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Background: Cultural sensibility is an important concept linked to the achievement of cultural competence.
Health professionals must first improve their cultural sensibility to become culturally competent and to be able to
offer competent care to culturally diverse populations.
Aim
To develop and psychometrically test the Cultural Sensibility Scale for Nursing (CUSNUR), a cultural sensibility
scale that can be used in nursing for the achievement of competencies needed to care for culturally diverse
populations.
Design and methods: The cross-sectional survey was conducted over two stages. The first stage involved the crosscultural and discipline-specific adaptation of an existing scale addressing this concept in the field of law using the
reverse translation method. Second, validation of the scale was carried out from October 2016–June 2017 by
studying the psychometric properties of the questionnaire through an analysis of content acceptability and
reliability and through exploratory factor analysis (EFA).
Results: The questionnaire was designed to be clear, easy to understand, and of adequate length, and experts
involved in content validation agreed that the scale meets these criteria. A total of 253 nursing students
participated in the validation stage. Four factors were identified from the EFA: (1) patient and health professional
behaviours, (2) self-assessments, (3) self-awareness, and (4) cultural influence. Two items were excluded.
Factorial saturation is adequate for all factors (>0.30). The Cronbach alpha was measured as 0.75.
Conclusions: This study presents the first version of the CUSNUR and demonstrates that the scale is valid and
reliable.

1. Introduction
The International Council of Nurses stipulated that nurses must
inherently respect human rights, including cultural rights. Caring for
people by addressing their diversity is a moral and professional

responsibility as well as an obligation for current and future nurses
(Hemberg and Vilander, 2017; Repo et al., 2017; Yilmaz et al., 2017).
The provision of culturally competent care can help reduce in
equalities and improve the quality of care as well as the satisfaction of
both patients and families (Blanchet Garneau and Pepin, 2015; Long,
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2012; Yilmaz et al., 2017). To provide culturally competent care, it is
essential that health professionals are adequately prepared, and this
training must begin at the undergraduate level (Farber, 2019; Perng and
Watson, 2012).
Addressing the concept of cultural sensibility as a first step in nursing
curricula would help students to understand culture and of its rela
tionship to disease and health processes and to develop the competency
to work effectively across cultures. This will lead to providing better care
for their patients and not harming them with their interventions. By
contrast, a lack of cultural sensibility in health professionals can make
difficult the acquisition of cultural competency and lead to a margin
alisation of patients due to their skin colour, gender, age, language,
origin, religion or other characteristics sometimes as the result of an
unconscious bias (Fletcher, 2015; Fletcher, 2016; Karnik and Dogra,
2010). To facilitate nursing students' training in cultural sensibility, it is
first essential to assess their level of understanding. However, no tools
measuring this concept have been identified in the nursing literature.

openness is fundamental to understanding one's own identity, consid
ering other cultures, avoiding judgement, and recognising diversity
(Dhadda, 2014).
Cultural sensibility encompasses the two attributes of cultural
competence described above, cultural awareness and cultural sensi
tivity, in addition to promoting the adoption of an attitude of openness
to the modification of one's own behaviour (Dhadda, 2014; Dogra, 2003;
Dogra et al., 2010). Therefore, to become culturally competent, in
dividuals must first cultivate cultural sensibility.
Addressing cultural sensibility can help achieve cultural safety as
well, as some authors have noted that the antecedents of cultural safety
are the two concepts involved in comprehending cultural sensibility, i.
e., cultural sensitivity and cultural awareness (Bozorgzad et al., 2016).
When health professionals view patients as whole persons, recognising
the multiple underlying factors leading to health and disease, a cultur
ally safe nursing practice can take place. Cultural safety leads to the
delivery of services that recognize, respect, and nurture the unique
cultural identities of different groups and that safely address their needs,
expectations, and rights (Polaschek, 1998). Cultural safety and cultural
sensibility concepts understand culture in the same way. However, the
concept of cultural safety recognises that while those within an ethnic
group may be diverse, their attitudes are likely to be similar, assuming
that it is mostly persons of the dominant culture who need to learn about
other cultures (Polaschek, 1998).
As stated above, there are numerous concepts related to culturally
competent practice. Many scales related to these terms are presented in
the literature, and most focus on measuring cultural competence and its
attributes, such as the Scale of Ethnocultural Empathy (Albar et al.,
2015), the Cultural Sensitivity Scale: Hispanic Version (Lee et al., 2006),
and the Cultural Competence Assessment Spanish Version, CCA-S (Rai
gal-Aran et al., 2019). Although some of these scales include items that
share commonalities with the concept of cultural sensibility, they do not
address the concept as such.
Only one scale provided in the literature measures the construct of
cultural sensibility, i.e., the Cultural Sensibility Survey (CSS) scale
developed by Curcio et al. (2013) designed and tested in English for
university law students in the United States. This scale was developed
based on Karnik and Dogra's (2010) conceptual framework for cultural
sensibility. The framework was created in the medical field and is
therefore suitable for health professional contexts. The CSS was
designed with the purpose of measuring learning outcomes related to
knowledge, attitudes and skills needed to achieve cultural sensibility in
law students (see Curcio et al., 2013 for details).
The CSS collects information on personal perceptions regarding the
need for training on cultural diversity, knowledge about how cultural
diversity affects communication and interactions with others, and
knowledge about how culture affects the legal process. The disciplines in
which lawyers and nurses work share many similarities, as both are
person centred, and professionals in both fields interact with people
from different cultures under conditions of great vulnerability. As this
scale has robust psychometric properties, it was used as a model to
develop a new scale for the study of cultural sensibility in health
professionals.
Therefore, this study set out to create and validate a new scale for the
assessment of cultural sensibility that could be used in nursing for the
achievement of competencies needed to care for culturally diverse
populations.

