk in front of old people 

without bowing your head 

16 

(19.3%) 

17 

(20.5%) 
33 (19.9%) 

22 

(31.0%) 

38 

(46.9%) 
60 (39.5%) 

22 

(31.0%) 

33 

(40.7%) 

55 

(36.2%) 

47 Ranking hierarchy is not 

very important in business 

as they received a lot of 

influence from the 

Western countries. 

68 

(81.9%) 

75 

(90.4%) 

143 

(86.1%) 

53 

(74.6%) 

14 

(17.3%) 
67 (44.1%) 

53 

(74.6%) 

12 

(14.8%) 

65 

(42.8%) 

 Flowers make good gifts 

for all occasions. 

15 

(18.1%) 

13 

(15.7%) 
28 (16.9%) 

14 

(19.7%) 

65 

(80.2%) 
79 (52.0%) 

14 

(19.7%) 

56 

(69.1%) 

70 

(47.4%) 
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Table 25: Number of nurses who scored the cultural knowledge questionnaire 

correctly (Continued) 
48 Foods are normally served on 

a low table where  

17 

(20.5%) 

29 

(34.9%) 

46 

(27.7%) 

22 

(31.0%) 

59 

(72.8%) 
81 (100%) 

22 

(31.0%) 

51 

(63.0%) 

73 

(48.0%) 

 Philippines          

49 A hand shake with welcome 

smile is a standard greeting. 

49 

(59.0%) 

51 

(61.4%) 

100 

(60.2%) 

37 

(52.1%) 

75 

(92.6%) 

112 

(73.7%) 

37 

(52.1%) 

72 

(88.9%) 

109 

(71.7%) 

50 Always disregard the titles 

when calling someone’s name 

to promote friendship. 

61 

(73.5%) 

49 

(59.0%) 

110 

(66.3%) 

54 

(76.1%) 

14 

(17.3%) 

68 

(44.7%) 

54 

(76.1%) 

12 

(14.8%) 

66 

(43.4%) 

51 Do not wrap gifts in red colour 

as it represents the war and 

anger. 

65 

(78.3%) 

63 

(75.9%) 

128 

(77.1%) 

56 

(78.9%) 

17 

(21.0%) 

73 

(48.0%) 

56 

(78.9%) 

15 

(18.5%) 

71 

(46.7%) 

52 Do not start eating until the 

host invites you to do so when 

invited to someone’s house. 

31 

(37.3%) 

32 

(38.6%) 

63 

(38.0%) 

32 

(45.1%) 

71 

(87.7%) 

103 

(67.8%) 

32 

(45.1%) 

61 

(75.3%) 

93 

(61.2%) 

53 Appointments are 

recommended for doing 

business with Filipinos. 

39 

(47.0%) 

41 

(49.4%) 

80 

(48.2%) 

30 

(42.3%) 

73 

(90.1%) 

103 

(67.8%) 

30 

(42.3%) 

71 

(87.7%) 

101 

(66.4%) 

54 Ranking hierarchy is very 

important in business 

26 

(31.3%) 

31 

(37.3%) 

57 

(34.3%) 

23 

(32.4%) 

70 

(86.4%) 

93 

(61.2%) 

23 

(32.4%) 

60 

(74.1%) 

83 

(54.6%) 

55 Interpersonal relationship is 

more important than the 

company’s. 

13 

(15.7%) 

22 

(26.5%) 

35 

(21.1%) 

18 

(25.4%) 

78 

(96.3%) 

96 

(63.2%) 

18 

(25.4%) 

67 

(82.7%) 

85 

(55.9%) 

 Singapore          

56 The concept of giving/saving 

others’ faces is very important. 

29 

(34.9%) 

38 

(45.8%) 

67 

(40.4%) 

30 

(42.3%) 

73 

(90.1%) 

103 

(67.8%) 

30 

(42.3%) 

71 

(87.7%) 

101 

(66.4%) 

57 People tend to be subtle, 

indirect and implicit in their 

communications. 

18 

(21.7%) 

23 

(27.7%) 

41 

(24.7%) 

17 

(23.9%) 

79 

(97.5%) 

96 

(63.2%) 

18 

(25.4%) 

68 

(84.0%) 

86 

(56.6%) 

58 Etiquette and customs vary 

depending on their ethnic 

groups. 

31 

(37.3%) 

30 

(36.1%) 

61 

(36.7%) 

29 

(40.8%) 

72 

(88.9%) 

101 

(66.4%) 

29 

(40.8%) 

62 

(76.5%) 

91 

(59.9%) 

59 A gift may be refused three 

times before it is accepted. 

This demonstrates that the 

recipient is not greedy. 

14 

(16.9%) 

16 

(19.3%) 

30 

(18.1%) 

14 

(19.7%) 

72 

(88.9%) 

86 

(56.6%) 

14 

(19.7%) 

62 

(76.5%) 

76 

(50.0%) 

60 Always wrap gifts in white, 

blue or black paper as these 

are formal colours. 

68 

(81.9%) 

62 

(74.7%) 

130 

(78.3%) 

62 

(87.3%) 

14 

(17.3%) 

76 

(50.0%) 

62 

(87.3%) 

12 

(14.8%) 

74 

(48.7%) 

61 Flowers make good gifts for 

all occasions. 

61 

(73.5%) 

60 

(72.3%) 

121 

(72.9%) 

53 

(74.6%) 

16 

(19.8%) 

69 

(45.4%) 

53 

(74.6%) 

14 

(17.3%) 

67 

(44.1%) 

62 Pausing before answering 

questions is professionally 

accepted. 

66 

(79.5%) 

61 

(73.5%) 

127 

(76.5%) 

57 

(80.3%) 

15 

(18.5%) 

72 

(47.4%) 

57 

(80.3%) 

13 

(16.0%) 

70 

(47.4%) 

63 Patients cannot consume egg 

white 

76 

(91.6%) 

75 

(90.4%) 

151 

(91.0%) 

62 

(87.3%) 

28 

(34.6%) 

90 

(59.2%) 

62 

(87.3%) 

24 

(29.6%) 

86 

(56.6%) 

 Vietnam          

64 Vietnamese patients always 

reject medical treatment with 

physical contacts. 

7 (8.4%) 
13 

(15.7%) 

20 

(12.0%) 

18 

(25.4%) 

45 

(55.6%) 

63 

(41.4%) 

18 

(25.4%) 

39 

(48.1%) 

57 

(37.5%) 

65 Vietnamese patients always 

realte medical treatment with 

reigion. Sickness is an 

avoidable circumstance. 

5 (6.0%) 
12 

(14.5%) 

17 

(10.2%) 

18 

(25.4%) 

66 

(81.5%) 

84 

(55.3%) 

18 

(25.4%) 

57 

(70.4%) 

75 

(49.3%) 

66 It is unrespectful to touch 

someone's head or shoulder. 

34 

(41.0%) 

33 

(39.8%) 

67 

(40.4%) 

31 

(43.7%) 

75 

(92.6%) 

106 

(69.7%) 

31 

(43.7%) 

72 

(88.9%) 

103 

(67.8%) 

67 It is usual to pass items with 

right hand. 

59 

(71.1%) 

51 

(61.4%) 

110 

(66.3%) 

57 

(80.3%) 
3 (3.7%) 

60 

(39.5%) 

57 

(80.3%) 
3 (3.7%) 

60 

(39.5%) 

68 Vietnamese always points 

with their finger. 

76 

(91.6%) 

69 

(83.1%) 

145 

(87.3%) 

66 

(93.0%) 
8 (9.9%) 

74 

(48.7%) 

66 

(93.0%) 
7 (8.6%) 

73 

(48.0%) 

69 Crossing your arms on your 

chest is usual.  

70 

(84.3%) 

66 

(79.5%) 

136 

(81.9%) 

59 

(83.1%) 

16 

(19.8%) 

75 

(49.3%) 

59 

(83.1%) 

14 

(17.3%) 

73 

(48.0%) 

70 It is unusual to pass anything 

over someone's head. 

31 

(37.3%) 

43 

(51.8%) 

74 

(44.6%) 

31 

(43.7%) 

75 

(92.6%) 

106 

(69.7%) 

31 

(43.7%) 

72 

(88.9%) 

103 

(67.8%) 
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Table 25: Number of nurses who scored the cultural knowledge questionnaire 

correctly (Continued) 
71 It is normal to wear shorts. 65 

(78.3%) 

76 

(91.6%) 

141 

(84.9%) 

55 

(77.5%) 
12 (14.8%) 

67 

(44.1%) 

55 

(77.5%) 

10 

(12.3%) 

65 

(42.8%) 

72 Touching a member of the 

opposite sex is prohibited. 

22 

(26.5%) 

26 

(31.3%) 

48 

(28.9%) 

22 

(31.0%) 
66 (81.5%) 

88 

(57.9%) 

22 

(31.0%) 

57 

(70.4%) 

79 

(52.0%) 

73 Some Vietnamese use a two-

handed shake, with the left 

hand on top of the right 

wrist.  

20 

(24.1%) 

24 

(28.9%) 

44 

(26.5%) 

18 

(25.4%) 
65 (80.2%) 

83 

(54.6%) 

18 

(25.4%) 

56 

(69.1%) 

74 

(48.7%) 

74 Gifts should be wrapped in 

plain colored paper.  

67 

(80.7%) 

62 

(74.7%) 

129 

(77.7%) 

62 

(87.3%) 
12 (14.8%) 

74 

(48.7%) 

62 

(87.3%) 

10 

(12.3%) 

72 

(47.4%) 

75 The Vietnamese are punctual 

and expect others to be so to. 

34 

(41.0%) 

42 

(50.6%) 

76 

(45.8%) 

28 

(39.4%) 
76 (93.8%) 

104 

(68.4%) 

28 

(39.4%) 

73 

(90.1%) 

101 

(66.4%) 

76 Always extend your hand to 

a woman first for hand shake. 

66 

(79.5%) 

58 

(69.9%) 

124 

(74.7%) 

61 

(85.9%) 
8 (9.9%) 

69 

(45.4%) 

61 

(85.9%) 
7 (8.6%) 

68 

(44.7%) 

77 Hierarchy and face manifest 

are very important in 

Vietnamese society.  

19 

(22.9%) 

29 

(34.9%) 

48 

(28.9%) 

22 

(31.0%) 

81 

(100.0%) 

103 

(67.8%) 

22 

(31.0%) 

78 

(96.3%) 

100 

(65.8%) 

78 When someone disagrees 

with another, he/she always 

raise his/her opinion to avoid 

ambiguity.  

15 

(18.1%) 

22 

(26.5%) 

37 

(22.3%) 

18 

(25.4%) 
44 (54.3%) 

62 

(40.8%) 

18 

(25.4%) 

38 

(46.9%) 

56 

(36.8%) 

79 Never make promises that 

you cannot keep to as this 

will lead to a loss of face 

even with spoken word. 

