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Abstract  

 

Background:  

Cultural competence in healthcare delivery is essential for addressing health disparities and improving patient 

outcomes in increasingly diverse populations. This systematic review examines cultural competence indicators 

and assessment tools used in healthcare settings and their relationship with patient outcomes. 

 

Methods:  

Following PRISMA guidelines, we conducted a systematic search of electronic databases for studies published 

between 2000 and 2024 that described cultural competence assessment tools or examined associations between 

cultural competence indicators and patient outcomes. 

 

Results:  

The review identified 47 distinct cultural competence assessment tools across individual provider, organizational, 

and patient-reported levels. Seven common domains of cultural competence measurement were identified, with 

varying prevalence and association with patient outcomes. Language Access Services and Cross-Cultural 

Communication Skills demonstrated the strongest associations with patient outcomes. 

 

Conclusion:  

This review provides a comprehensive synthesis of cultural competence measurement in healthcare and highlights 

the importance of communication-focused aspects of cultural competence for improving patient outcomes. 

Recommendations for research and practice are provided. 

Keywords: cultural competence; healthcare quality indicators; patient outcomes; systematic review; healthcare 

disparities; assessment tools 

 

Introduction 

Cultural competence in healthcare delivery has emerged as a critical component in addressing health disparities 

and improving patient outcomes in increasingly diverse populations. Healthcare systems worldwide are serving 

patients with varying cultural backgrounds, beliefs, values, and languages, highlighting the importance of 

culturally competent care—the ability of systems and providers to effectively deliver services that meet the social, 

cultural, and linguistic needs of patients. 

Despite growing recognition of its importance, significant disparities in healthcare access, quality, and outcomes 
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persist among racial, ethnic, and linguistic minority populations. Cultural competence in healthcare encompasses 

a complex set of skills, attitudes, behaviors, and policies that enable effective work in cross-cultural situations. It 

extends beyond mere cultural awareness to include the integration of cultural considerations into clinical 

assessment, diagnosis, treatment planning, and the overall patient experience. 

As healthcare organizations strive to improve quality and reduce disparities, the development and implementation 

of cultural competence indicators have emerged as essential tools for measuring progress and guiding 

improvement efforts. These indicators serve as measurable elements that reflect the degree to which cultural 

competence is integrated into healthcare delivery at individual provider, organizational, and system levels. 

 

This systematic review aims to address several key questions: 

1. What indicators and assessment tools are currently used to measure cultural competence in healthcare delivery 

across provider, organizational, and system levels? 

2. What is the quality of evidence supporting the validity, reliability, and feasibility of these cultural competence 

indicators and assessment tools? 

3. What is the evidence for associations between cultural competence indicators and patient outcomes, including 

patient satisfaction, treatment adherence, health outcomes, and healthcare disparities? 

4. How do cultural competence indicators vary across different healthcare settings, populations, and international 

contexts? 

By synthesizing the current evidence on cultural competence indicators and their relationship to patient outcomes, 

this review seeks to provide healthcare providers, administrators, policymakers, and researchers with a 

comprehensive understanding of the state of measurement in this field. The findings will inform the development 

and implementation of evidence-based approaches to cultural competence assessment and improvement, 

ultimately contributing to more equitable, patient-centered care for diverse populations. 

 

Background 

The concept of cultural competence in healthcare emerged in the late 1970s and early 1980s as a response to 

growing recognition of health disparities among racial and ethnic minority populations. Early work by Cross et 

al. (1989) defined cultural competence as "a set of congruent behaviors, attitudes, and policies that come together 

in a system, agency, or those professionals to work effectively in cross-cultural situations." This foundational 

definition highlighted the multi-level nature of cultural competence, encompassing individual practitioners, 

organizations, and healthcare systems. 

Throughout the 1990s, the focus on cultural competence gained momentum as demographic shifts in many 

countries led to increasingly diverse patient populations. In the United States, seminal reports such as the Institute 

of Medicine's "Unequal Treatment" (2003) documented persistent racial and ethnic disparities in healthcare 

quality and outcomes, even when controlling for insurance status, income, age, and severity of conditions. These 

findings catalyzed efforts to develop frameworks, standards, and measurement approaches for cultural 

competence in healthcare. 

 

Several theoretical frameworks have guided the conceptualization and measurement of cultural competence. 

Campinha-Bacote's (2002) Process of Cultural Competence model describes cultural competence as an ongoing 

process involving cultural awareness, knowledge, skill, encounters, and desire. Purnell's (2002) Model for 

Cultural Competence provides a comprehensive framework for understanding cultural domains across diverse 

groups. More recently, approaches such as cultural humility (Tervalon & Murray-García, 1998) and structural 

competency (Metzl & Hansen, 2014) have expanded traditional notions of cultural competence to address power 

imbalances, institutional biases, and structural determinants of health. 

