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ABSTRACT 

The landscape of ethnicity is growing increasingly diverse. In 2017, the U.S. 

Census Bureau estimated that by the time the 2020 Census is conducted, over half of the 

nation’s children will be of a minority group (U.S. Census Bureau, 2017). With this 

evolution in cultural variety comes a necessity to incorporate exposure and training of 

cultural competency into professional health programs. Student registered nurse 

anesthetists (SRNAs) are a key demographic to professional growth within the realms of 

cultural competence as related to the field of nurse anesthesia. Along with clinical skills 

and advanced knowledge, cultural competence should be equally developed. The 

synthesis of evidence reveals a lack of formal cultural awareness training. 

This doctoral project developed an objective structured clinical examination 

(OSCE) to assist in closing the gap in cultural competence education. An OSCE benefits 

learners by being both reliable and objective. Students receive feedback from the 

evaluator and are able to evaluate their performance. The provision of an immediate 

response provides an opportunity to repeat and observe potential growth within the given 

area. 

The doctoral project investigators developed two OSCE simulation scenarios. 

Four volunteer SRNAs assisted with the trial of each scenario. The first scenario utilized 

two of the volunteers within a language barrier scenario. The next scenario incorporated 

the remaining two volunteers into a literacy barrier scenario. The volunteers completed 

post-OSCE evaluations rating the OSCE and the overall experience. An expert panel was 

formed from four nurse anesthesia faculty members plus one other nursing faculty 
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member. The panel members viewed the recorded simulations, completed evaluations, 

and provided constructive feedback.  

A Likert-scale survey was administered to each expert panel member as well as 

all SRNAs involved in scenario trials. Based on volunteer Likert-scale evaluations, the 

experience-rated an average of 29.75 out of 30 total points. The expert panel rated each 

scenario separately. The language barrier scenario received an average of 29.5 out of 30 

points; the literacy barrier scenario also received an average of 29.5 out of 30 points. 

Overall, the reactions from all volunteers and expert panel members were positive and 

indicated a necessity for such a learning tool within the Nurse Anesthesia Program. 
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CHAPTER I - INTRODUCTION AND PROBLEM 

The term culture is not merely limited to an individual’s race or ethnicity. Culture 

is a “specific individual or group's beliefs, values, norms, and lifeways that can be shared, 

learned, and transmitted; it influences people's thinking, decisions, and behaviors in their 

everyday life” (Cai, 2016, p. 269). For one to be culturally competent, he or she must 

possess and display the ability to interact effectively with individuals from different 

backgrounds. Cultural competence encompasses a certain level of respect for beliefs and 

practices that may vary from the providers’ personal beliefs (Substance Abuse and 

Mental Health Services Administration [SAMHSA], 2014). Despite the possibility of 

differing viewpoints, respect must be garnered to provide optimal care to patients and 

foster a trusting relationship between provider and patient.   

Cultural competence can significantly affect the quality of care delivered to 

patients. The provider must be willing and able to offer unbiased, inclusive care to every 

individual. The patient cannot receive quality care if his or her basic needs or issues are 

an oversight.  

When discussing cultural competence, it is also important to mention cultural 

humility. While cultural humility encompasses cultural competence, it is not seen as a 

trait that can be mastered; instead, cultural humility is seen as an attribute that entails a 

lifetime of learning. The primary difference between cultural humility and cultural 

competence is the attitude, rather than knowledge or skill. Cultural humility requires an 

open attitude and a willingness to listen, learn, collaborate, and negotiate (Fahlberg et al., 

2016).  
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The introduction of various cultures in a controlled environment can aid in 

reducing the inherently high-stress levels present within the SRNA population. Exposure 

to different cultures in a nonintimidating environment should alleviate some of the 

expected stress that goes along with a new student provider role in inpatient care. The use 

of simulation tools allows students a safe, organized situation to practice and perfect 

critical thinking, clinical decision making, and psychomotor skills without the risk of 

harming actual patients. Harmful stress levels can cause undesirable effects on a student’s 

health, productivity, learning ability, and coordination in complex tasks (Chipas et al., 

2012). Furthermore, high stress on a student registered nurse anesthetist (SRNA) can lead 

to poor patient outcomes.  