29 

(34.9%) 

37 

(44.6%) 

66 

(39.8%) 

26 

(36.6%) 
76 (93.8%) 

92 

(60.5%) 

26 

(36.6%) 

73 

(90.1%) 

99 

(65.1%) 

 Other Asian countries          

80 Greetings are formal and the 

oldest person is always 

greeted last in Chinese 

culture. 

65 

(78.3%) 

66 

(79.5%) 

131 

(78.9%) 

54 

(76.1%) 
9 (11.1%) 

63 

(41.4%) 

54 

(76.1%) 
8 (9.9%) 

62 

(40.8%) 

81 Chinese people usually rest 

chopsticks vertically in rice 

bowl when they are full. 

50 

(60.2%) 

47 

(56.6%) 

97 

(58.4%) 

47 

(66.2%) 
9 (11.1%) 

56 

(36.8%) 

47 

(66.2%) 
8 (9.9%) 

55 

(36.2%) 

82 In Asian culture, shoes are 

usually removed before 

entering the house. 

47 

(56.6%) 

52 

(62.7%) 

99 

(59.6%) 

37 

(52.1%) 
80 (98.8%) 

117 

(77.0%) 

36 

(50.7%) 

77 

(95.1%) 

113 

(74.3%) 

83 On the table, an odd number 

of dishes are always ordered 

in Chinese culture. 

70 

(84.3%) 

69 

(83.1%) 

139 

(83.7%) 

58 

(81.7%) 
23 (28.4%) 

81 

(53.3%) 

58 

(81.7%) 

20 

(24.7%) 

78 

(51.3%) 

84 In Chinese culture, 

handshakes are still 

uncommon form of greeting 

with foreigners. 

57 

(68.7%) 

61 

(73.5%) 

118 

(71.1%) 

48 

(67.6%) 
15 (18.5%) 

63 

(41.4%) 

48 

(67.6%) 

13 

(16.0%) 

61 

(40.1%) 

85 Punctuality is important. 

Arrive on time for meetings 

and expect your Japanese 

colleagues will do the same. 

48 

(57.8%) 

53 

(63.9%) 

101 

(60.8%) 

34 

(47.9%) 
78 (96.3%) 

112 

(73.7%) 

34 

(47.9%) 

67 

(82.7%) 

101 

(66.4%) 

86 Japanese people are very 

conscious of age and status. 

Everyone has a distinct place 

in the hierarchy. 

42 

(50.6%) 

44 

(53.0%) 

86 

(51.8%) 

36 

(50.7%) 
76 (93.8%) 

112 

(73.7%) 

35 

(49.3%) 

73 

(90.1%) 

108 

(71.1%) 

87 In Japanese culture, it is very 

rude to slurp noodles and 

soup. 

59 

(71.1%) 

65 

(78.3%) 

124 

(74.7%) 

50 

(70.4%) 
6 (7.4%) 

56 

(36.8%) 

50 

(70.4%) 
5 (6.2%) 

55 

(36.2%) 

88 Chinese people always do 

not look towards the ground 

when greeting someone. 

57 

(68.7%) 

60 

(72.3%) 

117 

(70.5%) 

51 

(71.8%) 
10 (12.3%) 

61 

(40.1%) 

51 

(71.8%) 
9 (11.1%) 

60 

(39.5%) 
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Table 25: Number of nurses who scored the cultural knowledge questionnaire 

correctly (Continued) 
89 In Chinese culture, an 

honorific title and their 

surname are usually 

addressed. If they want to 

move to a first-name basis, 

they will advise you which 

name to use. 

23 

(27.7%) 

32 

(38.6%) 

55 

(33.1%) 

25 

(35.2%) 

58 

(71.6%) 

83 

(54.6%) 

25 

(35.2%) 

50 

(61.7%) 

75 

(49.3%) 

90 Chinese people prefer to 

entertain in public places 

rather than in their homes, 

especially when entertaining 

foreigners. 

If you are invited to their 

house, consider it a great 

honor. If you must turn down 

such an honor, it is considered 

polite to explain the conflict 

in your schedule so that your 

actions are not taken as a 

slight. 

29 

(34.9%) 

34 

(41.0%) 

63 

(38.0%) 

23 

(32.4%) 

75 

(92.6%) 

98 

(64.5%) 

23 

(32.4%) 

72 

(88.9%) 

95 

(62.5%) 

91 In Chinese culture, it is 

considered a lucky person to 

eat the last piece from the 

serving tray. 

61 

(73.5%) 

56 

(67.5%) 

117 

(70.5%) 

58 

(81.7%) 

13 

(16.0%) 

71 

(46.7%) 

58 

(81.7%) 

11 

(13.6%) 

69 

(45.4%) 

92 It is a Japanese belief that sick 

people cannot consume fish 

as fish is considered food for 

healthy people. 

77 

(92.8%) 

78 

(94.0%) 

155 

(93.4%) 

58 

(81.7%) 

15 

(18.5%) 

73 

(48.0%) 

58 

(81.7%) 

13 

(16.0%) 

71 

(46.7%) 

 Middle Eastern countries          

93 It is usual to eat food with 

your left hand. 

72 

(86.7%) 

76 

(91.6%) 

148 

(89.2%) 

61 

(85.9%) 

13 

(16.0%) 

74 

(48.7%) 

61 

(85.9%) 

11 

(13.6%) 

72 

(47.4%) 

94 Meals are generally served 

family-style. Guests are 

served first. Then the oldest, 

continuing in some rough 

approximation of age order 

until the youngest is served. 

32 

(38.6%) 

33 

(39.8%) 

65 

(39.2%) 

28 

(39.4%) 

75 

(92.6%) 

103 

(67.8%) 

28 

(39.4%) 

72 

(88.9%) 

100 

(65.8%) 

95 When giving gifts, always 

give the highest quality of 

leather (not pigskin), silver, 

precious stones, cashmere, 

crystal or porcelain. 

26 

(31.3%) 

30 

(36.1%) 

56 

(33.7%) 

21 

(29.6%) 

61 

(75.3%) 

82 

(53.9%) 

21 

(29.6%) 

53 

(65.4%) 

74 

(48.7%) 

96 Many people eat with their 

hands and it may be that you 

share food from a common 

dish. It would be very 

impolite if you asked for 

utensils. 

66 

(79.5%) 

62 

(74.7%) 

128 

(77.1%) 

56 

(78.9%) 

12 

(14.8%) 

68 

(44.7%) 

56 

(78.9%) 

10 

(12.3%) 

66 

(43.4%) 

97 Men or women may shake 

hands with other men and 

women freely. 

58 

(69.9%) 

56 

(67.5%) 

114 

(68.7%) 

49 

(69.0%) 
7 (8.63%) 

56 

(36.8%) 

49 

(69.0%) 
6 (7.4%) 

55 

(36.2%) 

98 Hindus do not eat beef and 

many are vegetarians. 

Muslims do not eat pork or 

drink alcohol. Sikhs do not 

eat beef. 

37 

(44.6%) 

44 

(53.0%) 

81 

(48.8%) 

33 

(46.5%) 

79 

(97.5%) 

112 

(73.7%) 

33 

(46.5%) 

76 

(93.8%) 

109 

(71.7%) 

99 It is considered bad form to 

open gifts in front of the 

giver. 

19 

(22.9%) 

28 

(33.7%) 

47 

(28.3%) 

15 

(21.1%) 

71 

(87.7%) 

86 

(56.6%) 

15 

(21.1%) 

61 

(75.3%) 

76 

(50.0%) 

100 Leather products made of 

pigskin are considered perfect 

gifts.  

78 

(94.0%) 

81 

(97.6%) 

159 

(95.8%) 

55 

(77.5%) 
7 (8.63%) 

62 

(40.8%) 

55 

(77.5%) 
6 (7.4%) 

61 

(40.1%) 

101 Always seek a seat to sit prior 

being asked by the host to 

show respect.  

72 

(86.7%) 

73 

(88.0%) 

145 

(87.3%) 

58 

(81.7%) 

14 

(17.3%) 

72 

(47.4%) 

58 

(81.7%) 

12 

(14.8%) 

70 

(47.4%) 
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Table 25: Number of nurses who scored the cultural knowledge questionnaire 

correctly (Continued) 
102 Middle Eastern women never 

have to ask for permission 

from their husbands to have a 

pelvic examination. 

72 

(86.7% ) 

75 

(90.4%) 

147 

(88.6%) 

58 

(81.7%) 
9 (11.1%) 

67 

(44.1%) 

58 

(81.7%) 
8 (9.9%) 

66 

(43.4%) 

103 Only sick Middle Eastern 

people can drink cow’s milk. 

71 

(85.5%) 

74 

(89.2%) 

145 

(87.3%) 

65 

(91.5%) 

19 

(23.5%) 

84 

(55.3%) 

65 

(91.5%) 

16 

(19.8%) 

81 

(53.3%) 

104 It is a belief that sick Hindu 

people can consume beef as 

it is a food of god. 

68 

(81.9%) 

71 

(85.5%) 

139 

(83.7%) 

58 

(81.7%) 

22 

(23.5%) 

80 

(52.6%) 

58 

(81.7%) 

19 

(23.5%) 

77 

(50.7%) 

105 Observant Muslims will fast 

from sunrise to sunset during 

Ramadan, occurring in the 

ninth month of the Muslim 

calendar. Sick people are not 

an exception. 

69 

(83.1%) 

69 

(83.1%) 

138 

(83.1%) 

53 

(74.6%) 
7 (8.63%) 

60 

(39.5%) 

53 

(74.6%) 
6 (7.4%) 

59 

(38.8%) 

106 Male doctors are not allowed 

to deliver child for Muslim 

women. 

20 

(24.1%) 

24 

(28.9%) 

44 

(26.5%) 

16 

(22.5%) 

77 

(95.1%) 

93 

(61.2%) 

16 

(22.5%) 

66 

(81.5%) 

82 

(53.9%) 

 American, European and 

Australian countries 
         

107 In some European countries, 

Friends may greet each other 

by kissing on the cheeks, 

once on the left cheek and 

once on the right cheek. 

32 

(38.6%) 

42 

(50.6%) 

74 

(44.6%) 

34 

(47.9%) 

66 

(81.5%) 

100 

(65.8%) 

34 

(47.9%) 

57 

(70.4%) 

91 

(59.9%) 

108 Table manners are usually 

more relaxed in the UK than 

the USA. 

65 

(78.3%) 

72 

(86.7%) 

137 

(82.5%) 

47 

(66.2%) 
5 (6.2%) 

52 

(34.2%) 

47 

(66.2%) 
4 (4.9%) 

51 

(33.6%) 

109 American people are direct. 

They value logic and linear 

thinking and expect people to 

speak clearly and in a 

straightforward manner. 

42 

(50.6%) 

46 

(55.4%) 

88 

(53.0%) 

37 

(52.1%) 

79 

(97.5%) 

116 

(76.3%) 

37 

(52.1%) 

76 

(93.8%) 

113 

(74.3%) 

110 European and Australian 

women always have to ask 

for permission from their 

husbands to have a pelvic 

examination. 