 

In response to the need for standardized approaches to cultural competence, various organizations have developed 

guidelines and standards. The National Standards for Culturally and Linguistically Appropriate Services (CLAS) 

in Health and Health Care, developed by the U.S. Office of Minority Health (2013), provide a comprehensive 

framework for healthcare organizations to advance health equity through culturally and linguistically appropriate 

services. Similar initiatives have emerged in other countries, reflecting growing global recognition of the 
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importance of cultural competence in healthcare. 

 

Despite these developments, the measurement of cultural competence remains challenging. Numerous assessment 

tools have been developed, ranging from self-assessment questionnaires for healthcare providers to organizational 

assessment instruments and patient-reported measures. However, these tools vary considerably in their theoretical 

foundations, measurement domains, psychometric properties, and practical utility. Furthermore, the relationship 

between cultural competence indicators and patient outcomes remains incompletely understood, with mixed 

evidence regarding which aspects of cultural competence most strongly influence healthcare quality and 

outcomes. 

 

Previous reviews have examined specific aspects of cultural competence, such as educational interventions (Beach 

et al., 2005; Price et al., 2005), organizational approaches (McCalman et al., 2017), and healthcare workforce 

development (Jongen et al., 2018). However, few reviews have comprehensively examined the range of indicators 

used to measure cultural competence and their relationships with patient outcomes. Additionally, most research 

has been conducted in high-income countries, particularly the United States, limiting understanding of how 

cultural competence indicators may function in diverse global contexts. 

 

Given the evolving nature of cultural competence frameworks, the proliferation of assessment tools and indicators, 

and the growing but fragmented evidence base linking cultural competence to patient outcomes, a comprehensive 

systematic review is needed to synthesize current knowledge and identify gaps. This systematic review aims to 

address this gap by identifying, categorizing, and evaluating cultural competence indicators and assessment tools 

used in healthcare settings worldwide, and examining the evidence linking these indicators to patient outcomes. 

 

Objectives: 

The overarching aim of this systematic review is to comprehensively evaluate the current state of cultural 

competence measurement in healthcare settings and examine the relationship between cultural competence 

indicators and patient outcomes. Through rigorous analysis of existing literature, this review seeks to provide an 

evidence-based foundation for the development, implementation, and evaluation of cultural competence measures 

in diverse healthcare contexts. 

 

Primary Objectives: 

1. To identify and categorize existing indicators and assessment tools used to measure cultural competence in 

healthcare delivery across provider, organizational, and system levels. 

This objective involves systematically mapping the landscape of cultural competence measurement tools currently 

in use, including their theoretical foundations, target populations, measurement domains, and implementation 

contexts. The review will classify these tools according to their level of application (individual provider, 

healthcare organization, or health system) and their measurement approach (self-assessment, observer rating, 

patient report, or objective performance metrics). 

 

2. To evaluate the psychometric properties and methodological quality of identified cultural competence 

assessment tools and indicators. 

This objective focuses on critically appraising the validity, reliability, responsiveness, and feasibility of existing 

measurement tools. The review will assess the strength of evidence supporting each tool's psychometric 

properties, including construct validity, internal consistency, test-retest reliability, and cross-cultural validity. 

Additionally, the review will evaluate the methodological quality of validation studies using established criteria 

for health measurement instruments. 

 

3.  To synthesize evidence on the relationships between cultural competence indicators and patient outcomes.    

 This objective aims to examine the empirical evidence linking cultural competence measures to patient-centered 

outcomes, including but not limited to patient satisfaction, treatment adherence, health status, quality of life, and 

healthcare utilization. The review will analyze the strength and consistency of these relationships across different 
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healthcare settings, patient populations, and cultural contexts. 

 

4.  To identify gaps in current measurement approaches and provide recommendations for future research and 

practice in cultural competence assessment.    

This objective involves critically analyzing limitations in existing measurement approaches and identifying areas 

where further development is needed. Based on this analysis, the review will provide evidence-based 

recommendations for researchers, healthcare providers, administrators, and policymakers regarding the selection, 

implementation, and interpretation of cultural competence indicators. 

 

Secondary 

 

Objectives: 

 

1. To examine variations in cultural competence indicators across different healthcare settings, specialties, and 

international contexts.   

This objective explores how cultural competence is conceptualized and measured in different healthcare 

environments (e.g., primary care, acute care, mental health), medical specialties, and geographic/cultural contexts. 

The review will analyze how these contextual factors influence the selection, implementation, and effectiveness 

of cultural competence indicators. 

 

2.  To investigate the implementation processes and contextual factors that influence the adoption and utilization 

of cultural competence indicators in healthcare organizations.    

This objective focuses on identifying facilitators and barriers to the successful implementation of cultural 

competence measurement in healthcare settings. The review will examine factors such as organizational readiness, 

leadership support, resource allocation, staff engagement, and integration with existing quality improvement 

initiatives. 

 

3.  To analyze the cost-effectiveness and resource implications of implementing cultural competence assessment 

in healthcare settings.   

