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Abstract

Objectives: Globalization is accompanied by cultural diversity. Although cultural differences are considered an integral part of this
phenomenon, it seems that language barriers would make communication difficult. This study aimed to investigate how cultural
intelligence correlates with the communication skills and social interactions of emergency department (ED) staff members.
Methods: This cross-sectional study was performed on 197 ED staff members of three hospitals in Zanjan, Iran, in 2019. The tools used
for data collection included the Cultural Intelligence Scale, Communication Skills Scale, and Social Interactions Questionnaire.
Results: The results of this study revealed that the participants’ total mean scores of cultural intelligence and communication skills
were 85.78 ± 6.24 out of 140 and 55.41 ± 3.9 out of 90, respectively. In terms of social interactions, the mean score of the positive
thoughts dimension of the subjects (47.86±4.14) was higher than that of negative thoughts (33.01± 3.92). The total score of cultural
intelligence had a positive correlation with communication skills; accordingly, an increase in the cultural intelligence level resulted
in an increase in positive thoughts and a decrease in negative thoughts (P < 0.001).
Conclusions: An increase in the cultural intelligence of ED staff members is accompanied by an increase in their communication
skills and positive thoughts. For the improvement of the communication and service quality of the ED, leaders are recommended
to provide some courses to enhance the cultural intelligence and cultural competence of their employees.
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1. Background

Culture affects the perception of health and illness,
decisions for treatment, experiences, and outcomes of
healthcare (1). Cultural diversity can lead to a communi-
cation challenge in therapeutic environments and might
introduce undesirable outcomes for patients (2). When
the healthcare needs of cultural diversity are not well pro-
vided, it can result in the isolation and dissatisfaction of
patients. Therefore, to provide effective care for patients
with different cultures, it is necessary to understand their
cultural diversity (3).

The cultural intelligence of healthcare staff members
is considered among the most important and effective fac-
tors in having effective interactions with patients and their
families of different cultures (4, 5). Cultural intelligence is
defined as the ability and capability of individuals to have
effective performance in different cultural environments

(6). Cultural intelligence is an ability directly associated
with individuals’ communicational skills and social inter-
actions. Additionally, cultural intelligence eliminates the
gap in the transfer of concepts from one culture to another
(7). As a result, an increase in cultural intelligence can lead
to an increase in staff’s performance and organizational
commitment, a decrease in their stress level, and an in-
crease in the quality of their healthcare and organization
dynamics (8). According to previous studies, high cultural
intelligence results in a decrease in the stress and anxiety
of patients and their families, thereby promoting their sat-
isfaction (9).

The emergency department (ED) is the first medical en-
vironment that most patients experience. The healthcare
staff of the ED communicates regularly with patients from
different cultures (10). In an ED, in addition to other med-
ical treatment units, social interactions are considered
among the main pillars of healthcare that affect the perfor-
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mance of staff members (11). Some studies have reported
a high number of conflicts between patients or their fam-
ilies and healthcare staff members in critical situations.
These conflicts are exacerbated when patients are unable
to communicate or are in end-of-life situations. Conflicts,
especially in the face of different cultures, can cause frus-
tration and threaten the individual identity of the patient
and his/her family (12-14). It has been evidenced that other
factors, such as the high-risk situation of patients, their
psychological conditions that create these conflicts, and
cultural diversity between staff members and patients, can
also exacerbate these conflicts (15, 16). In this context, pro-
viding high-quality service and satisfying the patients in
an ED are not possible unless by understanding their prob-
lems through proper communication (17).

Communication is not simply talking one to another
but understanding true cultural diversity and how those
differences affect both providing and receiving health-
care. Cultural diversity, particularly not having a com-
mon language, poses barriers to the establishment of ef-
fective communication. Even nonverbal communications
have various implications in different cultures (18). Proper
knowledge of clinicians about the cultures, languages, val-
ues, traditions, practices, and beliefs of patients can be of
great assistance in communication with patients without
prejudgment (19). In this regard, the communication and
interactions of ED staff members are of particular impor-
tance in the satisfaction of patients and their relatives (20,
21).

The investigation of the status of communication skills
and social interactions in healthcare staff members in mul-
ticultural environments might have great benefits. In Zan-
jan, Iran, migration from other cities has caused a vari-
ety of demographics and cultures. The population of Zan-
jan speaks the Azeri language, and their religion is Islam
(Shia). Due to the proximity to the Kurdish cities and the
northern cities of Iran, where individuals speak in local
dialects, Zanjan encounters a wide variety of languages
(e.g., Gilaki dialect and Kurdish language) and Sunni Mus-
lims. Some ED staff members of Zanjan are nonnative and
speak only Persian. On the other hand, most illiterate pa-
tients cannot speak Persian and only speak their native lan-
guages and dialects. Therefore, communication between
staff and patients is a difficult task. Since patients and their
families face different staff members in the ED, the proper
interaction between them is critical.