Background and Significance 

The population healthcare workers serve is growing increasingly diverse; 

therefore, it is crucial that each provider receives adequate training on interactions with 

diverse populations. Exposure should be initiated in the training process and must be 

ongoing. According to the U.S. Census Bureau, the 2020 Census will likely show that 

more than half of the nation’s children are a part of a minority ethnic group or race (U.S. 

Census Bureau, 2017). This trend in cultural growth points to a need for cultural 

competence and sensitivity training. Providers’ knowledge-bases should consider the 

various ailments and predispositions these groups may possess to better serve the patient 

population. The provider should be prepared to deliver unbiased care to each individual 

regardless of differing lifestyles or backgrounds. 

Providers should find it vital to identify and acknowledge personal biases before 

interacting with patients. Patients can easily sense when a provider is being disrespectful 
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or insensitive to personal beliefs. This feeling experienced by the patient can quickly turn 

into poor satisfaction surveys that ultimately affect hospital reimbursement and the 

facility’s bottom line. If for no other reason, finances should motivate educational 

institutions and health facilities to enhance cultural competence. 

A part of culturally competent care includes consideration of various languages 

and related barriers that may exist. Readily available access to interpreters, translators, 

and written correspondence in various languages common to the region is of great 

importance. Not only should language barriers be considered, but literacy levels should 

be evaluated as well. Poor literacy and lack of adequate comprehension could prevent 

effective treatment and impede timely recovery. Laymen’s terms should replace medical 

jargon to better foster a trusting rapport with the patient. In order for providers to 

administer the safest care, patients must be able to disclose pertinent medication 

interactions and allergies in a manner that providers can understand. 

Cultural Competence 

As mentioned previously, culture is a “specific individual or group's beliefs, 

values, norms, and lifeways that can be shared, learned, and transmitted; it influences 

people's thinking, decisions, and behaviors in their everyday life” (Cai, 2016, p. 269). 

Cultural competence encompasses a certain level of respect for beliefs and practices that 

may vary from the providers’ personal beliefs (SAMHSA, 2014). Awareness of their own 

beliefs and biases allows healthcare providers to offer better care to their patients.  

Expecting each provider to know each culture and subculture’s particular customs 

and beliefs is not feasible. With attempting to learn a culture’s customs and traditions, 

there is an inherent risk of feeding into stereotypes (Cai, 2016). Each individual, family, 
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community, and region have their own ways of operating, but it is reasonable for the 

provider to have an open mind and work with the patient as a team member. It is realistic 

for each provider to reflect upon his or her own beliefs, values, and preconceived notions, 

and be mindful of those thoughts when interacting with every patient (Fahlberg et al., 

2016). 

Cultural Humility 

Cultural humility varies from cultural competence in that cultural humility is not 

seen as a trait that can be mastered. Based on the article by Fahlberg, Foronda, and 

Baptiste, cultural humility entails several keys. The first is to be open and inquisitive; to 

learn from the patient and family what is important to them. Secondly, the provider must 

display a certain level of self-awareness. They must examine their own beliefs in an 

honest assessment as to avoid imposing their values upon the patient. The provider must 

also be aware that others have experiences that have shaped their belief systems; those 

systems must be respected without judgment. The last three points are to be egoless, self-

reflect, and to engage in lifelong learning (Fahlberg et al., 2016). This approach to 

cultural thinking and training is one that is continual throughout one’s entire life. 

Objective Structured Clinical Examination 

Objective Structured Clinical Examination (OSCE) is a form of patient simulation 

that has been an effective method of directly evaluating and assessing clinical 

performance (Siddaram & Anil, 2018). The use of OSCEs in healthcare education has 

increased as a result of its’ reliability and objectivity (Jindal & Khurana, 2016). OSCEs 

allow instructors to provide students with feedback on their performance while measuring 

the effectiveness of their teaching styles and modalities (Jindal & Khurana, 2016).  
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The use of OSCEs can help students learn to become more culturally humble 

providers through the introduction of diverse cultures, ethnicities, religions, values, and 

disabilities that they may not otherwise encounter in their formal clinical education 

(Aronowitz et al., 2017). There is no guarantee that every student will be exposed to 

diverse individuals during their clinical education. However, simulation can present 

complex situations that allow them to practice flexible approaches to patients from 

various backgrounds. 