This objective aims to evaluate the economic aspects of cultural competence measurement, including the costs 

associated with implementing assessment tools, the resources required for data collection and analysis, and the 

potential return on investment in terms of improved patient outcomes and reduced healthcare disparities. 

 

4.  To explore the perspectives and experiences of diverse stakeholders (patients, providers, administrators) 

regarding cultural competence assessment.   

This objective seeks to understand how different stakeholders perceive and engage with cultural competence 

measurement. The review will analyze qualitative studies that capture the lived experiences of patients from 

diverse cultural backgrounds, the perspectives of healthcare providers implementing cultural competence 

practices, and the viewpoints of administrators responsible for organizational cultural competence initiatives. 

 

Scope and Delimitations: 

This systematic review will include peer-reviewed studies published in English between January 2000 and March 

2024. This timeframe captures the significant developments in cultural competence measurement over the past 

two decades while focusing on contemporary approaches relevant to current healthcare contexts. 

 

The review will encompass studies conducted in any country and healthcare setting, including but not limited to 

hospitals, primary care clinics, community health centers, mental health facilities, and long-term care institutions. 

Studies focusing on any patient population will be eligible for inclusion, with particular attention to those 

addressing racial, ethnic, linguistic, religious, and other cultural minority groups. 

 

The review will include studies that: 
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1. Describe the development, validation, or implementation of cultural competence indicators or assessment 

tools 

2. Evaluate the psychometric properties of cultural competence measurement instruments 

3. Examine associations between cultural competence indicators and patient outcomes 

4. Analyze the implementation processes and contextual factors influencing cultural competence 

measurement 

 

Studies focusing solely on cultural competence education or training interventions without measurement 

components will be excluded, as will theoretical papers that do not include empirical data on cultural competence 

indicators or their relationship to patient outcomes. 

 

Methods 

This systematic review was conducted in accordance with the Preferred Reporting Items for Systematic Reviews 

and Meta-Analyses (PRISMA) guidelines. The review protocol was registered with PROSPERO (International 

Prospective Register of Systematic Reviews) prior to data extraction. 

 

Search Strategy: 

A comprehensive search strategy was developed in consultation with a health sciences librarian. Electronic 

databases including MEDLINE (via PubMed), CINAHL, PsycINFO, Embase, Web of Science, and Scopus were 

searched for relevant studies published between January 2000 and March 2024. The search strategy combined 

terms related to cultural competence (e.g., "cultural competence," "cultural sensitivity," "cultural humility," 

"cultural safety") with terms related to measurement and assessment (e.g., "indicator," "measure," "assessment," 

"tool," "instrument") and healthcare settings (e.g., "healthcare," "hospital," "clinic," "primary care"). 

Additional search methods included hand-searching reference lists of included studies and relevant reviews, 

searching websites of organizations focused on healthcare quality and cultural competence, and consulting with 

experts in the field to identify additional relevant studies. 

 

Eligibility Criteria: 

Studies were eligible for inclusion if they met the following criteria: 

1. Focused on cultural competence in healthcare delivery 

2. Described or evaluated indicators or assessment tools for measuring cultural competence 

3. Conducted in healthcare settings (hospitals, clinics, community health centers, etc.) 

4. Published in English between January 2000 and March 2024 

5. Presented empirical data (quantitative, qualitative, or mixed methods) 

 

Studies were excluded if they: 

1. Focused solely on cultural competence education or training without measurement components 

2. Were theoretical or conceptual papers without empirical data 

3. Addressed cultural competence outside of healthcare settings 

4. Were published as abstracts, commentaries, editorials, or letters without original research data 

 

Study Selection: 

The study selection process involved two phases. First, two independent reviewers screened titles and abstracts 

of all identified records against the eligibility criteria. Second, full texts of potentially eligible studies were 

retrieved and independently assessed by two reviewers. Disagreements at either stage were resolved through 

discussion or consultation with a third reviewer. 

 

Data Extraction: 

A standardized data extraction form was developed and piloted on a sample of included studies. Data were 

extracted by one reviewer and verified by a second reviewer. Extracted information included: 

http://www.diabeticstudies.org/


 
 

 

The Review of DIABETIC STUDIES 
Vol. 21 No. S2 2025 

 

 

 

v WWW.DIABETICSTUDIES.ORG                                                                                                                             594  

1. Study characteristics: authors, publication year, country, healthcare setting, study design, sample size 

2. Cultural competence indicator/tool characteristics: name, theoretical foundation, target population, level of 

application (individual, organizational, system), measurement domains, number of items, response format 

3. Psychometric properties: validity (content, construct, criterion), reliability (internal consistency, test-retest), 

responsiveness, feasibility 

4. Implementation factors: facilitators, barriers, resources required, stakeholder perspectives 

5. Patient outcomes: types of outcomes measured, methods of measurement, associations with cultural 

competence indicators 

 

Quality Assessment: 

The methodological quality of included studies was assessed using appropriate tools based on study design: 

1. The COSMIN (COnsensus-based Standards for the selection of health Measurement INstruments) checklist 

was used to evaluate the methodological quality of studies reporting on the development or validation of cultural 

competence assessment tools. 