2. Background
Cultural competence has been defined as involving a continuous
process through which health professionals strive to acquire an ability to
work with those from different cultural backgrounds and to provide
culturally competent care (Campinha-Bacote, 2002; Sharifi et al., 2019).
The attributes that comprise cultural competence are cultural aware
ness, cultural knowledge, cultural sensitivity, cultural skills, cultural
proficiency, and dynamicity (Campinha-Bacote, 2002; Sharifi et al.,
2019). The terms of cultural awareness and sensitivity can be studied
together using the broader concept of ‘cultural sensibility’. Karnik and
Dogra (2010, p. 723) define cultural sensibility as ‘an openness to
emotional impressions, susceptibility, and sensitiveness that permits
personal reflection and changes of behaviours when interacting with
people from other cultures’.
It is important to highlight that the term culture is not limited to a
person's ethnicity. In contrast, the term is presented as a multidimen
sional construct where ethnicity is one component among many that
make up an individual's sense of self (Powell Sears, 2012; Verdonk and
Abma, 2013). Other components include race, skin colour, gender,
sexuality, disability, age or sexual or economic status (Dogra et al.,
2016). Culture understood in this way also acknowledges that a person
may identify his or her cultural identity differently from how others
might define it (Karnik and Dogra, 2010). Based on this approach to the
term culture, working with the concept of cultural sensibility is essential
to help students understand that culture is a complex construct with
numerous influences that affects one's interactions with others. This
approach also makes its necessary to recognize the power of individuals'
own cultural contexts, as they influence how individuals interpret and
interact with others and remain ‘open to a re-examination of [them
selves] and a potential change in their own perspectives, behaviours,
and attitudes towards others’ (Dogra, 2003, p. 224).
Working within a cultural sensibility approach prevents those from
the dominant culture from assuming that their culture is somehow su
perior to others (Dogra, 2003). This assumption would lead to the pro
vision of ethnocentric care with negative consequences for patients, as
needs related to patients' cultural backgrounds go unnoticed. Some of
these consequences involve the establishment of a superficial relation
ship between patients and health professionals; the use of general
messages instead of tailored care; and the generation of conflicts due to
existing cultural shocks at the level of values and beliefs (Author Blin
ded, 2020; Leininger, 1995).
Addressing cultural sensibility promotes the examination of one's
own beliefs, attitudes, and prejudices and recognises the mastery of one's
own cultural context when interpreting and interacting with others
(Fletcher, 2015; Fletcher, 2016). In addition, cultural sensibility re
quires that individuals be open to making changes to their own beliefs,
behaviours, and attitudes (Dogra, 2003; Dogra et al., 2010). This

3. Methods
3.1. Aim
We sought to develop and validate a cultural sensibility scale that
can help undergraduate nursing students develop into culturally
competent graduates who can work with diverse populations.
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3.2. Methodology

and includes the translation of the scale by individuals who are profi
cient in both languages, corrections by experts, back-translation, eval
uation by a committee, comparisons with the original version, and a
pilot study (Author Blinded, 2011; Maneesriwongul and Dixon, 2004;
Wild et al., 2005).
The process was carried out as follows (see Fig. 1):

The new scale was developed over a two-staged process, which is
described in the following sections.
3.2.1. Stage 1: cross-cultural adaptation of the scale and pilot study
The first stage involved the cross-cultural and discipline-specific
adaptation of an existing scale addressing this concept in the field of
law using the reverse translation method (Argimon and Jimenez, 2004).
This method is widely recommended by experts of cross-cultural studies

• Two bilingual researchers who knew the purpose and content of the
questionnaire independently translated the original version into
Spanish.