Cultural Competence Objective Structured Clinical Examination 

The country’s rapidly changing population dictates a change in provider training. 

Although the nurse anesthesia workforce is steadily diversifying, it remains a 

predominantly Caucasian profession. According to Diversity CRNA, there were 53,000 

certified registered nurse anesthetists (CRNAs) within the United States as of 2018. Of 

those 53,000, a mere 11% were of ethnic backgrounds (Diversity in Nurse Anesthesia, 

2019). The backgrounds included with the respective representation were as follows: 

African American 1.3%, Hispanic 2.5%, Asian/Pacific Islander 2.7%, Native American 

0.7%, and Other/Non-Caucasian 3.8% (Diversity in Nurse Anesthesia, 2019). 

According to the U.S. Census Bureau, the country’s population will be more 

diverse than ever in the year 2020 (U.S. Census Bureau, 2017). With the ever-changing 

population, new challenges are presented. Keeping up with the changing population 

during the training of healthcare providers is a logical decision. Many people are not 

frequently exposed to individuals of varying cultural backgrounds. The intent of this 

OSCE is not to hold every student liable for knowing the ins and outs of every single 
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cultural tradition, but to build upon and further instill a sense of open and non-biased 

simulated learning. 

OSCEs are ideal for developing and practicing skills that are generalizable with 

any culture (Aeder et al., 2007). A cultural competence OSCE allows students to navigate 

real clinical scenarios to better understand specific cultural issues. The goal was to teach 

SRNAs how to explore and manage differences in perspectives, beliefs, and values while 

encouraging active participation and learning (Aeder et al., 2007). Deliberate practice 

with immediate feedback leads to improved performance (Kiernan, 2018). Additionally, 

the OSCE based scenarios were intended to promote self-evaluation and reflection which 

will enrich the overall learning value. 

Purpose Statement 

Anesthesia providers have a fundamental obligation to provide safe, quality care 

to a broad variety of patients. The vast array of cultural backgrounds encountered should 

not encumber that quality or hinder the patients’ well-being. The purpose of this project 

was to increase anesthesia students’ cultural competence during the preoperative period 

through the implementation of a cultural competence OSCE. The OSCE provided an 

environment and opportunity for SRNAs to openly discuss and be exposed to interactions 

with individuals of varying cultures (Lejonqvist et al., 2015).  

Project Model 

Madeleine Leininger’s Cultural Care Diversity and Universality Theory has been 

the footing for many works as related to culture, including this Doctor of Nursing 

Practice (DNP) project (Fahlberg et al., 2016). The theory explains how cultural factors 

influence how individuals view and experience health and illness (Fahlberg et al., 2016). 
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While Leininger’s theory is the basis for many studies on cultural care, there has been an 

expansion of her ideas. The addition of cultural humility is one such extension. Cultural 

humility requires self-reflection and collaborative carefree of judgment (Fahlberg, et al., 

2016). 

One desired outcome from the implementation of this learning environment was 

to provide an adequate learning experience to foster more inclusive preoperative 

interviews and patient interactions by SRNAs. Rather than providing all the tools needed 

to effectively interact with patients, this OSCE was meant to facilitate lifelong learning 

Another outcome was for students to apply the tools and information gained from the 

OSCE to everyday patient interactions and to continue to evolve in the interactions of 

diverse populations. 

Doctor of Nursing Practice Essentials 

The DNP eight essentials are the foundational competencies that outline the 

foundational competencies that are central to all advanced nursing practice roles, 

(American Association of Colleges of Nursing [AACN], 2006). All eight essentials 

influenced this project; however, Essentials II, III, V, and VIII were most heavily relied 

upon. The depth and focus of these four competencies are discussed below.  

Essential II is the organizational and system leadership for quality improvement 

and systems thinking. Essential II states that DNP graduates will work towards the 

improvement of patient and healthcare outcomes. This doctoral project directly related to 

the improvement of care and outcomes. Consideration of a patient’s cultural aspects plays 

into holistic care; thus, it can have major impacts on perceived and actual health care 
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rendered. The development and implementation of a cultural competency OSCE affect 

both current and future patient populations. 