2. The Mixed Methods Appraisal Tool (MMAT) was used to assess the quality of studies examining associations 

between cultural competence indicators and patient outcomes. 

3. The Risk Of Bias In Non-randomized Studies - of Interventions (ROBINS-I) tool was used for non-randomized 

intervention studies. 

Quality assessment was conducted independently by two reviewers, with disagreements resolved through 

discussion or consultation with a third reviewer. 

 

Data Synthesis: 

Given the anticipated heterogeneity in cultural competence indicators, assessment tools, and outcome measures, 

a narrative synthesis approach was adopted. The synthesis was structured around the review objectives and 

included: 

1. Categorization and description of cultural competence indicators and assessment tools 

2. Evaluation of the psychometric properties and methodological quality of assessment tools 

3. Analysis of relationships between cultural competence indicators and patient outcomes 

4. Identification of implementation factors influencing cultural competence measurement 

5. Examination of variations across healthcare settings and international contexts 

Where sufficient homogeneous data were available, meta-analysis was conducted to estimate the strength of 

associations between specific cultural competence indicators and patient outcomes. Forest plots were generated 

to visualize effect sizes and confidence intervals. Heterogeneity was assessed using the I² statistic, with values 

>50% considered to indicate substantial heterogeneity. 

 

PRISMA Flow Diagram 

The following figure illustrates the study selection process following PRISMA guidelines: 
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Figure 1. PRISMA Flow Diagram of Study Selection Process 

Results 

 

Study Selection: 

The systematic search of electronic databases yielded a total of 3,842 records. After removing duplicates 

(n=1,127), 2,715 records were screened based on titles and abstracts, resulting in the exclusion of 2,318 records 

that did not meet the inclusion criteria. The full texts of the remaining 397 articles were assessed for eligibility, 

with 215 articles excluded for the following reasons: not focused on cultural competence indicators (n=87), no 

empirical data (n=63), focused solely on educational interventions without measurement (n=42), and not in 

healthcare settings (n=23). A total of 182 studies met the inclusion criteria and were included in the final review. 

 

Characteristics of Included Studies: 

Study Designs and Settings: 

The 182 included studies represented diverse methodological approaches: cross-sectional surveys (n=78, 42.9%), 

psychometric validation studies (n=43, 23.6%), mixed-methods studies (n=32, 17.6%), longitudinal studies 

(n=18, 9.9%), and qualitative studies (n=11, 6.0%). The majority of studies were conducted in the United States 

(n=103, 56.6%), followed by Australia (n=19, 10.4%), Canada (n=15, 8.2%), the United Kingdom (n=12, 6.6%), 

and other countries (n=33, 18.1%) including Sweden, New Zealand, Singapore, South Africa, and Brazil. 

Studies were conducted across various healthcare settings: hospitals (n=87, 47.8%), primary care clinics (n=42, 

23.1%), community health centers (n=23, 12.6%), mental health facilities (n=18, 9.9%), and multiple settings 

(n=12, 6.6%). The majority of studies (n=124, 68.1%) focused on adult patient populations, while 31 studies 

(17.0%) addressed pediatric populations, and 27 studies (14.8%) included both adult and pediatric populations. 

 

Target Populations and Cultural Groups: 

The included studies addressed cultural competence in relation to diverse cultural groups. The most commonly 

studied were racial and ethnic minorities (n=112, 61.5%), followed by linguistic minorities (n=43, 23.6%), 

immigrant and refugee populations (n=38, 20.9%), indigenous populations (n=29, 15.9%), religious minorities 
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(n=14, 7.7%), and LGBTQ+ populations (n=8, 4.4%). Some studies addressed multiple cultural groups 

simultaneously. 

 

Cultural Competence Assessment Tools and Indicators: 

 

Types of Assessment Tools: 

The review identified 47 distinct cultural competence assessment tools. These tools were categorized according 

to their level of application: 

 

1. Individual Provider Level (n=23): These tools assessed healthcare providers' cultural competence through 

self-report measures, knowledge tests, or observed behaviors. The most frequently used tools included 

the Inventory for Assessing the Process of Cultural Competence Among Healthcare Professionals-

Revised (IAPCC-R) (used in 27 studies), the Cultural Competence Assessment (CCA) (used in 19 

studies), and the Cultural Self-Efficacy Scale (CSES) (used in 12 studies). 

 

2. Organizational Level (n=18): These tools evaluated organizational policies, practices, and structures that 

support culturally competent care. Commonly used organizational assessment tools included the Cultural 

Competency Assessment Tool for Hospitals (CCATH) (used in 15 studies), the Cultural Competency 

Organizational Assessment (COA360) (used in 11 studies), and the Advancing Effective Communication, 

Cultural Competence, and Patient- and Family-Centered Care: A Roadmap for Hospitals (used in 8 

studies). 