80 

(96.4%) 

77 

(92.8%) 

157 

(94.6%) 

56 

(78.9%) 

10 

(12.3%) 

66 

(43.4%) 

56 

(78.9%) 
9 (11.1%) 

65 

(42.8%) 

111 A brief handshake is the 

common greeting while 

kisses on cheek may be a 

greeting between close 

friends of both female and 

male. 

47 

(56.6%) 

38 

(45.8%) 

85 

(51.2%) 

47 

(66.2%) 
6 (7.4%) 

53 

(34.9%) 

47 

(66.2%) 
5 (6.2%) 

52 

(34.2%) 

112 Australians are not very 

formal so greetings are 

casual and relaxed. 

While an Australian may say, 

'G'day' or 'G'day, mate', this 

may sound patronizing from 

a foreigner. 

13 

(15.7%) 

15 

(18.1%) 

28 

(16.9%) 

14 

(19.7%) 

74 

(91.4%) 

88 

(57.9%) 

14 

(19.7%) 

64 

(79.0%) 

78 

(51.3%) 

113 Aussies prefer to use first 

names, even at the initial 

meeting. 

18 

(21.7%) 

23 

(27.7%) 

41 

(24.7%) 

14 

(19.7%) 

65 

(80.2%) 

79 

(52.0%) 

14 

(19.7%) 

56 

(69.1%) 

70 

(47.4%) 

114 Gifts are always opened 

when received in all 

American, European and 

Australian countries. 

23 

(27.7%) 

26 

(31.3%) 

49 

(29.5%) 

19 

(26.8%) 

73 

(90.1%) 

92 

(60.5%) 

19 

(26.8%) 

71 

(87.7%) 

90 

(59.2%) 
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Table 25: Number of nurses who scored the cultural knowledge questionnaire 

correctly (Continued) 
115 Red carnations, 

chrysanthemums, calla 
lilies, white asters and 

dahlias are considered 

good flowers for gifts 
in European culture. 

60 

(72.3%) 

57 

(68.7%) 

117 

(70.5%) 

58 

(81.7%) 

17 

(21.0%) 

75 

(49.3%) 

58 

(81.7%) 

15 

(18.5%) 

73 

(48.0%) 

116 Resting your elbows on 

the table is unusual in 

European and 

American cultures 

9 

(10.8%) 

13 

(15.7%) 

22 

(13.3%) 
4 (5.6%) 

38 

(46.9%) 

42 

(27.6%) 
4 (5.6%) 

33 

(40.7%) 

37 

(24.3%) 

 Average 42 

(50.7%) 

44 

(53.2%) 

86 

(52.0%) 

37 

(51.5%) 

45 

(55.6%) 

82 

(53.7%) 

37 

(51.4%) 

40 

(50.0%) 

77 

(50.6%) 
1
The knowledge in different cultures competency was answered as: T = True; F = False; NS = Not 

Sure. Then, the answers were converted into binary data: correctly answered (1) and incorrectly 

answered and unsure (0). 
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Table 26 shows the number of nurses from the intervention and control groups who scored 

correctly in each category of the cultural knowledge competency questionnaire. It was found 

that the nurses from both groups scored the questionnaire very well in the 

language/costume category at the pre-test (78.3% and 91.6% of the nurses in control and 

intervention groups) while their scores dropped after the intervention (at the mid-test and 

post-test). The number of nurses who scored correctly varied in the range of 35% to 65% 

throughout the study. However, the number of the nurses from the intervention group 

increased the two categories, i.e. food and social categories at 72.8% and 82.2% 

respectively. 

Table 26: Number of nurses who scored the cultural knowledge correctly categorized 

into categories
 

 Pre-test Mid-test Post-test 

Category Control 

(N = 83) 

Intervention 

(N = 83) 

Total 

(N = 

166) 

Control 

(N = 71) 

Intervention 

(N = 81) 

Total 

(N = 152) 

Control 

(N = 71) 

Intervention 

(N = 81) 

Total 

(N = 152) 

n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) 

Food 

30 

(36.1%) 
36 (43.4%) 

66 

(39.8%) 

26 

(36.4%) 

59 (72.8%) 85 

(55.8%) 

26 

(36.4%) 

51 (62.8%) 77 (50.4%) 

Greeting 

45 

(54.2%) 
44 (53.0%) 

88 

(53.0%) 

38 

(53.7%) 

45 (56.0%) 83 

(54.9%) 

38 

(53.7%) 

39 (48.3%) 77 (50.8%) 

Religions/beliefs 

49 

(59.0%) 
47 (56.6%) 

96 

(57.8%) 

43 

(60.7%) 

36 (44.6%) 79 

(52.1%) 

43 

(60.7%) 

31 (38.4%) 74 (48.8%) 

Language/costumes 

65 

(78.3%) 
76 (91.6%) 

141 

(84.9%) 

38 

(53.2%) 

39 (48.0%) 77 

(50.4%) 

38 

(53.2%) 

34 (41.4%) 71 (46.9%) 

Manner 

43 

(51.8%) 
47 (56.6%) 

90 

(54.2%) 

35 

(49.1%) 

46 (57.2%) 81 

(53.4%) 

35 

(49.1%) 

41 (51.0%) 76 (50.1%) 

Health 

42 

(50.6%) 
45 (54.2%) 

86 

(51.8%) 

33 

(46.6%) 

40 (49.1%) 73 

(48.0%) 

33 

(46.6%) 

40 (49.3%) 73 (48.1%) 

Culture 

36 

(43.4%) 
38 (45.8%) 

74 

(44.6%) 

45 

(63.2%) 

37 (46.0%) 82 

(54.0%) 

45 

(63.1%) 

34 (42.3%) 79 (52.1%) 

Social 

51 

(61.4%) 
50 (60.2%) 

101 

(60.8%) 

28 

(39.1%) 

67 (82.2%) 94 

(62.1%) 

27 

(38.5%) 

32 (39.7%) 60 (39.2%) 

Cultural attitude 

The attitude competency questionnaire comprises of 14 items. Table 27 shows the number 

of nurses from the control and intervention groups with different cultural attitude. It was 

found that most of the nurses from the control and intervention groups had a positive 

attitude towards different cultures (They mostly agreed and strongly agreed with the 

statements used to assess the cultural attitude). It was also found that an average rating was 

just below 4 out of 5 (considered as just below 80% positive). 
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Table 27: Number of nurses from control and intervention groups with different 

cultural attitude 
  Pre-test Mid-test Post-test 

Statements Rating1 

Control 

(N = 

83) 

Intervention 

(N = 83) 

Total 

(N = 

166) 

Control 

(N = 71) 

Intervention 

(N = 81) 

Total 

(N = 

152) 

Control 

(N = 71) 

Intervention 

(N = 81) 

Total 

(N = 

152) 

n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) 

I understand that 

some individuals 

may have different 

reading levels in 

English and/or 

their native 

language(s). 

1 
1 

(1.2%) 
1 (1.2%) 

2 

(1.2%) 
- - - - - - 

2 
3 

(3.6%) 
- 

3 

(1.8%) 
1 (1.4%) 2 (2.5%) 3 (1.2%) 1 (1.4%) 1 (1.2%) 2 (1.3%) 

3 
15 

(18.1%) 
14 (16.9%) 

29 

(17.5%) 

17 

(23.9%) 
13 (16.0%) 

30 

(19.7%) 

17 

(23.9%) 
15 (18.5%) 

32 

(21.1%) 

4 
29 

(34.9%) 
29 (34.9%) 

58 

(34.9%) 

23 

(32.4%) 
29 (35.8%) 

52 

(34.2%) 

23 

(32.4%) 
33 (40.7%) 

56 

(36.8%) 

5 
35 

(42.2%) 
39 (47.0%) 

74 

(44.6%) 

30 

(42.3%) 
37 (45.7%) 

67 

(44.1%) 

30 

(42.3%) 
32 (39.5%) 

62 

(40.8%) 

The individual 

cultural 

background will 

effect on the result 

of treatment 

1 
3 

(3.6%) 
1 (1.2%) 

4 

(2.4%) 
1 (1.4%) 1 (1.2%) 2 (1.3%) 1 (1.4%) 1 (1.2%) 2 (1.3%) 

2 
4 

(4.8%) 
2 (2.4%) 

6 

(3.6%) 
4 (5.6%) 3 (3.7%) 7 (4.6%) 4 (5.6%) 5 (6.2%) 9 (5.9%) 

3 
28 

(33.7%) 
19 (22.9%) 

47 

(28.3%) 

22 

(31.0%) 
17 (21.0%) 

39 

(25.7%) 

22 

(31.0%) 
19 (23.5%) 

41 

(27.0%) 

4 
32 

(38.6%) 
34 (41.0%) 

66 

(39.8%) 

30 

(42.3%) 
34 (42.0%) 

64 

(42.1%) 

30 

(42.3%) 
31 (38.3%) 

61 

(40.1%) 

5 
16 

(19.3%) 
27 (32.5%) 

43 

(25.9%) 

14 

(19.7%) 
25 (30.9%) 

39 

(25.7%) 

14 

(19.7%) 
25 (30.9%) 

39 

(25.7%) 

I respect that 

difference culture 

has their own 

manner in a 

communication 

1 - - - 1 (1.4%) - 1 (0.7%) 1 (1.4%) - 1 (0.7%) 

2 
1 

(1.2%) 
1 (1.2%) 

2 

(1.2%) 
1 (1.4%) 1 (1.2%) 2 (1.3%) 1 (1.4%) 1 (1.2%) 2 (1.3%) 

3 
17 

(20.5%) 
12 (14.5%) 

29 

(17.5%) 

15 

(21.1%) 
5 (6.2%) 

20 

(13.2%) 

15 

(21.1%) 
13 (16.0%) 

28 

(18.4%) 

4 
41 

(49.4%) 
33 (39.8%) 

74 

(44.6%) 

32 

(45.1%) 
37 (45.7%) 

69 

(45.4%) 

32 

(45.1%) 
32 (39.5%) 

64 

(42.1%) 

5 
24 

(28.9%) 
37 (44.6%) 

61 

(36.7%) 

22 

(31.0%) 
38 (46.9%) 

60 

(39.5%) 

22 

(31.0%) 
35 (43.2%) 

57 

(37.5%) 

I feel comfortable 

when discussing 

diversity of 

lifestyles with 

clients. 