2. Objectives

Considering the multicultural nature of Zanjan and
the lack of a study in this regard, this study aimed to in-
vestigate the status of cultural intelligence and its relation-

ship with the social interactions and communication skills
of staff members in the ED of hospitals affiliated with Zan-
jan University of Medical Sciences.

3. Methods

3.1. Study Design and Sampling

This cross-sectional study was conducted in the ED of
hospitals affiliated with Zanjan University of Medical Sci-
ences within October 7 to December 23, 2019. The study
population was selected from the ED staff members in Zan-
jan province using convenience sampling. The sample size
was estimated using a pilot study conducted on 30 ED staff
members. Using G*Power software (version 3.1), the sam-
ple size was estimated to be 196 by considering a 95% confi-
dence level, 0.232 correlation coefficient between cultural
intelligence and communication skills, and 80% power. A
total of 220 questionnaires were distributed considering
a 10% sample dropout. The inclusion criteria were at least
one year of experience working in the ED and the desire to
participate in the study.

3.2. Data Collection

The data needed in the present research were collected
using three questionnaires of the Cultural Intelligence
Scale, Social Interactions Questionnaire, and Communica-
tion Skills Scale. All three scales were translated to Per-
sian and back-translated to English. The translation pro-
cess was developed in relation to the principal guidelines
(22).

The forward translation was performed by two experts
fluent in English, and the Persian version of the scales was
independently back-translated by one bilingual expert and
one expert fluent in English, both blinded to the original
English version. An expert panel consisting of two nursing
faculty members with experience in instrument develop-
ment and translation compared all versions with the orig-
inal. In the present study, qualitative and quantitative con-
tent validity was used to assess the validity of the scales.
The scales were provided to 10 experts, and the necessary
corrections were made. Finally, the content validity index
(CVI) and content validity ratio (CVR) of the scales were cal-
culated.

The researcher referred to the ED and explained the
study goals to the subjects meeting the inclusion criteria.
Then, if they were willing to participate in the study, they
granted informed consent and received a small gift for
completing the questionnaire. The questionnaires were
distributed on paper. The time of returning the question-
naire to the researcher was decided by the participants; ac-
cordingly, they could fill out the questionnaire accurately
and conveniently. The data were collected over 3 months.
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3.2.1. Data Collection Tools

3.2.1.1. Cultural Intelligence Scale

Cultural intelligence was evaluated using the Cultural
Intelligence Scale developed by Earley and Ang (23). The
scale includes four dimensions with 20 items, namely
metacognitive cultural intelligence (4 items), cognitive
cultural intelligence (6 items), motivational cultural intel-
ligence (5 items), and behavioral cultural intelligence (5
items). This scale is scored based on a 7-point scale (rang-
ing from 1 = strongly disagree to 7 = strongly agree), with
its scores within a range of 20 - 140 (20 - 60: low cultural
intelligence; 61 - 100: moderate cultural intelligence; 101 -
140: high cultural intelligence). This scale has been used
in several studies in Iran (24, 25). Shomoossi et al. (2019),
in a study on 136 employees in Sabzevar University of Medi-
cal Sciences, Khorasan, Iran, calculated the reliability of the
total score of cultural intelligence using Cronbach’s alpha
as 0.85 (25). However, in the current study, reliability was
reported as 0.75. In this study, the CVI and CVR were esti-
mated to be 0.83 and 0.79, respectively.

3.2.1.2. Social Interactions Questionnaire

The 30-item Social Interaction Self-Statement Test was
used to study the participants’ social interactions devel-
oped by Glass et al. (26). This scale includes two dimen-
sions of negative and positive thoughts in communica-
tion. Each dimension contains a 15-item 5-point Likert
scale, where the scores are within a range of 15 - 75. A high
score in the negative dimension indicates weak social in-
teractions, suggesting that the individuals believe in the
negative role of inappropriate conditions in communica-
tion and a feeling of fear and anger in social situations.
However, a high score in the positive dimension shows the
high ability of individuals in communication with others,
low anxiety, and their belief in facilitating communication
with others. In the present study, the reliability of the ques-
tionnaire was calculated to be 0.701 by Cronbach’s alpha.
Additionally, the CVI and CVR of the questionnaire were es-
timated to be 0.87 and 0.89, respectively.

3.2.1.3. Communication Skills Scale

Communication skills were calculated using an 18-
item scale developed by Ersanlı and Balcı (27). The scale has
three dimensions of verbal, listening, and feedback skills,
each containing 6 items. The scoring is performed based
on a 5-point Likert scale. The minimum and maximum
scores of each dimension are 6 and 30, respectively. The
total score of the scale varies from 18 to 90 (< 42: low com-
munication skills; 42 - 66: moderate communication skills;
> 66: high communication skills). In Iran, the scale was
psychometrically analyzed on 191 health volunteers, and its

Cronbach’s alpha was reported to be 0.91 (28). However, in
the present study, the reliability of the scale was 0.787. Fur-
thermore, in this study, the CVI and CVR were estimated to
be 0.87 and 0.89, respectively.

