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Abstract 
 
 

Background: As New Zealand’s society becomes increasingly multicultural osteopaths are 

delivering care to a more diverse population than ever before. The provision of high-quality, 

culturally safe and effective care begins with cultural self-awareness. Cultural self-awareness 

is the recognition of one’s values, biases, beliefs and stereotypes. The recognition and 

development of cultural self-awareness early in a student osteopath’s education allow for 

improved communication, rapport building and patient satisfaction that transitions into 

professional practice. This study aimed to identify the levels of cultural self-awareness of 

student osteopaths and to explore the factors that may be associated with these levels. 

 

Method: A cross-sectional study of osteopathy students from the School of Osteopathy at 

Unitec Institute of Technology was conducted using an online self-administered survey. The 

survey contained three questionnaires: A demographic questionnaire, The Cultural Awareness 

Scale (CAS) questionnaire and the Marlowe-Crowne Social Desirability (MCSD) Scale Short 

Form-C. Data was analysed using SPSS version 26.  

 

Results: A total of 28 students participated in this study (75% response rate). Overall, students 

reported a moderately high level of cultural self-awareness. Results showed that students who 

had higher levels of cultural self-awareness also reported higher levels of social desirability 

response bias. The demographic variables of age and ethnicity had a significant influence on 

cultural self-awareness regarding students’ general educational experience and cognitive 

awareness.  

 

Conclusion: These findings provide osteopathic educators with knowledge regarding baseline 

levels of cultural self-awareness and identifies factors that may need to be addressed to develop 

cultural self-awareness in future practice. This is the first known study addressing cultural self-

awareness in Unitec osteopathy students and adds to a growing body of research addressing 

cultural self-awareness in the continued development of culturally congruent healthcare. 

 

Keywords: Osteopathy, cultural awareness, cultural competence, culture, healthcare 
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Chapter One – Introduction 
 
 
A Changing Aotearoa/New Zealand  
 

Aotearoa/New Zealand is a diverse nation. The most recent data indicates that 70% of its 

population is ‘European or other’, while Asian and Māori are the two largest ethnic minority 

groups. Reaching the five million population milestone in March 2020, long-term predictions 

indicate there is a 90% probability of the population rising to between 5.34 and 7.13 million 

by 2048, while the median age is predicted to reach 40 years by the early 2030s, and almost 50 

by 2073 (Statistics New Zealand, 2020). Aotearoa/New Zealand’s demographics are changing, 

and over the next two decades, predictions indicate that while minority populations will 

continually rise, the ‘European or other’ ethnic group will be the only group to decrease its 

share of the population (Statistics New Zealand, 2017). These predictions mean healthcare 

providers must become more aware of the challenges associated when delivering care to an 

increasingly diverse population. 

 

Background  
 

Health disparities have been in existence throughout all of Aotearoa/New Zealand’s colonial 

history (Ellison-Loschmann & Pearce, 2006; Wepa, 2005), and it was not until the 1970s and 

1980s that the long-term impact of colonisation became evident (Wepa, 2005). Indigenous 

peoples have poorer health than non-indigenous (Bakker, 2003; New Zealand Ministry of 

Health, 2019), are overrepresented in poorer health statistics and have lower life expectancies 

(Rolleston et al., 2020). The long-term aim of the Feel Good Health Plan, proposed by the 

Ministry of Health, is for all New Zealanders to lead healthier and more independent lives 

(Ministry of Health, 2016; New Zealand Ministry of Health, 2014b; Turia & King, 2002). The 

difficulty of providing effective and high-quality care to an increasingly diverse population is 

recognised (Almutairi, Adlan, & Nasim, 2017; DeSouza, 2008; Kanengoni, Andajani-Sutjahjo, 

& Holroyd, 2018), and the New Zealand Government through the Ministry of Health have 

implemented several plans targeted at improving the health of indigenous peoples over the last 

two decades. He Korowai Oranga, the Māori Health Strategy was introduced in 2002, and an 

updated strategy followed in 2014 (New Zealand Ministry of Health, 2014b). Consisting of 

three interconnected elements: mauri ora – healthy individuals; whanau ora – healthy families; 
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and wai ora – healthy environments. The aim of He Korowai Oranga, the Māori Health 

Strategy is to provide a platform for Māori to experience good health and wellbeing through 

whānau, hapū, iwi and community development through collaborative and effective healthcare 

services (New Zealand Ministry of Health, 2014b). Following the 2002 introduction of He 

Korowai Oranga, the Māori Health Strategy, the Health Practitioners Competence Assurance 

Act (HPCAA) was introduced in 2003. The HPCAA (2003) provided a comprehensive 

framework for the regulation of health professionals that addresses clinical and cultural 

competencies suitable for practice, and to protect the health and safety of the public (New 

Zealand Government, 2003). To meet the healthcare needs of Pacific peoples, ‘Ala’Mo’ui 

2010-2014 was introduced and further developed in the  'Ala Mo'ui: Pathways to Pacific 

Health and Wellbeing 2014–2018 (New Zealand Ministry of Health, 2014a). This is a four-

year plan providing a framework for the delivery of high-quality healthcare services to Pacific 

peoples. While the implementation of He Korowai Oranga, the Māori Health Strategy, 'Ala 

Mo'ui: Pathways to Pacific Health and Wellbeing 2014–2018 and the HPCAA (2003) has, to 

some extent, narrowed the health disparity gap, disparities between majority and minority 

populations continue to be documented in Aotearoa/New Zealand (Goodyear-Smith & Ashton, 

2019; New Zealand Ministry of Health, 2016; Rolleston et al., 2020).  

 

Although the causes of health disparities are multifaceted, effective communication and rapport 

building between the patient and practitioner can play a significant role in reducing disparities 

and inequities in diverse populations (Loftin, Hartin, Branson, & Reyes, 2013). Cultural 

competence has been considered to be one of the most effective interventions to help address 

these disparities (Loftin et al., 2013). While there is a lack of consensus regarding the definition 

of cultural competence, a culturally competent practitioner has the necessary skills to 

communicate, listen, work effectively and provide high-quality care to individuals of different 

cultures (Betancourt, 2004). What began as a checklist of “dos and don’ts”, cultural 

competence has broadened to require a complicated interplay of cultural knowledge, cultural 

self-awareness, and cultural experiences (Betancourt, 2006; Campinha-Bacote, 2002; Schim, 

Doorenbos, Benkert, & Miller, 2007).  

 

Cultural self-awareness is often considered the first stage towards the development of cultural 

competence and is the focus of this thesis. Cultural self-awareness is the recognition of one’s 

personal biases, prejudices, and world views (Campinha-Bacote, 2002; Rew, Becker, 

Cookston, Khosropour, & Martinez, 2003) and plays an important role in the patient-provider 
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interaction (Campinha-Bacote, 2002; Kumlien et al., 2020; Royal New Zealand College of 

General Practitioners, 2007). The exploration of one’s identity, culture and bias help 

practitioners recognise and accept differing world views and beliefs within clinical interactions 

(O’Shaughnessy & Tilki, 2007) and how these impact health perceptions, decision-making 

behaviours, patient expectations and outcomes.   

 

 
Osteopathy in Aotearoa/New Zealand 
 

The practice of osteopathy includes a comprehensive analysis of the musculoskeletal and 

neuromuscular systems to address dysfunction, prevent disease and improve individual health 

and well-being. In addition to the musculoskeletal and neuromuscular systems, osteopaths 

explore broader concepts of health such as stress, exercise, diet and mental health with their 

patient while recognising and prioritising patient values, needs and beliefs. This is no easy task, 

and successful navigation of these characteristics requires practitioner self-awareness, 

professional knowledge, skills, attitudes and experiences (Watt, Abbott, & Reath, 2016). As 

osteopathy becomes more widely recognised in Aotearoa/New Zealand, osteopaths are 

delivering care to an increasingly diverse population. Both student and professional osteopaths 

are now treating a far broader spectrum of cultures, ethnicities, individual beliefs, values, 

interests, personalities and differing perspectives. In Auckland alone, Accident Compensation 

Corporation (ACC) data shows osteopathic treatment covered under the scheme has risen from 

23,377 (2008) to 38,295 in (2018). Data obtained from the Unitec Osteopathy Clinic, New 

Zealand’s largest student-led clinic, reflects that of ACC. Between 2004 and 2019 the number 

of ethnic groups receiving osteopathic care increased from 16 to 39. Reflecting the diverse 

population, students enrolled in Unitec’s osteopathy programme undergo a comprehensive 

undergraduate theoretical curriculum while gaining extensive postgraduate clinical experience. 

Completing an Applied Science degree in Human Biology (BASHB) and a postgraduate 

Master of Osteopathy (MOst) degree, students develop the skills such as communication, 

osteopathic technique, patient management, clinical reasoning and diagnosis and critical 

reflection necessary for effective, safe and high-quality care. Upon graduation, MOst graduates 

will have developed competency-based skills and effective interventions that contribute 

towards the provision of culturally congruent healthcare, students will be able to demonstrate 

a sensitivity to bicultural issues, communicate effectively across cultures and professions, and 

demonstrate cultural sensitivity in interactions with patients, colleagues and other health 
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professionals (Unitec Institute of Technology, 2019b). While students engage in 

comprehensive self-reflection throughout the undergraduate and MOst degrees, it is often self-

guided and there is limited recognition given to identifying students’ personal biases, beliefs 

and prejudices, and how these may impact cultural self-awareness and the provision of high-

quality care. Given the changing demographics within society, identifying the cultural self-

awareness of osteopathy students is an important step towards identifying and potentially 

reducing culturally based health inequalities and optimising osteopathic care. To the 

researcher’s knowledge, there is currently no research identifying the cultural self-awareness 

of students or professional practitioners in osteopathy in Aotearoa/New Zealand. 

Understanding baseline levels of cultural self-awareness and factors that may influence cultural 

self-awareness is fundamental to the development of the curriculum, practitioner, and 

profession.  

 

 

Thesis Overview  
 

This thesis is presented in a traditional style and the structure follows the described chapters. 

Chapter one briefly introduces the reader to the context of healthcare in Aotearoa/New Zealand, 

cultural self-awareness and osteopathy. Chapter two provides a review of the literature. The 

conclusion of chapter two includes the research question and identifies the aims and objectives 

of the study. Chapter three provides an overview of the methodology used to answer this 

research question. This chapter is divided into two parts: Part I introduces the reader to 

quantitative survey-based research, and Part II discusses the methods employed in this study. 

Chapter four presents the results of the current study. Chapter five is a discussion of the results 

in light of the literature, the limitations and concluding thoughts. This is followed by a list of 

references and the appendices containing the study briefing, ethical approval, questionnaires 

and descriptive statistics. A glossary of terms used throughout this dissertation is included at 

the beginning.   
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Chapter Two – Literature Review 
 
The purpose of this chapter is to introduce the reader to the term’s ‘culture’, ‘cultural 

competence’ and ‘cultural self-awareness’. The literature review begins by introducing 

‘culture’ and how the term is intended to be used throughout this thesis. The chapter then 

discusses the evolution of ‘cultural competence’ and ‘cultural self-awareness’. The chapter 

concludes with a summary of key points and the aims and objectives of this study.  

 

Culture 
 
 
It is important to introduce the reader to the term ‘culture’ and define how it is used throughout 

the thesis. Culture, used within this thesis, is ‘anthropological’ and is based upon everyday 

meanings, values and norms (Barker, 2008). Culture is complicated, difficult to define and 

definitions vary between individuals, social groups, organisations and communities 

(Betancourt, 2006; Eagleton, 2000; Orhan et al., 2018). Three definitions are presented below 

and while the definition varies, similar themes exist.  

 

In their broad definition, Napier et al. (2014) describe culture as:  

 

“The shared, overt and covert understandings that constitute conventions and practices, and 

the ideas, symbols, and concrete artifacts that sustain conventions and practices, and make 

them meaningful” (p. 4).  

 

Wepa (2015), provides a more empirical definition associated with the context of 

Aotearoa/New Zealand. In her definition, Wepa describes culture as: 

 

“Our way of living is our culture. It’s our taken-for-grantedness that determines and defines 

our culture. The way we brush our teeth, the way we bury people, the way we express ourselves 

through our art, religion, eating habits, rituals, humour, science, law and sport; the way we 

celebrate occasions (from 21st, to weddings, to birthdays) is our culture. All these actions we 

carry out consciously and unconsciously” (p. 66). 
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The third definition is taken from The United Nations Educational, Scientific and Cultural 

organisation (UNESCO) 2009. In the definition, UNESCO (2009) defines culture as: 

 

“a set of distinctive spiritual, material, intellectual and emotional features of society or a social 

group, that encompasses, not only art and literature, but lifestyles, ways of living together, 

value systems, traditions and beliefs” (p. 9). 

 

While the definitions provide an insight into the ambiguous nature of culture, common themes 

exist. The three definitions illustrate that culture is far from bound, it is not limited to our overt 

daily practices and behaviours and includes practices and behaviours that are often unconscious 

and those that are taken for granted. Culture determines the way we live, the way we act, and 

the way we perceive the world. It is important to highlight that while ethnicity and race are 

components of our culture, the definitions do not equate culture solely with ethnic identity or 

refer to groups of the same racial heritage (Napier et al., 2014).  

 

Throughout this thesis, culture refers to our practices and our behaviours, and our beliefs and 

our worldviews that determine the way we live, behave and communicate. Therefore, our 

culture plays a significant role in the clinical environment influencing our ability to 

communicate our pain beliefs, healthcare preferences and overall well-being (Campbell & 

Edwards, 2012; DeSouza, 2008; Napier et al., 2014). The reader is encouraged to reflect on or 

identify components of their own culture, their family’s culture, or their community culture. 

Throughout this process, I encourage the reader to consider the challenges regarding 

communication, healthcare preferences, beliefs and patient satisfaction within a clinical 

interaction.  

 

 
Cultural Concepts and Interpretations  
 

Cultural Concepts 
 

The increase in diversity creates both opportunities and challenges for healthcare providers to 

deliver high-quality, culturally congruent care that can reduce health disparities. As a result, 

cultural concepts such as cultural competence (Campinha-Bacote, 2002), cultural awareness 

(Rew et al., 2003), cultural responsiveness (Te et al., 2019), cultural safety (Wepa, 2015), 
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cultural sensitivity (O’Shaughnessy & Tilki, 2007) and cultural humility (Foronda, Baptiste, 

Reinholdt, & Ousman, 2016) have become widely used in healthcare services, models, and 

healthcare policy. While each concept has a different role in the healthcare setting, the concepts 

and their definitions almost always interrelate. While it is important to acknowledge the clinical 

relevance of all concepts, the focus of this thesis is on the concept of cultural self-awareness 

and its role in the development of cultural competence. To provide the reader with a greater 

understanding of cultural self-awareness, the origin and clinical relevance of cultural 

competence are first introduced.  

 

 
Cultural Competence 
 

Our population is increasing and becoming more diverse. With this, comes both challenges and 

opportunities for healthcare providers to ensure equality of outcomes for the various ethnic 

groups. Simply put, cultural competence is an integrated pattern of human behaviour enabling 

the health practitioner to function effectively in cross-cultural encounters (Almutairi et al., 

2017; Betancourt, 2006; Campinha-Bacote, 2002). It is central to communication and 

diagnosis, and has been regarded as an important component towards reducing disparities in 

healthcare. The purpose of this section is to provide the reader with a conceptual understanding 

of the term ‘cultural competence’. The reason for this is two-fold. One, cultural competence 

has become a broad concept, that, like culture will have different meanings to different groups. 

Two, understanding the components of cultural competence provides the reader with increased 

clarity when introducing the focus of this thesis, cultural self-awareness. Cultural competence 

was introduced in the 1980s by Cross, Bazron, Dennis, & Isaacs (1989) to help improve cross-

cultural interactions. In their frequently cited definition, Cross et al. (1989 p. 13) define cultural 

competence as: 

 

“a set of congruent behaviours, attitudes and policies that come together to work effectively in 

cross-cultural situations”  

 

Building upon the definition by Cross and colleagues, Campinha-Bacote's (2002) describes 

cultural competence within healthcare as: 
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“an ongoing process in which the healthcare provider continuously strives to achieve the 

ability to effectively work within the cultural context of the client” (p. 181). 

 

While these two definitions are broad, the authors imply that cultural competence is an 

integrated pattern of human behaviour enabling the practitioner to function effectively in cross-

cultural encounters (Campinha-Bacote, 2002; Cross et al., 1989). Campinha-Bacote’s 

definition is supported by the Process of Cultural Competence Model (Figure 1). In the model, 

Campinha-Bacote provides a theoretical framework that illustrates the components necessary 

for the development of cultural competence. These components consist of five intersecting 

constructs, cultural awareness; the self-examination where the provider recognises one’s 

biases, assumptions and prejudices, cultural knowledge; where one obtains knowledge about 

diverse cultural and ethnic groups, cultural skill; the ability to collect relevant patient 

information and perform an accurate physical assessment, cultural encounters; the process of 

cross-cultural interaction, and cultural desire; the want of the provider to engage in cross-

cultural interactions rather than the have to (Campinha-Bacote, 2002). While either construct 

can be improved at any time, the five constructs have an interdependent relationship with each 

other. The intersections of each of the constructs depict true cultural competence.  