C in English
Original tool

Translaon to Spanish and adaptaon for nurses

Translaon 1

Translaon 2
2nd Translator

st

1 Translator

Review and synthesis
Review commiee

1st version in Spanish

Reverse translaon to English

Reverse translaon 1

Reverse translaon 2

3rd Translator

4th Translator

Synthesis and conciliaon
Review commiee and a law professor
Approval by author of the original version

2nd version in Spanish

Consensus of expert commiee

3rd version in Spanish

Pilot study
Fig. 1. Stage 1: transcultural adaptation of the scale and pilot study.
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can be applied when other questionnaires are used, such as the CUSNUR.
In contrast with Curcio et al. (2013), a long version of the Social
Desirability Scale was used, as the short version was not validated in
Spanish at the time of the study. The long version has 33 true/false items
and was validated for students (20 years of age on average). For the
calculation of total scores for social desirability, the items are considered
direct or inverse. For the direct items, 1 = true and 0 = false, while for
the inverse items, 1 = false and 0 = true. Once calculated, the higher the
score is for the subject, the greater the degree of social desirability in
their answers is. The version used here was developed by Ferrando and
Chico (2000), which is translated and adapted for the Spanish context.
The reliability for the survey scale was measured as alpha = 0.78. The
social desirability average reference score for the general population
mean age of 20 years old is 15.83 (SD 5.15).

• A review committee (two members of the research team and a stu
dent in the final year of the nursing programme) reviewed the
translation and generated a first version of the questionnaire.
• Two bilingual experts in idiomatic aspects reverse-translated the first
version into the original language.
• The review committee compared the original version to the last
reverse-translated version for semantic equivalence (meaning of the
items), producing a new version of the questionnaire. The authors of
the original version approved of the updated version of the
questionnaire.
• The review committee, together with a professor of international
law, helped translate the items from a focus on law to a focus on
health, verifying the use of certain concepts in this field.
• To evaluate content acceptability and validity, the version was
reviewed in a structured and independent way by seven experts
(intentional sampling): two nursing professors with considerable
knowledge of these aspects, four undergraduate students, and one
health professional practising in primary care. Qualitative informa
tion was collected on questionnaire content, wording, structure, in
structions, and typographical errors.
• A pilot study including a descriptive and reliability analysis was
performed to explore internal consistency using the Cronbach alpha
coefficient.

3.5. Data analysis
All analyses were performed using FACTOR version 9.2 (LorenzoSeva and Ferrando, 2006) and SPSS version 17.0.
A descriptive analysis of the sociodemographic variables was per
formed. Differences within groups for the different dimensions of the
scale were analysed using Mann-Whitney's U test and effect sizes are
reported by Rosenthal's value (Rosenthal, 1991; Rosenthal et al., 2000).
For the 24 items, analyses of missing data, inspection of outliers, and
normality assessments were performed. The psychometric properties of
the scale were estimated through the following analyses:

3.2.2. Stage 2: psychometric validation of the scale
A cross-sectional observational study was conducted to evaluate the
psychometric properties of the new Cultural Sensibility Scale for
Nursing (CUSNUR) and study its psychometric properties through con
tent acceptability, reliability, and exploratory factor analysis (EFA).

3.5.1. Factor analysis
An EFA was performed using the minimum rank factor analysis
(MRFA) approach (Ten Berge and Kiers, 1991) with promin rotation
(Lorenzo-Seva, 1999). To determine the recommended number of fac
tors to retain in the model, parallel analysis was performed using both
the classical procedure developed by Horn (1965) and the procedure
developed by Timmerman and Lorenzo-Seva (2011). For the extraction
of factors and the retention of items, we used the following criteria:
Kaiser-Meyer-Olkin (KMO) value of greater than 0.80 (Kaiser, 1974),
Bartlett sphericity test result of p < 0.001 (Polit and Yang, 2015), per
centage of total variance explained by the original data of >50% and
factor loading of ≥0.30 (Rattray and Jones, 2007). We also calculated
the correlation inter-factors.