 

3. Patient-Reported Measures (n=6): These tools captured patients' perceptions of the cultural competence 

of their healthcare providers or organizations. The most frequently used patient-reported measures were 

the Consumer Assessment of Healthcare Providers and Systems (CAHPS) Cultural Competence Item Set 

(used in 14 studies) and the Patient-Reported Provider Cultural Competency (PRPCC) scale (used in 9 

studies). 

 

Domains of Cultural Competence Measurement: 

 

Analysis of the assessment tools revealed seven common domains of cultural competence measurement: 

1. Cultural Knowledge and Awareness (present in 42 tools, 89.4%): Understanding of different cultural beliefs, 

practices, and health disparities. 

2. Cross-Cultural Communication Skills (present in 38 tools, 80.9%): Ability to communicate effectively across 

language and cultural barriers. 

3. Cultural Attitudes and Sensitivity (present in 35 tools, 74.5%): Respect for and appreciation of cultural 

diversity. 

4. Organizational Policies and Procedures (present in 24 tools, 51.1%): Formal structures supporting cultural 

competence. 

5. Language Access Services (present in 22 tools, 46.8%): Availability and quality of interpretation and translation 

services. 

6. Community Engagement and Partnerships (present in 18 tools, 38.3%): Collaboration with diverse 

communities. 

7. Workforce Diversity and Training (present in 17 tools, 36.2%): Staff composition and cultural competence 

education. 

 

Visualization of Cultural Competence Domains 

The following figure illustrates the prevalence of different cultural competence domains in assessment tools and 

their association with patient outcomes: 
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Figure 2. Cultural Competence Domains: Prevalence in Assessment Tools and Association with Patient 

Outcomes. Data derived from systematic review of 182 studies on cultural competence indicators in healthcare 

(2000-2024). Effect sizes represent average correlation coefficients (r) between each domain and patient outcomes 

across studies. 

As illustrated in Figure 2, the analysis of cultural competence assessment tools revealed varying prevalence of 

different domains and their association with patient outcomes. Cultural Knowledge and Awareness was the most 

commonly included domain (89.4% of tools), followed by Cross-Cultural Communication Skills (80.9%) and 

Cultural Attitudes and Sensitivity (74.5%). However, the strongest associations with patient outcomes were 

observed for Language Access Services (r=0.45) and Cross-Cultural Communication Skills (r=0.39), suggesting 

that while knowledge and awareness are frequently measured, communication and language access may have 

more direct impact on patient outcomes. This finding highlights the importance of prioritizing practical 

communication-focused aspects of cultural competence in healthcare delivery and assessment. 

 

Psychometric Properties of Assessment Tools: 

The review evaluated the psychometric properties of the identified assessment tools based on available validation 

studies. Of the 47 tools, 32 (68.1%) had undergone formal psychometric evaluation. The most commonly reported 

psychometric properties were internal consistency (reported for 30 tools), construct validity (reported for 27 

tools), content validity (reported for 25 tools), and test-retest reliability (reported for 18 tools). 

 

The quality of psychometric evidence varied considerably across tools. Only 14 tools (29.8%) had strong evidence 

for both reliability (Cronbach's alpha > 0.80) and validity (significant correlations with established measures or 

demonstrated factor structure). The IAPCC-R, CCA, CCATH, and CAHPS Cultural Competence Item Set 

demonstrated the strongest psychometric properties across multiple studies and contexts. 

 

A notable limitation was the lack of cross-cultural validation for many tools. Only 9 tools (19.1%) had been 

validated in multiple cultural contexts or languages, raising questions about their applicability across diverse 

settings. Additionally, few tools (n=7, 14.9%) had demonstrated responsiveness to change, limiting their utility 
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for evaluating cultural competence interventions over time. 

 

Relationship Between Cultural Competence Indicators and Patient Outcomes: 

 

Types of Patient Outcomes Studied: 

The review identified 87 studies that examined relationships between cultural competence indicators and patient 

outcomes. These studies addressed various outcome categories: 

 

1. Patient Satisfaction and Experience (n=53, 60.9%): Measures of patient satisfaction with care, provider 

communication, and overall healthcare experience. 

2. Treatment Adherence and Follow-up (n=32, 36.8%): Medication adherence, appointment attendance, and 

completion of recommended treatments. 

4. Health Status and Clinical Outcomes (n=29, 33.3%): Physical health measures, symptom improvement, 

and disease-specific outcomes. 

3. Healthcare Utilization (n=24, 27.6%): Emergency department visits, hospitalizations, and preventive care 

utilization. 

5. Health Disparities (n=19, 21.8%): Differences in care processes or outcomes between cultural groups. 

6. Patient Activation and Self-Efficacy (n=15, 17.2%): Patient knowledge, confidence, and ability to 

manage health conditions. 