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Figure 1: Process of Cultural Competence Model (2002). A model suggested by Campinha-Bacote (2002) 
illustrating the five intersecting cultural constructs of cultural awareness, cultural knowledge, cultural skill, 
cultural encounters and cultural desire. Cultural competence is continually developed by the intersection of the 
constructs.  



 9 

Schim et al. (2007) continued the work of Campinha-Bacote (2002) providing another 

theoretical model in the continually evolving concept of cultural competence. In this model, 

the authors describe cultural competence as a behavioural construct built upon specific 

cognitive, affective and psychomotor skills (Figure 2). These skills are depicted as four puzzle 

pieces that form a unique, continually changing and effective response towards the patient and 

their care. The 3-Dimensional Puzzle Model illustrates the complicated interplay between four 

cultural domains: cultural diversity (fact), cultural awareness (knowledge), cultural sensitivity 

(attitude) and cultural competence (Schim et al., 2007; Schim, Doorenbos, Miller, & Benkert, 

2003). The domains are represented as four puzzle pieces and come together as the practitioner 

develops a more culturally competent practice. Furthermore, the 3-Dimensional Puzzle Model 

illustrates that the development of culturally congruent care is dependent on the relationship 

between the provider and the patient. These are depicted as the ‘provider level’ and the ‘client 

level’ and the two levels come together to form culturally congruent care. Components of 

cultural competency models (Campinha-Bacote, 2002; Purnell, 2005; Schim et al., 2007) have 

provided the basis for cultural competence assessment tools (Loftin et al., 2013) and 

competence-based research in the healthcare setting. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Figure 2: A 3-Dimensional Puzzle Model proposed by Schim et al. (2007) representing the process involved in 
moving towards culturally congruent care. The model recognises the interplay between both provider and 
patient’s cultural awareness, diversity, sensitivity and competence in the provisions of culturally congruent 
care.  
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The models provide a theoretical understanding of cultural competence and illustrate that the 

development of cultural competence is a multifaceted and continually evolving process. The 

journey towards cultural competence has no endpoint (Campinha-Bacote, 2002; Cross et al., 

1989) and involves the progression from unconscious incompetence, where one is unaware of 

the cultural differences and lacking knowledge of another culture, to unconscious competence, 

where cultural skills become automatic (Purnell, 2005; Romanello & Holtgrefe, 2009). While 

the models outline the components towards competence the journey is unique to every 

individual. Over the past two decades, the multifaceted nature and the lack of a universal 

definition have led to the development of many interchangeable terms. Cultural responsiveness 

(Te et al., 2019), cultural safety (Wepa, 2015), cultural sensitivity (O’Shaughnessy & Tilki, 

2007), cultural humility (Foronda et al., 2016), and cultural capability (West, Sadler, Hawke, 

Munteanu, & Chuter, 2021) have been introduced into the healthcare literature and add a level 

of confusion regarding the components of cultural competence (Jongen, McCalman, & 

Bainbridge, 2018). This has resulted in a lack of clarity around the standards required to deliver 

a culturally competent workforce (Heke, Wilson, & Came, 2019).  

 

While there is an abundance of literature regarding the importance of culturally competent care, 

there is also a growing body of research assessing cultural competence healthcare curricula and 

training (Beach et al., 2005; Casillas et al., 2014; Chipps, Simpson, & Brysiewicz, 2008; 

Govere & Govere, 2016; Lie, Lee-Rey, Gomez, Bereknyei, & Braddock, 2011; Oikarainen et 

al., 2019). For example, in a recent review, Oikarainen et al. (2019) aimed to identify whether 

cultural competence interventions improved nurses’ cultural competence self-assessment. 

Cultural competence models informed the design of the educational interventions and focused 

on the exploration of one’s own culture and promoting an understanding of the components 

relating to cultural competency. The authors identified that the majority of the studies found 

that nurses’ participation in self-reflective exercises, case studies and cultural simulations had 

a positive effect on nurses’ self-perceived cultural competence. These findings are supported 

by similar studies across a diverse range of healthcare providers (Beach et al., 2005; Chipps et 

al., 2008; Govere & Govere, 2016). The authors identified that through lectures, educational 

workshops, group discussions and audio-visual training, practitioners improved their levels of 

self-reported cultural competence. In their review, Govere & Govere (2016) evaluated the 

effectiveness of cultural competence training in dental practitioners, physicians, nurse 

practitioners and other healthcare providers. The majority of the studies showed that cultural 

competence training not only improved provider cultural competence but also patient 
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satisfaction. These findings add further support to a study by Lie et al. (2011). In their review 

addressing the effects of cultural competence training on patient outcomes. Lie et al. (2011) 

identified that while there was an overall trend towards improved patient satisfaction, fewer 

than half of the studies showed improved patient satisfaction. Taken collectively, these findings 

illustrate the effectiveness of cultural competence training regarding provider knowledge, 

attitudes and skill and that this may or may not be reflected in patient satisfaction. While these 

findings are encouraging, there is no clear evidence that illustrates the most suitable education 

for the best patient satisfaction (Govere & Govere, 2016; Lie et al., 2011). Furthermore, the 

lack of standardised measurements between studies is difficult to identify which interventions 

would be the most effective (Loftin et al., 2013).  

 

The cultural competence models have also been used to identify self-perceived cultural 

competence in the student population (Cruz, Colet, Bashtawi, Mesde, & Cruz, 2016; Halabi & 

de Beer, 2018; Te et al., 2019). Identifying baseline levels of cultural competence in student 

populations helps educators to identify areas that may need to be addressed to support the 

development of culturally congruent care and to help students become more aware of the 

cultural complexities that arise in diverse clinical interactions. In a recent study, Te et al. (2019) 

analysed the cultural responsiveness of physiotherapy students across Australia and 

Aotearoa/New Zealand. Cultural responsiveness is used interchangeably with cultural 

competence and refers to the capacity of the healthcare professional to deliver care that is safe, 

effective and respectful to culturally diverse populations (Te et al., 2019). The authors 

identified that while students reported moderately high levels of cultural responsiveness, year 

level, levels of clinical experience and social desirability significantly influenced levels of 

cultural responsiveness. Social desirability is a common form of response bias and has been 

shown to influence self-reported cultural competence assessment (Larson & Bradshaw, 2017). 

A study by Halabi & de Beer (2018) identified that students who had previous cultural studies 

and been exposed to greater cultural experiences reported higher levels of cultural competence. 

While years of study and clinical experience have been shown to affect competency levels, 

other demographic variables such as age and gender influence student’s levels of cultural 

competency (Almutairi et al., 2017; Cruz et al., 2018). Addressing the components of critical 

awareness, critical knowledge, critical skills and critical empowerment, Almutairi, Adlan, & 

Nasim (2017) identified that nurses had moderately high levels of cultural competence. 

Furthermore, the authors identified significant differences between the demographic variables 

of age and country of birth. Nurses between the age of 30-34 years had the highest reported 



 12 

levels of cultural competence, while nurses who were born in Canada and shared similar culture 

and language to their patients reported higher levels of cultural competence (Almutairi et al., 

2017).  

 

While these studies recognise the importance of developing cultural competence in 

professional practice and tertiary education internationally, there remains a paucity of studies 

addressing cultural competency levels in healthcare professionals and students throughout 

Aotearoa/New Zealand. There is however a substantial body of literature relating to the 

importance of cultural competency and cultural safety (Curtis et al., 2019; DeSouza, 2008; 

Papps & Ramsden, 1996; Tiatia, 2008; Wepa, 2005, 2015). In a recent study, (Heke et al., 

2019) assess the readiness of health practitioner groups to deliver culturally competent 

healthcare using the Knowledge-Action-Integration (KAI) framework. The KAI framework 

(Table 1), is a similar framework to that of (Campinha-Bacote, 2002) and (Schim et al., 2007) 

addressing the necessary components of culturally competent care. In their study, (Heke et al., 

2019) identified that most regulatory bodies defined cultural competence. However, five 

regulated professions: osteopathy, podiatry, dieticians, medical radiation technologists and 

occupational therapy provided no definition. Furthermore, the authors identified that cultural 

competence standards throughout health practitioners varied and lacked clarity.  

 
 
In Summary: 
 
 

• Cultural competence is an evolutionary, developmental process (Heke et al., 2019) that 

ultimately has no endpoint (Campinha-Bacote, 2002; Cross et al., 1989).  

• Cultural competence requires a complicated interplay of awareness, knowledge, 

attitudes, skills, experience to transition from unconscious incompetence towards 

conscious competence (Campinha-Bacote, 2002; Purnell, 2005; Schim et al., 2007) and 

provide culturally safe, effective and high-quality care.  

• While there is agreement among authors that the concept of cultural competence is a 

continually evolving process and is fundamental in healthcare there remains a lack of 

clarity among a stand-alone definition, the nature of its components, and how best to 

implement competence training into healthcare curricula 

• Despite legislative requirements, inconsistencies exist throughout regulated healthcare 

bodies across Aotearoa/New Zealand  
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Table 1: Knowledge – Action – Integration (KAI) Framework 

 
Knowledge  Action  Integration 

- Understands own cultural values, beliefs and 

practices and the influences these have on 

practice  

 - Evidence of working with people in 

respectful, non-judgemental ways  

 - Identifies the cultural needs and what is 

important for Māori and their whānau   

- Understands own assumptions, biases and 

stereotypes that are held about groups of 

people and how these can guide practice  

 - Avoids actions that lead to cultural 

imposition  

 - Recognises concepts, such as whakamā, 

which may be barriers to fully engaging 

with health services  

- Identifies power held and how it is used in 

practice  

 - Recognises and addresses conflicts 

in values and practices  

 - Identifies and addresses inappropriate 

and uncomfortable environments or 

situations  

- Critically analyses the diverse realities that 

influence people’s health and wellbeing  

 - Upholds the rights of people and 

their whānau 

 

- Recognises and respects diversity among 

groups of people  

 

 

Source: Heke et al. (2019) 



 14 

Cultural Self-Awareness  
 

“Cultural self-awareness is a deliberate and conscious cognitive and emotional process of 

getting to know yourself: your personality, your values, your beliefs, your professional 

knowledge standards, your ethics and the impact of these factors on the various roles played 

when interacting with individuals who are different from yourself” (Purnell, 2005 p. 9) 

 

Cultural self-awareness is the process of critical reflection, the identification of personal biases, 

stereotypes and prejudices to allow the practitioner to improve communication, recognise their 

position of power (O’Shaughnessy & Tilki, 2007), and reduce the risk of both ethnocentrism 

and cultural imposition (Almutairi, Dahinten, & Rodney, 2015; Brady, Veljanova, & 

Chipchase, 2016; O’Shaughnessy & Tilki, 2007; Watt et al., 2016; Willis & Elmer, 2011). 

Cultural self-awareness has been identified as the first step and a fundamental component in 

the development of culturally congruent care (Alizadeh & Chavan, 2016; Almutairi et al., 2015; 

Campinha-Bacote, 2002; Physiotherapy Board of New Zealand, 2018; Purnell, 2005; Schim et 

al., 2007).   

 

Recognising the role cultural self-awareness plays in the delivery of culturally congruent care, 

there is a growing body of research addressing cultural self-awareness in a diverse range of 

healthcare students (Cheung, Shah, & Muncer, 2002; Grady, Brungardt, & Doll, 2018; 

Krainovich-Miller et al., 2008; Kumlien et al., 2020; Ličen, Karnjuš, & Prosen, 2021; Oluwole-

Sangoseni & Jenkins-Unterberg, 2017; Rasmussen, Lloyd, & Wielandt, 2005; Rew, Becker, & 

Chontichachalalauk, 2014; Rew et al., 2003; Safipour, Hadziabdic, Hultsjö, & Bachrach-

Lindström, 2016; West et al., 2021). These studies are summarised in Table 2. Findings from 

these studies show that the educational curriculum, age and ethnicity as well as socially 

desirable responses influence students’ cultural self-awareness. A common self-reported 

measure used throughout is the Cultural Awareness Scale (CAS) questionnaire. Comprising 

five subscales that reflect the multifactorial nature of cultural awareness, the CAS addresses; 

multicultural issues within the classroom; cognitive awareness, the understanding and 

awareness of beliefs, attitudes and behaviours, and the relationship these have with their own 

culture; individual’s awareness of multicultural research throughout the curriculum; the 

comfort of participants when interacting with individuals from different cultural backgrounds; 

and reflects participants comfort and interest in requiring further information to improve patient 

care (Rew et al., 2003).  
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In their study, Rew et al. (2003) assessed the outcomes of a three-year multicultural awareness 

curriculum that focused on increasing faculty and students’ cultural self-awareness in 

multicultural and diverse settings. Findings showed that students had moderately high levels 

of cultural self-awareness. While there was no pre-programme data, the results were reflective 

of the curriculum. Findings further identified that minority students (African American, 

Hispanic, Hispanic American, American Indian and Asian American), reported significantly 

lower levels of cultural self-awareness when responding to their general educational 

experiences compared to the majority population. While the reason for these findings remains 

unclear, faculty need to aware of insensitive behaviours that may marginalise minority 

students. Educators must recognise themselves as role models who can model behaviours 

sensitive to multicultural issues.  

 

In their studies, Krainovich-Miller et al. (2008), Rew et al. (2014), and Oluwole-Sangoseni & 

Jenkins-Unterberg (2017) utilised cultural self-awareness tools to determine the effects of 

cultural training within the curriculum. In their study, Krainovich-Miller et al. (2008) used a 

non-experimental cross-sectional design across a diverse group of undergraduate, masters and 

PhD level nursing students. In a curriculum based on the Purnell Model of Cultural 

Competence (Purnell, 2005), students responded to the CAS questionnaire at the beginning and 

end of the semester. Results showed that students’ levels of cultural awareness increased as 

they progressed through the semester and demonstrated that a culturally focused curriculum 

had a positive correlation with the development of cultural awareness. Addressing cultural 

awareness and sensitivity within physical therapy, Oluwole-Sangoseni & Jenkins-Unterberg 

(2017) used the MSS to determine cultural self-perceptions, attitudes and awareness of students 

enrolled in a physical therapy programme. Findings identified that as students progressed 

through the programme and become more immersed in culturally based education and clinical 

experiences, so too did their self-perceived levels of cultural awareness.  

 

Cultural immersion has also been shown to increase levels of student’s cultural self-awareness 

(Kuehn et al., 2011; West et al., 2021). In their study, (Kuehn et al., 2011) identified that the 

combination of coursework aimed at cultural awareness and cultural exchange experiences had 

positive influences on student’s cultural self-awareness. While no formal analysis of change in 

attitudes and skill development was carried out, student journal reviews and self-report 

reflected growth in cultural awareness. In a similar study, West et al. (2021) evaluated the 

effects of clinical placement in final-year podiatry students. Students who participated in the 
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cultural immersion experience had significant improvement in the understanding of and the 

delivery of culturally congruent care.  

 

The majority of the cultural self-awareness assessment tools are self-reported in the form of 

questionnaires (Krainovich-Miller et al., 2008; Oluwole-Sangoseni & Jenkins-Unterberg, 

2017; Rew et al., 2003; West et al., 2021), and while they provide a simple tool to establish 

attitudes, opinions and beliefs of the population (Polgar & Thomas, 2013), the questionnaires 

are subjective and subject to socially desirable responding (Larson & Bradshaw, 2017). 

Socially desirable responding is a response bias that occurs when participants respond in a 

manner that exaggerates positive attributes and downplays negative attributes (Connelly & 

Chang, 2016). This is not uncommon in questionnaire-based research where responses are 

often guided by societal norms and/or how the responder thinks they will be perceived and is 

not reflective of their true feeling or emotions (Crowne & Marlowe, 1960; Connelly & Chang, 

2016). Studies have shown a positive correlation between socially desirable responding and 

self-reported tools (Larson & Bradshaw, 2017; Te et al., 2019). While it is difficult to eliminate 

socially desirable responding in this kind of quantitative research, knowledge of this potential 

source of bias can be used to further develop self-reflection and to encourage participants to 

respond more honestly.   