3.3. Ethical Considerations

This study was conducted after obtaining the approval
of the Ethics Committee of Zanjan University of Medical
Sciences (ethics code: IR.ZUMS.REC.1396.305). After refer-
ring to the research environment and explaining the re-
search goals, the author obtained written consent from
the participants. The participants were assured that all
their information would remain confidential. Moreover,
the subjects could withdraw from the study at any time
they wished. The participants were asked to complete the
questionnaires at any time they desired to make them feel
comfortable and control the confounding factors, such as
noise and workload in the hospital.

3.4. Data Analysis

The data were analyzed using SPSS software (version
16). The Shapiro-Wilk test was employed to evaluate the
normality of the data. The Pearson correlation coefficient
was used to investigate the relationship of cultural intelli-
gence with communication skills and social interactions.
Finally, the multivariate analysis of variance (MANOVA)
was utilized to predict the cultural intelligence for vari-
ables of communication skills and the positive and nega-
tive thoughts dimensions of the Social Interaction Ques-
tionnaire. A significance level of 0.05 was considered sta-
tistically significant.

4. Results

Of the 217 distributed questionnaires, 200 question-
naires were filled out by the staff members and returned
to the researcher. Among the completed questionnaires,
only three questionnaires were excluded from the samples
due to missing data. Finally, the information of 197 subjects
was analyzed. Most of the participants were female nurses
with different educational levels. Table 1 shows the demo-
graphic information of the participants.

The findings of this study indicated that the mean cul-
tural intelligence score of the participants was 85.78±6.26
out of 140; accordingly, 99.5% (n = 196) and 0.5% (n = 1) of
the staff members had moderate (61 - 100) and high (101 -
140) cultural intelligence levels, respectively. In terms of
social interactions, the mean score of the positive thoughts
dimension (47.86 ± 4.14) was higher than the mean score
of negative thoughts (33.01 ± 3.92). Moreover, the total
mean score of communication skills was 55.41 ± 3.9 out of
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Table 1. Demographic Variables of Emergency Staff Department

Demographic Variables No. (%)

Gender

Male 94 (47.7)

Female 103 (52.3)

Marital status

Single 66 (33.5)

Married 131 (66.5)

Age (y)

Under 25 26 (13.2)

25 - 34 68 (34.5)

35 - 44 55 (27.9)

45 - 54 37 (18.8)

Over 54 11 (5.6)

Occupational type

Hospital cleaner 18 (9.1)

Emergency department guard 16 (8.1)

Nurse aid 24 (12.2)

Nurse (diploma) 42 (21.3)

Nurse (bachelor’s degree/master’s degree) 85 (43.1)

Physician 12 (6.1)

Educational level

Diploma 32 (16.2)

Associate degree 38 (19.3)

Bachelor’s degree 91 (46.2)

Master’s degree 24 (12.2)

Doctor of medicine 12 (6.1)

90; accordingly, 100% of the participants (n = 197) had mod-
erate communication skills (43 - 66) (Table 2).

The results of the Pearson correlation coefficient indi-
cated a statistically significant and positive relationship
between the total score of cultural intelligence and com-
munication skills (r = 0.361, P = 0.001) (Table 3).

The results of the Pearson correlation coefficient re-
vealed a significant and positive relationship between the
positive thoughts dimension of the Social Interactions
Questionnaire with cultural intelligence total score (r =
0.308, P = 0.001); accordingly, an increase in cultural intel-
ligence correlated with an increase in positive thoughts.
Moreover, there was a statistically significant negative re-
lationship between the negative thoughts dimension of
the Social Interactions Scale with cultural intelligence to-
tal score (r = -0.218, P = 0.002) (Table 3).

The results of the Pearson correlation coefficient in-

dicated a statistically significant positive relationship be-
tween the positive thoughts dimension of the Social Inter-
actions Scale with the total score of communication skills
(r = 0.158, P = 0.027); accordingly, an increase in commu-
nication skills was associated with an increase in positive
thoughts. Moreover, there was a significant negative re-
lationship between the negative thoughts dimension of
the Social Interaction Questionnaire with the total score of
communication skills (r = -0.159, P = 0.026); accordingly, an
increase in the total score of communication skills corre-
lated with a decrease in negative thoughts (Table 3). The re-
sults of MANOVA showed that cultural intelligence could
not predict communication skills and negative thoughts
and only can predict 1% of positive thoughts (Table 4).

5. Discussion

The findings of the present study revealed that the cul-
tural intelligence level and communication skills of the
staff members in the ED were at a moderate level. In ad-
dition, in terms of the Social Interactions Questionnaire,
the scores of positive thoughts were higher than negative
thoughts. Cultural intelligence had a statistically signifi-
cant positive correlation with communication skills in par-
ticipants. Based on the obtained results, an increase in
the cultural intelligence level correlates with an increase
in positive thoughts and a decrease in negative thoughts.