3.3. Sample/participants
The final version of the questionnaire was distributed to third- and
fourth-year nursing students at three different Spanish universities
(between October 2016 and June 2017). As inclusion criteria, students
had to be proficient in Spanish, voluntarily want to participate in the
study, and sign the consent form. Sociodemographic data were also
collected.
To calculate the sample size, it was estimated that 10 subjects per
item were necessary (Nunnally and Bernstein, 1994). As the CUSNUR
includes 24 items, the sample size was estimated at a minimum of 240
people. With a percentage of possible losses of 25%, a total of 300
questionnaires were estimated to be necessary (100 from each
university).

3.5.2. Reliability
The reliability of the questionnaire was measured by exploring in
ternal consistency using the Cronbach alpha coefficient. Acceptable
reliability was determined to range from 0.7 to 0.9 (Nunnally and
Bernstein, 1994).

3.4. Instruments

3.6. Ethical considerations

3.4.1. The CSS
The CSS (Curcio et al., 2013) consists of 24 items grouped into five
factors in the original study (Factor 1, cultural influences; Factor 2, selfawareness; Factor 3, desire to learn; Factor 4, client behaviours; Factor
5, self-assessment). The response to each item was collected on a Likert
scale ranging from 1 to 6 (1 = It does not influence me at all to 6 = It
influences me a lot). Visually, the instrument includes an initial section
with six items and a second section with 18 items. Responses to all items
of this second section employ a Likert scale of 1 (strongly disagree) to 6
(strongly agree). In addition, the scale includes 5 items regarding
training received on cultural diversity and on four sociodemographic
items. The reliability of the survey scale was measured as alpha = 0.842,
indicating a high degree of internal consistency in the scale. For this
study, the new version of the CSS, the CUSNUR, was used to measure
students' and health professionals' cultural sensibility.

Authorisation to translate and create the new scale based on the CSS
was obtained from the authors of the original version of the scale. We
obtained approval from the relevant ethics committee (2016.030) and
authorisation from each university to distribute the questionnaire
among students. Participants signed an informed written consent form.
4. Results
4.1. Stage 1: cross-cultural adaptation of the scale and pilot study
After reverse translation and the necessary adaptations made to the
nursing field, the 24-item CUSNUR was created.
4.1.1. Content acceptability and validity
The experts recommended some minor changes regarding the format
of the scale, stressing the importance of making the questions easy to
read to facilitate comprehension. The experts also agreed that the scale

3.4.2. Social Desirability Scale
The Social Desirability Scale (Ferrando and Chico, 2000) determines
the degree of social desirability in respondents' answers. This instrument
4
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was clear and simple and of adequate length and highlighted the novelty
and relevance of some concepts such as ‘cultural lens’ and ‘culturally
biased assumptions’. The experts recommended defining the concepts of
race and ethnicity for the first items, as they are frequently used inter
changeably due to a lack of knowledge. Additionally, the wording of six
of the items was modified (1.1, 1.2, 2.3, 2.7, 2.12, and 2.18).

with outliers were for the same items) and the rest of the outliers were
produced by subjects with no other outliers.
4.2.3. Exploratory factor analyses
Two items did not reach saturation for any factor (Items 2.4 ‘I do not
view the health system through a culturally biased lens’ and 2.5 ‘If it is
the patient's preference based on cultural practice to delegate decisionmaking to other family members, the health professional should help
him/her understand why he/she should make his/her own decisions
regarding care’). Therefore, these items were removed from the model.
The parallel analysis (Horn, 1965) for the matrix without these items
involved grouping the items into four factors (see the definitions and
characteristics of the factors in Table 2): (1) patient and health profes
sional behaviours (0.776); (2) self-assessment (0.750); (3) selfawareness (0.931); and (4) cultural influence (0.784). The final model
with 22 items shows a significant matrix determinant (p = 0.002) and a
KMO value of 0.784. The Bartlett statistical test resulted in a value of
1542.1 (gl = 231; p < 0.001). All of the communalities except for item
2.6 (0.35) presented values of higher than 0.40. The model explains
65.69% of the common variance.
The rotated factorial matrix together with the explained variance
ratio and the estimated reliability for each rotated factor, according to
the procedure developed by Mislevy and Bock (1990) are presented in
Tables 3 and 4. In addition, factorial saturation exceeded 0.30 for all
factors with all of the items saturating only in one factor.
The correlations between factors were very weak, but the strongest
correlation of 0.364 was found between F2 (self-assessment) and F4
(cultural influence). Other factors correlated with values of between
− 0.090 and 0.161 (Table 5).
No significant differences were found between groups for any soci
odemographic variable in any of the four factors of CUSNUR. Only one
significant difference was found between Christians-Catholics (M =
19.11, Mdn = 19, IR = 4) and Atheist-Agnostics (M = 20.07, Mdn = 20,
IR = 4) for patient and health professional behaviours factor (U = 4581.5, p
= 0.020, r = − 0.16).