1 - 2 (2.4%) 
2 

(1.2%) 
1 (1.4%) 1 (1.2%) 2 (1.3%) 1 (1.4%) 1 (1.2%) 2 (1.3%) 

2 
5 

(6.0%) 
3 (3.6%) 

8 

(4.8%) 
0 1 (1.2%) 1 (0.7%) 0 1 (1.2%) 1 (0.7%) 

3 
39 

(47.0%) 
32 (38.6%) 

71 

(42.8%) 

35 

(49.3%) 
14 (17.3%) 

49 

(32.2%) 

35 

(49.3%) 
15 (18.5%) 

50 

(32.9%) 

4 
30 

(36.1%) 
30 (36.1%) 

60 

(36.1%) 

28 

(39.4%) 
45 (55.6%) 

73 

(48.0%) 

28 

(39.4%) 
44 (62.0%) 

72 

(47.4%) 

5 
9 

(10.8%) 
16 (19.3%) 

25 

(15.1%) 
7 (9.9%) 20 (24.7%) 

27 

(17.8%) 
7 (9.9%) 20 (24.7%) 

27 

(17.8%) 

I 

tolerate/understand 

the use of 

traditional cultural 

healing practices 

for hospitalized 

clients. 

1 - - - - - - - - - 

2 
4 

(4.8%) 
- 

4 

(2.4%) 
1 (1.4%) 2 (2.5%) 3 (2.0%) 1 (1.4%) 2 (2.5%) 3 (2.0%) 

3 
34 

(41.0%) 
20 (24.1%) 

54 

(32.5%) 
32 11 (13.6%) 

43 

(28.3%) 

32 

(45.1%) 
13 (16.0%) 

45 

(29.6%) 

4 
33 

(39.8%) 
40 (48.2%) 

73 

(44.0%) 

30 

(42.3%) 
41 (50.6%) 

71 

(46.7%) 

30 

(42.3%) 
44 (54.3%) 

74 

(48.7%) 
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Table 27: Number of nurses from control and intervention groups with different 

cultural attitude (Continued) 

 
5 

12 

(14.5%) 

23 

(27.7%) 

35 

(21.1%) 
8 (11.3%) 27 (33.3%) 35 (23.0%) 8 (11.3%) 22 (27.2%) 

30 

(19.7%) 

I know the 

obstacle of my 

communications 

skills with 

clients from 

different 

cultures. 

1 1 (1.2%) 1 (1.2%) 2 (1.2%) - 1 (1.2%) 1 (0.7%) - 1 (1.2%) 1 (0.7%) 

2 7 (8.4%) 1 (1.2%) 8 (4.8%) 7 (9.9%) 6 (7.4%) 13 (8.6%) 7 (9.9%) 6 (7.4%) 13 (8.6%) 

3 
35 

(42.2%) 

24 

(28.9%) 

59 

(35.5%) 

27 

(38.0%) 
13 (16.0%) 40 (26.3%) 27 (38.0%) 18 (22.2%) 

45 

(29.6%) 

4 
29 

(34.9%) 

35 

(42.2%) 

64 

(38.6%) 

23 

(32.4%) 
39 (48.1%) 62 (40.8%) 23 (32.4%) 37 (45.7%) 

60 

(39.5%) 

5 
11 

(13.3%) 

22 

(26.5%) 

33 

(19.9%) 

14 

(19.7%) 
22 (27.2%) 36 (23.7%) 14 (19.7%) 19 (23.5%) 

33 

(21.7%) 

When assessing 

clients, I 

recognize the 

biologic 

variations of 

different ethnic 

groups. 

1 - - - 1 (1.4%) 1 (1.2%) 2 (1.3%) 1 (1.4%) - 1 (0.7%) 

2 4 (4.8%) 1 (1.2%) 5 (3.0%) 4 (5.6%) 1 (1.2%) 5 (3.3%) 4 (5.6%) 1 (1.2%) 5 (3.3%) 

3 
29 

(34.9%) 

17 

(20.5%) 

46 

(27.7%) 

26 

(36.6%) 
6 (7.4%) 32 (21.1%) 26 (36.6%) 10 (12.3%) 

36 

(23.7%) 

4 
37 

(44.6%) 

38 

(45.8%) 

75 

(45.2%) 

27 

(38.0%) 
49 (60.5%) 76 (50.0%) 27 (38.0%) 50 (61.7%) 

77 

(50.7%) 

5 
13 

(15.7%) 

27 

(32.5%) 

40 

(24.1%) 

13 

(18.3%) 
24 (29.6%) 37 (24.3%) 13 (18.3%) 20 (24.7%) 

33 

(21.7%) 

I consider the 

race, sex, and 

age of my 

clients when 

administering 

medications. 

1 4 (4.8%) - 4 (2.4%) 4 (5.6%) 3 (3.7%) 7 (4.6%) 4 (5.6%) 2 (2.5%) 6 (3.9%) 

2 
10 

(12.0%) 
8 (9.6%) 

18 

(10.8%) 
6 (8.5%) 5 (6.2%) 11 (7.2%) 6 (8.5%) 7 (8.6%) 13 (8.6%) 

3 
25 

(30.1%) 

25 

(30.1%) 

50 

(30.1%) 

23 

(32.4%) 
9 (11.1%) 32 (21.1%) 23 (32.4%) 12 (14.8%) 

35 

(23.0%) 

4 
23 

(27.7%) 

26 

(31.3%) 

49 

(29.5%) 

30 

(42.3%) 
45 (55.6%) 75 (49.3%) 30 (42.3%) 42 (51.9%) 

72 

(47.4%) 

5 
21 

(25.3%) 

24 

(28.9%) 

45 

(27.1%) 
8 (11.3%) 19 (23.5%) 27 (17.8%) 8 (11.3%) 18 (22.2%) 

26 

(17.1%) 

When caring for 

clients from 

different 

cultures, I 

consider the 

specific diseases 

common among 

their group. 

1 2 (2.4%) 1 (1.2%) 3 (1.8%) 2 (2.8%) 2 (2.5%) 4 (2.6%) 2 (2.8%) 1 (1.2%) 3 (2.0%) 

2 4 (4.8%) 7 (8.4%) 
11 

(6.6%) 
3 (4.2%) 3 (3.7%) 6 (3.9%) 3 (4.2%) 3 (3.7%) 6 (3.9%) 

3 
37 

(44.6%) 

26 

(31.3%) 

63 

(38.0%) 

29 

(40.8%) 
14 (17.3%) 43 (28.3%) 29 (40.8%) 16 (19.8%) 

45 

(29.6%) 

4 
27 

(32.5%) 

34 

(41.0%) 

61 

(36.7%) 

27 

(38.0%) 
43 (53.1%) 70 (46.1%) 27 (38.0%) 44 (54.3%) 

71 

(46.7%) 

5 
13 

(15.7%) 

15 

(18.1%) 

28 

(16.9%) 

10 

(14.1%) 
19 (23.5%) 29 (19.1%) 10 (14.1%) 17 (21.0%) 

27 

(17.8%) 

I openly 

acknowledge 

my own 

prejudices and 

biases when 

working with 

clients from 

different 

cultures. 

1 
10 

(12.0%) 

14 

(16.9%) 

24 

(14.5%) 
7 (9.9%) 16 (19.8%) 23 (15.1%) 7 (9.9%) 17 (21.0%) 

24 

(15.8%) 

2 
16 

(19.3%) 

17 

(20.5%) 

33 

(19.9%) 

10 

(14.1%) 
12 (14.8%) 22 (14.5%) 10 (14.1%) 9 (11.1%) 

19 

(12.5%) 

3 
33 

(39.8%) 

19 

(22.9%) 

52 

(31.3%) 

32 

(45.1%) 
18 (22.2%) 50 (32.9%) 32 (45.1%) 18 (22.2%) 

50 

(32.9%) 

4 
17 

(20.5%) 

21 

(25.3%) 

38 

(22.9%) 

17 

(23.9%) 
24 (29.6%) 41 (27.0%) 17 (23.9%) 28 (34.6%) 

45 

(29.6%) 

5 7 (8.4%) 
12 

(14.5%) 

19 

(11.4%) 
5 (7.0%) 11 (13.6%) 16 (10.5%) 5 (7.0%) 9 (11.1%) 14 (9.2%) 

I consider 

clients’ and their 

families’ norms 

and preferences 

when planning. 

1 1 (1.2%) - 1 (0.6%) 2 (2.8%) 1 (1.2%) 3 (2.0%) 2 (2.8%) 2 (2.5%) 4 (2.6%) 

2 
10 

(12.0%) 
4 (4.8%) 

14 

(8.4%) 
2 (2.8%) 1 (1.2%) 3 (2.0%) 2 (2.8%) 2 (2.5%) 4 (2.6%) 

3 
30 

(36.1%) 

21 

(25.3%) 

51 

(30.7%) 

33 

(46.5%) 
9 (11.1%) 42 (27.6%) 33 (46.5%) 17 (21.0%) 

50 

(32.9%) 

4 
31 

(37.3%) 

33 

(39.8%) 

64 

(38.6%) 

27 

(38.0%) 
53 (65.4%) 80 (52.6%) 27 (38.0%) 45 (55.6%) 

72 

(47.4%) 
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Table 27: Number of nurses from control and intervention groups with different 

cultural attitude (Continued) 

 
5 11 (13.3%) 25 (30.1%) 36 (31.7%) 7 (9.9%) 17 (21.0%) 24 (15.8%) 7 (9.9%) 

15 

(18.5%) 

22 

(14.5%) 

When I care for a 

client, I consider how 

the difference 

between our 

perceptions of health, 

illness and 

preventive health 

could affect the 

outcome of my care. 

1 1 (1.2%) - 1 (0.6%) 4 (5.6%) -- 4 (2.6%) 4 (5.6%) 1 (1.2%) 5 (3.3%) 

2 3 (3.6%) 1 (1.2%) 4 (2.4%) 1 (1.4%) 1 (1.2%) 2 (1.3%) 1 (1.4%) 1 (1.2%) 2 (1.3%) 

3 25 (30.1%) 15 (18.1%) 40 (24.1%) 28 (39.4%) 8 (9.9%) 36 (23.7%) 28 (39.4%) 
15 

(18.5%) 

43 

(28.3%) 

4 35 (42.2%) 35 (42.2%) 70 (42.2%) 33 (46.5%) 49 (60.5%) 82 (53.9%) 33 (46.5%) 
46 

(56.8%) 

79 

(52.0%) 

5 19 (22.9%) 32 (38.6%) 51 (30.7%) 5 (7.0%) 23 (28.4%) 28 (18.4%) 5 (7.0%) 
18 

(22.2%) 

23 

(15.1%) 

I include the clients 

and their families as 

partners in 

determining 

outcomes for 

treatment. 

1 2 (2.4%) 3 (3.6%) 5 (3.0%) - - - - - - 

2 4 (4.8%) - 4 (2.4%) 1 (1.4%) 1 (1.2%) 2 (1.3%) 1 (1.4%) 2 (2.5%) 3 (2.0%) 

3 18 (21.7%) 13 (15.7%) 31 (18.7%) 29 (40.8%) 10 (12.3%) 39 (25.7%) 29 (40.8%) 
14 

(17.3%) 

43 

(28.3%) 

4 33 (39.8%) 32 (38.6%) 65 (39.2%) 30 (42.3%) 38 (46.9%) 68 (44.7%) 30 (42.3%) 
40 

(49.4%) 

70 

(46.1%) 

5 26 (31.3%) 35 (42.2%) 61 (36.7%) 11 (15.5%) 32 (39.5%) 43 (28.3%) 11 (15.5%) 
25 

(30.9%) 

36 

(23.7%) 

I recognize 

differences in 

narrative styles and 

pragmatic behaviors 

that vary across 

cultures. 