In agreement with the results of the present study, an-
other investigation showed that the cultural intelligence
of the staff members was at a moderate level (28). Further-
more, some studies indicated a low communication level
between medical staff members and patients (2, 18, 29).
However, it seems that staff members in EDs require higher
cultural intelligence and communication skills.

Cultural intelligence plays an important role in com-
munication of staff members who deal with individuals
with different cultures daily. Considering the need to es-
tablish communication between staff members and pa-
tients to prevent undesirable outcomes, cultural diversity
should not hinder the proper communication between
staff members and patients. In line with the results of the
present study, Bucker et al. (2014) demonstrated a positive
and significant relationship between cultural intelligence
and the effectiveness of communication (30).

In the present study, cultural intelligence was posi-
tively associated with positive thoughts and negatively as-
sociated with negative thoughts of the Social Interactions
Questionnaire. Since some parts of the Social Interactions
Questionnaire and Communication Skills Scale are associ-
ated with nonverbal communication skills, it seems that in
the present study, staff members with higher cultural in-
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Table 2. Mean Scores of Cultural Intelligence, Social Interactions, and Communication Skills of Participants

Variables Minimum Maximum Mean ± Standard Deviation

Cultural intelligence

Metacognitive 10 22 16.06 ± 2.06

Cognitive 17 34 25.98 ± 3.1

Motivational 15 27 21.31 ± 2.22

Behavioral 17 29 22.59 ± 2.21

Total score of dimensions 69 102 85.78 ± 6.24

Social interactions

Positive thoughts 36 58 47.86 ± 4.41

Negative thoughts 22 43 33.01 ± 3.92

Communication skills

Verbal skills 14 27 19.71 ± 2.12

Aural skills 10 23 17.44 ± 2.29

Feedback skills 12 24 18.25 ± 2.05

Total score of dimensions 45 66 55.41 ± 3.09

Table 3. Relationship between Cultural Intelligence with Social Interactions and Communication Skills in Participants

Variables
Cultural Intelligence Communication Skills Social Interaction (PTs) Social Interaction (NTs)

r P-Value r P-Value r P-Value r P-Value

Cultural intelligence 1 -

Communication skills 0.361 ** 0.001

Social interaction (PTs) 0.308 ** 0.001 0.158* 0.027 1 -

Social interaction (NTs) -0.218 ** 0.002 -0.159* 0.026 -0.116 0.106 1 -

Abbreviations: PTs, positive thoughts; NTs, negative thoughts.

Table 4. Relationship of Cultural Intelligence with Positive Thoughts, Negative Thoughts, and Communication Skills in Participants Using Multivariate Analysis of Variance

Variables
Type III
Sum of

Squares
df F P-Value

95% Confidence Interval
B

Partial
eta

Squared

R-
Squared

Adjusted
R-

SquaredLower Bound Upper
Bound

Cultural
intelligence

Positive
thoughts

51.13 1 3.00 0.084 -15.32 0.99 -7.17 0.015 0.015 0.010

Negative
thought

9.08 1 0.59 0.444 0.44 -4.75 3.02 0.003 0.003 0.002

Communi-
cation
skills

26.84 1 0.44 0.508 -20.65 10.26 -5.19 0.002 0.002 0.003

telligence levels had higher nonverbal skills, and their lan-
guage barrier could be solved in this way.

It is necessary to enhance the cultural intelligence and
cultural competence of staff to have effective communica-
tion in hospitals due to the changes in cultural diversity
(31, 32). The high cultural intelligence and cultural sensi-
tivity of the staff members not only improve the relation-

ship between patients and staff members but also enhance
their performance. As a result, it reduces the stress level
of staff members working with patients with different cul-
tures (33). The results of a study showed that metacognitive
cultural intelligence and cognitive cultural intelligence,
motivational cultural intelligence and behavioral cultural
intelligence, and metacognitive cultural intelligence and
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behavioral cultural intelligence could predict the cultural
judgment of the staff members, cultural adaptation, and
task performance, respectively (7).

In contrast with the results of the present study,
Ahanchian et al. (2012) reported the lack of any significant
relationship between cultural intelligence and social inter-
actions (28). The difference between the current study and
the study by Ahanachian et al. (2012) could be attributed
to the communication of staff members of the ED with dif-
ferent individuals due to the nature of the unit. Ahnachian
et al. (2012) selected the samples from all general units. In
comparison, in the present study, the participants had at
least 2 years of work experience in the ED; therefore, con-
tacting more patients in the ED might result in an increase
in cultural intelligence and positive thoughts in the social
interactions of ED staff members (2).