Essential III is clinical scholarship and analytical methods for evidence-based 

practice. This essential enables the use of research to reliably improve healthcare practice 

and outcomes (AACN, 2006). Research conducted by a former student of USM’s Nurse 

Anesthesia Program (NAP), Dr. Emma To, was the inspiration for developing a cultural 

competence OSCE (To, 2018). Her previous findings regarding the lack of cultural 

competence training were the impetus for an attempt at improving the NAP. 

Essential V is a healthcare policy for advocacy in health care. The creation of a 

cultural competence OSCE falls into this essential due to the advocacy for cultural 

sensitivity. Exposure to a simulated learning environment can have a powerful impact on 

providing safer and better-quality health care for all. 

Essential VIII is advanced nursing practice. This doctoral project was meant to 

refine skills within the realm of culture. The OSCE will serve as a guide and support to 

better patient outcomes and improved delivery of care. As previously stated, all eight 

essentials influenced this doctoral project; however, Essentials II, III, V, and VIII were 

most heavily relied upon. Additional information regarding the use of each essential can 

be found in Appendix C. 

Synthesis of Evidence 

Methods of assessing nursing student’s competence often vary across programs. 

Educators are continually researching the best approach to teaching and evaluating 

clinical skills. Simulation-based training is becoming increasingly popular in healthcare 

education. Simulations are not only able to assess clinical skills, but also judgment, and 
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application in ways that are not easily evaluated through traditional testing (Aronowitz et 

al., 2017). The growing trend in the use of simulation bridges the gap between classroom 

knowledge and the clinical application of skills. Simulation provides a more realistic 

learning environment that is highly effective in learning new skills. 

The theory of cultural humility can apply as a model of care for any individual, 

family, group, community, or institution (Fahlberg et al., 2016). Merging simulated 

learning environments with cultural learning and training provides a realistic experience 

for the student. The student is given the opportunity to interact with varying populations 

and receive immediate feedback from an evaluator. The feedback can serve as a guide to 

improve future interactions. Feedback offers the opportunity to continue working on the 

lifelong mission of cultivating cultural humility. Reinforcement of diverse interactions 

will improve upon safe and efficient care delivery.  

Search Strategy 

A search of peer-reviewed literature amongst five databases was conducted for 

the collection of relevant information. These databases were EBSCO- host, MEDLINE, 

CINAHL with full text, Google Scholar, and PUBMED. The search was limited to 

publications published between 2015 and 2019. When the phrase “cultural competence in 

nurse anesthesia” was entered into two of the five databases, “no results” were found. 

However, the other three yielded a total of over 8,000 articles. The next searched phrase 

was “cultural competence in nursing,” which returned over 27,000 results. The phrase 

“cultural humility in nursing” produced over 14,000 results. A review of the results 

revealed that not all of the results were explicitly related to nurse anesthesia. They were, 

however, inclusive of nurse, culture, or anesthesia. “Cultural competence OSCE” was 



 

10 

also searched with the year limits set from 2015-2019. The search yielded 21 results, with 

none related to nurse anesthesia. All of the results were related to health care and diverse 

cultures and groups, however, not all were nurse related. There was a lack of substantial 

information as it related to nurse anesthesia. Upon analyzing the evidence most related to 

this doctoral project, five articles were evaluated using a literature matrix (see Appendix 

A). 

Summary 

Cultural competence is a vital and necessary component of any healthcare training 

program. To effectively and holistically treat a patient in a high-quality manner, each 

provider should be aware of his or her thoughts and opinions. Developing cultural 

humility is a lifelong challenge for all healthcare providers. The proposed cultural 

competence OSCE was an opportunity for controlled exposure to various clinical 

scenarios in which the student will be faced with a patient of a differing culture. With this 

simulated environment, students were provided with beneficial feedback from evaluators 

that can assist in future patient interactions. 
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CHAPTER II - METHODOLOGY 

Observation and literature review indicated the need for a method of teaching 

cultural competence that requires the application of knowledge and skills. OSCEs have 

become widely used by medical schools for teaching and evaluating skills (Jindal & 

Khurana, 2016). Cultural competence training not only reduces provider bias but can also 

lead to improved healthcare outcomes. Chapter II will explain the methods used for this 

doctoral project. 