1 1 (1.2%) 1 (1.2%) 2 (1.2%) 1 (1.4%) - 1 (0.7%) 1 (1.4%) - 1 (0.7%) 

2 5 (6.0%) 1 (1.2%) 6 (3.6%) - - - - - - 

3 26 (31.3%) 17 (20.5%) 43 (25.9%) 31( 43.7%) 7 (8.6%) 38 (25.0%) 31 (43.7%) 
12 

(14.8%) 

43 

(28.3%) 

4 29 (34.9%) 33 (39.8%) 62 (37.3%) 29 (40.8%) 47 (58.0%) 76 (50.0%) 29 (40.8%) 
45 

(55.6%) 

74 

(48.7%) 

5 22 (26.5%) 31 (37.3%) 53 (31.9%) 10 (14.1%) 27 (33.3%) 37 (24.3%) 10 (14.1%) 
24 

(29.6%) 

34 

(22.4%) 

Average 

1 3 (3.6%) 3 (3.6%) 5 (3.0%) 2 (2.8%) 2 (2.5%) 4 (2.6%) 2 (2.5%) 2 (2.5%) 4 (2.6%) 

2 6 (7.2%) 4 (4.8%) 9 (5.4%) 3 (4.2%) 3 (3.7%) 6 (3.9%) 3 (3.7%) 3 (3.7%) 6 (3.9%) 

3 28 (33.7%) 20 (24.1%) 48 (28.9%) 27 (38.0%) 11 (13.6%) 38 (25.0%) 27 (38.0%) 
15 

(18.5%) 

42 

(27.6%) 

4 30 (36.1%) 32 (38.6%) 63 (38.0%) 28 (39.4%) 41 (50.6%) 69 (45.4%) 28 (39.4%) 
40 

(49.4%) 

68 

(44.7%) 

5 17 (20.5%) 26 (31.3%) 43 (25.9%) 12 (16.9%) 24 (29.6%) 36 (23.7%) 12 (16.9%) 
21 

(25.9%) 

33 

(21.7%) 

Total average  3.80 4.11 3.95 3.63 4.01 3.83 3.63 3.93 3.78 
1
The attitude towards different cultures competency was rated as: 5 = Strongly agree; 4 = Agree; 3 = 

Neutral; 2 = Disagree; 1 = Strongly disagree. 
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Cultural practice in nurses 

The practice competency questionnaire comprises of 10 items. Table 28 shows the number 

of nurses from the intervention and control groups who scored in the practice competency 

questionnaire. It was found that most of the nurses from the control and intervention 

groups had a positive intention to nursing practice with patients from different cultures. 
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Table 28: Number of nurses from control and intervention groups with intention to 

different cultural nursing practice 
  Pre-test Mid-test Post-

test 

Statements Rating1 Control 

(N = 

83) 

Intervention 

(N = 83) 

Total 

(N = 

166) 

Control 

(N = 71) 

Intervention 

(N = 81) 

Total 

(N = 152) 

Control 

(N = 71) 

Intervention 

(N = 81) 

Total 

(N = 

152) 

n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) 

I learn about 

acceptable 

behaviors and 

customs that 

are prevalent 

in my clients’ 

cultures. 

1 - - - 2 (2.8%) 3 (3.7%) 5 (3.3%) 2 (2.8%) 2 (2.5%) 
4 

(2.6%) 

2 
8 

(9.6%) 
5 (6.0%) 

13 

(7.8%) 
3 (4.2%) 1 (1.2%) 4 (2.6%) 3 (4.2%) 1 (1.2%) 

4 

(2.6%) 

3 
25 

(30.1%) 
23 (27.7%) 

48 

(28.9%) 

27 

(38.0%) 
10 (12.3%) 

37 

(24.3%) 

27 

(38.0%) 
11 (13.6%) 

38 

(25.0%) 

4 
33 

(39.8%) 
41 (49.4%) 

74 

(44.6%) 

32 

(45.1%) 
39 (48.1%) 

71 

(46.7%) 

32 

(45.1%) 
44 (54.3%) 

76 

(50.0%) 

5 
17 

(20.5%) 
14 (16.9%) 

31 

(18.7%) 
7 (9.9%) 28 (34.6%) 

35 

(23.0%) 
7 (9.9%) 23 (28.4%) 

30 

(19.7%) 

I consider my 

clients’ beliefs 

in both 

traditional and 

alternative 

medicines 

when I 

prescribe a 

treatment 

regimen. 

1 - 1 (1.2%) 
1 

(0.6%) 
2 (2.8%) 2 (2.5%) 4 (2.6%) 2 (2.8%) 1 (1.2%) 

3 

(2.0%) 

2 
3 

(3.6%) 
4 (4.8%) 

7 

(4.2%) 
3 (4.2%) 3 (3.7%) 6 (3.9%) 3 (4.2%) 3 (3.7%) 

6 

(3.9%) 

3 
24 

(28.9%) 
26 (31.3%) 

50 

(30.1%) 

26 

(36.6%) 
11 (13.6%) 

37 

(24.3%) 

26 

(36.6%) 
14 (17.3%) 

40 

(26.3%) 

4 
38 

(45.8%) 
31 (37.3%) 

69 

(41.6%) 

31 

(43.7%) 
42 (51.9%) 

73 

(48.0%) 

31 

(43.7%) 
48 (59.3%) 

79 

(52.0%) 

5 
18 

(21.7%) 
21 (25.3%) 

39 

(23.5%) 
9 (12.7%) 23 (28.4%) 

32 

(21.1%) 
9 (12.7%) 15 (18.5%) 

24 

(15.8%) 

I respect my 

client’s 

decision to 

seek 

alternative 

treatments 

from a holistic 

practitioner. 

1 - - - 1 (1.4%) 2 (2.5%) 3 (2.0%) 1 (1.4%) 1 (1.2%) 
2 

(1.3%) 

2 
4 

(4.8%) 
4 (4.8%) 

8 

(4.8%) 
2 (2.8%) 2 (2.5%) 4 (2.6%) 2 (2.8%) 2 (2.5%) 

4 

(2.6%) 

3 
15 

(18.1%) 
12 (14.5%) 

27 

(16.3%) 

19 

(26.8%) 
7 (8.6%) 

26 

(17.1%) 

19 

(26.8%) 
8 (9.9%) 

27 

(17.8%) 

4 
34 

(41.0%) 
35 (42.2%) 

69 

(41.6%) 

24 

(33.8%) 
32 (39.5%) 

56 

(36.8%) 

24 

(33.8%) 
38 (46.9%) 

62 

(40.8%) 

5 
30 

(36.1%) 
32 (38.6%) 

62 

(37.3%) 

25 

(35.2%) 
38 (46.9%) 

63 

(41.4%) 

25 

(35.2%) 
32 (39.5%) 

57 

(37.5%) 

I provide 

written 

information 

for clients to 

take home in 

their preferred 

languages. 

1 
4 

(4.8%) 
11 (13.3%) 

15 

(9.0%) 
7 (9.9%) 6 (7.4%) 13 (8.6%) 7 (9.9%) 3 (3.7%) 

10 

(6.6%) 

2 
6 

(7.2%) 
14 (16.9%) 

20 

(12.0%) 
6 (8.5%) 8 (9.9%) 14 (9.2%) 6 (8.5%) 9 (11.1%) 

15 

(9.9%) 

3 
27 

(32.5%) 
24 (28.9%) 

51 

(30.7%) 

24 

(33.8%) 
22 (27.2%) 

46 

(30.3%) 

24 

(33.8%) 
19 (23.5%) 

43 

(28.3%) 

4 
37 

(44.6%) 
19 (22.9%) 

56 

(33.7%) 

25 

(35.2%) 
26 (32.1%) 

51 

(33.6%) 

25 

(35.2%) 
36 (44.4%) 

61 

(40.1%) 

5 
9 

(10.8%) 
15 (18.1%) 

24 

(14.5%) 
9 (12.7%) 19 (23.5%) 

28 

(18.4%) 
9 (12.7%) 14 (17.3%) 

23 

(15.1%) 

I seek 

assistance 

from trained 

interpreters, 

bilingual 

coworkers and 

those in 

related 

professions 

who can help 

interpret, as 

needed. 

1 
1 

(1.2%) 
3 (3.6%) 

4 

(2.4%) 
4 (5.6%) 1 (1.2%) 5 (3.3%) 4 (5.6%) 0 

4 

(2.6%) 

2 
4 

(4.8%) 
6 (7.2%) 

10 

(6.0%) 
4 (5.6%) 5 (6.2%) 9 (5.9%) 4 (5.6%) 4 (4.9%) 

8 

(5.3%) 

3 
22 

(26.5%) 
12 (14.5%) 

34 

(20.5%) 

28 

(39.4%) 
14 (17.3%) 

42 

(37.6%) 

28 

(39.4%) 
11 (13.6%) 

39 

(25.7%) 

4 
37 

(44.6%) 
37 (44.6%) 

74 

(44.6%) 

22 

(31.0%) 
36 (44.4%) 

58 

(38.2%) 

22 

(31.0%) 
39 (48.1%) 

61 

(40.1%) 

5 
19 

(22.9%) 
25 (30.1%) 

44 

(26.5%) 

13 

(18.3%) 
25 (30.9%) 

38 

(25.0%) 

13 

(18.3%) 
27 (33.3%) 

40 

(26.3%) 

I have trained 

my 

interpreters 

using clearly 

defined roles 

and 

responsibilities 

to assist me in 

providing 

services to 

linguistically 

diverse 

populations. 

1 
19 

(22.9%) 
21 (25.3%) 

40 

(24.1%) 

13 

(18.3%) 
10 (12.3%) 

23 

(15.1%) 

13 

(18.3%) 
6 (7.4%) 

19 

(12.5%) 

2 
14 

(16.9%) 
13 (15.7%) 

27 

(16.3%) 
4 (5.6%) 12 (14.8%) 

16 

(10.5%) 
4 (5.6%) 12 (14.8%) 

16 

(10.5%) 

3 
32 

(38.6%) 
20 (24.1%) 

52 

(31.3%) 

31 

(43.7%) 
22 (27.2%) 53 

31 

(43.7%) 
24 (29.6%) 

55 

(36.2%) 

4 
15 

(18.1%) 
20 (24.1%) 

35 

(21.1%) 

20 

(28.2%) 
26 (32.1%) 

46 

(30.3%) 

20 

(28.2%) 
28 (34.6%) 

48 

(31.6%) 
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Table 28: Number of nurses from control and intervention groups with intention to 

different cultural nursing practice (Continued) 

 
5 3 (3.6%) 9 (10.8%) 

12 

(7.2%) 
3 (4.2%) 11 (13.6%) 14 (9.2%) 3 (4.2%) 11 (13.6%) 14 (9.2%) 

I ask clients’ 

family members 

and friends about 

the clients’ ability 

to use their native 

language(s). 