In the ED, patients and their families are more sensi-
tive. Under such stressful conditions, cultural character-
istics and differences are more obvious. Therefore, better
and quicker perception and analysis of proper behaviors
from different cultures correlate with patients’ satisfac-
tion. Typically, managers tend to assign employees with ef-
fective communication skills to EDs. However, they might
forget that the stress-resolving skills of such staff members
are due to their high cultural intelligence. By understat-
ing various cultural contexts, such employees offer peace
to the ED. In general units, communications occur more
peacefully, and the staff members have enough time to an-
alyze the behaviors and understand the cultural contexts
of patients. Additionally, since patients and their families
experience less stress, cultural diversity between patients
and staff members is less apparent under such conditions.

It has been reported that frequent contact with differ-
ent cultures is associated with an increase in the cultural
competence of staff members (10, 34, 35). Furthermore, it
has been evidenced that training cultural competence and
practicing cultural competency communication increase
the communication skills of staff members (35-38). There-
fore, authorities are suggested to hold education work-
shops on dealing with different cultures to promote the
cultural intelligence and competence of ED staff members.
In this way, they can improve the communication and in-
teractions of staff members with patients and their fami-
lies.

In Iran, despite considerable cultural diversity, few
studies have been conducted on cultural intelligence. The
present study aimed to provide basic knowledge about the
state of cultural intelligence, communication skills, and
social interactions of ED staff members in Zanjan. How-
ever, the obtained results are not generalizable to other
societies due to the specific culture of Zanjan. Moreover,
since all questionnaires were simultaneously provided to

the participants, social response bias might threaten the
validity of the results. Therefore, the authors tried to min-
imize this bias by anonymizing the name of those who
filled out the questionnaires.

5.1. Conclusions

According to the results of the present study, an in-
crease in the cultural intelligence level was associated with
an increase in the communication skills and social interac-
tions of ED staff members. Considering the globalization
and confrontation with different cultures and ethnicities,
managers should increase the cultural intelligence level of
the staff members. In this way, staff members can enhance
their cultural competence to increase their service quality
and patient satisfaction. Since most parts of cultural in-
telligence, communication skills, and social interactions
can be acquired and enhanced, authorities of medical sci-
ence education should try to enhance the cultural intelli-
gence and cultural competence of students in a multieth-
nic country, such as Iran, to have healthcare staff members
with high cultural intelligence in the future. In addition,
hospital managers should identify the strengths and weak-
nesses of their staff members by measuring their cultural
intelligence and providing retraining courses based on the
obtained results.

Acknowledgments

This study reported the results of a master’s thesis in
nursing conducted in School of Nursing and Midwifery,
Zanjan University of Medical Sciences. The authors would
like to acknowledge the Research Council of Zanjan Uni-
versity of Medical Sciences, the patients admitted to the
ED of hospitals affiliated with Zanjan University of Medical
Sciences and their families, and the officials, head nurses,
nurses, and staff of the hospitals for their valuable contri-
butions to conducting this study.

Footnotes

Authors’ Contribution: All authors discussed the results
and contributed to the final manuscript.

Conflict of Interests: The authors reported no conflict of
interest.

Ethical Approval: This study was conducted after
obtaining the approval of the Ethics Committee of
Zanjan University of Medical Sciences (ethics code:
IR.ZUMS.REC.1396.305).

Funding/Support: This research project received no fi-
nancial support.

6 Med Surg Nurs J. 2021; 10(4):e121175.



Baratipour M et al.

Informed Consent: After referring to the research en-
vironment and explaining the research goals, the author
obtained written consent from the participants. The par-
ticipants were assured that all their information would
remain confidential. Moreover, the subjects could with-
draw from the study at any time they wished. The partic-
ipants were asked to complete the questionnaires at any
time they desired to make them feel comfortable and con-
trol the confounding factors, such as noise and workload
in the hospital. All patients signed a written informed con-
sent form.

References

1. Goren H, Yemini M. Global citizenship education redefined – A system-
atic review of empirical studies on global citizenship education. Int J
Educ Res. 2017;82:170–83. doi: 10.1016/j.ijer.2017.02.004.

2. Foronda C, MacWilliams B, McArthur E. Interprofessional commu-
nication in healthcare: An integrative review. Nurse Educ Pract.
2016;19:36–40. doi: 10.1016/j.nepr.2016.04.005. [PubMed: 27428690].

3. Schinkel S, Schouten BC, Street RJ, van den Putte B, van Weert JC.
Enhancing Health Communication Outcomes Among Ethnic Minor-
ity Patients: The Effects of the Match Between Participation Prefer-
ences and Perceptions and Doctor-Patient Concordance. J Health Com-
mun. 2016;21(12):1251–9. doi: 10.1080/10810730.2016.1240269. [PubMed:
27869571].

4. Alizadeh S, Chavan M. Cultural competence dimensions and out-
comes: a systematic review of the literature. Health Soc Care Commu-
nity. 2016;24(6):e117–30. doi: 10.1111/hsc.12293. [PubMed: 26499469].