4.1.2. Pilot study
A total of 22 participants completed the scale at this stage, of whom
100% were women. This rate reflects the high percentage of female
students compared to male students enrolled in nursing programmes. All
of the participants were Spanish, and the age range was 20 to 25 years.
The internal consistency of the scale for the pilot study was good (alpha
= 0.78).
4.2. Stage 2: psychometric validation of the scale
4.2.1. Characteristics of the sample
A total 256 students returned the questionnaire. The data for three
participants were excluded due to 100% (n = 2) or 25% (n = 1) of
CUSNUR items being left blank. Another 24 participants left at least one
item blank. As the missing data were random (Little's MCAR test:
(χ2(314) = 330.551, p = 0.250)) and represented less than 2% for each
of the items, to avoid an unnecessary reduction of the sample, missing
data were substituted by the median for each item. The final sample
included 253 participants (84.33%).
From the 253 participants that were included in the CUSNUR ana
lyses, 231 were included in the analyses for the Social Desirability Scale
(91.3% that of the CUSNUR), as 19 of the returned scales had excess
missing data and three participants left the Social Desirability Scale
blank. For the Social Desirability Scale, the mean was 14.95 (SD = 5.16).
A total of 90.5% of the sample had Spanish nationality, 86.6% were
women, 92.1% were between 20 and 25 years of age, and 41.9%
described themselves as Catholic Christians. Table 1 presents the soci
odemographic data of the participants.

4.2.4. Reliability
For the adapted scale with 22 items, a Cronbach alpha of 0.75 was
obtained for the global scale.

4.2.2. Exploratory item analyses
None of the items was normally distributed according to
Kolmogorov-Smirnov analyses (all p < 0.05). Six items presented uni
variate outliers: v2.3, V2.7, v2.8, v2.10, v2.13, and v2.17. An analysis of
the participants who generated the outliers confirms that only three
subjects generated outliers for two items (none of these pairs of items

5. Discussion
The present study shows that the CUSNUR is a valid and reliable
scale with 22 items that can be used to assess cultural sensibility in
nursing. The scale is the first instrument designed for measuring cultural
sensibility in the nursing context.
The psychometric properties of the CUSNUR were measured with
good results. The scale shows good internal consistency (Cronbach alpha
>0.70). Although the correlations between factors are weak, the stron
gest correlation (0.364) was found between F2 (self-assessment) and F4
(cultural influence), which could be due to the student's self-assessment
about the role of culture and the cultural context in health problems. The
factor analysis shows four factors with good adjustment. In addition, all
items show adequate levels of factorial saturation. Patient and health
professional behaviours, self-assessment, self-awareness, and cultural
influence are essential when working with cultural sensibility. The
dimension identified from the analysis is conceptually sound.
The behaviours of each person in a cultural encounter will be unique,
and nurses must understand and appreciate these differences (Dhadda,
2014) to avoid cultural conflict and provide effective care. Selfassessment, self-awareness, and cultural influence are important di
mensions because it has been stated that culture is similar to a lens
through which life can be viewed (Norton and Marks-Maran, 2014).
Culture is a multidimensional, dynamic, cross-sectional, and fluid
concept (Dhadda, 2014; Dogra, 2003). From a constructivist perspec
tive, culture includes age, gender, and socioeconomic status, among

Table 1
Sociodemographic characteristics of the sample.
Sociodemographic characteristics
Gender
Age
Place of residence

Nationality
Religious beliefs

N = 253
n (%)
Female
Male
20–25 years
25 years
Missing data
Navarre
Madrid
Basque country
Other regions of Spain
Spanish
Ecuadorian
Other nationality*
Christian-Catholic
Atheist
Agnostic
Other religion**
Missing data