Population and Sample 

The population for this project was SNRAs at the NAP at The University of 

Southern Mississippi (USM), which is a 36-month, nine-semester program that results in 

a DNP degree. The coursework in the first 12 months of the program are strictly didactic. 

Students start clinical rotations after completing their first year of coursework. The 

sample for this project included four USM SRNAs who completed the first 12 months of 

the NAP program and started clinical rotations. Exclusion criteria were SRNAs who had 

not completed the first 12 months of the program and started clinical rotations and those 

SNRAs at other NAPs. A sample size of four SRNAs was chosen to test the OSCE on a 

small scale. The participating students were selected on a voluntary basis. Two case 

scenarios were developed using evidence-based research. During each simulation, one 

student played the role of a patient and the other student served as the anesthesia 

provider; both co-authors of this OSCE evaluated all participants using a rubric (see 

Appendices H and I). 

The learning objectives for the OSCE included the following: (1) effectively 

communicate with a patient from a different cultural background, (2) listen to the 
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patient’s needs and concerns, (3) understand that a patient’s healthcare decisions can be 

shaped by their cultural beliefs, (4) demonstrate an understanding and respect for the 

patient’s cultural beliefs, and (5) work with the patient to develop a plan that fits their 

needs. 

Instrument 

Permission was obtained from the American Speech-Language-Hearing 

Association (ASHA) to use the Cultural Competence Checklist: Personal Reflection 

(Appendix G). The permission letter to use the checklist is found in Appendix E. The 

self-assessment tool was developed to allow individuals to determine their cultural 

competency through self-evaluation. The results of this checklist could then be utilized to 

improve the delivery of care to culturally diverse populations. The ASHA tool was given 

to participants before the simulation to determine a baseline cultural competency. A post-

test evaluation was administered after the simulation for the participants to rate the 

usefulness of the education intervention found in Appendix K. 

Procedures and Educational Intervention  

Development of the cultural competency OSCE at the USM NAP was inspired by 

a suggestion for future directions within graduate, Dr. Emma To’s doctoral project. 

Approval to implement this training into the anesthesia program was requested and 

approved by the USM NAP Coordinator and designated faculty advisor. After receiving 

the approval of the USM Institutional Review Board (IRB) (Appendix B), an invitational 

email was sent to SRNAs to obtain volunteers for the cultural competency simulation 

(Appendix F). 
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Participation was completely voluntary. The first four students to respond to the 

recruitment email were chosen to complete the cultural competency OSCE. The email 

announcement indicated the need for at least one bilingual student. The bilingual student 

was placed in the language barrier scenario while the remaining three students were 

randomly assigned. Each student completed one simulation activity. The first scenario 

focused on language barriers and the second scenario centered around reading literacy. 

All participating students completed a consent form (Appendix M) allowing for video 

recording of the simulation and the results to be analyzed without their identity being 

disclosed. As stated before, the ASHA tool was given to each participant before starting 

the simulation to determine a cultural competency baseline. The participants were also 

given a list of learning objectives, general instructions, and a case study before beginning 

the simulation activity. 

Analysis  

Upon completing the OSCE module, the participants evaluated their experience 

and discussed their performance during a debriefing session. All participants completed a 

simulation evaluation survey and a debriefing form. These forms measured whether 

cultural competence improved during the OSCE. The Cultural Competence Checklist 

completed before the simulation aided in measuring growth between baseline and post-

OSCE completion. See Appendix K for the post-evaluation survey.  

The post-test evaluation survey was ranked on a 5-point Likert scale from 1 

(strongly disagree), 2 (disagree), 3 (undecided), 4 (agree), and 5 (strongly agree) on 

whether the participant felt the OSCE would improve upon their cultural humility. Both 

participants’ scores were averaged then totaled. A score of 24 to 30 proved a significant 
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growth in cultural competence, while a score of 6 to 12 represented little to no 

improvement. The goal was to determine whether SRNAs gained cultural awareness that 

they can utilize in their clinical practice.  

After viewing the recorded OSCE simulations, the expert panel members 

completed a similar 5-point Likert scale for each of the OSCE scenarios. The scores from 

the expert panel members’ evaluations were averaged then totaled as well. A scoring 

system similar to the student participant’s’ scoring system was used to evaluate the panel 

members’ scores. A score of 24 to 30 represented significant approval of the usefulness 

of the OSCE, while a score of 6-12 represented disapproval of the OSCE’s usefulness.  