1 8 (9.6%) 8 (9.6%) 
16 

(9.6%) 
5 (7.0%) 5 (6.2%) 10 (6.6%) 5 (7.0%) 2 (2.5%) 7 (4.6%) 

2 
18 

(21.7%) 
11 (13.3%) 

29 

(17.5%) 
6 (8.5%) 8 (9.9%) 14 (9.2%) 6 (8.5%) 7 (8.6%) 13 (8.6%) 

3 
27 

(32.5%) 
21 (25.3%) 

48 

(28.9%) 
30 (42.3%) 16 (19.8%) 46 (30.3%) 30 (42.3%) 18 (22.2%) 48 (31.6%) 

4 
21 

(25.3%) 
24 (28.9%) 

45 

(27.1%) 
21 (29.6%) 35 (43.2%) 56 (36.8%) 21 (29.6%) 40 (49.4%) 61 (40.1%) 

5 
9 

(10.8%) 
19 (22.9%) 

28 

(3.0%) 
9 (12.7%) 17 (21.0%) 26 (17.1%) 9 (12.7%) 14 (17.3%) 23 (15.1%) 

I consider the 

cultural and 

linguistic 

background of my 

clients when I 

select treatment 

materials (e.g., 

pictures, 

books/workbooks, 

flashcards, 

videos, music, 

food). 

1 4 (4.8%) 4 (4.8%) 8 (4.8%) 5 (7.0%) 3 (3.7%) 8 (5.3%) 5 (7.0%) 2 (2.5%) 7 (4.6%) 

2 
14 

(16.9%) 
16 (19.3%) 

30 

(18.1%) 
6 (8.5%) 4 (4.9%) 10 (6.6%) 6 (8.5%) 6 (7.4%) 12 (7.9%) 

3 
37 

(44.6%) 
23 (27.7%) 

60 

(36.1%) 
30 (42.3%) 13 (16.0%) 43 (28.3%) 30 (42.3%) 16 (19.8%) 46 (30.3%) 

4 
20 

(24.1%) 
20 (24.1%) 

40 

(24.1%) 
26 (36.6%) 38 (46.9%) 64 (42.1%) 26 (36.6%) 41 (50.6%) 67 (44.1%) 

5 8 (9.6%) 20 (24.1%) 
28 

(16.9%) 
4 (5.6%) 23 (28.4%) 27 (17.8%) 4 (5.6%) 16 (19.8%) 20 (13.2%) 

I use the 

appropriate 

communication 

style and protocol 

to communicate 

with patient.  

1 - - - 2 (2.8%) 1 (1.2%) 3 (2.0%) 2 (2.8%) 0 2 (1.3%) 

2 
9 

(10.8%) 
10 (12.0%) 

19 

(11.4%) 
3 (4.2%) 3 (3.7%) 6 (3.9%) 3 (4.2%) 4 (4.9%) 7 (4.6%) 

3 
25 

(30.1%) 
17 (20.5%) 

42 

(25.3%) 
30 (42.3%) 8 (9.9%) 38 (25.0%) 30 (42.3%) 12 (14.8%) 42 (27.6%) 

4 
35 

(42.2%) 
29 (34.9%) 

64 

(38.6%) 
27 (38.0%) 44 (54.3%) 71 (46.7%) 27 (38.0%) 45 (55.6%) 72 (47.4%) 

5 
14 

(16.9%) 
27 (32.5%) 

41 

(24.7%) 
9 (12.7%) 25 (30.9%) 34 (22.4%) 9 (12.7%) 20 (24.7%) 29 (19.1%) 

I conduct cultural 

assessments more 

on ethnically 

diverse patient 

than on other 

patients.  

1 8 (9.6%) 5 (6.0%) 
13 

(7.8%) 
5 (7.0%) 7 (8.6%) 12 (7.9%) 5 (7.0%) 3 (3.7%) 8 (5.3%) 

2 
11 

(13.3%) 
11 (13.3%) 

22 

(13.3%) 
7 (9.9%) 4 (4.9%) 11 (7.2%) 7 (9.9%) 6 (7.4%) 13 (8.6%) 

3 
37 

(44.6%) 
20 (24.1%) 

57 

(34.3%) 
29 (40.8%) 12 (14.8%) 41 (24.0%) 29 (40.8%) 14 (17.3%) 43 (28.3%) 

4 
19 

(22.9%) 
34 (41.0%) 

53 

(31.9%) 
26 (36.6%) 38 (46.9%) 64 (42.1%) 26 (36.6%) 42 (51.9%) 68 (44.7%) 

5 8 (9.6%) 13 (15.7%) 
21 

(12.7%) 
4 (5.6%) 20 (24.7%) 24 (15.8%) 4 (5.6%) 16 (19.8%) 20 (13.2%) 

Average 1 
6 (7.6%) 8 (9.6%) 

14 

(8.4%) 
5 (7.0%) 4 (4.9%) 9 (5.9%) 5 (7.0%) 2 (2.5%) 7 (4.6%) 

2 9 

(11.0%) 
9 (10.8%) 

19 

(11.4%) 
4 (5.6%) 5 (6.2%) 9 (5.9%) 4 (5.6%) 5 (6.2%) 10 (6.6%) 

3 27 

(32.7%) 
20 (24.1%) 

47 

(28.3%) 
27 (38.0%) 14 (17.3%) 41 (27.0%) 27 (38.0%) 15 (18.5%) 42 (27.6%) 

4 29 

(34.8%) 
29 (34.9%) 

58 

(34.9%) 
25 (35.2%) 36 (44.4%) 61 (40.1%) 25 (35.2%) 40 (49.4%) 66 (43.4%) 

5 14 

(16.8%) 
20 (2.41%) 

33 

(19.9%) 
9 (12.7%) 23 (28.4%) 32 (21.1%) 9 (12.7%) 19 (23.5%) 28 (18.4%) 

Total average  3.40 3.51 3.45 3.41 3.84 3.64 3.41 3.85 3.64 
1
The intention to nursing practice towards different cultures competency was rated as: 5 = Things that I 

always do; 4 = Things that I sometimes do; 3 = Things that I rarely do; 2 = Things that I have never 

done but will do when have an opportunity; 1 = things that I will never do. 
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Appendix V: Participant Information Sheet  

ช่ือโครงการวจิยั  ผลของโปรแกรมเพ่ือพฒันาสมรรถนะเชิงวฒันธรรมโดยใชก้รณีศึกษาต่อพยาบาลใน
โรงพยาบาลเอกชนในกรุงเทพมหานคร ประเทศไทย 

ช่ือผู้วจิยั  นางสาวพิมพข์วญั บุญจิตตพ์ิมล นิสิตระดบัปริญญาเอก วทิยาลยัวทิยาศาสตร์สาธารณสุข 
จุฬาลงกรณ์มหาวทิยาลยั 

ท่ีอยูท่ี่ติดต่อ วทิยาลยัวทิยาศาสตร์สาธารณสุข จุฬาลงกรณ์มหาวทิยาลยั  

254 ถนนพญาไท แขวงวงัใหม่ เขตปทุมวนั กทม. 10330 

โทรศพัทมื์อถือ  081-131-1122   

E-mail  b.pimkhwan@gmail.com 

 

ขอเรียนเชิญท่านเขา้ร่วมในการวิจยัก่อนท่ีท่านจะตดัสินใจเขา้ร่วมในการวิจยั มีความจาํเป็นท่ีท่านควรทาํ
ความเขา้ใจว่างานวิจยัน้ีทาํเพราะเหตุใด และเก่ียวขอ้งกับอะไร กรุณาใช้เวลาในการอ่านขอ้มูลต่อไปน้ีอย่าง
ละเอียดรอบคอบ และสอบถามขอ้มูลเพ่ิมเติมหรือขอ้มูลท่ีไม่ชดัเจนไดต้ลอดเวลา 

โครงการวิจยัน้ีศึกษาเก่ียวกบัความเก่ียวขอ้งระหว่าง ความรู้ ความคิด และการปฏิบติัทางการพยาบาลกบั
สมรรถนะเชิงวฒันธรรมทางพยาบาล และ ระดบัของสมรรถนะเชิงวฒันธรรมทางพยาบาลในโรงพยาบาลซ่ึง
ประกอบไปดว้ยวฒันธรรมท่ีหลากหลายของผูป่้วยท่ีมาจากประเทศในแถบเอเชียตะวนัออกเฉียงใต ้และแถบอ่ืนๆ
ทัว่โลก 

วตัถุประสงค์ของการวจัิย 

       วตัถุประสงคท์ัว่ไป 

เพ่ือวเิคราะห์ความแตกต่างระหวา่งสมรรถนะเชิงวฒันธรรมทางการพยาบาลระหวา่งกลุ่มตวัอยา่งและกลุ่ม
ทดลองในโรงพยาบาลเอกชนเพื่อสาํรวจผลกระทบของโปรแกรมเพื่อพฒันาสมรรถนะเชิงวฒันธรรม
โดยใชก้รณีศึกษาต่อพยาบาลในโรงพยาบาลเอกชนในกรุงเทพมหานครก่อนและหลงัการแทรกแทรง 

วตัถุประสงคจ์าํเพาะ 

- เพ่ือวเิคราะห์ความแตกต่างของความรู้ ความคิด และการปฏิบติัท่ีเก่ียวขอ้งกบัสมรรถนะเชิงวฒันธรรม
ระหวา่งกลุ่มตวัอยา่งและกลุ่มทดลอง 

- เพ่ือวเิคราะห์ความแตกต่างของความรู้ ความคิด และการปฏิบติัท่ีเก่ียวขอ้งกบัสมรรถนะเชิงวฒันธรรม
ก่อนและหลงัการแทรกแซง 

mailto:b.pimkhwan@gmail.com
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เกณฑ์การคัดเข้า และเกณฑ์การคัดออกของประชากรในการวจัิย 

เกณฑค์ดัเขา้ 

- เขา้ร่วมดว้ยความสมคัรใจ 
- พยาบาลชายหรือหญิงซ่ึงเป็นพยาบาลประจาํ 

- พยาบาลท่ีมีประสบการณ์การทาํงานเป็นพยาบาลมาอยา่งนอ้ย 1 ปี 

- พยาบาลท่ีมีประสบการณ์การทาํงานเป็นกะ 

เกณฑค์ดัออก 

- พยาบาลท่ีกาํลงัตั้งครรภม์ากกวา่ 6 เดือนข้ึนไป 

- พยาบาลท่ีขาดการเขา้ร่วมการอบรมเพ่ือพฒันาสมรรถนะเชิงวฒันธรรมมากกวา่ 8 ชัว่โมงจากทั้งหมด 
48 ชัว่โมง 