219 (86.6)
34 (10.4)
233 (92.1)
16 (7.9)
4 (1.6)
107 (42.3)
96 (37.9)
30 (11.9)
20 (7.9)
229 (90.5)
7 (2.8)
17 (6.7)
106 (41.9)
74 (29.2)
32 (12.6)
6 (2.4)
35 (13.8)

*
Other nationalities include Chinese, Romanian, Western Saharan, Peruvian,
Colombian, Bulgarian, Thai, Syrian, Argentinian, Portuguese, Guinean, Polish,
and American.
**
Other religions include Muslim, Evangelical, and Buddhist.
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Table 2
Dimensions identified from the CUSNUR factor analysis, definitions, and aspects
examined.
Dimension

Definition

Aspects examined

Factor 1: patient
and health
professional
behaviours

Understanding differing
cultural backgrounds and
health professionals'
perceptions of patients'
behaviours

Understanding of patient
behaviours that may be based
on cultural practices that
differ from one's own.
This factor measures
understanding that health
professionals should examine
their own cultural
assumptions when assessing
patient behaviours to avoid
misinterpreting particular
behaviours.
Examination of how
respondents self-assess their
ability to identify their own
unconscious biases and
prejudices.
This factor assesses
respondents' openness and
willingness to admit to the
difficulties of accurately
identifying when their
reactions are based on
stereotypes and cultural
biases.
Assessment of respondents'
self-awareness of the role that
their cultural experiences
play in their own perceptions
of the health system.
Respondents self-assess
whether experiences arising
from their own cultural
backgrounds have influenced
how they view the health
care system.
Examination of respondents'
understanding of how culture
influences health care
professionals and patients in
the context of decisionmaking and care provision.
This factor explores
respondents' understanding
that health care professionals
and patients view health
problems through their own
cultural lenses and that
health professional-patient
communication is influenced
by the cultural backgrounds
of both actors. The factor also
examines students'
understanding that all health
professionals, regardless of
their racial or ethnic
background, bring culturally
biased assumptions into the
health professional-patient
relationship and selfassessments of the culturally
biased assumptions that the
respondent brings into the
health care process.

Factor 2: selfassessment

Factor 3: selfawareness

Factor 4: cultural
influence

Identifying one's own
unconscious biases and
prejudices

Recognising self-awareness
about the role that culture
plays in health professionals'
perceptions of the health care
system

Understanding how culture
influences health
professionals and patients
and that health care services
are provided to people from
different cultural contexts

Table 3
Rotated factorial solution for the cultural sensibility questionnairea.
Factor 1: patient and health professional
behaviours
2.8 Health care professionals (HCPs) should
assume that a lack of evident emotion
expressed by a patient means that the
patient is not particularly interested in
what is being discussed
2.12 When a patient does not look his/her
HCP in the eye, the HCP should assume
that he/she is not being honest
2.14 HCPs who belong to ethnic minorities
bring culturally biased assumptions into
the HCP/patient relationship
2.15 When a patient shakes hands with a
male HCP but refuses to shake hands with
a female HCP, the HCP should assume that
the patient will not respect advice given by
the female HCP
2.16 Caucasian HCPs bring culturally biased
assumptions into the HCP/patient
relationship
Factor 2: self-assessment
2.10 In general, I am able to recognize when
my reactions to others are based on
prejudiced beliefs
2.13 I am able to identify the prejudices that
I hold about cultures that are different
from my own
2.17 Health care professors should discuss
the cultural assumptions inherent in
clinical practice with their students
2.18 Health care students' abilities to
recognize issues of cultural diversity in
their clinical practice should be assessed as
part of their degree
Factor 3: self-awareness
1.1 Experiences related to your racial
identity
1.2 Experiences related to your ethnic
identity
1.3 Experiences related to your religious
identity
1.4 Experiences related to your
socioeconomic context
1.5 Experiences related to your gender
1.6 Experiences related to your sexual
orientation
Factor 4: cultural influence
2.1 Patients analyse health problems through
their own cultural lenses
2.2 Health care staff analyse health problems
through their own cultural lenses
2.3 The way a patient communicates with
HCPs is not influenced by the patient's
cultural background
2.6 The HCP's socioeconomic context
influences how he/she perceives the
patient's behaviour
2.7 Health care education should not include
training on cultural matters that may arise
when health care services are provided to
people from different cultural contexts
2.9 Politicians do not analyse health issues
through their own cultural lenses
2.11 The cultural background of HCPs does
not influence how they communicate with
their patients

other factors, and is not limited to race or ethnicity (Blanchet Garneau
and Pepin, 2015). Assessment and awareness of how these aspects might
affect encounters between health professionals and patientsare essential
to being open and considering other cultures, avoiding the tendency to
judge others, and not assuming that the same beliefs are held by all
(Dogra, 2003; Dogra et al., 2010).
A fifth factor, ‘the desire to learn’ (Curcio et al., 2013), was identified