Summary 

The cultural competence evaluation was largely a self-reflection upon the 

volunteers’ perception of their interactions. The utilization of a Likert scale post-survey 

evaluation, as well as a debriefing form, served to assist the learner in ways the 

simulation improved their interactions as well as ways that could be improved. Feedback 

from the self-reflection and debriefing should serve as the foundation for the ongoing 

journey to cultural humility. The expert panel’s evaluation provided professional 

feedback and future suggestions.  
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CHAPTER III  - RESULTS 

This project examined whether a cultural competency OSCE would be beneficial 

to improve the SRNA’s ability to perform a preoperative assessment based on cultural 

differences. The participants were supplied with a pre-OSCE self-reflection to gauge his 

or her attitudes towards people of cultures different from their own. Participants were 

also given a post-OSCE debriefing form and review of their performance. The 

participants’ post-OSCE evaluation produced scores based on their OSCE performance; 

the scores also demonstrated whether each student found the simulation to be helpful 

with personal growth. In addition to the participants completing surveys, a panel of 

experts completed similar evaluations. Tables 1 through 3 display the aforementioned 

results. 

Overview 

Four SRNAs participated in the OSCE simulations. The data represented in Table 

1 were gathered from all four student participants. Two students served as patients in 

their respective scenarios, while the other two served as the interviewing practitioner. The 

post-OSCE evaluation was ranked on a 5-point Likert scale ranging from 1 (strongly 

disagree), 2 (disagree), 3 (undecided), 4 (agree), and 5 (strongly agree) on whether the 

participants found the OSCE realistic, beneficial to personal growth, and whether the 

OSCE followed the pre-established objectives. The average of each question was more 

than 4 out of 5 possible. A totaled average of survey scores of 24 to 30 proved a 

significant impact of the OSCE in cultural competence, while a score of 6 to 12 

represented little to no bearing. The totaled average for overall scores for the sample of 

four participants was 29.75 out of a possible 30 points. This total average score indicates 



 

16 

a positive assessment of the OSCE. Participants noted how realistic the OSCE was and 

the benefit of having such a tool for preoperative assessment preparation. 

  

Participant Post OSCE Evaluation 

Questions Average (minimum 1, maximum 5) 

The simulation experience will improve 

my performance in the clinical setting. 

5 

The simulation experience will help 

improve my critical thinking skills. 

4.75 

The simulation experience was realistic. 5 

The simulation experience allowed me to 

practice my preoperative interview skills. 

5 

The simulation scenario supports OSCE 

objectives. 

5 

The simulation was a valuable learning 

experience. 

5 

Total average 29.75 

 

An expert panel, composed of four nurse anesthesia faculty members and one 

faculty member from another nursing program, viewed the recorded simulations and 

subsequently completed a Likert-scale evaluation. Each panel member completed 

separate evaluations for the literacy barrier scenario as well as the language barrier 

scenario. A total averaged score of 24 to 30 indicated a significant impact of the OSCE in 

cultural competence, while a score a 6 to 12 represented little to no benefit. Table 2 

represents the expert panel evaluation scores for the language barrier scenario while 

Table 3 represents the literacy barrier scenario. The average score for the language barrier 

scenario was 29.2, which indicates a positive response to the simulation. The average 

scoring for the literacy barrier was 29.4, also displaying a positive response to the model.  
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The majority of comments regarding improvements were related to the use of and 

availability of the language line interpreter. A language line provides real-time phone 

access to medically qualified interpreters that are available night and day ("Healthcare 

Interpreting Services,” n.d.). In the actual clinical environment, the provider will utilize a 

facility approved telephone to comply with commonly understood healthcare privacy 

laws. Other comments indicated this scenario was both realistic and a great representation 

of barriers that could be encountered by the provider. Comments consistently expressed 

the benefit of having an OSCE related to cultural barriers. 

  

Expert Panel Language Barrier Evaluation  

Questions Average (minimum 1, maximum 5) 

The simulation experience will improve 

the student’s performance in the clinical 

setting. 