 

Identifying levels of cultural awareness among the student population provide educators with 

knowledge about the self-reported levels of cultural self-awareness and the factors that may 

need to be addressed to further develop culturally congruent care. The studies highlight the 

importance of the curriculum and continuous research to evaluate strategies and suitable 

methods towards improving cultural self-awareness.    
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Table 2: Summary of studies assessing cultural self-awareness in students mainly* enrolled in health care programmes 

 
Authors  Instrument Design Study Size Subscales/Domains Results 
      
      
Cheung, Shah, & Muncer, 
(2002) 

CAQ Explorative  65 occupational 
therapy students  

Awareness and 
competency 

Majority of students had a low level self-
perceived cultural self-awareness  

      
Grady, Brungardt, & Doll, 
(2018) 

CASQ Quasi-
experimental 
pre-test/post-
test  

43 entry level 
students enrolled in 
occupational 
therapy  

Awareness and 
competency  

Students increase in cultural awareness and 
sensitivity post classroom instruction  

      
Krainovich-Miller et al., (2008) CAS  

 
Non-
experimental 
cross-sectional  

236 undergraduate 
and postgraduate 
nursing students  

General educational 
awareness, cognitive 
awareness, behaviour 
and clinical interaction, 
research issues, patient 
care/clinical issues 

Results support Rew et al., (2003) and 
suggest awareness education increases 
students cultural self-awareness  

      
Kumlien et al., (2020) mCAS  

 
Cross-
Sectional  
 
 

191 undergraduate 
students enrolled in 
social care, 
criminology, dental 
hygiene, 
occupational 
therapy and 
physiotherapy  

General educational and 
research experience, 
behaviours/comfort with 
interactions, cognitive 
awareness, clinical issues  

Students reported moderately high levels of 
cultural self-awareness  

      
Ličen, Karnjuš, & Prosen, 
(2021) 

CAS  
 

Non-
experimental 
cross-sectional  

149 undergraduate 
nursing students  

General educational 
awareness, cognitive 
awareness, behaviour 
and clinical interaction, 
research issues, patient 
care/clinical issues 

Students reported moderately high levels of 
cultural self-awareness 
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Oh, Lee, & Schepp, (2015) CAS-K  
 

Cross-
sectional  
 
 

495 Korean nursing 
students  

General educational 
awareness, cognitive 
awareness, behaviour 
and clinical interaction, 
research issues, patient 
care/clinical issues 

Students reported moderate to moderately 
high levels of cultural self-awareness  

      
Oluwole-Sangoseni & Jenkins-
Unterberg, (2017) 

MSS  
 

Cross-
sectional  

139 Physical 
therapy students  

Attitudes, awareness and 
sensitivity  

Students who had completed the cultural 
awareness curriculum and had greater 
clinical exposure had higher cultural self-
awareness  

      
Rasmussen, Lloyd, & Wielandt, 
(2005) 

CAQ Cross-
sectional  

293 occupational 
therapy students  

Awareness and 
competency  

Majority of students have a positive attitude 
towards cultural differences while the 
majority believed cultural awareness could 
be increased throughout education.  

      
Rew, Becker, & 
Chontichachalalauk, (2014) 

mCAS  
 

Cross-
sectional  

150 nursing 
students  

General attitudes, 
research attitudes, 
clinical experiences  

Students reported moderately high levels of 
self-awareness across the three subscales. 
Students who had taken previous cultural 
diversity courses scored significantly higher.  

      
Rew, Becker, Cookston, 
Khosropour, & Martinez, (2003) 

CAS  
 

Cross-
sectional  

190 nursing 
students  

General educational 
awareness, cognitive 
awareness, behaviour 
and clinical interaction, 
research issues, patient 
care/clinical issues  

Students reported moderately high levels of 
self-perceived cultural awareness. Authors 
recommend further studies with 
preprogramme and post programme 
measures  

      
Safipour, Hadziabdic, Hultsjö, 
& Bachrach-Lindström, (2016) 

CAS Cross-
sectional  

215 nursing 
students  

General educational 
awareness, cognitive 
awareness, behaviour 
and clinical interaction, 
research issues, patient 
care/clinical issues 

Moderately high levels of cultural self-
awareness. No significant differences in 
demographic characteristics  
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Te et al., (2019) CCA  
 

Cross-
Sectional  
 
 

817 physiotherapy 
students  

Cultural Awareness and 
Sensitivity (CAS), 
Culturally Competent 
Behaviours (CCB) 

Students reported moderately high levels of 
cultural awareness and cultural competence  

 
Note: CAS = Cultural Awareness Scale, mCAS = modified Cultural Awareness Scale, CAS-K = Korean Cultural Awareness Scale, MSS = Multicultural Sensitivity 
Scale, CCA = Cultural Competence Assessment, CASQ = Cultural Awareness and Sensitivity Questionnaire, CAQ = Cultural Awareness Questionnaire  
* One study, Kumlien et al., (2020) included undergraduate criminology students as well as social care, dental hygiene, occupational therapy and physiotherapy 
students 
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Cultural Concepts and Osteopathy 
 

Education and Curriculum  
 

Students enrolled in the osteopathy undergraduate and postgraduate programmes at Unitec 

Institute of Technology undergo comprehensive theoretical and clinical-based coursework. 

Throughout the undergraduate programme, students are introduced to the osteopathic 

technique, clinical reasoning and patient management, as well as continuous self-reflection. In 

their first year, students take part in a one-semester course addressing the principles of the 

Treaty of Waitangi the wider concept of health. As students progress into the postgraduate 

programme, these skills are further developed through clinical interactions, tutorials, group 

work and tutor interactions and feedback. Students are encouraged to demonstrate cultural 

sensitivity to Māori and other ethnic groups, critically reflect and demonstrate awareness of 

their limitations as a practitioner. Critical reflection and personal limitations are addressed 

through assignment-based coursework and are guided by the student. However, there is no 

stand-alone requirement that challenges the reflection of student’s biases, prejudices or 

stereotypes. The graduate profile identifies several skills that students are required to 

demonstrate upon entering professional practice. Of particular interest to this thesis, students 

are expected to demonstrate sensitivty to bicultural issues, demonstrate cultural sensitivity 

when interacting with patients and engage in critical reflective practice. The curriculum aims 

to provide students with the necessary tools to provide safe, effective and culturally appropriate 

care. However, despite their significance in healthcare throughout Aotearoa/New Zealand, 

cultural constructs such as cultural awareness, cultural competence and cultural sensitivity are 

used infrequently throughout the degree (Unitec Institute of Technology, 2019a, 2019b). In 

addition, there is no definition provided for any of these terms which can lead to ambiguity, 

misinterpretation and misuse. Furthermore, if students are unaware of the terms and the roles 

they play in the healthcare setting, there is a risk students will have limited reflection and 

personal development associated with either construct throughout theoretical coursework and 

clinical practice.  

 
 
Professional Practice  
 

Osteopaths in Aotearoa/New Zealand practice in a culturally diverse environment. Such 

diversity is not limited to ethnicity or racial heritage, but personal beliefs, values, and 
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perceptions that differ from their own. Guiding the professional discourse, Section 118 of the 

Health Practitioners Competence Assurance Act (HPCAA) 2003 requires the Osteopathic 

Council of New Zealand (OCNZ) to set “standards of clinical and cultural competence” 

(OCNZ, n.d. p. 1). To meet these standards, OCNZ provides two extensive sources of 

information, The Capabilities for Osteopathic Practice and the Code of Ethics (OCNZ, 2020). 

The Capabilities for Osteopathic Practice help guide practitioners through six domains: 

Clinical Analysis, Person Orientated Care and Communication, Osteopathic Scope of Practice, 

Primary Healthcare Responsibilities, Inter-Professional Relationships and Behaviour, and 

Professional Business and Activities. Of these, the second domain, ‘Person Orientated Care 

and Communication’ is of particular interest to this study. The domain is broad and identifies 

the importance of communication, adaptation to culturally diverse landscapes, displaying 

cultural awareness, showing sensitivity to patient needs and goals and recognising the patient 

is central in the decision-making process,  (OCNZ, 2009). Included within the domain, (OCNZ, 

2009 p. 6) suggest the practitioner should: 

 

a) understand the cultural and social factors relevant to communication and management 

of the individual and/or caregiver; 

b) understand and respond to the wider social context of health and disease and be aware 

of the complex interplay of factors that affects the health status of the individual and 

communities, including but not limited to age, gender, disability, occupation, sexual 

orientation, socio-economic status, migrant experience, ethnicity, spiritual or religious 

beliefs or lack of; 

c) recognise that communication is sensitive and respectful of these factors and that 

cultural competence is a praxis; 

d) understand the factors that give rise to the lower health status of the Māori population; 

and 

e) be familiar with the Treaty of Waitangi. 

 

These guidelines reflect the standards students and professional osteopaths are required to 

demonstrate when interacting with Māori and culturally and linguistically diverse (CALD) 

communities (OCNZ, 2020). While sensitivity and awareness towards CALD communities is 

a vital component in the development of cultural competence, it does not imply reflection of 

one’s culture. Furthermore, it may unconsciously imply that the term culture references ethnic 

or racial heritage (Grady et al., 2018; Oluwole-Sangoseni & Jenkins-Unterberg, 2017; Perng 
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& Watson, 2012; Wepa, 2015). We all have a culture and recognition of the role it plays in the 

delivery of care is necessary. Furthermore, there is no discussion regarding the definitions of 

cultural awareness, cultural competence, or the development of either construct. Competency 

standards have been established in similar professions (Osteopathy Board Australia, 2019; 

Physiotherapy Board of New Zealand, 2018) and these findings have been further identified in 

a recent review of healthcare bodies within Aotearoa/New Zealand (Heke et al., 2019). The 

review found that the OCNZ provides no clear evidence of: 

 

a) Practitioners’ understanding of personal cultural views, beliefs, or practices and the 

influence these have on practice; 

b) Practitioners’ understanding of one’s owns assumptions, biases, and stereotypes 

and how these can guide practice; and 

c) Identification of power held by the practitioner and how it is used in practice. 

 

As Aotearoa/New Zealand becomes increasingly diverse, it is important that students and 

practitioners alike recognise their culture, are aware of cultural constructs and recognise their 

importance in the delivery of osteopathic care. As providers of primary healthcare in 

Aotearoa/New Zealand, osteopaths need to have the skillset to adapt to the changing 

demographic and cultural demands of today’s society. While it is not possible to learn about 

the customs, practices, and worldviews of all patients, becoming conscious of one’s personal 

beliefs and attitudes provides a strong platform for the provision of good quality patient centred 

care (Başalan İz & Bayık Temel, 2016; Krainovich-Miller et al., 2008; Kumlien et al., 2020). 

The nature of the culturally diverse population in New Zealand requires osteopaths to be able 

to work within a variety of cultural contexts that differ from those of their own culture. While 

the literature identifies the importance of cultural self-awareness throughout academic 

curriculums and professional practice (Başalan İz & Bayık Temel, 2016), there is no current 

research addressing cultural self-awareness in osteopathy students in Aotearoa/New Zealand. 

Identifying self-reported levels of cultural awareness in osteopathy students provides evidence 

for tertiary providers and professional organisations such as OCNZ to review curriculum and 

enhance areas of professional practice and provide a platform for discussion regarding the 

development of cultural awareness. Future research may foster the development of cultural 

awareness within both the student curriculum and the professional discourse (Kumlien et al., 

2020; Te et al., 2019).      
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Summary  
 

• Societies are becoming increasingly diverse and osteopathic practitioners are delivering 

care to a wider cultural population than ever before. 

 

• Literature suggests that the constructs of cultural self-awareness and cultural 

competence play significant roles within healthcare.  

 

• Evidence suggests there is a need to address cultural awareness in students’ educational 

experience and professional practice. 

 

• While components of cultural awareness and cultural competence are included 

throughout the educational curriculum, there is no stand-alone awareness education.  

 

• Within the substantial body of literature that discusses the importance of cultural 

awareness, the studies that examine the student’s attitudes and beliefs are limited in 

number. There is currently no such research in the field of osteopathy.  

 

• Given the diverse nature of Aotearoa/New Zealand and the role cultural awareness 

plays in the provision of high-quality care, it is clear that the paucity of research 

regarding student’s cultural self-awareness represents a gap that merits attention.  
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Research question 
 

What are the levels of cultural self-awareness of students within the degree of Osteopathy at 

Unitec, Auckland, New Zealand? 

 

Aims 
 
To assess the self-perceived cultural awareness levels in undergraduate and postgraduate 

osteopathy students.  

 

Objectives 
 

• To identify cultural self-awareness levels in undergraduate and postgraduate osteopathy 

students’ using the Cultural Awareness Scale (CAS) 

 

• To determine the effect, if any, that age, gender, and/or ethnicity, cultural training or 

social desirability have on cultural awareness 

 

• To make recommendations based on key findings of this research, that contribute to the 

understanding of cultural awareness in this cohort of undergraduate and postgraduate 

osteopathy students 
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Chapter Three – Methods 
 

This chapter is divided into two parts. Part 1 describes the quantitative methodology and survey 

design. Part II explores the study design, participant recruitment, data collection, data analysis, 

and ethical considerations.  

 

 

Part 1.  
 

Research Design  
 
Research aims to collect, analyse and interpret information to better understand phenomena or 

answer a specific question (Apuke, 2017; Bloomfield & Fisher, 2019). In healthcare and social 

sciences, research is being generated at a rapid rate aiding both organisations and health care 

providers to improve decision making, quality of care, and patient outcomes.  

 

Quantitative Research  
 
Quantitative research uses a systematic investigation to interpret relationships between 

variables using statistical or numerical data (Glasper & Rees, 2017; Matthews & Kostelis, 

2011; Watson, 2014; Williams, 2007). Interpretation of the data allows researchers to explore 

social phenomena and evaluate the effectiveness of interventions, validate assessment 

procedures and explain interrelationships between variables (Polgar & Thomas, 2013). Four 

designs are commonly used in quantitative research: descriptive, correlational, quasi-

experimental and experimental (Bloomfield & Fisher, 2019). In descriptive designs, the 

researcher gathers information to answer questions such as who, what, when and how (Apuke, 

2017). The aim is to generate an understanding of the characteristics of individuals or groups 

while using statistics to describe and analyse the data. Correlational designs aim to seek 

relationships between variables (Moule, 2015), and like descriptive designs, findings are 

expressed using statistical analysis (Bloomfield & Fisher, 2019). Data in descriptive and 

correlational designs are generally collected through surveys (Moule, 2015), are non-

experimental (Holt, 2009) and variables are not manipulated. Quasi-experimental and 

experimental designs test the effectiveness of an intervention (Bloomfield & Fisher, 2019), 

variables are manipulated and the design examines the link between cause and effect (Holt, 
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2009; Watson, 2014). While quasi experimental and experimental are similar in design, 

experimental research is randomised, offers the researcher the greatest amount of control and 

therefore is considered the gold standard in quantitative research (Bloomfield & Fisher, 2019).  

 

 

Surveys in Quantitative Research  
 

Surveys, in the form of questionnaires, are a frequently used tool in quantitative data collection 

(Nardi, 2014). Questionnaire research is commonly self-administered; where the respondent 

completes the questionnaire on their own, or interviewer-administered through face-to-face, 

group-based, or over the telephone (Nardi, 2014). Survey designs in the form of questionnaires 

have been used in similar healthcare populations to evaluate cultural constructs. For this reason, 

self-administered questionnaires were chosen for this thesis. 

 

A well-written self-administered questionnaire provides a suitable tool to collect demographic 

information of a population (Matthews & Kostelis, 2011; Moule, 2015) and investigate 

attitudes, opinions, and beliefs of a population that may not be observable (Nardi, 2014; Polgar 

& Thomas, 2013). There are several advantages associated with self-administered 

questionnaires. The removal of the researcher or interviewer diminishes the possibility of 

interviewer bias (Story & Tait, 2019), provides greater respondent anonymity, and allows for 

greater standardisation and increased reliability (Nardi, 2014). The non-experimental nature of 

self-administered questionnaires provides an easy-to-administer and both time and cost-

effective form of data collection (Holt, 2009; Matthews & Kostelis, 2011). Questions are often 

closed-ended with a standardised response in the form of true/false, multiple-choice, or Likert 

Scale (Story & Tait, 2019). This format provides the researcher with greater consistency and 

easily comparable data (Story & Tait, 2019). Web-based questionnaires are advantageous as 

they can be sent via email while some web-based programmes such as Google Forms and 

SurveyMonkey provide instant coding eliminating a source of error (Nardi, 2014). A reliable 

and valid survey can be a useful tool for the researcher. However, there are considerations and 

limitations to be aware of. The respondents must be able to read and make sense of the 

questions, while the researcher must anticipate misunderstandings and ambiguities in both 

wording and the questionnaire items (Nardi, 2014; Palys & Atchison, 2008). The format of 

questioning and the choice of scales are important considerations. While closed-ended 

questions have their advantages, they restrict personalised responses such as emotions or 
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thoughts. Likert scales are among the most commonly used in quantitative research and provide 

quick and easy responses. However, Likert scales often include a “no opinion” or “neutral” 

category that allows the respondent to avoid answering an unequivocal positive or negative 

statement (Offredy & Vickers, 2010). A major limitation regarding the accuracy of self-

administered questionnaires is response bias, where respondents avoid truthful or accurate 

responses (Nardi, 2014; Stratton, 2015). Social desirability bias is a common form of response 

bias where individuals respond in a more favourable or socially desirable way (Crowne & 

Marlowe, 1960; Nardi, 2014; Stratton, 2015). To help limit response bias, researchers may use 

unlikely choices in close-ended questions, words such as never and always (Nardi, 2014), or 

use social desirability questionnaires (Te et al., 2019). The use of online surveys requires 

internet access, participants may be more willing to share information, and technical problems 

or deleted emails may impact response rates (Moule, 2015; Story & Tait, 2019).  

 

 
Part II  
 

Study Design  
 
This study used a quantitative survey design to assess student’s self-perceived levels of cultural 

awareness.  