5. Edwards JB. Cultural Intelligence for Clinical Social Work Practice.
Clinical Soci Work J. 2015;44(3):211–20. doi: 10.1007/s10615-015-0543-4.

6. Ott DL, Michailova S. Cultural Intelligence: A Review and
New Research Avenues. Int J Manag Rev. 2018;20(1):99–119. doi:
10.1111/ijmr.12118.

7. Ang S, Van Dyne L, Koh C, Ng K, Templer KJ, Tay C, et al. Cultural Intel-
ligence: Its Measurement and Effects on Cultural Judgment and De-
cision Making, Cultural Adaptation and Task Performance. Manag Or-
gan Rev. 2015;3(3):335–71. doi: 10.1111/j.1740-8784.2007.00082.x.

8. Jyoti J, Kour S. Factors affecting cultural intelligence and its impact on
job performance: Role of cross-cultural adjustment, experience and
perceived social support. Pers Rev. 2017;46(4):767–91. doi: 10.1108/pr-12-
2015-0313.

9. Curtis K, Wiseman T. Back to basics—Essential nursing care in
the ED: Part one. Australas Emerg Nurs J. 2008;11(1):49–53. doi:
10.1016/j.aenj.2007.11.004.

10. Roh H, Nirta L. Medical students interact with multicultural pa-
tients to learn cultural diversity. Korean J Med Educ. 2018;30(2):161–
6. doi: 10.3946/kjme.2018.91. [PubMed: 29860782]. [PubMed Central:
PMC5990901].

11. Song HS, Choi J, Son YJ. The relationship between professional com-
munication competences and nursing performance of critical care
nurses in South Korea. Int J Nurs Pract. 2017;23(5). doi: 10.1111/ijn.12576.
[PubMed: 28752656].

12. Van Keer RL, Deschepper R, Huyghens L, Bilsen J. Preventing Con-
flicts Between Nurses and Families of a Multi-ethnic Patient Pop-
ulation During Critical Medical Situations in a Hospital. J Tran-
scult Nurs. 2020;31(3):250–6. doi: 10.1177/1043659619859049. [PubMed:
31258005].

13. Van Keer RL, Deschepper R, Francke AL, Huyghens L, Bilsen J. Con-
flicts between healthcare professionals and families of a multi-ethnic
patient population during critical care: an ethnographic study. Crit

Care. 2015;19:441. doi: 10.1186/s13054-015-1158-4. [PubMed: 26694072].
[PubMed Central: PMC4699338].

14. Van Keer RL, Deschepper R, Huyghens L, Bilsen J. Mental well-being
of patients from ethnic minority groups during critical care: a
qualitative ethnographic study. BMJ Open. 2017;7(9). e014075. doi:
10.1136/bmjopen-2016-014075. [PubMed: 28963277]. [PubMed Central:
PMC5623442].

15. Repo H, Vahlberg T, Salminen L, Papadopoulos I, Leino-Kilpi H.
The Cultural Competence of Graduating Nursing Students. J Tran-
scult Nurs. 2017;28(1):98–107. doi: 10.1177/1043659616632046. [PubMed:
26873438].

16. Copeland D, Henry M. Workplace Violence and Perceptions of Safety
Among Emergency Department Staff Members: Experiences, Expec-
tations, Tolerance, Reporting, and Recommendations. J Trauma Nurs.
2017;24(2):65–77. doi: 10.1097/JTN.0000000000000269. [PubMed:
28272178].

17. Hettinger AZ, Benda N, Roth E, Hoffman D, Iyer A, Franklin E,
et al. Ten Best Practices for Improving Emergency Medicine
Provider-Nurse Communication. J Emerg Med. 2020;58(4):581–93.
doi: 10.1016/j.jemermed.2019.10.035. [PubMed: 32145983].

18. Norouzinia R, Aghabarari M, Shiri M, Karimi M, Samami E. Com-
munication Barriers Perceived by Nurses and Patients. Glob J Health
Sci. 2015;8(6):65–74. doi: 10.5539/gjhs.v8n6p65. [PubMed: 26755475].
[PubMed Central: PMC4954910].

19. Brown EA, Bekker HL, Davison SN, Koffman J, Schell JO. Supportive
Care: Communication Strategies to Improve Cultural Competence
in Shared Decision Making. Clin J Am Soc Nephrol. 2016;11(10):1902–
8. doi: 10.2215/CJN.13661215. [PubMed: 27510456]. [PubMed Central:
PMC5053803].

20. Forsgarde ES, From Attebring M, Elmqvist C. Powerlessness: Dissat-
isfied patients’ and relatives’ experience of their emergency depart-
ment visit. Int EmergNurs. 2016;25:32–6. doi: 10.1016/j.ienj.2015.07.004.
[PubMed: 26254101].