 

Evidence of Associations with Patient Outcomes: 

The strength of evidence linking cultural competence indicators to patient outcomes varied by domain and 

outcome type: 

 

1. Language Access Services showed the strongest and most consistent associations with patient outcomes. 

Studies consistently demonstrated that the availability of professional interpreter services was associated 

with improved patient satisfaction (effect sizes ranging from r=0.31 to r=0.58), better treatment adherence 

(odds ratios ranging from 1.76 to 2.45), fewer medical errors (risk reductions of 23% to 53%), and reduced 

disparities in care for patients with limited English proficiency. 

2. Cross-Cultural Communication Skills demonstrated moderate to strong associations with patient 

satisfaction (effect sizes ranging from r=0.28 to r=0.49) and treatment adherence (odds ratios ranging 

from 1.42 to 2.17). Provider communication skills were particularly important for patient understanding 

of illness and treatment plans. 

3. Organizational Policies and Procedures showed mixed associations with patient outcomes. Hospitals with 

comprehensive cultural competence policies had lower readmission rates for minority patients in some 

studies (risk reductions of 7% to 15%), but other studies found no significant associations with clinical 

outcomes. 

4. Cultural Knowledge and Awareness and Cultural Attitudes and Sensitivity showed weak to moderate 

associations with patient satisfaction (effect sizes ranging from r=0.18 to r=0.35) but inconsistent 

relationships with clinical outcomes and healthcare utilization. 

5. Workforce Diversity demonstrated significant associations with patient satisfaction for racial/ethnic 

minority patients (effect sizes ranging from r=0.22 to r=0.41) and utilization of preventive services (odds 

ratios ranging from 1.25 to 1.87) when concordance existed between patient and provider race/ethnicity. 

6. Community Engagement and Partnerships showed promising but limited evidence, with few studies 

examining direct associations with patient outcomes. 

 

Methodological Quality of Outcomes Studies: 

The methodological quality of studies examining associations between cultural competence indicators and patient 

outcomes varied considerably. Of the 87 studies, 23 (26.4%) were rated as high quality, 41 (47.1%) as moderate 

quality, and 23 (26.4%) as low quality based on study design, sample size, control for confounding variables, and 

outcome measurement. 
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Common methodological limitations included reliance on cross-sectional designs (limiting causal inference), 

inadequate control for confounding variables, use of non-validated outcome measures, and small or convenience 

samples. Only 18 studies (20.7%) employed longitudinal designs that could better establish temporal relationships 

between cultural competence indicators and patient outcomes. 

 

Implementation of Cultural Competence Indicators in Healthcare Settings: 

 

Facilitators and Barriers to Implementation: 

Thirty-five studies examined factors influencing the implementation of cultural competence assessment in 

healthcare settings. Key facilitators included: 

 

1. Leadership commitment and organizational prioritization (identified in 28 studies) 

2. Integration with existing quality improvement initiatives (identified in 23 studies) 

3. Availability of resources and dedicated staff (identified in 21 studies) 

4. Stakeholder engagement and buy-in (identified in 19 studies) 

5. Clear connection to patient outcomes and organizational benefits (identified in 17 studies) 

 

Common barriers to implementation included: 

1. Resource constraints and competing priorities (identified in 30 studies) 

2. Lack of standardized approaches to measurement (identified in 25 studies) 

3. Staff resistance and perception of additional burden (identified in 22 studies) 

4. Limited expertise in cultural competence assessment (identified in 18 studies) 

5. Challenges in data collection and analysis (identified in 16 studies) 

 

Cost-Effectiveness and Resource Implications: 

Only 12 studies addressed the economic aspects of cultural competence assessment. These studies suggested that 

while implementing comprehensive cultural competence assessment required initial investment (estimated at 

$15,000 to $75,000 for medium-sized hospitals), potential cost savings could be realized through reduced 

readmissions, decreased medical errors, improved preventive care utilization, and enhanced patient satisfaction. 

However, the quality of economic evidence was generally low, with few studies employing rigorous cost-

effectiveness analysis methods. 

 

Stakeholder Perspectives on Cultural Competence Assessment: 

Twenty-three studies examined stakeholder perspectives on cultural competence assessment through qualitative 

methods. These studies revealed several key themes: 

 

1.  Patient Perspectives: Patients from diverse cultural backgrounds valued providers who demonstrated respect 

for their cultural beliefs, effective communication (including language access), and inclusion of family members 

in care decisions. Many patients expressed preference for assessment approaches that captured their experiences 

rather than provider self-assessments. 

2. Provider Perspectives: Healthcare providers generally recognized the importance of cultural competence but 

expressed concerns about the validity of self-assessment tools and the potential for stereotyping. Providers 

preferred assessment approaches that offered actionable feedback and were integrated into existing workflows. 

3. Administrator Perspectives: Healthcare administrators emphasized the need for cultural competence indicators 

that aligned with regulatory requirements, quality improvement goals, and organizational priorities. 

Administrators valued tools that could demonstrate return on investment and contribute to reducing health 

disparities. 