 

Study participants  
 
The participants in the study were osteopathy students enrolled at Unitec, Auckland, New 

Zealand. Thirty-six students were enrolled in either the Bachelor of Applied Science in Human 

Biology or the postgraduate Master of osteopathy programmes.  

 

Inclusion and exclusion criteria  
 
Students enrolled in either the Bachelor of Applied Science in Human Biology or the 

postgraduate Master of osteopathy were eligible to participate. There were no specific 

exclusion criteria.  
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Measures  
 

Demographic Questionnaire  
 

The demographic questionnaire (Appendix C) comprises of a 6-item questionnaire that collects 

standard information standard questions based on published work in cultural awareness and 

cultural competence, and census data collected within Aotearoa/New Zealand (Cruz et al., 

2018; Statistics New Zealand, 2018; Te et al., 2019). These are basic demographic questions 

that are often used as explanatory variables for variation in responses, given that an individual’s 

background has multiple influences upon values, beliefs, and worldviews. Five closed-ended 

multiple-choice questions were used to gather participant’s age, preferred gender, country of 

birth, ethnic affiliation, and previous cultural training. One open-ended question was used for 

participants to reflect and define their definition of culture.  

 

Cultural Awareness Scale (CAS)  
 

The primary outcome measure was the Cultural Awareness Scale (CAS) developed by Rew et 

al., (2003). Permission for use of the CAS was requested by the researcher and was granted by 

Dr. Lynn Rew. The CAS was designed to measure outcomes of nursing programmes and 

student’s self-perceived levels of cultural awareness (Rew et al., 2014). The scale consists of 

36-items and five subscales that reflect the multifaceted nature of cultural awareness: general 

educational experiences (14 questions), cognitive awareness (seven questions), research issues 

(four questions), behaviour/comfort and interaction (six questions), and patient care/clinical 

issues (five questions). The first subscale, general educational experience (GEE) addresses 

multicultural issues within the classroom. Participants respond to questions regarding diversity, 

the inclusion of and respect for multicultural issues in osteopathy. The second subscale, 

cognitive awareness (CA), requires participants to reflect upon their understanding and 

awareness of beliefs, attitudes and behaviours and the relationship these have with their own 

culture. Research issues (RI), the third subscale, reflects the individual’s awareness of 

multicultural research throughout the osteopathy curriculum. The fourth subscale, behaviours 

and comfort with interactions (BCI) reflects the comfort of participants when interacting with 

individuals from different cultural backgrounds, and the fifth subscale, patient care and clinical 

issues (PCCI), reflects participants comfort and interest in requiring further information to 

improve patient care (Rew et al., 2003). Seven items are reverse coded/negatively phrased 
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(questions 8, 9, 12, 13, 16, 22, 36). Items are scored on a 7-point Likert-type rating scale (1 = 

strongly disagree to 7 = strongly agree).  

 

Marlowe-Crowne Social desirability scale (Short-Form C) 
 

Social-desirability bias is a common source of bias affecting the validity of self-reported survey 

research (King & Bruner, 2000). Socially desirable responding refers to the tendency to distort 

self-presentation to make oneself look good or to achieve a desired bias (Crowne & Marlowe, 

1960). The Marlowe-Crowne Social Desirability (MCSD) Scale Form – C was used to measure 

participant’s social desirability. The MCSD (Form C) consists of 13 items with a true or false 

response format. Scores range from 0 to 13. Higher scores indicate that the individual is more 

likely to respond in a manner that is more socially desirable. The MCSD scale is found in 

Appendix E.  

 

Reliability  
 

Self-reported questionnaires should be tested for reliability. A measure is said to be reliable if 

it produces consistent results each time (Kent, 2015; Nardi, 2014). A commonly used measure 

of reliability is internal consistency. Internal consistency of multi-item scales is the extent to 

which items used group together (Demetriou, Ozer, & Essau, 2015; Kent, 2015) and is 

measured by Cronbach’s alpha (a) (Demetriou et al., 2015; Kent, 2015; Nardi, 2014). A 

reliable questionnaire should have a minimum internal consistency of 0.7 (Demetriou et al., 

2015) however the closer to 1.0, the more reliable the questionnaire is (Nardi, 2014). An initial 

pilot study showed an internal consistency for the total scale was found to be 0.91, while 

internal consistency for the five subscales ranged from 0.66 to 0.88 (Rew et al., 2003). 

Supporting Rew et al. (2003), Krainovich-Miller et al. (2008), Kumlien et al. (2020), and 

Başalan İz & Bayık Temel (2017) reproduce internal consistencies of .869, .88, and 0.897 

respectively. The original CAS questionnaire was designed to assess students in nursing. 

Although the sample size in this study was smaller, the population in this study is very similar 

to those that the questionnaire was designed for. To assess for readability of the CAS for 

osteopathy students, the CAS was distributed to two recent osteopathy graduates, and two 

healthcare professionals, with no modifications recommended. The CAS used in this study is 

found in Appendix D.   

 



 30 

Data Collection  
 

All students enrolled in either the Bachelor of Applied Science Human Biology (BASHB) and 

Master of Osteopathy (MOst) degrees were eligible to participate in the study. Students 

received an information sheet consisting of two sections via email from the researcher on 

August 1st, 2020. The first section introduced the researcher and provided an introduction to 

cultural awareness and outlining the purpose of the study. The second section provided the 

students with an overview of the study design, study aims, the response process to each 

questionnaire and a letter for consent. Students were informed that if they wished to participate 

to click on the link provided to Google Forms. Data collection occurred for four weeks between 

August 1st, 2020 and September 1st, 2020. After three weeks, the researcher notified potential 

participants via email regarding the closure of the survey in one week. Upon partial or full 

completion of the questionnaires, participants were asked to select ‘submit’. All data was 

collected electronically via Google Forms.  

 

 
Data Analysis 
 

Raw data from each survey was extracted from Google Forms to Microsoft Excel Spreadsheet. 

Total scores and subscale scores for the CAS were calculated for each participant and each 

demographic variable. MCSD (Form-C) scores were calculated for each participant. Before 

data analysis, seven questions (8,9,12,13,16,22,36) of the CAS were reverse coded, and any 

missing data were interpolated with the mean of the relevant subscale. This kept the overall 

mean the same but allowed the researcher to use 28 full CAS questionnaires. Due to the small 

number of participants (n = 28), the demographic variables were recoded into two groups of 

approximately equal size. For example, the variable ‘country of birth’ had 28 responses with 

19 born in New Zealand, 3 students were born in Australia, and one student was born in each 

of China, Germany, Iran, Sweden, Tahiti and Tonga. Combining those born outside of New 

Zealand allowed for ease of processing and to make it possible to statistically compare. 

Responses for the variable ‘Ethnic Group’ included 19 New Zealand European (NZE), 6 

students responded as ‘other’, while one student responded to Māori, Chinese and Tongan 

respectively. Collapsing the data to ‘New Zealand European’ and ‘Non-New Zealand 

European’ allowed for ease of processing and between-group analysis. Data regarding age was 

collapsed to ‘18-24’ and ‘25+. The data was imported to Statistical Package for Social Sciences 
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(SPSS) software version 26 for analysis. Means and standard deviations of total CAS, subscale 

CAS, and social desirability were calculated. To compare the mean CAS subscales between 

each pair of groups age (18-24 vs 25+), preferred gender (Male vs Female) country of birth 

(New Zealand vs not New Zealand), and ethnic group (New Zealand European vs other) a 2-

sample t-test was carried out. A multivariate analysis (using ANOVA) was carried out to see 

if demographic variables predict subscale values when social desirability is controlled. To 

measure the reliability of the 36-item CAS, the reliability was assessed using internal 

consistency. Measured in the form of a correlation coefficient known as Cronbach’s alpha; an 

alpha of above 0.8 is considered desirable. 

 

 

Safety, Ethical and Cultural Considerations 
 

Safety Considerations  
 

Potential participants were informed of the voluntary nature of all questionnaires within the 

survey. This was outlined in the study briefing. Informed consent was necessary. Potential 

participants were made aware that informed consent to the study was obtained by the 

participants selecting ‘submit’ at the end of the survey. Submission of a partially or fully 

completed survey provided the researcher with consent to use the data. The researcher informed 

potential participants that the decision to participate or not would have no bearing on the 

participant’s present or future relationships with the researcher, the Department of Osteopathy, 

or Unitec. Potential participants were notified within the overview that if they did not wish to 

participate to discard the email and have no further involvement. Potential participants were 

informed that once the partially or fully completed questionnaire was submitted, there is would 

be no future involvement in the study. To maintain confidentiality, no names or identifying 

information was included throughout the questionnaires, meaning the researcher was blind to 

participants and their responses. All information gathered via Google Forms was stored within 

a personal account under password protection. If participants had any questions or concerns 

related to the research study or their rights as a participant in the study at any time, they were 

given details of the principal researcher. If there were concerns regarding the practice of the 

principal researcher, they were given contact details of the study supervisors.   
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Ethical and cultural considerations 
 
Ethical approval for this project was obtained from the Unitec Research Ethics Committee on 

the 29th April 2020 (approval number 2020-1014). The researcher was involved in ongoing 

discussions regarding potential ethical issues throughout the design of this study. Discussions 

included the department of osteopathy and the Unitec research forum, Ngā wai ā te tui, He 

Oranga Whānau (Healthy Families South Auckland), and during the early stages of the design, 

Brown Butterbean Motivation (BBM). The discussions considered the potential impact 

towards Māori and minority ethnic groups and the use of the term culture. While culture is 

widely used in reference to race and ethnicity, it was important to define culture in reference 

to the study. This study refers to culture in its wider context, a context that encompasses 

knowledge, behaviours, beliefs and attitudes of every individual. At no stage during the study 

are participants reflecting on cultures other than their own. There is no utilizing of Māori 

methodologies or models indigenous to Aotearoa/New Zealand throughout the study. Included 

within the literature review is a reference to Aotearoa/New Zealand’s historical past, Ministry 

of Health guidelines and He Korowai Oranga. The study collects data relating to four 

demographic variables: age, gender, country of birth and ethnicity. Demographic variables 

were compared against student’s levels of self-perceived cultural awareness. While 

comparisons will be made between variables, the researcher draws no assumptions or 

conclusions. If concluding statements are made, they reflect the complete student osteopathy 

population at Unitec. The questionnaires involve anonymous responses that do not contain any 

sensitive questions. After consideration of the potential for harm, there were no concerns 

identified about physical or psychological harm to any of the participants relating to the nature 

of the questions or the outcome of the study.  
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Chapter Four – Results 
 

Thirty-six surveys were distributed to undergraduate and post-graduate osteopathy students. 

Each survey comprised of three questionnaires: the 6-item demographic questionnaire, the 36-

item Cultural Awareness Scale (CAS), and the 13-item Marlowe-Crowne Social Desirability 

Scale (MCSD) (Short Form-C). The glossary of terms located at the beginning of this thesis 

provides the reader with a list of terms used throughout this section. Overall, a response rate of 

78% (28/36) was achieved. Twenty-three students completed the CAS questionnaire, while 5 

students returned partially completed questionnaires. Twenty-six students completed the 

demographic questionnaire, while two students returned partially completed demographic 

questionnaires. All 28 students completed the 13-item MCSD scale. In total, 21 complete 

questionnaires were submitted.  

 

Participants  
 
The demographic characteristics are summarised in Table 3. Sixty-one per cent of the 

respondents were female, while 39% were male. Of the population, 39.3% were aged 18-24 

years, while 32.1% were aged 25-34. The majority, 67.9% of the study population were born 

in Aotearoa/New Zealand and identify as New Zealand European. While it was not identified 

what type and when, 32.1% of respondents reported they had undergone some form of previous 

cultural training.  

 

 
Table 3: Demographic data for osteopathy students participating in a study examining cultural awareness 

 
Variable Number 

(%) 

Age   

18-24 11 (39.3) 

25-34 9 (32.1) 

35-44 6 (21.4) 

45-54 2 (7.1) 
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Gender   

Male  11 (39.3) 

Female  17 (60.7) 

  

Country of Birth   

New Zealand 19 (67.9) 

Australia 3 (10.7) 

China (Peoples Republic of) 1 (3.6) 

Germany 1 (3.6) 

Iran 1 (3.6) 

Sweden 1 (3.6) 

Tahiti 1 (3.6) 

Tonga 1 (3.6) 

  

Ethnic Group   

New Zealand European 19 (67.9) 

Māori 1 (3.6) 

Chinese 1 (3.6) 

Tongan 1 (3.6) 

Other 6 (21.4) 

  

Previous Cultural Training   

Yes  9 (32.1) 

No  19 (67.9) 
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Question six of the demographic questionnaire asked students to define their personal 

understanding of ‘culture’. Of the 28 students, 26 (93%) responded and the most common 

responses were ‘personal beliefs’ (50%), ‘personal values’ (42%), and ‘tradition’ (35%). 

Figure 3 provides a summary of words participant used to define their personal culture. 
 

Figure 3: Participant definition of culture in a study examining cultural awareness among osteopathy students 

 
Self-Perceived Cultural Awareness 
 

Total CAS scores 
 
The overall total score of the CAS provides indicates the level of self-perceived cultural 

awareness. A higher score indicates greater cultural awareness, while lower scores indicate 

lower levels of cultural awareness. Figure 4 illustrates the total CAS score for all participants. 

The mean total CAS score for all participants (n = 28) was 177.85 ± 20.55 with a range of 138-

217, while the mean total CAS score for completed CAS questionnaires (n = 23) was 182.21 ± 

19.16 and a range of 157 – 217.  
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Figure 4: Total CAS scores for all participants in a study examining cultural awareness among osteopathy 
students 

 

The results show differences among the demographic variables and the overall CAS scores, 

although they are not statistically significant (p > .05). Figure 5 shows the mean total scores 

for the demographic variables for gender, age, country of birth, and ethnicity. The overall 

results show that male students (n = 11), averaged higher total CAS scores 181 ± 16.98 

compared to female total CAS scores (n = 17) averaging 175.82 ± 22.83. Higher levels of 

cultural self-awareness were also found in younger students. Students aged between 18-24 had 

higher total CAS scores (n = 11) 182.18 ± 16.59, compared to the 25+ (n = 17) age group 

averaging 175.05 ± 22.79. Students who identified as New Zealand European (NZE) (n = 19) 

reported higher average total CAS scores 182.68 ± 18.99 compared to non-New Zealand 

European (non-NZE) (n = 9) averaging 169 ± 20.63, and students who were born in 

Aotearoa/New Zealand scored lower total CAS 177.10 ± 18.22 than the students born outside 

of Aotearoa/New Zealand averaging 179.44 ± 25.97. Furthermore, results show differences in 

total CAS between students who had previously experienced cultural training and those who 

had no previous training. Of the study population, 32% of students responded ‘yes’ to having 

undergone previous cultural training. Although it wasn’t identified to what extent, or when, 

findings show that students who had undergone previous cultural training reported lower total 
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CAS scores 170.55 ± 16.66 when compared to students who had not undergone previous 

cultural training 181.31 ± 21.70. While a difference exists, the findings are insignificant. Total 

CAS scores and total CAS subscale scores are found in Table 4. 

 

 

 

 
 
Figure 5: Total CAS scores for each demographic variable in a study examining cultural awareness among 
osteopathy students 

 
 
Total subscale scores  
 

The reported mean scores for each of the subscales were moderately high. The subscale mean 

scores and the demographic mean scores for each of the subscales are provided in Table 4. The 

results show that differences exist between total subscale scores and the demographic variables. 

Males reported higher cultural self-awareness in the GEE, CA, RI, BCI subscales, while 

females scored higher in the PCCI subscale. Students who were born in Aotearoa/New Zealand 

reported higher cultural self-awareness in GEE and RI subscales, while students born outside 

of NZ had higher CA, BCI, and PCCI subscales. Results showed significant differences (p < 
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.05) in the age and ethnicity variables and the total subscale scores. Students aged 18-24 

reported a significantly higher total subscale score 71.09 ± 11.79 compared to students aged 

25 or older 58.64 ± 15.86 in the GEE subscale. While not significant, students aged 18-24 years 

also reported higher scores in the RI subscale, while students aged 25+ reported higher scores 

in the CA, BCI and Patient Care and Clinical Interaction (PCCI) subscales. Significant 

differences were also found between ethnicity and the GEE subscale. Students who identified 

as NZE (n = 19) scored on average 68.42 ± 12.79 compared to students identifying as non-

NZE (n = 9) averaged 53.22 ± 16.18. While not significant, students who identified as NZE 

reported higher RI, and BCI subscale scores, while non NZE reported higher levels of cultural 

self-awareness in the CA and PCCI subscales.  