21. Roh H, Park KH. A Scoping Review: Communication Between Emer-
gency Physicians and Patients in the Emergency Department. J Emerg
Med. 2016;50(5):734–43. doi: 10.1016/j.jemermed.2015.11.002. [PubMed:
26818383].

22. Tsang S, Royse CF, Terkawi AS. Guidelines for developing, translating,
and validating a questionnaire in perioperative and pain medicine.
Saudi J Anaesth. 2017;11(Suppl 1):S80–9. doi: 10.4103/sja.SJA_203_17.
[PubMed: 28616007]. [PubMed Central: PMC5463570].

23. Earley P, Ang S. Cultural Intelligence: Individual interactions across
cultures. California, USA: Stanford University Press; 2003. doi:
10.1515/9780804766005.

24. Rahimaghaee F, Mozdbar R. Cultural intelligence and its rela-
tion with professional competency in nurses. Nurs Pract Today.
2017;4(3):115–24.

25. Shomoossi N, Asor AA, Kooshan M, Rad M. Interculturality and
cultural intelligence in an academic context: A report from uni-
versity staff interacting with nursing students. J Educ Health Pro-
mot. 2019;8(78). doi: 10.4103/jehp.jehp_120_18. [PubMed: 31143795].
[PubMed Central: PMC6512398].

26. Glass CR, Merluzzi TV, Biever JL, Larsen KH. Cognitive assessment of
social anxiety: Development and validation of a self-statement ques-
tionnaire. Cognit Ther Res. 1982;6(1):37–55. doi: 10.1007/bf01185725.

27. Ersanlı KBS, Balcı S. Developing a communication skill inventory:
Its validity and reliability. Turkish Psychol Counseling Guidance J.
1998;10(2):7–12.

28. Ahanchian MR, Amiri R, Bakhshi M. Correlation between cultural in-
telligence and social interaction of nurses. J health promotion manag.
2012;1(2):44–53.

29. McCarthy DM, Ellison EP, Venkatesh AK, Engel KG, Cameron KA, Mak-
oul G, et al. Emergency department team communication with the
patient: the patient’s perspective. J EmergMed. 2013;45(2):262–70. doi:
10.1016/j.jemermed.2012.07.052. [PubMed: 22989697].

Med Surg Nurs J. 2021; 10(4):e121175. 7

http://dx.doi.org/10.1016/j.ijer.2017.02.004
http://dx.doi.org/10.1016/j.nepr.2016.04.005
http://www.ncbi.nlm.nih.gov/pubmed/27428690
http://dx.doi.org/10.1080/10810730.2016.1240269
http://www.ncbi.nlm.nih.gov/pubmed/27869571
http://dx.doi.org/10.1111/hsc.12293
http://www.ncbi.nlm.nih.gov/pubmed/26499469
http://dx.doi.org/10.1007/s10615-015-0543-4
http://dx.doi.org/10.1111/ijmr.12118
http://dx.doi.org/10.1111/j.1740-8784.2007.00082.x
http://dx.doi.org/10.1108/pr-12-2015-0313
http://dx.doi.org/10.1108/pr-12-2015-0313
http://dx.doi.org/10.1016/j.aenj.2007.11.004
http://dx.doi.org/10.3946/kjme.2018.91
http://www.ncbi.nlm.nih.gov/pubmed/29860782
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5990901
http://dx.doi.org/10.1111/ijn.12576
http://www.ncbi.nlm.nih.gov/pubmed/28752656
http://dx.doi.org/10.1177/1043659619859049
http://www.ncbi.nlm.nih.gov/pubmed/31258005
http://dx.doi.org/10.1186/s13054-015-1158-4
http://www.ncbi.nlm.nih.gov/pubmed/26694072
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4699338
http://dx.doi.org/10.1136/bmjopen-2016-014075
http://www.ncbi.nlm.nih.gov/pubmed/28963277
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5623442
http://dx.doi.org/10.1177/1043659616632046
http://www.ncbi.nlm.nih.gov/pubmed/26873438
http://dx.doi.org/10.1097/JTN.0000000000000269
http://www.ncbi.nlm.nih.gov/pubmed/28272178
http://dx.doi.org/10.1016/j.jemermed.2019.10.035
http://www.ncbi.nlm.nih.gov/pubmed/32145983
http://dx.doi.org/10.5539/gjhs.v8n6p65
http://www.ncbi.nlm.nih.gov/pubmed/26755475
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4954910
http://dx.doi.org/10.2215/CJN.13661215
http://www.ncbi.nlm.nih.gov/pubmed/27510456
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5053803
http://dx.doi.org/10.1016/j.ienj.2015.07.004
http://www.ncbi.nlm.nih.gov/pubmed/26254101
http://dx.doi.org/10.1016/j.jemermed.2015.11.002
http://www.ncbi.nlm.nih.gov/pubmed/26818383
http://dx.doi.org/10.4103/sja.SJA_203_17
http://www.ncbi.nlm.nih.gov/pubmed/28616007
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5463570
http://dx.doi.org/10.1515/9780804766005
http://dx.doi.org/10.4103/jehp.jehp_120_18
http://www.ncbi.nlm.nih.gov/pubmed/31143795
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6512398
http://dx.doi.org/10.1007/bf01185725
http://dx.doi.org/10.1016/j.jemermed.2012.07.052
http://www.ncbi.nlm.nih.gov/pubmed/22989697


Baratipour M et al.