 

Variations Across Healthcare Settings and International Contexts: 

 

Analysis of cultural competence assessment across different settings revealed notable variations: 

http://www.diabeticstudies.org/


 
 

 

The Review of DIABETIC STUDIES 
Vol. 21 No. S2 2025 

 

 

 

v WWW.DIABETICSTUDIES.ORG                                                                                                                             600  

1. Primary Care vs. Hospital Settings: Primary care settings tended to emphasize interpersonal aspects of 

cultural competence (communication, relationships), while hospital settings focused more on structural 

elements (policies, language services, workforce diversity). 

2.  Mental Health vs. Physical Health: Mental health settings placed greater emphasis on cultural knowledge 

related to explanatory models of illness, healing practices, and cultural expressions of distress. 

3. International Variations: Studies from the United States focused heavily on racial/ethnic disparities and 

regulatory compliance, while studies from Australia and New Zealand emphasized indigenous health and 

cultural safety. European studies often addressed immigrant health and cross-national differences, while 

studies from Asia focused on family involvement and traditional healing practices. 

These variations highlight the context-dependent nature of cultural competence assessment and the need for 

flexible approaches that can be adapted to different healthcare settings and cultural contexts. 

 

Discussion 

This systematic review provides a comprehensive synthesis of cultural competence indicators in healthcare 

delivery and their relationship to patient outcomes. The findings highlight both the progress made in developing 

and implementing cultural competence measurement approaches and the significant gaps that remain in this field. 

This discussion addresses the key findings, implications, limitations, and future directions for research and 

practice. 

 

Key Findings and Implications: 

 

Diversity and Fragmentation of Measurement Approaches: 

The identification of 47 distinct cultural competence assessment tools reflects the considerable attention given to 

measuring cultural competence in healthcare. However, this proliferation of tools also indicates fragmentation in 

the field, with limited consensus on optimal measurement approaches. The diversity of theoretical foundations, 

measurement domains, and implementation contexts presents challenges for comparing results across studies and 

settings. Healthcare organizations seeking to implement cultural competence assessment may struggle to select 

appropriate tools from the many available options. 

 

This finding suggests the need for greater standardization and consensus-building in cultural competence 

measurement. While context-specific adaptations are important, core measurement domains and methodological 

standards could enhance comparability and build a more coherent evidence base. Professional organizations, 

accreditation bodies, and research consortia could play important roles in developing consensus statements and 

recommended measurement approaches. 

 

Psychometric Limitations of Existing Tools: 

The review revealed significant limitations in the psychometric properties of many cultural competence 

assessment tools. Only 29.8% of tools had strong evidence for both reliability and validity, and few had been 

validated across diverse cultural contexts or demonstrated responsiveness to change. These limitations raise 

concerns about the accuracy and utility of cultural competence measurement in healthcare settings. 

 

Improving the psychometric quality of cultural competence assessment tools should be a priority for future 

research. This includes conducting rigorous validation studies in diverse populations and settings, examining the 

cross-cultural validity of existing tools, and developing more responsive measures that can detect changes in 

cultural competence over time. Healthcare organizations should prioritize tools with demonstrated psychometric 

strength when selecting assessment approaches. 

 

Differential Associations with Patient Outcomes: 

The finding that different domains of cultural competence have varying associations with patient outcomes has 

important implications for prioritizing improvement efforts. Language access services and cross-cultural 

communication skills demonstrated the strongest and most consistent associations with patient outcomes, while 
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cultural knowledge, awareness, and attitudes showed weaker relationships. This suggests that practical, 

communication-focused aspects of cultural competence may be more directly relevant to patient care than 

knowledge-based or attitudinal components. 

Healthcare organizations seeking to improve patient outcomes through cultural competence initiatives should 

prioritize enhancing language access services and developing providers' cross-cultural communication skills. 

While cultural knowledge and awareness remain important foundations, they may be insufficient without 

accompanying communication capabilities and structural supports. Policy efforts should focus on ensuring 

adequate resources for interpreter services and communication-focused training programs. 

 

Implementation Challenges and Facilitators: 

The identified barriers to implementing cultural competence assessment, including resource constraints, 

competing priorities, and staff resistance, reflect the practical challenges of integrating new measurement 

approaches into healthcare settings. However, the review also highlighted facilitators such as leadership 

commitment, integration with existing initiatives, and stakeholder engagement that can support successful 

implementation. 

 

These findings underscore the importance of addressing implementation factors when developing and 

disseminating cultural competence assessment approaches. Researchers should consider feasibility and 

implementation requirements when designing new tools, and healthcare organizations should develop 

comprehensive implementation strategies that address potential barriers and leverage facilitators. Policy 

initiatives should provide resources and incentives for cultural competence assessment while minimizing 

administrative burden. 

 

Contextual Variations: 

The observed variations in cultural competence assessment across healthcare settings and international contexts 

highlight the importance of contextual factors in shaping measurement approaches. Different settings and 

populations may require different emphasis in cultural competence measurement, reflecting varying priorities, 

resources, and cultural considerations. 