- พยาบาลท่ีขาดการวดัระดบัสมรรถนะเชิงวฒันธรรมทางการพยาบาลคร้ังใดคร้ังหน่ึง 

ประชากรกลุ่มตัวอย่าง/กลุ่มทดลองในการศึกษาวจัิย  

ประชากรกลุ่มตวัอยา่ง/กลุ่มทดลองท่ีเขา้ร่วมโครงการวจิยัน้ีทั้งส้ิน 166 คน ซ่ึงไดม้าโดยใชก้ารเลือกแบบสุ่ม
โดยใชว้ธีิคดัเลือกแบบสดัส่วนจากแต่ละแผนกจากแต่ละโรงพยาบาล กลุ่มประชากรท่ีจะถูกคดัเลือกเขา้โครงการ
จะตอ้งมีคุณสมบัติตรงตามเกณฑ์คดัเขา้สําหรับการวิจยัคร้ังน้ี และเขา้ร่วมโครงการวิจัยน้ีโดยความสมคัรใจ
เท่านั้น โดยจะแบ่งเป็น 2 กลุ่มดงัน้ี 
1) ประชากรกลุ่มตวัอย่าง คือกลุ่มตวัอย่างท่ีไม่ได้รับการอบรมใดๆทั้ งส้ิน จะถูกคดัเลือกจากพยาบาลจาก

โรงพยาบาล B จาํนวน 83 คน 
2) ประชากรกลุ่มทดลอง คือกลุ่มตวัอยา่งท่ีไดจ้ะรับการอบรมเพ่ือพฒันาสมรรถนะเชิงวฒันธรรม จะถูกคดัเลือก

จากพยาบาลจากโรงพยาบาล A จาํนวน 83 คน ท่านไดรั้บการคดัเลือกเป็นประชากรกลุ่มทดลอง 

ผู้วจัิยและคณะผู้วจัิย 

 ในการวิจยัคร้ังน้ี ผูว้ิจยัและคณะผูว้ิจยัประกอบดว้ยแพทย ์พยาบาล และนักวิชาการดา้นสาธารณสุข และ
วฒันธรรม  

ข้ันตอนการวจัิยส าหรับประชากรกลุ่มทดลอง 

 ท่านจะไดเ้ขา้ร่วมงานวิจยัเพ่ือทาํการวดัระดบัสมรรถนะเชิงวฒันธรรมทางการพยาบาล และรับการอบรม
อยา่งต่อเน่ืองเป็นเวลา 6 เดือน โดยท่านจะไดเ้ขา้ร่วมงานวจิยัเพ่ือทาํการวดัระดบัสมรรถนะเชิงวฒันธรรมทางการ
พยาบาล จาํนวน 3 คร้ังๆละ 30-60 นาที โดยจะทาํการวดัระดบั ณ เวลาก่อนเร่ิมทาํการวิจยั, 3เดือนถดัมา และ 6 
เดือนถดัมา โดยประชากรจากกลุ่มทดลองทั้ง 83 คน จะไดเ้ขา้ร่วมการอบรมเพ่ือพฒันาสมรรถนะเชิงวฒันธรรม 
จาํนวน 12 คร้ัง โดยจะดาํเนินการอบรมสัปดาห์ละ 1 คร้ังๆละ 4 ชัว่โมง รวมทั้งส้ิน 48 ชัว่โมง โดยเน้ือหา
รายละเอียดของการอบรมจะถูกอธิบายแยกอยูใ่นเอกสารแนบอีกชุด โดยจะมีการวดัระดบัความรู้ความเขา้ใจท่ี
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ไดรั้บหลงัจบการอบรมทุกคร้ัง โดยจะอยูใ่นรูปแบบของแบบสอบถามสั้นๆโดยใชเ้วลาประมาณ 15 นาที และ
ท่านจะไดเ้ขา้ร่วมการอบรมเพ่ิมเติมเพ่ือพฒันาสมรรถนะเชิงวฒันธรรม จาํนวน 2 คร้ัง โดยจะดาํเนินการอบรม
เดือนละ 1 คร้ังๆละ 3 ชัว่โมง รวมทั้งส้ิน 6 ชัว่โมงในเดือนท่ี 4 และ 5 ของงานวจิยัน้ี 

การวิจยัคร้ังน้ีจะมีการประสานงานเพ่ือขออนุญาตโรงพยาบาลตน้สังกดัของพยาบาลผูเ้ขา้ร่วมการวิจยัน้ี โดย
ตารางการวดัระดบั, การอบรม และการทาํงานของพยาบาล จะถูกจดัให้เหมาะสม โดยไม่มีผลกระทบอยา่งไรต่อ
การปฏิบติัหนา้ท่ีพยาบาล การฝึกฝน หรือเงินเดือน เบ้ียเล้ียง สิทธิสวสัดิการต่าง ๆ ท่ีท่านพึงจะไดรั้บ และไม่ถือ
เป็นการลา  

เคร่ืองมือในการท าการวดัระดับ 

 เคร่ืองมือในการทาํการวดัระดบัน้ีได้ถูกตรวจสอบและอนุมติัโดยผูเ้ช่ียวชาญจากหลากหลายสาขาวิชาท่ี
เก่ียวขอ้งในการศึกษาคร้ังน้ี โดยจะอยูใ่นรูปแบบของแบบสอบถามภาษาไทย ซ่ึงประกอบไปดว้ยทั้งหมด 2 ส่วน: 
ส่วนท่ี 1 จะเป็นคาํถามเก่ียวขอ้งกบัขอ้มูลส่วนตวัจาํนวน 15 ขอ้ และส่วนท่ี 2 จะเป็นคาํถามเก่ียวกบัความรู้ 
ความคิด และการปฏิบติัท่ีเก่ียวขอ้งกบัสมรรถนะเชิงวฒันธรรมโดยแบ่งเป็น 3 ส่วนยอ่ย รวมทั้งส้ิน 140 ขอ้ โดย
คาํถามเก่ียวกบัความรู้เป็นคาํถาม แบบเลือกตอบเห็นดว้ยหรือไม่เห็นดว้ยจาํนวน 116 ขอ้โดยมีการให้คะแนนโดย 
และคาํถามเก่ียวกบัความคิด และการปฏิบติัเป็นคาํถามแบบให้ระดบัคะแนนตามความเห็นดว้ยจากน้อยไปมาก
จาํนวน 5 ระดบั จาํนวน 24 ขอ้โดยไม่มีคาํตอบท่ีถูกหรือผิดและไม่มีเกณฑผ์่านไม่ผ่านแต่อย่างใด โดยผลของ
แบบสอบถามท่ีเก่ียวกับความคิด และการปฏิบัตินั้ นจะถูกใช้เพ่ือประเมินประกอบกับผมการทดสอบของ
แบบสอบถามส่วนท่ี 1 เท่านั้ น ผูเ้ขา้ร่วมการวิจัยสามารถเลือกไม่ตอบคาํถามท่ีไม่ตอ้งการตอบได้ตามความ
เหมาะสม โดยไม่มีผลกระทบอย่างไรต่อการปฏิบัติหน้าท่ีพยาบาล การฝึกฝน หรือเงินเดือน เบ้ียเล้ียง สิทธิ
สวสัดิการต่าง ๆ ท่ีท่านพึงจะไดรั้บ ผูเ้ขา้ร่วมทาํการวิจยัจะไดรั้บคาํตอบท่ีถูกตอ้งของส่วนคาํถามเก่ียวกบัความรู้
ภายหลงัการวิจยัเพื่อเป็นความรู้ในการปฏิบติังาน ขอ้มูลจากการทาํการวดัระดบัจะถูกแปลผลและวดัผลโดยใช้
เคร่ืองมือทางสถิติต่างๆเพ่ือวดัผลเปรียบเทียบก่อนและหลงัการอบรม 

ค่าชดเชยและสิทธิประโยชน์ 

 การวจิบัคร้ังน้ี ผูเ้ขา้ร่วมโครงการจะไม่ไดรั้บค่าชดเชยการเสียเวลา หรือค่าเดินทางเพ่ือมาเขา้ร่วมโครงการแต่
อยา่งใด แต่จะมีบริการอาหาร อาหารวา่ง เคร่ืองด่ืม แก่ผูเ้ขา้ร่วมโครงการในการเขา้ร่วมกิจกรรมแต่ละคร้ังของ
โครงการวิจัยน้ี นอกจากน้ีท่านจะได้รับประโยชน์โดยตรงจากการเข้าร่วมการวิจัยคร้ังน้ีท่ีจะช่วยส่งเสริม
สมรรถนะเชิงวฒันธรรมทางการพยาบาลของพยาบาล ซ่ึงมีผลพฒันา ความรู้ ความคิด และการปฏิบติัทางการ
พยาบาลท่ีดีข้ึน และอาจส่งผลให้ท่านมีความมัน่ใจในการทาํงานและความพึงพอใจในการทาํงานท่ีมากข้ึน และ
โครงการวจิยัน้ียงัช่วยส่งเสริมการเตรียมพร้อมท่ีจะรับมือกบัวฒันธรรมท่ีหลายหลากของผูป่้วย เพ่ือผลการรักษาท่ี
ดีข้ึน และอาจเป็นแนวทางปฏิบติัเพ่ือใชพ้ฒันาศกัยภาพของพยาบาลในอนาคต 
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ผลกระทบทีอ่าจเกดิขึน้ 

 ท่านจะไดเ้ขา้ร่วมงานวิจยัเพ่ือทาํการวดัระดบัสมรรถนะเชิงวฒันธรรมทางการพยาบาล และรับการอบรม
อย่างต่อเน่ืองเป็นเวลา 6 เดือน โดยการวิจยัคร้ังน้ีอาจส่งผลกระทบต่อตารางเวลาส่วนตวัต่างๆ และความเป็น
ส่วนตวัของท่านในบางคร้ัง และอาจส่งผลต่อการเปล่ียนแปลงตารางเวลางานของท่าน เพ่ือให้เหมาะสมกับ
ตารางเวลาของกิจกรรมต่างๆของการวิจยัคร้ังน้ี แต่จะไม่ผลกระทบอย่างไรต่อการปฏิบติัหน้าท่ีพยาบาล การ
ฝึกฝน หรือเงินเดือน เบ้ียเล้ียง สิทธิสวสัดิการต่าง ๆ ท่ีท่านพึงจะไดรั้บ และไม่ถือเป็นการลา หากท่านไม่สะดวก
หรือตอ้งการเปล่ียนตารางการทาํงานของท่านโปรดแจง้คณะผูว้จิยั 

การเกบ็รักษาข้อมูล 

 ขอ้มูลท่ีไดจ้ากการวิจยัทั้ งหมดจะเก็บไวเ้ป็นความลบั จะไม่มีการเปิดเผยขอ้มูลของผูเ้ขา้ร่วมการวิจยัเป็น
รายบุคคลแต่อยา่งใด ขอ้มูลทั้งหมดและผลจากการวจิยัคร้ังน้ีจะไม่มีผลกระทบต่อหนา้ท่ีการงานของท่านแต่อยา่ง
ใด และเม่ือเสร็จส้ินการวจิยัแลว้ขอ้มูลท่ีเก่ียวขอ้งกบัผูมี้ส่วนร่วมในการวจิยัทั้งหมดจะถูกทาํลาย 