Reliabilityb

Variancec

0.776

0.121

0.750

0.117

0.931

0.273

0.784

0.146

0.462

0.503
− 0.806
0.306

− 0.493

0.687
0.650
0.544
0.424

0.855
0.908
0.739
0.820
0.690
0.844
0.365
0.684
0.506
0.420
0.335

0.384
0.660

a
Content was translated into English to facilitate readers' understanding
(cultural translation not validated). Factorial saturation matrix with values <0.3
suppressed. Extraction: MRFA; Rotation: promin.
b
FACTOR: Mislevy and Bock (1990).
c
Percentage of common variance explained based on MRFA.
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(Wild et al., 2005). Such translation had the advantage of using an
already researched concept with an established framework (Curcio
et al., 2013). Prior work covers dimensions that are relevant to the field
of law but which are limited in their adaptation to the nursing discipline
due to a lack of an essential dimension for cultural sensibility, misun
derstanding of certain items, or the inclusion of aspects that are not
relevant to nursing. All of these aspects were addressed in our content
validity assessment of the CUSNUR, which was performed with a panel
of students and university professors with expertise in nursing, political
affairs (to ensure an appropriate understanding of the terms of the CSS),
and cultural issues. This approach helped identify relevant and under
standable terms for nurses with different levels of cultural sensibility.
The experts highlighted two concepts explored by the questionnaire that
they considered to be novel: ‘cultural lens’ and ‘culturally biased
assumptions’.
The questionnaire response rate reached 84.3%, consistent with the
criterion stating that a response rate of above 70% is sufficiently high for
psychometric validation (Nunnally and Bernstein, 1994). The distribu
tion of the questionnaire may have favoured a higher response rate. The
questionnaires were delivered by lecturers who taught different courses
and who had existing relationships with the students. Furthermore, the
social desirability score was lower than the average for the general
population of the same age in this context. These results indicate that the
participants provided answers according to their beliefs and not ac
cording to what they believed to be socially acceptable.
Finally, the analysis of the religious beliefs, showed a significant
difference between Christians-Catholics and Atheist-Agnostics in the
dimension ‘patient and health professional behaviours’. This shows that
the tool can be sensitive to assess differences in cultural sensibility
regarding respondents' sociodemographic characteristics. Although no
other significant differences were found in these characteristics in the
present study, future studies with more diverse samples can help to
identify areas of interest to work the different dimensions included in
CUSNUR. Some studies have pointed out that socioeconomic status,
religion, sexual orientation, or disability can affect the care of patients in
diverse populations and this need to be considered in health pro
fessionals' education (Kelly, 2012). Future studies could help to under
stand how and why the different sociodemographic characteristics of
students and health professionals can influence the achievement of
cultural sensibility and therefore of cultural competency afterwards.

Table 4
Rotated factorial solution for the cultural sensibility questionnaire.
Items
v2_8
v2_12
v2_14
v2_15
v2_16
v1_1
v1_2
v1_3
v1_4
v1_5
v1_6
v2_1
v2_2
v2_3
v2_6
v2_7
v2_9
v2_11
v2_10
v2_13
v2_17
v2_18

F1

−
−

−
−

−
−

−
−
−

0.462
0.503
0.806
0.306
0.493
0.006
0.033
0.069
0.014
0.094
0.010
0.150
0.125
0.067
0.198
0.265
0.271
0.056
0.164
0.059
0.171
0.035

F2

−

−
−

−

0.231
0.148
0.166
0.096
0.047
0.085
0.126
0.003
0.018
0.105
0.053
0.157
0.256
0.117
0.083
0.254
0.038
0.037
0.687
0.650
0.544
0.424

F3

F4

0.105
− 0.019
− 0.061
0.016
0.041
0.855
0.908
0.739
0.820
0.690
0.844
0.059
0.051
− 0.047
0.094
− 0.119
0.034
0.008
0.046
0.013
− 0.092
0.083

− 0.001
0.143
0.193
0.028
0.233
− 0.103
− 0.169
− 0.072
0.126
0.159
− 0.032
0.365
0.684
0.506
0.420
0.335
0.384
0.660
− 0.200
− 0.280
0.284
0.180