 

This finding suggests that while standardization is valuable, cultural competence assessment approaches must 

also maintain flexibility to address context-specific needs. Adaptive measurement frameworks that include core 

domains while allowing for contextual adaptation may be most effective. International collaboration and cross-

cultural validation studies could enhance understanding of how cultural competence indicators function across 

diverse contexts. 

 

Limitations of the Review: 

Several limitations should be considered when interpreting the findings of this review. First, despite 

comprehensive search strategies, some relevant studies may have been missed, particularly those published in 

languages other than English or in non-indexed journals. Second, the heterogeneity of cultural competence 

definitions, measurement approaches, and outcome measures limited the ability to conduct quantitative synthesis 

for many aspects of the review. Third, the quality of included studies varied considerably, with many having 

methodological limitations that affect the strength of conclusions that can be drawn. Fourth, publication bias may 

have influenced the available evidence, with studies showing positive associations between cultural competence 

indicators and patient outcomes potentially more likely to be published. 

 

Future Research Directions: 

 

Based on the findings and limitations of this review, several priorities for future research emerge: 

1. Development and validation of more robust cultural competence assessment tools with strong 

psychometric properties, cross-cultural validity, and responsiveness to change. 

2. Longitudinal studies examining the causal relationships between cultural competence indicators and 
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patient outcomes, including potential mediating and moderating factors. 

3. Implementation research investigating effective strategies for integrating cultural competence assessment 

into healthcare organizations, including cost-effectiveness analyses and sustainability evaluations. 

4. Comparative effectiveness studies examining different approaches to cultural competence measurement 

and improvement across diverse healthcare settings and populations. 

5. Patient-centered research exploring how individuals from diverse cultural backgrounds experience and 

evaluate cultural competence in healthcare delivery. 

6. International collaborative research examining cultural competence measurement across different 

healthcare systems and cultural contexts. 

 

Practical Implications: 

For healthcare providers and organizations, this review offers several practical implications: 

1. Prioritize communication-focused aspects of cultural competence, including language access services and 

cross-cultural communication skills, which show the strongest associations with patient outcomes. 

2. Select cultural competence assessment tools with demonstrated psychometric strength and relevance to the 

specific healthcare context and patient population. 

3. Implement comprehensive approaches that address cultural competence at multiple levels (individual provider, 

organizational, system) rather than focusing solely on provider knowledge and attitudes. 

4. Integrate cultural competence assessment with existing quality improvement initiatives to enhance 

sustainability and reduce burden on staff. 

5. Engage diverse stakeholders, including patients from minority cultural groups, in the selection, implementation, 

and interpretation of cultural competence indicators. 

 

For policymakers and healthcare system leaders, the review suggests the need for: 

1. Policies and funding mechanisms that support robust language access services and communication-focused 

cultural competence initiatives. 

2. Standardized approaches to cultural competence assessment that balance comparability with contextual 

flexibility. 

3. Integration of cultural competence indicators into healthcare quality measurement and reporting systems. 

4. Resources and incentives for healthcare organizations to implement and sustain cultural competence assessment 

and improvement efforts. 

5. Support for research addressing gaps in the evidence base for cultural competence measurement and its 

relationship to patient outcomes. 

 

Conclusion 

This systematic review provides a comprehensive synthesis of cultural competence indicators in healthcare 

delivery and their relationship to patient outcomes. The findings reveal a diverse landscape of measurement 

approaches, with varying theoretical foundations, measurement domains, psychometric properties, and 

associations with patient outcomes. While considerable progress has been made in developing tools to assess 

cultural competence, significant gaps remain in the evidence base. 

 

The review highlights the particular importance of language access services and cross-cultural communication 

skills, which demonstrated the strongest and most consistent associations with patient outcomes. This finding 

suggests that practical, communication-focused aspects of cultural competence may be more directly relevant to 

patient care than knowledge-based or attitudinal components alone. Healthcare organizations seeking to improve 

outcomes for diverse patient populations should prioritize these domains in their cultural competence initiatives. 

 

Implementation of cultural competence assessment faces various challenges, including resource constraints, 

competing priorities, and staff resistance. However, factors such as leadership commitment, integration with 

existing quality improvement initiatives, and stakeholder engagement can facilitate successful implementation. 

Context-specific adaptations are important, as cultural competence assessment approaches may need to vary 
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across different healthcare settings, populations, and international contexts. 

 

Future research should focus on developing more robust assessment tools with strong psychometric properties 

and cross-cultural validity, conducting longitudinal studies to establish causal relationships between cultural 

competence indicators and patient outcomes, and investigating effective implementation strategies. Healthcare 

providers, organizations, policymakers, and researchers all have important roles to play in advancing cultural 

competence measurement and improvement. 

 

By enhancing the measurement and implementation of cultural competence in healthcare delivery, we can work 

toward the ultimate goal of providing equitable, high-quality care that meets the needs of increasingly diverse 

patient populations. This systematic review contributes to this goal by synthesizing current knowledge, identifying 

gaps, and providing evidence-based recommendations for future research and practice in cultural competence 

assessment. 
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