 

 

Reliability  
   

To check the reliability of the individual CAS subscales, Cronbach’s alpha and confidence 
interval for each was calculated. The Cronbachs alpha ranged from 0.895 (95% CI, 0.827 – 
0.944) in the GEE subscale to 0.528 (95% CI, 0.181 – 0.757) in the PCCI subscale. Results for 
subscale reliability are shown in Table 2.  
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Table 4: Total CAS mean scores and standard deviations (SD) of all CAS subscales for participants in a study examining cultural awareness among osteopathy students 

 
Variable N (%) GEE (14-items)** CA (7-items)** RI (4-items)** BCI (6-items) PCCI (5-items) Overall  

  Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD) 

Gender        

Female 17 62.35 (15.08) 37.29 (6.91) 15.47 (7.11) 32.64 (4.75) 28.05 (3.84) 175.82 (22.83) 

Male 11 65.36 (16.57) 38.09 (6.59) 16.90 (2.58) 33.36 (5.74) 27.27 (4.85) 181 (16.98) 

        

Age        

18-24 11 71.09 (11.79)* 34.45 (6.2) 18 (3.60) 32.27 (5.2) 26.36 (3.82) 182.18 (16.59) 

25+ 17 58.64 (15.86) 39.64 (6.25) 14.76 (6.57) 33.35 (5.08) 28.64 (4.30) 175.05 (22.79) 

        

Country of birth        

New Zealand 19 64.36 (13.67) 36.52 (7.05) 16.15 (5.31) 32.84 (5.19) 27.21 (4.09) 177.10 (18.22) 

Other 9 61.77 (19.49) 39.88 (5.44) 15.77 (6.90) 33.11 (5.10) 28.88 (4.45) 179.44 (25.97) 

        

Preferred Ethnicity        

New Zealand European 19 68.42 (12.79)* 35.94 (7.00) 16.94 (5.58) 33.15 (5.44) 27.57 (3.70) 182.68 (18.99) 

Non-NZE 9 53.22 (16.18) 40.62 (4.42) 14.11 (5.92) 32.44 (4.44) 28.11 (5.34) 169 (20.633) 

        

CAS Scale        

Range (Min-Max)  (32 – 87) (22 – 48) (0 – 26) (22 – 41) (19 – 35) (138 – 217) 

Mean (SD)  63.53 (15.45) 37.60 (6.67) 16.03 (5.74) 32.92 (5.07) 27.75 (4.20) 177.86 (20.55) 

Reliability (Confidence 

interval) 

 0.895 (95% CI, 0.827 – 

0.944) 

0.742 (95% CI, 0.565 – 

0.865) 

0.659 (95% CI, 0.393 – 

0.827) 

0.585 (95% CI, 0.291 – 

0.784) 

0.528 (95% CI, 0.181 – 

0.757) 

 

        

Note: General Educational Experience (GEE), Cognitive Awareness (CA), Research Issues (RI), Behaviour/Comfort and Interaction (BCI), Patient Care and Clinical Issues (PCCI).  New Zealand 

European (NZE), * = statistically significant (p < 0.05), ** items left blank 
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Individual Item Scores  
 
Table five illustrates the average CAS item scores for the demographic variables age, gender, 

country of birth and ethnicity across the five subscales. Results show that all item scores were 

moderately high. Item scores ranged from 4.39 in the RI subscale to 5.55 in the PCCI subscale. 

The mean item score across all five subscales was 5.08 ± .547. To compare CAS subscale item 

scores and between-group differences, an independent t-test was carried out. The results from 

the t-test are provided in table 6.  

 

The findings show statistically significant differences (p < .05) among students in terms of age 

and ethnicity in certain subscales. When comparing age and the average item scores, students 

aged 18-24 had higher cultural self-awareness 5.07 ± .842 compared with older students 4.26 

± 1.06 in the GEE subscale, while older students aged 25+ had significantly higher cultural 

self-awareness 5.71 ±  .852 in the CA subscale compared to their younger counterparts 4.92 ± 

.899. When comparing ethnicity and average CAS item scores, students who identified as New 

Zealand European (NZE) scored significantly higher 4.90 ±  .893), when compared to non-

New Zealand Europeans (non-NZE) 3.91 ± 1.08 in the GEE subscale.  

 

The results also show differences among the RI, BCI and PCCI demographic variables. Males 

reported higher average item scores in the GEE, CA, RI and BCI subscales, while females 

reported higher average item scores in the PCCI subscale. Older students reported higher 

average item scores in the BCI and PCCI subscales, while younger students scored higher in 

the RI subscale. Students born outside of Aotearoa/New Zealand reported higher average item 

scores in the CA, RI, BCI and PCCI subscales compared to students born in Aotearoa/New 

Zealand. Students who identify as NZE reported higher item scores across the RI and BCI 

subscales, while non-NZE reported higher item scores in the CA and PCCI subscales. 
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Table 5: Mean and standard deviation (SD) for CAS subscale item scores in a study examining cultural awareness among osteopathy students 

 
 

Variable N (%) GEE (14-items) CA (7-items) RI (4-items) BCI (6-items) PCCI (5-items) 

  Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD)  

Gender       

Female 17 4.50 (1.03) 5.37 (.967) 4.38 (1.02) 5.44 (.792) 5.61 (.769)  

Male 11 4.70 (1.11) 5.44 9 (.942) 4.41 (.551) 5.56 (.958) 5.45 (.971) 

       

Age       

18-24 11 5.07 (.842)* 4.92 (.899)* 4.5 (.901) 5.37 (.872) 5.27 (.765) 

25+ 17 4.26 (1.06)* 5.71 (.852)* 4.33 (.846) 5.55 (.847) 5.72 (.860) 

       

Country of birth       

New Zealand 19 4.63 (.916) 5.26 (.996) 4.38 (.863) 5.47 (.866) 5.44 (.818) 

Other 9 4.48 (1.34) 5.69 (.777) 4.43 (.890) 5.51 (.851) 5.77 (.891) 

       

Preferred Ethnicity       

New Zealand European 19 4.90 (.893)* 5.17 (.992) 4.46 (.946) 5.52 (.908) 5.51 (.740) 

Non-NZE 9 3.91 (1.08)* 5.87 (.632) 4.24 (.648) 5.40 (.741) 5.62 (1.06) 

       

Overall Scores  28      

Item Range (Min-Max)  (2.66 – 6.21) (3.14 – 6.86) (2.75 – 6.50) (3.67 – 6.83) (3.80 – 7.00)) 

Subscale Mean (SD)  4.58 (1.05) 5.40 (.949) 4.39 (0.855) 5.48 (.846) 5.55 (.840) 

Note: General Educational Experience (GEE), Cognitive Awareness (CA), Research Issues (RI), Behaviour/Comfort and Interaction (BCI), Patient Care and Clinical Issues 

(PCCI), New Zealand European (NZE), All items were on a 7-point Likert scale ranging from 1 = “strongly disagree” to 7 = “strongly agree”, * = statistically significant (p < 

0.05) 
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Table 6: T test between CAS subscales and demographic variables in a study examining cultural awareness among osteopathy students 

 
 CAS Subscale 

 GEE CA RI BCI PCCI 

Variable  t df Sig. (2-
tailed) 

t df Sig. (2-
tailed) 

t df Sig. (2-
tailed) 

t df Sig. (2-
tailed) 

t df Sig. (2-
tailed) 

Gender  .471 26 .642 .180 26 .858 .098 26 .922 .359 26 .723 -.476 26 .638 

                

Age  2.124 26 .043* -2.34 26 .027* .500 26 .621 -.543 26 .592 -1.41 26 0.26 

                

Country of birth  .353 26 .727 -1.159 26 .257 -.146 26 .885 -.129 26 .899 -.986 26 .333 

                

Preferred ethnicity   2.564 26 .016* -1.916 26 .066 .624 26 .538 .342 26 .735 -.308 26 .761 

 

Note: General Educational Experience (GEE), Cognitive Awareness (CA), Research Issues (RI), Behaviour/Comfort and Interaction (BCI), Patient Care and Clinical Issues (PCCI), 
New Zealand European (NZE), t t-test statistics, df degrees of freedom, * = statistically significant (p < 0.05) 
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Social Desirability  
 
Response bias in the form of social desirability bias is common in self-reported questionnaires. 

This study aimed to identify levels of social desirability using the Marlow-Crowne Social 

Desirability Scale (MCSD) (Short Form C) and whether social desirability influences students’ 

responses to the Cultural Awareness Scale (CAS). Scores range from 0 – 13, a higher score 

indicates the participant tends to respond in a more socially desirable manner. All 28 

participants completed the MCSD scale. Table 6 shows the mean and standard deviation for 

each item of the MCSD scale. Descriptive statistics for the MCSD (Short Form – C) are found 

in appendix G.  

 

The average total MCSD score for all participants (n = 28) was 7.06 ± 2.36. MCSD scores 

ranged from 0 – 11. Differences exist between the demographic variables and total MCSD 

scores. The results show statistically significant differences (p < .05) when comparing 

participant age and the MCSD. Students aged between 18-24 had significantly higher MCSD 

scores 8.81 ± 1.53 compared to students aged 25+ who averaged 6.82 ± 2.50. The results also 

show statistical significance (p < .05) when comparing students total MCSD scores and total 

cultural self-awareness scores. Students who ³ 8 on the MCSD scale also had higher total CAS 

scores. Seventeen students scored ³ 8 on the MCSD scale 9 ± 1.0 and had a total CAS score of 

185.17 ± 17.61. The remaining 11 students scored £ 7 on the MCSD scale 5.45 ± 2.25 while 

having a total CAS score of 166.54 ± 20.30.  

 

While not significant, differences exist between, age, country of birth, ethnicity and previous 

cultural training and MCSD scores. On average, females reported higher levels of socially 

desirable responding 7.66 ± 2.53 compared to male students 7.36 ± 2.15. Students who were 

born outside of Aotearoa/New Zealand averaged higher MCSD scores 8.22 ± .971, compared 

to students born in Aotearoa/New Zealand 7.31 ± 2.76, while students who identified as NZE 

averaged 7.33 ± 2.66 compared to non-NZE students 7.33 ± 1.65. Furthermore, students who 

had undergone previous cultural training averaged lower MCSD scores, 7.22 ± 1.48, compared 

to students without previous cultural training 7.77 ± 2.77.  
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Table 7: Comparison of demographic variables and Marlow-Crowne Social Desirability Scale Mean and 
standard deviation (SD) in a study examining cultural awareness among osteopathy students 

 
 

Variable  N Mean Std Deviation 

Age 

18-24  11 8.81* 1.53 

25+ 17 6.82* 2.50 

    

Preferred Gender     

Male 11 7.36 2.15 

Female  17 7.76 2.53 

    

Country of Birth     

New Zealand  19 7.31 2.76 

Other  9 8.22 .971 

    

Ethnic Group     

NZE 19 7.73 2.66 

Non NZE 9 7.33 1.65 

    

Previous cultural training     

Yes  9 7.22 1.48 

No 19 7.77 2.77 

    

Overall   28 7.06 2.36 

 

Note: New Zealand European (NZE), * = statistically significant (p < 0.05) 
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Chapter Five – Discussion 
 

The literature review identified that cultural self-awareness is a central component in the 

development of a culturally competent and culturally congruent practitioner. Cultural self-

awareness and cultural competence are poorly defined in the osteopathic profession and while 

the osteopathic curriculum incorporates critical self-reflection, cultural competence, and 

cultural sensitivity within the student outcomes, there is no evidence identifying levels of 

cultural self-awareness in the osteopathic student population. Understanding the baseline levels 

of cultural awareness and factors that may influence them is fundamental to developing a 

curriculum that supports behaviours associated with cultural awareness.  

 

The population of Aotearoa/New Zealand is becoming increasingly diverse and consequently, 

healthcare curricula should reflect multicultural needs (Rew et al., 2003; Te et al., 2019). 

Unitec’s osteopathy degree consists of a 3-year undergraduate degree, a Bachelor of Applied 

Science in Human Biology, followed by a two-year postgraduate degree, the Master of 

Osteopathy. Included within each course, as part of its description, is a reference to the 

inclusion of Māori cultural ideas, while students are required to demonstrate cultural sensitivity 

to Māori and different ethnic groups. Coursework throughout the undergraduate degree 

introduces the foundations of communication and rapport, theoretical knowledge, osteopathic 

technique, clinical reasoning, diagnosis and self-reflection. Undergraduate students are 

required to participate in compulsory clinical observations each year that allow students to gain 

clinical experience and observe the application of theoretical coursework in a practical clinical 

setting (Unitec Institute of Technology, 2019a, 2019b). As students progress into the 

postgraduate degree these skills are further developed through two years of combined 

theoretical and clinical experience. Postgraduate content is delivered through interactive 

lectures, case studies, and collaborative workshops that address patient management and 

clinical reasoning, diagnosis and differentials, professional practice, clinical science and 

practical osteopathic technique. Combined with the theoretical component, postgraduate 

students complete 1000 hours of clinical experience at the Unitec Osteopathic Clinic where 

students lead clinical consultations and treat a diverse patient population. The clinical 

experience provides students with the opportunity to gain valuable patient experience that 

reflects the diverse nature of the professional clinical environment while guided by experienced 

clinical tutors. Furthermore, the combination of theory, clinical experience and professional 
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tutor feedback encourages critical self-reflection, the identification of personal limitations and 

explore the wider biopsychosocial components of health that challenge personal beliefs and 

understandings. Upon graduation, osteopathy students should have the necessary skillset, 

attitudes and behaviours that allow them to work effectively in cross-cultural interactions. The 

results of this study show that osteopathy students at Unitec Institute of Technology have a 

moderately high level of cultural self-awareness according to the total CAS and the five CAS 

subscales. These results are consistent with findings of other self-reported cultural awareness 

studies in similar populations (Krainovich-Miller et al., 2008; Ličen et al., 2021; Oluwole-

Sangoseni & Jenkins-Unterberg, 2017; Rew et al., 2014, 2003; Te et al., 2019). While cultural 

self-awareness is not specifically addressed in the degree of osteopathy, the comprehensive 

theoretical and clinical experience provides students with a unique opportunity to develop the 

necessary skills to effectively engage in decision making, diagnosis, and the management of 

patients from diverse cultural backgrounds. The levels of cultural self-awareness found in this 

study may be reflective of the coursework integrated throughout the osteopathic curriculum.  

 

While the overall levels of cultural self-awareness are reflected in the combined total of the 

five subscales, the current study also identified levels of cultural awareness within each 

subscale. Each of the five subscales: general educational experience (GEE), cognitive 

awareness (CA), Research issues (RI), behaviours and comfort with interactions (BCI), and 

patient care and clinical issues (PCCI) reflect the multifaceted nature of cultural self-awareness 

(Rew et al., 2003). Individual subscale scores also provide evidence to faculty of areas that 

may need to be addressed to support the development of cultural self-awareness in the 

osteopathic curriculum.  

 

Results from the current study show that the average item scores for the RI subscale were 

consistently lower than the GEE, CA, BCI and PCCI subscales. These findings suggest that 

out of the five subscales, students have the lowest cultural self-awareness relating to 

multicultural issues in osteopathy research. The RI subscale is a 4-item subscale that relates to 

students’ awareness of cultural issues in research (Rew et al., 2003). For example: “the faculty 

of osteopathy conduct research that considers multicultural aspects of health-related issues”. 

Multicultural issues in both healthcare and osteopathic research are addressed throughout both 

the undergraduate and postgraduate degrees and become more apparent throughout the 

postgraduate programme. The results shown in the RI subscale may reflect students’ limited 

exposure to multicultural research within osteopathy and healthcare in Aotearoa/New Zealand. 
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Undergraduate students are not as actively involved in research practice and are, therefore, less 

able to comment and selecting the “no opinion” response. In their studies, Rew et al. (2003) 

and Hadziabdic, Safipour, Bachrach-Lindström, & Hultsjö (2016) identified that lower item 

scores on the RI subscale also reflected students’ limited research information to base their 

ratings on. While these results were not significant to the overall levels of student’s cultural 

self-awareness, they do suggest limited exposure to multicultural research within the 

curriculum. This could be addressed by increasing the integration of cultural self-awareness 

into undergraduate and postgraduate coursework (Ličen et al., 2021).   

 

The current study identified that the demographic variables of age, gender, ethnicity, country 

of birth and previous cultural training had no significant effect on levels of cultural self-

awareness among the student population. Ličen et al. (2021) found similar results, identifying 

that gender, age and religion had no significant influence on levels of cultural awareness. 

However, other researchers have found that demographic variables such as age, gender, 

ethnicity and country of birth do play a significant role in overall levels of self-reported cultural 

competence (Cruz et al., 2016; Larson & Bradshaw, 2017; Sheu & Lent, 2007). These studies 

involved cross-sectional descriptive designs across multiple countries or multiple universities 

which included a significantly larger sample size. While demographic variables had no 

significant influence on students’ total self-awareness, the findings showed that differences did 

exist. Future studies addressing cultural self-awareness in the student population should include 

a larger and more diverse sample size.  

 

The five subscales of the CAS reflect the multifactorial nature of cultural awareness. While the 

study aimed to identify students overall level of cultural self-awareness, identifying the self-

awareness within the five individual subscales provides faculty and educators evidence of 

students’ attitudes and behaviours to specific aspects of the curriculum. Results from the 

current study showed that demographic variables influenced the CAS subscales. Age and 

ethnicity had a statistically significant influence (p < 0.05) on the GEE and CA subscales of 

the CAS. Demographic variables have been found to influence cultural self-awareness in 

similar studies (Cruz et al., 2018; Ličen et al., 2021; Rew et al., 2003). The 14-item GEE 

subscale is the largest and reflects the sensitivity of the osteopathic faculty to multicultural 

issues in the classroom, cross-cultural interactions and the student’s educational experiences. 