Table 5
Factor correlation matrix.
Factors
Factor 1: patient and health professional
behaviours
Factor 2: self-assessment
Factor 3: self-awareness
Factor 4: cultural influence

F1

F2

F3

F4

1.000
− 0.034
0.364

1.000
0.161

1.000

1.000
0.155
− 0.090
0.126

in the CSS but did not appear in this analysis. To the three items
measuring ‘the desire to learn’ on the original scale, items for ‘selfassessment’ and ‘cultural influence’ were added. It may be argued that
‘the desire to learn’ is not a characteristic typical of the concept of cul
tural sensibility but rather reflects a general attitude that students and
health professionals need to learn about any topic. ‘The desire to learn’
could be appear among students after they develop cultural sensibility.
‘Cultural desire’, a similar concept to ‘the desire to learn’, has also been
identified in the literature. This term is defined as a nurse's motivation,
desire, and passion to develop cultural competence (Campinha-Bacote,
2003; Campinha-Bacote, 2008). This desire requires passion and
commitment on the individual's part to remain open and flexible with
others in addition to manifesting a desire to learn from what is different
(Campinha-Bacote, 2003; Campinha-Bacote, 2008). Further research is
necessary, however, to validate the CUSNUR structure for other
contexts.
Health professionals need to improve their cultural sensibility to
become culturally competent and to be able to offer competent care to
culturally diverse populations (Dhadda, 2014; Dogra, 2003, 2005; Kar
nik and Dogra, 2010). The proposed scale can help reveal respondents'
beliefs, attitudes, and prejudices at play when interacting with others.
To be culturally sensible means to be open to making changes to one's
own beliefs, behaviours, and attitudes after interactions with a person
from a different culture. This openness is a necessary first step to
achieving cultural competence and is therefore something that must be
measured before any training can be developed. Carrying out training in
cultural competence without previously addressing sensibilities may be
unsuccessful, as this approach can lead to a partial or biased evaluation
of this competency (Dogra, 2003).
A new scale based on an existing tool analysing cultural sensibility
was rigorously developed employing the most relevant methods and
following guidelines for the translation and cultural adaptation of scales

5.1. Strengths and limitations of the study
This study is limited in its use of response categories ‘strongly agree’
to ‘strongly disagree’ in the original CSS. A growing body of research
suggests that agree-disagree (AD) response categories may be subject to
acquiescence bias and enhanced cognitive burden (Saris et al., 2010).
However, this approach is a universal method of collecting data, which
means it is easy to understand and is more responsive than other scales
such as the VAS (Hasson and Arnetz, 2005). Future studies could focus
on exploring which response categories are the most appropriate for
preventing bias in participants' responses.
It should be noted that 86.6% of the respondents were women.
Therefore, the psychometric properties of the proposed scale should be
explored in males and more culturally diverse populations in future
studies. However, this ratio corresponds to the percentages of women
and men enrolled in nursing studies in Spain, and thus, increasing the
number of male participants might be a challenge.
The lack of tools available to assess cultural sensibility prevented an
assessment of criterion-related validity against a ‘gold standard’ (Nun
nally and Bernstein, 1994). Nevertheless, the reference framework
defined by the CUSNUR and the content and appearance validation of
the questionnaire by experts and students serve as strengths of this
initial tool.
Future studies can test the properties of the instrument in other
nursing contexts, such as postgraduate education or professional levels,
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and even other health disciplines in which the concept of cultural sen
sibility might be relevant and carry out confirmatory analysis.
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6. Conclusion
The CUSNUR is the first ‘cultural sensibility’ scale developed and
validated for the field of nursing. This study shows that the scale is valid
and reliable. CUSNUR can be used in designing and evaluating training
programmes aiming at improving cultural sensibility and will thus help
undergraduate nursing students develop into culturally competent
graduates who can work with diverse populations. The tool could be
used mainly for formative processes to obtain information for the design
of educational interventions adapted to students' needs to become
culturally competent. It could also be used in summative assessments in
the context of training aiming at the development of cultural sensibility.
The measurement of nursing students' cultural sensibility and the
changes during the degree will help to determine to what extent nursing
curricula includes training that facilitates the acquisition of compe
tencies to care for culturally diverse populations. Providing culturally
competent care is essential for professionals and organizations in today’s
diverse world. This culturally competent care reduces prejudices, racism
and ethnocentric care.
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