การช้ีแจงรายละเอียดก่อนการเข้าร่วมโครงการ 

กระบวนการให้ขอ้มูลแก่กลุ่มประชากรจะทาํโดยการช้ีแจงทาํความเขา้ใจเป็นรายกลุ่มหรือรายบุคคลโดย
ผูว้จิยัหลกัและคณะผูท้าํการวจิยั ผูเ้ขา้ร่วมการวจิยัทุกคนจะตอ้งใหค้าํยินยอมเป็นลายลกัษณ์อกัษรก่อนทาํการเก็บ
ขอ้มูล  โดยให้คาํยืนยนัว่าการเขา้ร่วมหรือไม่เขา้ร่วมการวิจยัจะไม่มีผลกระทบแต่อย่างไรต่อการปฏิบติัหน้าท่ี
พยาบาล การฝึกฝน หรือเงินเดือน เบ้ียเล้ียง สิทธิสวสัดิการต่าง ๆ ท่ีท่านพึงจะไดรั้บ 

ความเส่ียงในการเข้าร่วมโครงการ 

การศึกษาวจิยัคร้ังน้ีไม่มีอนัตรายหรือความเส่ียงใดๆทั้งส้ิน 

ความสมัครใจในการเข้าร่วมโครงการ 

 การเขา้ร่วมโครงการวิจยัน้ีเป็นไปโดยความสมคัรใจ และท่านสามารถปฏิเสธท่ีจะเขา้ร่วมหรือถอนตวัจาก
การวิจยัน้ีไดทุ้กขณะ และสามารถปฏิเสธท่ีจะตอบคาํถามท่ีท่านไม่สะดวกหรือไม่สบายใจท่ีจะตอบได ้โดยไม่
ตอ้งให้เหตุผล โดยไม่มีผลกระทบอย่างไรต่อการปฏิบติัหนา้ท่ีพยาบาล การฝึกฝน หรือเงินเดือน เบ้ียเล้ียง สิทธิ
สวสัดิการต่าง ๆ ท่ีท่านพึงจะไดรั้บ  

 ท่านอาจตอ้งสละเวลาส่วนตวัเพ่ือเขา้ร่วมโครงการวิจยัน้ี และอาจมีบางคาํถามท่ีทาํให้ท่านรู้สึกไม่สบายใจ
เม่ือระลึกถึง หรือตอ้งตอบท่านสามารถไม่ตอบคาํถามนั้นได้ หากท่านมีขอ้สงสัยให้สอบถามเพ่ิมเติมไดโ้ดย
สามารถติดต่อผูว้จิยัไดต้ลอดเวลา ผูว้จิยัจะใหข้อ้มูลแก่ท่านโดยผ่านเอกสารฉบบัน้ี และยินดีตอบคาํถามของท่าน
ทุกคาํถามอย่างดีท่ีสุดตลอดเวลา การดาํเนินการหากพบว่า ท่านอยู่ในสภาวะท่ีสมควรได้รับความช่วยเหลือ/
แนะนาํในระหวา่งการคดักรอง ผูว้จิยัจะใหค้าํแนะนาํหรือขอ้มูลแก่ท่านอยา่งดีท่ีสุดเท่าท่ีผูว้จิยัจะสามารถทาํได ้
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เพ่ือให้ผู้มีส่วนร่วมในการวจัิยทบทวนว่ายงัสมัครใจจะอยู่ในงานวจัิยต่อไปหรือไม่  

ขอ้มูลท่ีเก่ียวขอ้งกบัท่านจะเก็บเป็นความลบั หากมีการเสนอผลการวจิยัจะเสนอเป็นภาพรวม ขอ้มูลใดท่ี
สามารถระบุถึงตวัท่านไดจ้ะไม่ปรากฏในรายงาน  

หากท่านไม่ไดรั้บการปฏิบติัตามขอ้มูลดงักล่าวสามารถร้องเรียนไดท่ี้  

คณะกรรมการพิจารณาจริยธรรมการวจิยัในคน กลุ่มสหสถาบนั ชุดท่ี 1 จุฬาลงกรณ์มหาวทิยาลยั   

ชั้น 4  อาคารสถาบนั 2  ซอยจุฬาลงกรณ์ 62  ถนนพญาไท  เขตปทุมวนั  กรุงเทพฯ  10330  

โทรศพัท ์0-2218-8147 หรือ 0-2218-8141 โทรสาร 0-2218-8147   

E-mail eccu@chula.ac.th 
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Appendix VI: Consent Form for Participants 

หนังสือแสดงความยนิยอมเข้าร่วมการวจัิย 

 

     ทาํท่ี....................................................................... 

วนัท่ี.............เดือน.....................พ.ศ. .................. 

 

เลขที ่ผูมี้ส่วนร่วมในการวจิยัจากกลุ่มตวัอยา่ง/ทดลองท่ี…................…… 

 

ขา้พเจา้ ซ่ึงไดล้งนามทา้ยหนงัสือน้ี  ขอแสดงความยนิยอมเขา้ร่วมโครงการวจิยั 

ช่ือโครงการวจัิย ผลของโปรแกรมเพื่อพฒันาสมรรถนะเชิงวฒันธรรมโดยใชก้รณีศึกษาต่อพยาบาลใน
โรงพยาบาลเอกชนในกรุงเทพมหานคร 

ช่ือผู้วจัิย   นางสาวพิมพข์วญั บุญจิตตพ์ิมล 

ทีอ่ยู่ทีต่ิดต่อ  วทิยาลยัวทิยาศาสตร์สาธารณสุข จุฬาลงกรณ์มหาวทิยาลยั  

254 ถนนพญาไท แขวงวงัใหม่ เขตปทุมวนั กทม. 10330 

โทรศัพท์มือถือ  081-131-1122  

E-mail  b.pimkhwan@gmail.com 

 

 ขา้พเจา้ไดรั้บทราบรายละเอียดเก่ียวกบัท่ีมาและวตัถุประสงคใ์นการทาํวจิยั รายละเอียด
ขั้นตอนต่างๆ ท่ีจะตอ้งปฏิบติัหรือไดรั้บการปฏิบติั ความเส่ียง/อนัตราย และประโยชน์ซ่ึงจะเกิดข้ึน
จากการวจิยัเร่ืองน้ี โดยไดอ่้านรายละเอียดในเอกสารช้ีแจงผูเ้ขา้ร่วมการวิจยัโดยตลอด และไดรั้บ
คาํอธิบายจากผูว้จิยั จนเขา้ใจเป็นอยา่งดีแลว้ 

mailto:b.pimkhwan@gmail.com
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ขา้พเจา้จึงสมคัรใจเขา้ร่วมในโครงการวจิยัน้ี ตามท่ีระบุไวใ้นเอกสารช้ีแจงผูเ้ขา้ร่วมการ
วจิยั โดยขา้พเจา้ยนิยอมตอบแบบสอบถามเก่ียวกบัโครงการวจิยัน้ีจาํนวน  2 ส่วนประกอบดว้ย 1) 
ขอ้มูลส่วนตวั 2) สมรรถนะเชิงวฒันธรรมทางการพยาบาล จาํนวน 3 คร้ัง คร้ังๆละ 30-60 นาที โดย
จะทาํการวดัระดบั ณ เวลาก่อนเร่ิมทาํการวจิยั, 3เดือนถดัมา และ 6 เดือนถดัมา โดยโครงการวจิยัน้ี
จะมีการอบรมเพื่อพฒันาสมรรถนะเชิงวฒันธรรมทางการพยาบาล จาํนวน 48 ชัว่โมง (12วนั) และ
การอบรมเพิ่มเติมเพื่อพฒันาสมรรถนะเชิงวฒันธรรมทางการพยาบาล จาํนวน 6 ชัว่โมง (2วนั)
สาํหรับผูเ้ขา้ร่วมจากกลุ่มทดลอง ซ่ึงหลงัจากเสร็จส้ินการวจิยัแลว้ขอ้มูลท่ีเก่ียวขอ้งกบัผูมี้ส่วนร่วม
ในการวจิยัจะถูกทาํลาย 

ขา้พเจา้มีสิทธิถอนตวัออกจากการวจิยัเม่ือใดก็ไดต้ามความประสงคโ์ดยไม่ตอ้งแจง้เหตุผล 
ซ่ึงการถอนตวัออกจากการวิจยันั้นจะโดยไม่มีผลกระทบอยา่งไรต่อการปฏิบติัหนา้ท่ีพยาบาล การ
ฝึกฝน หรือเงินเดือน เบ้ียเล้ียง สิทธิสวสัดิการต่าง ๆ ท่ีขา้พเจา้พึงจะไดรั้บใดๆทั้งส้ิน 

ขา้พเจา้ไดรั้บคาํรับรองวา่ ผูว้ิจยัจะปฏิบติัต่อขา้พเจา้ตามขอ้มูลท่ีระบุไวใ้นเอกสารช้ีแจง
ผูเ้ขา้ร่วมการวจิยั และขอ้มูลใด ๆ ท่ีเก่ียวขอ้งกบัขา้พเจา้ ผูว้จิยัจะเก็บรักษาเป็นความลบั ไม่มีขอ้มูล
ใดในการรายงานท่ีจะนาํไปสู่การระบุตวัขา้พเจา้ 

 หากขา้พเจา้ไม่ไดรั้บการปฏิบติัตรงตามท่ีไดร้ะบุไวใ้นเอกสารช้ีแจงผูเ้ขา้ร่วมการวจิยั 
ขา้พเจา้สามารถร้องเรียนไดท่ี้คณะกรรมการพิจารณาจริยธรรมการวิจยัในคน กลุ่มสหสถาบนั ชุดท่ี 
1 จุฬาลงกรณ์มหาวทิยาลยั ชั้น 4 อาคารสถาบนั 2 ซอยจุฬาลงกรณ์ 62 ถนนพญาไท เขตปทุมวนั 
กรุงเทพฯ 10330 โทรศพัท ์0-2218-8147, 0-2218-8141 โทรสาร 0-2218-8147 E-mail: 
eccu@chula.ac.th 

ขา้พเจา้ไดล้งลายมือช่ือไวเ้ป็นสาํคญัต่อหนา้พยาน ทั้งน้ีขา้พเจา้ไดรั้บสาํเนาเอกสารช้ีแจง
ผูเ้ขา้ร่วมการวจิยั  และสาํเนาหนงัสือแสดงความยนิยอมไวแ้ลว้ 

 

ลงช่ือ............................................................. 

(นางสาวพิมพข์วญั บุญจิตตพ์ิมล) 

                        ผูว้จิยัหลกั 

ลงช่ือ............................................................. 

(............................................................) 

                    ผูมี้ส่วนร่วมในการวจิยั 
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 ลงช่ือ............................................................. 

(............................................................) 

                              พยาน 
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