Students respond to statements such as: “The lecturers within the department adequately 

address multicultural issues in osteopathy”, and “since entering osteopathy, my understanding 
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of multicultural issues has increased”. Results from the current study showed a significant 

difference between New Zealand European (NZE) and non-New Zealand European (Chinese, 

Tongan, Māori and other) students when responding to the GEE subscale. Students who 

identified as non-NZE reported significantly lower total scores across the 14-item subscale 

compared to the majority of students (mean score 68.42 vs 53.22, p < 0.05). Non-NZE students 

reported they “somewhat disagreed” or “disagreed” with six of the 14 educational experience 

items. Non-NZE students “somewhat disagreed” or “disagreed” that: 

 

a) The lecturers within the department adequately address multicultural issues in 

osteopathy; 

b) The department provides opportunities for activities related to multicultural issues; 

c) Since entering osteopathy, my understanding of multicultural issues has increased; 

d) Believe the classroom experiences at this osteopathy school help students become more 

comfortable interacting with people from different cultures; 

e) Clinical courses within osteopathy have helped me become more comfortable 

interacting with people from different cultures and; 

f) The lecturers within osteopathy use examples and/or case studies that incorporate 

information from various cultural and ethnic groups. 

 

These findings are consistent with the first study analysing cultural self-awareness in a diverse 

classroom (Rew et al., 2003). While the findings from the current study do not provide an 

understanding as to why minority students feel this way, they identify the potential challenges 

associated with delivering educational experiences that meet the needs of a multicultural 

classroom (Alsubaie, 2015; Grady et al., 2018; Rew et al., 2003). Although the educators and 

clinical tutors within the department provide examples, case studies, and classroom activities 

related to multicultural issues, show sensitivity to Māori and ethnic minorities, the majority of 

staff are of NZE ethnicity and therefore may not reflect the needs of a multicultural osteopathy 

classroom (Alsubaie, 2015; Rew et al., 2003).  

 

Findings from the current study showed that student age also influenced the CAS subscales. 

Younger students aged 18-24 had significantly higher total GEE scores than students aged 25+ 

(mean score 71.09 vs 58.64, p < 0.05), while findings showed younger students had 

significantly lower mean item scores on the CA subscale (mean score 4.92 vs 5.71, p < 0.05). 

These findings may reflect the limited life experiences, cross-cultural encounters and clinical 
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experience of younger students that result in an over-estimation of their self-perceptions 

(Oluwole-Sangoseni & Jenkins-Unterberg, 2017), while younger students may be unconscious 

to, or unaware of, the delivery of multicultural issues within the classroom. Furthermore, the 

GEE and CA subscales may be vulnerable to socially desirable responding given the sensitivity 

of the questions (Crowne & Marlowe, 1960). This response style is often guided by societal 

norms and how the responder thinks they will be perceived and is not reflective of their true 

feeling or emotions (Connelly & Chang, 2016). Our study found a significant inverse 

correlation between participant age and MCSD score (p < 0.05). Younger students responded 

in a more socially desirable manner compared to older students. Oluwole-Sangoseni & Jenkins-

Unterberg (2017) demonstrated similar results when analysing cultural sensitivity in physical 

therapy students. Responding with honesty that may oppose society, peers, or colleague’s 

perceptions, was challenging. Through their general experiences, older students may be more 

confident and comfortable when expressing truthful responses that differ from the norm or be 

more self-reflective. Additionally, this study identified that higher levels of cultural self-

awareness were associated with higher levels of socially desirable responding. While the 

students’ anonymity was maintained throughout the study, the school of osteopathy is small, 

and the researcher was known to the students. Students may have wished to present themselves 

more favourably (Barger, 2002; Ohm & Rosen, 2011) by responding in a way they thought the 

researcher would approve of (Oluwole-Sangoseni & Jenkins-Unterberg, 2017; Connelly & 

Chang, 2016). These findings are consistent with the results in other studies in similar 

populations (Larson & Bradshaw, 2017; Te et al., 2019). Overall, the findings reaffirm that 

cultural self-awareness is a sensitive issue and may be influenced by social desirability. Faculty 

and educators can use these findings to help develop students to openly acknowledge personal 

limitations and to facilitate self-reflection toward skills and behaviours.  

 

 

Educational and Clinical Relevance  
 

 
Educational Relevance 
 
The study highlights the importance of cultural self-awareness and the role it plays in 

improving communication and the delivery of high-quality care (Purnell, 2005). Addressing 

cultural self-awareness early in the curriculum allows students to understand the importance of 



 50 

cultural self-awareness and the role it plays in the development of culturally competent and 

high-quality care (Oluwole-Sangoseni & Jenkins-Unterberg, 2017; Rew et al., 2014). 

Furthermore, it allows students to become aware of the challenges regarding diversity and 

healthcare. As students transition to the postgraduate programme, they can apply the theoretical 

and reflective components of self-awareness within the 1000 hours of clinical experience. The 

study is further relevant to faculty and educators of the osteopathy programme. While the 

current study was aimed at the cultural self-awareness of the students, it provides evidence that 

educators too must reflect on and identify personal biases, beliefs and worldviews (Alsubaie, 

2015; Rew et al., 2003). Furthermore, the study identified aspects of the curriculum that may 

need to be addressed to help students identify limitations and encourage greater self-reflection 

(Te et al., 2019).  

 
 
Professional Relevance 
 
Incorporating cultural self-awareness into existing reflective coursework as well as clinical 

experience will not only enhance students’ ability to work more effectively in cross-cultural 

interactions but it also further develop an essential tool to carry through to professional practice 

(Grady et al., 2018; West et al., 2021). If individuals can become aware of, recognise and 

develop cultural self-awareness during the graduate programme it carries through to 

professional practice allowing for improved communication, rapport, patient collaboration, and 

improved health outcomes.   

 

 

Limitations  
 

Sample size  
 
The sample size for this study was small due to the osteopathic cohort being small. Future 

studies should have a larger sample size to increase the statistical power of the study. The study 

identified trends in the results that weren’t significant that may have been if there was a larger 

sample size or conversely show the results were outliers. The principal researcher was a final 

year master’s student and known to the participants. While complete anonymity was 

maintained, the relationship between the researcher and the participants may have influenced 

the relatively high response rate. 
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Study design  
 
The use of self-reported measures of attitudes, beliefs and behaviours such as the CAS and the 

MCSD scale meant data could be collected in a time-efficient manner (for both researcher and 

participant) and participants remained anonymous. However, there were some limitations 

identified throughout the study. Students were asked to respond to closed-ended questions 

using either the Likert scale, multiple-choice, or a true/false format. While closed-ended 

questions provided the researcher with a standardised response and ease of interpretation, 

participants were bound by the response options and unable to provide a response that truly 

reflected their thoughts, feelings, or emotions. Participants responded to the CAS on a 7-point 

Likert scale. The nature of the scale provides a mid-point option of “no-opinion”. The use of 

the midpoint option was selected in one-fifth of the responses of the total CAS. Furthermore, 

the midpoint was the most commonly used option in the RI subscale. While potential reasons 

for this were provided throughout this discussion, and the midpoint option allowed participants 

to express a true neutral response, research has suggested that the midpoint may be used when 

faced with ambiguous, unfamiliar, or socially undesirable items, regardless of the participant’s 

true opinion (Chyung, Roberts, Swanson, & Hankinson, 2017). While it would have been ideal 

to have conducted interviews or focus groups with the participants, the researcher’s workload, 

time, and COVID-19 restrictions made these options exceed the scope of this research. 

Moreover, despite their limitations, surveys provide a suitable tool to gather baseline 

information regarding individual attitudes, beliefs and behaviours (Holt, 2009; Matthews & 

Kostelis, 2011; Story & Tait, 2019).  

 

Conclusion  
 
This was the first known study to assess cultural self-awareness in student osteopaths in 

Aotearoa/New Zealand. Students enrolled in both the undergraduate and postgraduate 

programmes reported moderately high levels of cultural awareness. These findings are in line 

with previous studies addressing cultural self-awareness and reflect the combination of 

theoretical coursework and clinical exposure associated with the osteopathic curriculum. While 

the results are positive, the findings highlight areas within the curriculum that need to be 

addressed. As New Zealand society becomes increasingly multicultural osteopaths are 

providing care to a more diverse patient population than ever before. It is important for students 

and practitioners alike to become conscious of personal biases and prejudices and to recognise 

the potential impact this has on the patient-practitioner relationship. This study provides 
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baseline measures regarding students’ self-perceived awareness and student thoughts and 

feelings relating to multicultural issues in osteopathy. Future studies can build upon the current 

study using interviews and/or focus groups to further understand student cultural perceptions, 

beliefs, attitudes, and behaviours. 

 



 53 

References 
 
 

Alizadeh, S., & Chavan, M. (2016). Cultural competence dimensions and outcomes: a 

systematic review of the literature. Health and Social Care in the Community, 24(6), 

e117–e130. https://doi.org/10.1111/hsc.12293 

 

Almutairi, A. F., Adlan, A. A., & Nasim, M. (2017). Perceptions of the critical cultural 

competence of registered nurses in Canada. BMC Nursing, 16(1), 1–9. 

https://doi.org/10.1186/s12912-017-0242-2 

 

Almutairi, A. F., Dahinten, V. S., & Rodney, P. (2015). Almutairi’s Critical Cultural 

Competence model for a multicultural healthcare environment. Nursing Inquiry, 22(4), 

317–325. https://doi.org/10.1111/nin.12099\ 

 

Alsubaie, M. A. (2015). Examples of Current Issues in the Multicultural Classroom. Journal 

of Education and Practice, 6(10), 86–89. Retrieved from 

http://search.ebscohost.com/login.aspx?direct=true&db=eric&AN=EJ1081654&site=eh

ost-live 

 

Apuke, O. D. (2017). Quantitative Research Methods: A Synopsis Approach. Kuwait 

Chapter of Arabian Journal of Business and Management Review, 6(11), 40–47. 

https://doi.org/10.12816/0040336 

 

Bakker, M. (2003). Reducing Inequalities in Health. https://doi.org/10.4324/9780203167281 

 

Barger, S. D. (2002). The Marlowe-Crowne Affair: Short Forms, Psychometric Structure, and 

Social Desirability. Journal of Personality Assessment, 79(2), 286–305. 

https://doi.org/10.1207/S15327752JPA7902 

 

Barker, C. (2008). Cultural Studies: Theory and Practice (3rd ed.). Sage Publications. 

 

Başalan İz, F., & Bayık Temel, A. (2016). Cultural awareness scale: Psychometric properties 



 54 

of the Turkish version. Collegian, 24(5), 499–504. 

https://doi.org/10.1016/j.colegn.2016.08.010 

 

Beach, M., Price, E., Gary, T., Robinson, K., Gozu, A., Palacio, A., … Cooper, L. (2005). 

Cultural Competency: A Systematic Review of Health Care Provider Educational 

InterventionsNIH Public Access. 43(4), 356–373. 

 

Betancourt, J. R. (2004). Cultural competence - Marginal or mainstream movement? New 

England Journal of Medicine, 351(10), 953–955. https://doi.org/10.1056/NEJMp048033 

 

Betancourt, J. R. (2006). Cultural Competence and Medical Education: Many Names, Many 

Perspectives, One Goal. 81(6), 499–501. 

 

Bloomfield, J., & Fisher, M. J. (2019). Quantitative research design. Journal of the 

Australasian Rehabilitation Nurses Association, 22(2), 27–30. 

https://doi.org/10.7765/9781526136527.00008 

 

Brady, B., Veljanova, I., & Chipchase, L. (2016). Culturally informed practice and 

physiotherapy. Journal of Physiotherapy, 62(3), 121–123. 

https://doi.org/10.1016/j.jphys.2016.05.010 

 

Campbell, C. M., & Edwards, R. R. (2012). Ethnic differences in pain and pain management. 

Pain Management, 2(3), 219–230. https://doi.org/10.2217/pmt.12.7 

 

Campinha-Bacote, J. (2002). The Process of Cultural Competence in the Delivery of 

Healthcare Services: A Model of Care. Journal of Transcultural Nursing, 13(3), 181–

184. https://doi.org/10.1177/10459602013003003 

 

Casillas, A., Paroz, S., Green, A. R., Wolff, H., Weber, O., Faucherre, F., … Bodenmann, P. 

(2014). Cultural competency of health-care providers in a Swiss University Hospital: 

Self-assessed cross-cultural skillfulness in a cross-sectional study. BMC Medical 

Education, 14(1), 1–8. https://doi.org/10.1186/1472-6920-14-19 

 

Cheung, Y., Shah, S., & Muncer, S. (2002). An exploratory investigation of undergraduate 



 55 

students’ perceptions of cultural awareness. British Journal of Occupational Therapy, 

65(12), 543–550. https://doi.org/10.1177/030802260206501203 

 

Chipps, J. A., Simpson, B., & Brysiewicz, P. (2008). The effectiveness of cultural-

competence training for health professionals in community-based rehabilitation: A 

systematic review of literature. Worldviews on Evidence-Based Nursing, 5(2), 85–94. 

https://doi.org/10.1111/j.1741-6787.2008.00117.x 

 

Chyung, S. Y. Y., Roberts, K., Swanson, I., & Hankinson, A. (2017). Evidence-Based Survey 

Design: The Use of a Midpoint on the Likert Scale. Performance Improvement, 56(10), 

15–23. https://doi.org/10.1002/pfi.21727 

 

Connelly, B. S., & Chang, L. (2016). A Meta-Analytic Multitrait Multirater Separation of 

Substance and Style in Social Desirability Scales. Journal of Personality, 84(3), 319–

334. https://doi.org/10.1111/jopy.12161 

 

Cross, T. L., Bazron, B. J., Dennis, K. W., & Isaacs, M. R. (1989). The cultural competence 

continuum. 1(202), 13–21. 

 

Crowne, D. P., & Marlowe, D. (1960). A New Scalle of Social Desirability Independent of 

Psychopathology. Journal of Consulting Psychology, 24(4), 349–354. 

https://doi.org/10.1109/TASSP.1982.1163916 

 

Cruz, J. P., Aguinaldo, A. N., Estacio, J. C., Alotaibi, A., Arguvanli, S., Cayaban, A. R. R., 

… Sebaeng, J. (2018). A Multicountry Perspective on Cultural Competence Among 

Baccalaureate Nursing Students. Journal of Nursing Scholarship, 50(1), 92–101. 

https://doi.org/10.1111/jnu.12350 

 

Cruz, J. P., Colet, P. C., Bashtawi, M. A., Mesde, J. H., & Cruz, C. P. (2016). Psychometric 

evaluation of the Cultural Capacity Scale Arabic Version for nursing students. 

Contemporary Nurse, 53(1), 13–22. 

 

Curtis, E., Jones, R., Tipene-Leach, D., Walker, C., Loring, B., Paine, S. J., & Reid, P. 

(2019). Why cultural safety rather than cultural competency is required to achieve health 



 56 

equity: A literature review and recommended definition. International Journal for 

Equity in Health, 18(1), 1–17. https://doi.org/10.1186/s12939-019-1082-3 

 

Demetriou, C., Ozer, B. U., & Essau, C. A. (2015). Self-Report Questionnaires. The 

Encyclopedia of Clinical Psychology, (November 2017), 1–6. 

https://doi.org/10.1002/9781118625392.wbecp507 

 

DeSouza, R. (2008). Wellness for all: The possibilities of cultural safety and cultural 

competence in New Zealand. Journal of Research in Nursing, 13(2), 125–135. 

https://doi.org/10.1177/1744987108088637 

 

Eagleton, T. (2000). The Idea of Culture. Blackwell Publishers. 

 

Ellison-Loschmann, L., & Pearce, N. (2006). Improving access to health care among New 

Zealand’s Maori population. American Journal of Public Health, 96(4), 612–617. 

https://doi.org/10.2105/AJPH.2005.070680 

 

Foronda, C., Baptiste, D. L., Reinholdt, M. M., & Ousman, K. (2016). Cultural Humility: A 

Concept Analysis. Journal of Transcultural Nursing, 27(3), 210–217. 

https://doi.org/10.1177/1043659615592677 

 

Glasper, A., & Rees, C. (2017). Nursing and Healthcare Research: At a Glance (A. Glasper 

& C. Rees, Eds.). John Wiley & Sons, Ltd. 