30. Bücker JJ, Furrer O, Poutsma E, Buyens D. The impact of cultural
intelligence on communication effectiveness, job satisfaction and
anxiety for Chinese host country managers working for foreign
multinationals. Int J Human ResourceManag. 2014;25(14):2068–87. doi:
10.1080/09585192.2013.870293.

31. Diallo AF, McGrath JM. A Glance at the Future of Cultural Compe-
tency in Healthcare. Newborn Infant Nurs Rev. 2013;13(3):121–3. doi:
10.1053/j.nainr.2013.07.003.

32. Ezenkwele UA, Roodsari GS. Cultural competencies in emergency
medicine: caring for Muslim-American patients from the Middle East.
J Emerg Med. 2013;45(2):168–74. doi: 10.1016/j.jemermed.2012.11.077.
[PubMed: 23478182].

33. Wesolowska K, Hietapakka L, Elovainio M, Aalto AM, Kaihlanen
AM, Heponiemi T. The association between cross-cultural com-
petence and well-being among registered native and foreign-
born nurses in Finland. PLoS One. 2018;13(12). e0208761. doi:
10.1371/journal.pone.0208761. [PubMed: 30532137]. [PubMed Cen-
tral: PMC6285347].

34. Crowne KA. Cultural exposure, emotional intelligence, and cultural
intelligence: An exploratory study. Int J Cross Cult Manag. 2013;13(1):5–
22. doi: 10.1177/1470595812452633.

35. Suk MH, Oh WO, Im Y. Factors affecting the cultural competence
of visiting nurses for rural multicultural family support in South
Korea. BMC Nurs. 2018;17:1. doi: 10.1186/s12912-017-0269-4. [PubMed:
29339927]. [PubMed Central: PMC5759751].

36. Ring J, Nyquist J, Mitchell S. Curriculum for Culturally Responsive Health
Care. Florida, USA: CRC Press; 2018. doi: 10.1201/9781315377834.

37. Kaihlanen AM, Hietapakka L, Heponiemi T. Increasing cultural aware-
ness: qualitative study of nurses’ perceptions about cultural com-
petence training. BMC Nurs. 2019;18:38. doi: 10.1186/s12912-019-0363-x.
[PubMed: 31440116]. [PubMed Central: PMC6704569].

38. Abrahams S, Kim EJ, Marrast L, Uwemedimo O, Conigliaro J, Martinez
J. Examination of resident characteristics associated with interest in
primary care and identification of barriers to cross-cultural care.BMC
Med Educ. 2021;21(1):218. doi: 10.1186/s12909-021-02669-w. [PubMed:
33874946]. [PubMed Central: PMC8056670].

8 Med Surg Nurs J. 2021; 10(4):e121175.

http://dx.doi.org/10.1080/09585192.2013.870293
http://dx.doi.org/10.1053/j.nainr.2013.07.003
http://dx.doi.org/10.1016/j.jemermed.2012.11.077
http://www.ncbi.nlm.nih.gov/pubmed/23478182
http://dx.doi.org/10.1371/journal.pone.0208761
http://www.ncbi.nlm.nih.gov/pubmed/30532137
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6285347
http://dx.doi.org/10.1177/1470595812452633
http://dx.doi.org/10.1186/s12912-017-0269-4
http://www.ncbi.nlm.nih.gov/pubmed/29339927
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5759751
http://dx.doi.org/10.1201/9781315377834
http://dx.doi.org/10.1186/s12912-019-0363-x
http://www.ncbi.nlm.nih.gov/pubmed/31440116
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6704569
http://dx.doi.org/10.1186/s12909-021-02669-w
http://www.ncbi.nlm.nih.gov/pubmed/33874946
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8056670

	Abstract
	1. Background
	2. Objectives
	3. Methods
	3.1. Study Design and Sampling
	3.2. Data Collection
	3.2.1. Data Collection Tools
	3.2.1.1. Cultural Intelligence Scale
	3.2.1.2. Social Interactions Questionnaire
	3.2.1.3. Communication Skills Scale


	3.3. Ethical Considerations
	3.4. Data Analysis

	4. Results
	Table 1
	Table 2
	Table 3
	Table 4

	5. Discussion
	5.1. Conclusions

	Acknowledgments
	Footnotes
	Authors' Contribution: 
	Conflict of Interests: 
	Ethical Approval: 
	Funding/Support: 
	Informed Consent: 

	References