 

Goodyear-Smith, F., & Ashton, T. (2019). New Zealand health system: universalism 

struggles with persisting inequities. The Lancet, 394(10196), 432–442. 

https://doi.org/10.1016/S0140-6736(19)31238-3 

 

Govere, L., & Govere, E. M. (2016). How Effective is Cultural Competence Training of 

Healthcare Providers on Improving Patient Satisfaction of Minority Groups? A 

Systematic Review of Literature. Worldviews on Evidence-Based Nursing, 13(6), 402–

410. https://doi.org/10.1111/wvn.12176 

 

Grady, S., Brungardt, K., & Doll, J. (2018). The Impact of Classroom Instruction on Cultural 



 57 

Awareness and Sensitivity in Occupational Therapy Students. Journal of Occupational 

Therapy Education, 2(2). https://doi.org/10.26681/jote.2018.020201 

 

Hadziabdic, E., Safipour, J., Bachrach-Lindström, M., & Hultsjö, S. (2016). Swedish version 

of measuring cultural awareness in nursing students: Validity and reliability test. BMC 

Nursing, 15(1), 1–9. https://doi.org/10.1186/s12912-016-0146-6 

 

Halabi, J. O., & de Beer, J. (2018). Exploring the cultural competence of undergraduate 

nursing students in Saudi Arabia. Nurse Education Today, 62(September), 9–15. 

https://doi.org/10.1016/j.nedt.2017.12.005 

 

Heke, D., Wilson, D., & Came, H. (2019). Shades of competence? A critical analysis of the 

cultural competencies of the regulated-health workforce in Aotearoa New Zealand. 

International Journal for Quality in Health Care, 31(8), 606–612. 

https://doi.org/10.1093/intqhc/mzy227 

 

Holt, J. (2009). Quantitiative Research: An Overview. British Journal of Cardiac Nursing, 

4(5), 234–236. https://doi.org/10.1353/jod.2004.0060 

 

Jongen, C., McCalman, J., & Bainbridge, R. (2018). Health workforce cultural competency 

interventions: A systematic scoping review. BMC Health Services Research, 18(1), 1–

15. https://doi.org/10.1186/s12913-018-3001-5 

 

Kanengoni, B., Andajani-Sutjahjo, S., & Holroyd, E. (2018). Setting the stage: Reviewing 

current knowledge on the health of New Zealand immigrants-an integrative review. 

PeerJ, 2018(8), 1–20. https://doi.org/10.7717/peerj.5184 

 

Kent, R. (2015). Analysing Quantitative Data (1st ed.; J. Searman, Ed.). Sage Publications. 

 

King, M. F., & Bruner, G. C. (2000). Social Desirability Bias: A Neglected Aspect of 

Validity Testing. Psychology & Marketing, 17(2), 79–103. 

 

Krainovich-Miller, B., Yost, J. M., Auerhahn, C., Norman, R. G., Dobal, M., Rosedale, M., 

… Moffa, C. (2008). Measuring Cultural Awareness of Nursing Students: A First Step 



 58 

Toward Cultural Competency. Journal of Transcultural Nursing, 19(3), 250–258. 

https://doi.org/10.1177/1043659608317451 

 

Kuehn, A. F., Chircop, A., Downe-Wamboldt, B., Sheppard-Lemoine, D., Wittstock, L., 

Herbert, R., … Critchley, K. (2011). Evaluating the impact of a North American nursing 

exchange program on student cultural awareness. International Journal of Nursing 

Education Scholarship, 8(1). https://doi.org/10.2202/1548-923X.1919 

 

Kumlien, C., Bish, M., Chan, E. A., Rew, L., Chan, P. S., Leung, D., & Carlson, E. (2020). 

Psychometric properties of a modified cultural awareness scale for use in higher 

education within the health and social care fields. BMC Medical Education, 20(1), 1–8. 

https://doi.org/10.1186/s12909-020-02326-8 

 

Larson, K. E., & Bradshaw, C. P. (2017). Cultural competence and social desirability among 

practitioners: A systematic review of the literature. Children and Youth Services Review, 

76, 100–111. https://doi.org/10.1016/j.childyouth.2017.02.034 

 

Ličen, S., Karnjuš, I., & Prosen, M. (2021). Measuring Cultural Awareness Among Slovene 

Nursing Student: A Cross-Sectional Study. Journal of Transcultural Nursing, 32(1), 77–

85. https://doi.org/10.1177/1043659620941585 

 

Lie, D. A., Lee-Rey, E., Gomez, A., Bereknyei, S., & Braddock, C. H. (2011). Does cultural 

competency training of health professionals improve patient outcomes? A systematic 

review and proposed algorithm for future research. Journal of General Internal 

Medicine, 26(3), 317–325. https://doi.org/10.1007/s11606-010-1529-0 

 

Loftin, C., Hartin, V., Branson, M., & Reyes, H. (2013). Measures of cultural competence in 

nurses: An integrative review. The Scientific World Journal, 2013. 

https://doi.org/10.1155/2013/289101 

 

Matthews, T. D., & Kostelis, K. T. (2011). Designing and Conducting Research in Health 

and Human Performance (1st ed.). Jossey-Bass. 

 

Ministry of Health. (2016). ’Ala Mo’ui Progress Report. Retrieved 7 March 2021, from 



 59 

https://www.health.govt.nz/system/files/documents/publications/ala-moui-progress-

report-june-2016-aug16v2.pdf 

 

Moule, P. (2015). Making Sense of Research in Nursing, Health and Social Care (5th ed.). 

Sage Publications. 

 

Napier, A. D., Ancarno, C., Butler, B., Calabrese, J., Chater, A., Chatterjee, H., … Woolf, K. 

(2014). Culture and health. The Lancet, 384(9954), 1607–1639. 

https://doi.org/10.1016/S0140-6736(14)61603-2 

 

Nardi, P. M. (2014). Doing Survey Research. A Guide to Quantitative Methods. (3rd ed.). 

Paradigm Publishers. 

 

New Zealand Government. (2003). Health Practitioners Competence Assurance Act 2003. 

Retrieved from 

https://www.legislation.govt.nz/act/public/2003/0048/latest/whole.html#DLM203319 

 

New Zealand Ministry of Health. (2014a). ’Ala Mo’ui: Pathways to Pacific Health and 

Wellbeing. 2014–2018. Retrieved from https://www.health.govt.nz/publication/ala-

moui-progress-report-june-2016 

 

New Zealand Ministry of Health. (2014b). The Guide to He Korowai Oranga. Māori Health 

Strategy. Retrieved 4 October 2019, from 

https://www.health.govt.nz/system/files/documents/publications/guide-to-he-korowai-

oranga-maori-health-strategy-jun14-v2.pdf 

 

New Zealand Ministry of Health. (2016). Minister of Health. 2016. New Zealand Health 

Strategy: Future direction. Wellington 

 

New Zealand Ministry of Health. (2019). Wai 2575 Māori Health Trends Report. Retrieved 

from https://www.health.govt.nz/publication/wai-2575-maori-health-trends-report 

 

O’Shaughnessy, D. F., & Tilki, M. (2007). Cultural competency in physiotherapy: a model 

for training. Physiotherapy, 93(1), 69–77. https://doi.org/10.1016/j.physio.2006.07.001 



 60 

OCNZ. (n.d.). Code of Ethics. Retrieved from https://www.osteopathiccouncil.org.nz/code-

of-ethics 

 

OCNZ. (2009). Capabilities for Osteopathic Practice. Retrieved from 

https://www.osteopathiccouncil.org.nz/images/stories/pdf/new/Capabilities_April52013.

pdf 

 

OCNZ. (2020). Osteopathic Council of New Zealand. 

 

Offredy, M., & Vickers, P. (2010). Developing a Healthcare Research Proposal: An 

Interactive Student Guide. Blackwell Publishers. 

 

Oh, H., Lee, J. A., & Schepp, K. G. (2015). Translation and evaluation of the cultural 

awareness scale for Korean nursing students. International Journal of Nursing 

Education Scholarship, 12(1), 1–8. https://doi.org/10.1515/ijnes-2014-0067 

 

Ohm, R., & Rosen, L. (2011). Psychometric Evaluation of the Perceived Prejudice in Health 

Care Scale–Modified (PPHC-M) Among Baccalaureate Student Nurses. Journal of 

Transcultural Nursing, 22(3), 282–289. https://doi.org/10.1177/1043659611404430 

 

Oikarainen, A., Mikkonen, K., Kenny, A., Tomietto, M., Tuomikoski, A. M., Meriläinen, M., 

… Kääriäinen, M. (2019). Educational interventions designed to develop nurses’ 

cultural competence: A systematic review. International Journal of Nursing Studies, 98, 

75–86. https://doi.org/10.1016/j.ijnurstu.2019.06.005 

 

Oluwole-Sangoseni, O., & Jenkins-Unterberg, M. (2017). Cultural Awareness and Sensitivity 

of Students in a Physical Therapy Program – A Pilot Survey. 16(1). 

 

Orhan, C., Van Looveren, E., Cagnie, B., Mukhtar, N. B., Lenoir, D., & Meeus, M. (2018). 

Are pain beliefs, cognitions, and behaviors influenced by race, ethnicity, and culture in 

patients with chronic musculoskeletal pain: A systematic review. Pain Physician, 21(6), 

541–558. https://doi.org/10.36076/ppj.2018.6.541 

 

Osteopathy Board Australia. (2019). Capabilities for Osteopathic Practice. 



 61 

Palys, T., & Atchison, C. (2008). Research Decisions: Quantitative and Qualitative 

Perspectives (4th ed.). Thompson Nelson. 

 

Papps, E., & Ramsden, I. (1996). Cultural Safety in Nursing: the New Zealand Experience. 

International Journal for Quality in Health Care, 8(5), 491–497. 

 

Perng, S. J., & Watson, R. (2012). Construct validation of the Nurse Cultural Competence 

Scale: A hierarchy of abilities. Journal of Clinical Nursing, 21(11–12), 1678–1684. 

https://doi.org/10.1111/j.1365-2702.2011.03933.x 

 

Physiotherapy Board of New Zealand. (2018). Physiotherapy Standards Framework. 

Retrieved 17 April 2020, from https://www.physioboard.org.nz/wp-

content/uploads/2018/03/Physiotherapy-Board-Code-Standards-Thresholds.pdf 

 

Polgar, S., & Thomas, S. A. (2013). Introduction to Research in the Health Sciences (6th 

ed.). Churchill Livingstone. 

 

Purnell, L. (2005). The Purnell Model for Cultural Competence. Journal of Multicultural 

Nursing & Health, 11(2), 7–15. https://doi.org/10.1177/10459602013003006 

 

Rasmussen, T. M., Lloyd, C., & Wielandt, T. (2005). Cultural awareness among Queensland 

undergraduate occupational therapy students. Australian Occupational Therapy Journal, 

52(4), 302–310. https://doi.org/10.1111/j.1440-1630.2005.00508.x 

 

Rew, L., Becker, H., & Chontichachalalauk, J. (2014). Cultural diversity among nursing 

students: Reanalysis of the cultural awareness scale. Journal of Nursing Education, 

53(2), 71–76. https://doi.org/10.3928/01484834-20140122-01 

 

Rew, L., Becker, H., Cookston, J., Khosropour, S., & Martinez, S. (2003). Measuring 

Cultural Awareness in Nursing Students. Journal of Nursing Education, 42(6), 249–258. 

 

Rolleston, A. K., Cassim, S., Kidd, J., Lawrenson, R., Keenan, R., & Hokowhitu, B. (2020). 

Seeing the unseen: evidence of kaupapa Māori health interventions. AlterNative, 16(2), 

129–136. https://doi.org/10.1177/1177180120919166 



 62 

Romanello, M. L., & Holtgrefe, K. (2009). Teaching for cultural competence in non-diverse 

environments. Internet Journal of Allied Health Sciences & Practice, 7(4), 1–8. 

Retrieved from 

http://search.ebscohost.com/login.aspx?direct=true&AuthType=ip,shib&db=jlh&AN=2

010506025&site=ehost-live&scope=site 

 

Royal New Zealand College of General Practitioners. (2007). Cultural Competence: Advice 

for GP’s to create and maintain culturally competent general practices in New Zealand. 

Retrieved 18 January 2021, from https://rnzcgp.org.nz/GPdocs/New-website/Cultural-

competence-framework-and-guidelines-1.pdf 

 

Safipour, J., Hadziabdic, E., Hultsjö, S., & Bachrach-Lindström, M. (2016). Measuring 

nursing students’ cultural awareness: A cross-sectional study among three universities in 

southern Sweden. Journal of Nursing Education and Practice, 7(1). 

https://doi.org/10.5430/jnep.v7n1p107 

 

Schim, S., Doorenbos, A., Benkert, R., & Miller, J. (2007). Culturally Congruent Care: 

Putting the Puzzle Together. Journal of Transcultural Nursing, 18(2), 103–110. 

https://doi.org/10.1177/1043659606298613 

 

Schim, S., Doorenbos, A., Miller, J., & Benkert, R. (2003). Development of a cultural 

competence assessment instrument. Journal of Nursing Measurement, 11(1), 29–40. 

https://doi.org/10.1891/jnum.11.1.29.52062 

 

Sheu, H. Bin, & Lent, R. W. (2007). Development and initial validation of the Multicultural 

Counseling Self-Efficacy Scale - Racial Diversity Form. Psychotherapy, 44(1), 30–45. 

https://doi.org/10.1037/0033-3204.44.1.30 

 

Statistics New Zealand. (2017). National ethnic populatin projections: 2013 (base) - 2038 

(update). Retrieved 4 March 2021, from https://www.stats.govt.nz/information-

releases/national-ethnic-population-projections-2013base2038-update 

 

Statistics New Zealand. (2018). 2018 Cenus. Retrieved 10 April 2020, from 

https://www.stats.govt.nz/2018-census/ 



 63 

Statistics New Zealand. (2020). National poulation projections: 2020 (base) - 2027. Retrieved 

4 March 2021, from https://www.stats.govt.nz/information-releases/national-population-

projections-2020base2073 

 

Story, D. A., & Tait, A. R. (2019). Readers Toolbox: Understanding Research Methods. 

American Society of Anaesthetics, 130(2), 192–202. 

 

Stratton, S. J. (2015). Assessing the Accuracy of Survey Research. Prehospital and Disaster 

Medicine, 30(3), 225–226. https://doi.org/10.1017/S1049023X15004719 

 

Te, M., Blackstock, F., Fryer, C., Gardner, P., Geary, L., Kuys, S., … Chipchase, L. (2019). 

Predictors of self-perceived cultural responsiveness in entry-level physiotherapy 

students in Australia and Aotearoa New Zealand. BMC Medical Education, 19(1), 1–10. 

https://doi.org/10.1186/s12909-019-1487-0 

 

Tiatia, J. (2008). Pacific Cultural Competencies: A literature review. 

 

Turia, T., & King, A. (2002). He Korowai Oranga. In Mohgovtnz. Retrieved from 

http://www.moh.govt.nz/notebook/nbbooks.nsf/0/af7785c39a64d0c6cc256a4c006ec22d/

$FILE/maorihealthstratdisc.pdf 

 

UNESCO. (2009). 2009 UNESCO Framework for Cultural Statistics. In UNESCO Institute 

for Statistics. Retrieved from http://www.uis.unesco.org 

 

Unitec Institute of Technology. (2019a). Progamme details Bachelor of Applied Science 

(Human biology). 

 

Unitec Institute of Technology. (2019b). Programme details Masters of Osteopathy. 

 

Watson, R. (2014). Quantitative research. Nursing Standard, 29(31), 44–48. 

https://doi.org/10.4324/9780203703588-9 

 

Watt, K., Abbott, P., & Reath, J. (2016). Developing cultural competence in general 

practitioners: an integrative review of the literature. BMC Family Practice, 17(1), 1–11. 



 64 

https://doi.org/10.1186/s12875-016-0560-6 

 

Wepa, D. (2005). Cultural Safety in Aotearoa New Zealand (D. Wepa, Ed.). Pearson. 

 

Wepa, D. (2015). Cultural Safety In Aotearoa New Zealand (2nd ed.; D. Wepa, Ed.). 

Cambridge. 

 

West, M., Sadler, S., Hawke, F., Munteanu, S. E., & Chuter, V. (2021). Effect of a culturally 

safe student placement on students’ understanding of, and confidence with, providing 

culturally safe podiatry care. Journal of Foot and Ankle Research, 14(1), 1–8. 

https://doi.org/10.1186/s13047-021-00450-2 

 

Williams, C. (2007). Research Methods. 5(3), 65–72. 

 

Willis, K., & Elmer, S. (2011). Society, Culture and Health. An introduction to society for 

nurses (2nd ed.). Oxford University Press. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 65 

Appendices 
 
 

Appendix A – Participant Study Briefing 
 
 
My name is Chris Solomon. I am currently enrolled in the Master of Osteopathy programme 

at Unitec, New Zealand, and I am conducting a research thesis investigating cultural awareness 

among osteopathy students at Unitec, Auckland.  

 

New Zealand is becoming increasingly culturally and ethnically diverse. The delivery of care 

that meets the needs of our diverse population is paramount. Cultural competence is a 

multidimensional construct, and the end goal for many healthcare organisations. Dynamic and 

everchanging, cultural competence is the integration of cultural awareness, cultural knowledge, 

cultural skill, and cultural encounters. This research thesis focuses on cultural awareness. 

Cultural awareness refers to the continued exploration and the critical reflection of one’s own 

background, recognition of personal biases, assumptions, and beliefs. The recognition of these 

attitudes and beliefs allows practitioners to reduce stereotyping, ethnocentric perspectives and 

cultural imposition. Becoming more conscious of our personal views, we can deliver care that 

is safe, effective and meets the needs of our changing society.   

 

The Study  
 

1. This study is a survey-based, qualitative design assessing the cultural awareness of 

students enrolled in the Bachelor of Applied Science in Human Biology (a prerequisite) 

and the postgraduate Master of Osteopathy (MOst).  

2. The aim of the study is to assess the self-perceived cultural awareness levels in 

undergraduate and postgraduate student osteopaths.  

3. The survey will take approximately 20-30 minutes to complete.  

4. You will be asked to respond to 

a) demographic questionnaire  

b) Questions addressing cultural awareness by ranking them on a 7-point Likert 

Scale from ‘strongly disagree’ to ‘strongly agree’. If you are unsure, please 

answer ‘no opinion’ is an option.  
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c) If you feel question’s relating to clinical practice or research do not apply to you 

based on limited exposure, you may answer leave the relevant question blank 

or answer ‘no opinion’.  

d) Participation in this research study is completely voluntary. If you choose not 

to participate discard the email.  

e) If you choose to participate, informed consent is gained by the selecting 

‘submit’ at the bottom of each questionnaire. You may submit completed or 

partially completed questionnaires.  

f) The decision to participate, or the decision not to participate, will have no 

bearing on the potential participant’s present or future relationship with the 

researcher, their school, or Unitec. Whether you choose to participate or not, 

you will not be contacted again. 

g) All data collected is stored under password protection, remains completely 

anonymous, and all responses remain confidential.  

 

Data will be used to identify levels of cultural awareness among student participants and may 

be used to inform curriculum in the future. If you have any questions or concerns related to the 

research study or your rights as a participant in the study, at any time you may contact Chris 

Solomon via email on chrissolomon01@gmail.com. If there are any concerns regarding the 

practice of the researcher, you may contact the study supervisors Mikki Williden 

mwilliden@unitec.ac.nz, or Wesley Verhoeff wverhoeff@unitec.ac.nz.  

 

 
 
 
 
Chris Solomon  
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Appendix B – Ethical Approval 

 
 

Dear Chris Solomon

Your file number for this application: 2020-1014
Title: Cultural Awareness: An analysis of students self-perceived cultural awareness.

Your application for ethics approval has been reviewed by the Unitec Research Ethics Committee (UREC) 

and has been approved for the following period:  

Start date: 27 May 2020
Finish date: 27 May 2021

Please note that: 

1. The above dates must be referred to on the information AND consent forms given to

allparticipants.

2. You must inform UREC, in advance, of any ethically-relevant deviation in the

project.This may require additional approval.

You may now commence your research according to the protocols approved by UREC. We wish 

you every success with your project.  

Yours sincerely, 

Nigel Adams
Deputy Chair, UREC

cc  sh r is



 68 

Appendix C – Demographic Questionnaire 
 

 
1. What is your age? 

� 18-24 
� 25-34 
� 35-44 
� 45-54 

 
2. What is your preferred gender?  

 � Male 
 � Female  
 � Transgender 
 � Prefer not to say  
 

3. Which country were you born in? 
� New Zealand  
� Australia  
� England  
� China (People’s Republic of) 
� India  
� South Africa 
� Samoa 
� Cook Islands  
� Other 

 
4. Which ethnic group do you belong to? Mark the space or spaces that apply to you. 

� New Zealand European 
� Māori  
� Samoan 
� Cook Islands Maori 
� Tongan 
� Niuean 
� Chinese 
� Indian 
� Other, please state  _______________ 

 
5. Have you even undergone previous training in cultural related training, awareness, 

safety, diversity or sensitivity? 
� Yes 
� No 
 
If yes, what type of training? 

 
6. When you think of the word culture, what comes to mind? 
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Appendix D – Cultural Awareness Scale 
 
 
Unitec - School of Osteopathy 
 
Cultural Awareness Student survey 
 
Use the scale of 1 to 7 (1=Strongly Disagree, 4=No Opinion, 7=Strongly Agree) to indicate how much you agree or disagree with each 
statement. 
 
Please note that the questionnaire is only about your experiences within osteopathy, not Unitec. 
 
 
 
 
 
 
  Subscale  Strongly 

Disagree 
  No 

Opinion 
  Strongly 

Agree 

  

         

Q1. The lecturers within the department adequately 
address multicultural issues in osteopathy 

 1  1 2 3 4 5 6 7 

           

Q2. The department provides opportunities for activities 
related to multicultural issues. 

 1  1 2 3 4 5 6 7 
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Q3. Since entering osteopathy, my understanding of 
multicultural issues has increased. 

 1  1 2 3 4 5 6 7 

           

Q4. My experiences at Unitec have helped me become 
knowledgeable about the health problems associated 
with various ethnic and cultural groups. 

 1  1 2 3 4 5 6 7 

           

Q5. I think my beliefs and attitudes are influenced by 
my culture 

 2  1 2 3 4 5 6 7 

           

Q6. I think my behaviours are influenced by my culture  2  1 2 3 4 5 6 7 

           

Q7. I often reflect on how culture affects beliefs, 
attitudes, and behaviours 

 2  1 2 3 4 5 6 7 

           

Q8. When I have the opportunity to help someone, I 
offer assistance less frequently to individuals of certain 
cultural backgrounds  

 4 RC  1 2 3 4 5 6 7 

           

Q9. I am less patient with individuals from certain 
backgrounds  

 4 RC  1 2 3 4 5 6 7 
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Q10. I Feel comfortable working with patients of all 
ethnic groups  

 4  1 2 3 4 5 6 7 

           

Q11. I believe osteopaths own cultural beliefs influence 
their care decisions  

 2  1 2 3 4 5 6 7 

           

Q12. I typically feel somewhat uncomfortable when I 
am in the company of people from cultural or ethnic 
backgrounds different from my own. 

 4 RC  1 2 3 4 5 6 7 

           

Q13. The lecturers call on minority students from 
minority cultural groups when issues related to their 
group come up in class. 

 4 RC  1 2 3 4 5 6 7 

           

Q14. During group discussions or exercises, I have 
noticed the osteopathy lecturers make efforts to ensure 
that no student is excluded. 

 1  1 2 3 4 5 6 7 

           

Q15. I think that students’ cultural values influence 
their classroom behaviours (for example, asking 

 2  1 2 3 4 5 6 7 
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questions, participating in groups, or offering 
comments.) 

           

Q16. In my classes, my lecturers have engaged in 
behaviours that may have made students from certain 
cultural backgrounds feel excluded 

 1 RC  1 2 3 4 5 6 7 

           

Q17. I think it is the osteopathy lecturer’s responsibility 
to accommodate the diverse learning needs of students. 

 2  1 2 3 4 5 6 7 

           

Q18. Lecturers within osteopathy seem comfortable 
discussing cultural issues in the classroom  

 1  1 2 3 4 5 6 7 

           

Q19. My osteopathy lecturers seem interested in 
learning how their classroom behaviours may 
discourage students from certain cultural or ethnic 
groups. 

 1  1 2 3 4 5 6 7 

           

Q20. I think the cultural values of the lecturers 
influence their behaviours in the clinical setting. 

 2  1 2 3 4 5 6 7 
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Q21. I believe the classroom experiences at this 
osteopathy school help our students become more 
comfortable interacting with people from different 
cultures. 

 1  1 2 3 4 5 6 7 

           

Q22. I believe that some aspects of the classroom 
environment at this osteopathy school may alienate 
students from some cultural backgrounds. 

 1 RC  1 2 3 4 5 6 7 

           

Q23. I feel comfortable discussing cultural issues in the 
classroom  

 5  1 2 3 4 5 6 7 

           

Q24. My clinical courses within osteopathy have helped 
me become more comfortable interacting with people 
from different cultures. 

 1  1 2 3 4 5 6 7 

           

Q25. I feel lecturers respect differences in individuals 
from diverse cultural backgrounds. 

 1  1 2 3 4 5 6 7 

           

Q26. The lecturers within osteopathy model behaviours 
that are sensitive to multicultural issues. 

 1  1 2 3 4 5 6 7 
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Q27. The lecturers within osteopathy use examples 
and/or case studies that incorporate information from 
various cultural and ethnic groups. 

 1  1 2 3 4 5 6 7 

           

Q28. The faculty of osteopathy conduct research that 
considers multicultural aspects of health-related issues. 

 3  1 2 3 4 5 6 7 

           

Q29. Students within osteopathy have completed theses 
and dissertation studies that considered cultural 
differences related to health issues. 

 3  1 2 3 4 5 6 7 

           

Q30. The researchers within osteopathy consider 
relevance of data collection measures for the cultural 
groups they are studying. 

 3  1 2 3 4 5 6 7 

           

Q31. The researchers within osteopathy consider 
cultural issues when interpreting findings in their 
studies.  

 3  1 2 3 4 5 6 7 

           

Q32. I respect the decisions of my patients when they 
are influenced by their culture, even if I disagree. 

 5  1 2 3 4 5 6 7 
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Q33. If I need more information about a patient’s 
culture, I would use resources available on site (for 
example, books, videos, etc.).  

 5  1 2 3 4 5 6 7 

           

Q34. If I need more information about a patient’s 
culture, I would feel comfortable asking people I work 
with. 

 5  1 2 3 4 5 6 7 

           

Q35. If I need more information about a patient’s 
culture, I would feel comfortable asking the patient or a 
family member. 

 5  1 2 3 4 5 6 7 

           

Q36. I feel somewhat uncomfortable working with the 
families of patients from cultural backgrounds different 
than my own.  

 4 RC  1 2 3 4 5 6 7 

Note: RC = reverse Coded  
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Appendix E – Marlowe-Crowne Social Desirability Scale (Short Form C) 
 
 

 
It is sometimes hard for me to go on with my work if I am not encouraged  

� True  
� False  

 
I sometimes feel resentful when I don’t get my way  

� True  
� False  

 
On a few occasions, I have given up doing something because I thought too little of my ability  

� True  
� False  

 
There have been times when I feel like rebelling against people in authority even though I knew 
they were right   

� True  
� False  

 
No matter who I am talking to, I am always a good listener 

� True  
� False  

 
There have been some occasions when I took advantage of someone  

� True  
� False  

 
I am always willing to admit when I make a mistake  

� True  
� False  

 
I sometimes try to get even rather than forgive and forget  

� True  
� False  

 
I am always courteous, even to people who are disagreeable  

� True  
� False  

 
I have never been irked when people express ideas very different to my own  

� True  
� False  

 
There have been times when I was quite jealous of the good fortune of others 

� True  
� False  
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I am sometimes irritated by people who ask favours of me 

� True  
� False  

 
I have never deliberately said something that hurt someone’s feelings  

� True  
� False  
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Appendix F – CAS Descriptive Statistics 
 
 
 

 Number (n) Min Max Mean  Std. Deviation  

      

1. The lecturers within the 
department adequately address 
multicultural issues in osteopathy 

28 2 7 4.46 1.453 

      

2. The department provides 
opportunities for activities related 
to multicultural issues. 

28 1 7 3.75 1.669 

      

3. Since entering osteopathy, my 
understanding of multicultural 
issues has increased. 

27 1 7 4.26 2.086 

      

4. My experiences within 
osteopathy have helped me become 
knowledgeable about the health 
problems associated with various 
ethnic and cultural groups. 

28 1 7 4.64 1.768 

      

5. I think my beliefs and attitudes 
are influenced by my culture. 

27 2 7 5.59 1.693 

      

6. I think my behaviours are 
influenced by my culture. 

28 2 7 5.43 1.597 

      

7. I often reflect on how culture 
affects beliefs, attitudes, and 
behaviours. 

28 1 7 5.25 1.756 

      

8. When I have an opportunity to 
help someone, I offer assistance 

28 1 7 5.79 1.371 
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less frequently to individuals of 
certain cultural backgrounds. 

      

9. I am less patient with individuals 
of certain cultural backgrounds. 

28 2 7 5.75 1.430 

      

10. I feel comfortable working with 
patients of all ethnic groups. 

28 2 7 5.39 1.750 

      

11. I believe osteopaths own 
cultural beliefs influence their care 
decisions. 

28 2 7 5.32 1.362 

      

12. I typically feel somewhat 
uncomfortable when I am in the 
company of people from cultural or 
ethnic backgrounds different from 
my own. 

28 3 7 6.04 1.138 

      

13. The lecturers call on students 
from minority cultural groups when 
issues related to their group come 
up in class. 

28 2 7 4.36 1.726 

      

14. During group discussions or 
exercises, I have noticed the 
osteopathy lecturers make efforts to 
ensure that no student is excluded. 

27 2 7 5.22 1.368 

      

15. I think that students’ cultural 
values influence their classroom 
behaviours (for example, asking 
questions, participating in groups, 
or offering comments) 

28 1 7 5.50 1.319 

      

16. In my classes, my lecturers have 
engaged in behaviours that may 
have made students from certain 
cultural backgrounds feel excluded. 

28 2 7 5.07 1.562 
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17. I think it is the osteopathy 
lecturer’s responsibility to 
accommodate the diverse learning 
needs of students. 

28 3 7 5.71 1.049 

      

18. Lecturers within osteopathy 
seem comfortable discussing 
cultural issues in the classroom. 

28 1 7 5.36 1.592 

      

19. My osteopathy lecturers seem 
interested in learning how their 
classroom behaviours may 
discourage students from certain 
cultural or ethnic groups. 

28 1 7 4.25 1.378 

      

20. I think the cultural values of the 
lecturers influence their behaviours 
in the clinical setting. 

28 1 7 5.00 1.633 

      

21. I believe the classroom 
experiences at this osteopathy 
school help our students become 
more comfortable interacting with 
people from different cultures. 

28 1 7 4.07 1.923 

      

22. I believe that some aspects of 
the classroom environment at this 
osteopathy school may alienate 
students from some cultural 
backgrounds. 

28 2 7 4.04 1.732 

      

23. I feel comfortable discussing 
cultural issues in the classroom 

28 2 7 5.29 1.462 

      

24. My clinical courses within 
osteopathy have helped me become 
more comfortable interacting with 
people from different cultures. 

26 1 7 4.38 1.651 
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25. I feel lecturers respect 
differences in individuals from 
diverse cultural backgrounds. 

28 3 7 5.89 1.133 

      

26. The lecturers within osteopathy 
model behaviours that are sensitive 
to multicultural issues. 

28 2 7 4.86 1.297 

      

27. The lecturers within osteopathy 
use examples and/or case studies 
that incorporate information from 
various cultural and ethnic groups. 

28 1 7 3.93 1.783 

      

28. The faculty of osteopathy 
conduct research that considers 
multicultural aspects of health-
related issues. 

26 2 7 4.65 1.263 

      

29. Students within osteopathy have 
completed theses and dissertation 
studies that considered cultural 
differences related to health issues. 

26 2 7 4.54 1.503 

      

30. The researchers within 
osteopathy consider relevance of 
data collection measures for the 
cultural groups they are studying. 

25 2 7 4.28 1.100 

      

31. The researchers within 
osteopathy consider cultural issues 
when interpreting findings in their 
studies. 

25 2 7 4.12 1.201 

      

32. I respect the decisions of my 
patients when they are influenced 
by their culture, even if I disagree. 

28 4 7 6.04 1.261 
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33. If I need more information 
about a patient’s culture, I would 
use resources available on site (for 
example, books, videos, etc.). 

28 1 7 5.79 1.595 

      

34. If I need more information 
about a patient’s culture, I would 
feel comfortable asking people I 
work with. 

28 1 7 5.32 1.588 

      

35. If I need more information 
about a patient’s culture, I would 
feel comfortable asking the patient 
or a family member. 

28 3 7 5.32 1.188 

      

36. I feel somewhat uncomfortable 
working with the families of 
patients from cultural backgrounds 
different than my own. 

28 2 7 5.61 1.397 
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Appendix G – Marlowe-Crowne Social Desirability Scale Descriptive Statistics 
 
 

 Number (n) Mean Std. Deviation 

    

1. It is sometimes hard for me to go on 
with my work if I am not encouraged  

28 .39 .497 

2. I sometimes feel resentful when I don’t 
get my way  

28 .61 .497 

3. On a few occasions, I have given up 
doing something because I thought too 
little of my ability  

28 .43 .504 

4. There have been times when I feel like 
rebelling against people in authority even 
though I knew they were right  

28 .79 .418 

5. No matter who I am talking to, I am 
always a good listener* 

28 .54 .508 

6. There have been some occasions when 
I took advantage of someone  

28 .82 .390 

7. I am always willing to admit when I 
make a mistake* 

28 .79 .418 

8. I sometimes try to get even rather than 
forgive and forget  

28 .89 .315 

9. I am always courteous, even to people 
who are disagreeable* 

28 .71 .460 

10. I have never been irked when people 
express ideas very different to my own* 

28 .18 .390 

11. There have been times when I was 
quite jealous of the good fortune of others 

28 .43 .504 

12. I am sometimes irritated by people 
who ask favours of me 

28 .68 .476 

13. I have never deliberately said 
something that hurt someone’s feelings* 

28 .36 .488 

Note: * Negatively worded items  
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