5 

The simulation will improve the student’s 

critical thinking skills. 

4.8 

The simulation experience was realistic. 4.8 

The simulation allowed students to 

effectively practice culturally competent 

preoperative interview skills. 

4.6 

The simulation scenario supports OSCE 

objectives. 

5 

The simulation was a valuable learning 

experience. 

5 

Total average 29.2 
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Expert Panel Literacy Barrier Evaluation 

Questions Average (minimum 1, maximum 5) 

The simulation experience will improve 

the student’s performance in the clinical 

setting. 

4.8 

The simulation will improve the student’s 

critical thinking skills. 

5 

The simulation experience was realistic. 4.8 

The simulation allowed students to 

effectively practice culturally competent 

preoperative interview skills. 

4.8 

The simulation scenario supports OSCE 

objectives. 

5 

The simulation was a valuable learning 

experience. 

5 

Total average 29.4 

 

Summary 

 The totaled average Likert-scale scores proved a cumulative positive reaction 

from all expert panel members and volunteers. The comments indicated the use of a 

cultural competence OSCE would not only be a welcome addition to the curriculum but 

would also provide a beneficial learning experience. The scores coupled with the 

comments provide an encouraging outlook on the possibility of incorporating this 

simulation into the NAP.
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CHAPTER IV – DISCUSSION 

The main objective of this doctoral project was to improve cultural sensitivity and 

awareness among SRNAs through the use of a cultural competence OSCE. The cultural 

competence OSCE scenarios allowed examination and assessment of behaviors and 

patterns in a culture that not only related to race/ethnicity, but also language, and health 

literacy barriers. The SRNAs were given two scenarios that presented different cultural 

issues, requiring the participants to use their cultural insight and understanding to 

effectively navigate encounters with diverse patients. At the end of the simulation, the 

SRNAs stated that the OSCE experience would positively impact their anesthesia 

practice and future interactions with diverse patient populations, rendering the use of 

OSCEs as a cultural competence educational tool successful. 

Limitations 

For this doctoral project, SRNAs were asked to reflect upon and openly discuss 

their personal biases and beliefs. Most participants appeared open with their anonymous 

responses to the Cultural Competence Checklist: Personal Reflection; however, there is 

no definitive way to verify their responses were unbiased and a truthful reflection of the 

previous personal cultural encounters. After the simulations were completed, all 

participants reported satisfaction with their ability to work through the scenarios and 

achieve the key objectives. Some SRNAs reported that the cultural differences presented 

a level of unfamiliarity that deterred them from their routine, thorough interviewing 

process. During the debriefing process, SRNAs reported forgetting some key interview 

questions after focusing on the language and literacy barriers. 
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The expert panel gave positive reviews on both simulations. There were multiple 

reports of the scenarios being very realistic of actual encounters with diverse patients. 

However, multiple experts mentioned the limitation of the language line used during the 

language barrier scenario. During the simulation, the volunteer that conducted the 

preoperative interview simulated contact with an interpreter utilizing a personal phone. It 

was suggested that this was against patient privacy laws and should be corrected in future 

simulations. 

This doctoral project focused heavily on the results of two short simulation 

scenarios that included four participants. Each simulation lasted approximately 15 

minutes. The participants were given the scenarios minutes before completing the 

simulation, with no additional preparation or guidance. As stated before, all participants 

completed a short debriefing form and Likert scale after completing the OSCE. With such 

a short time frame, this project does not allow a complete assessment of the long-term 

impact of this educational intervention. In the future, culturally diverse scenarios can be 

threaded throughout the curriculum, creating complex patients that require constant 

awareness and open-mindedness. 

Future Directions 

The cultural competence OSCE can be integrated into the existing nurse 

anesthesia curriculum. The initial design created for this doctoral project will be provided 

to the NAP for further development, improvement, and implementation. The OSCE 

design, the pre- and post-evaluation tools, and the debriefings will all be given to the 

NAP. Hopefully, this OSCE will provide an avenue by which SRNAs can navigate 

various scenarios within a controlled environment without the added stressors of reality. 
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Conclusion 

With the ever-changing landscape of cultural diversity in the world, cultural 

competency and humility are of utmost importance. The ability to acknowledge and 

address cultural biases is a vital skill to possess to holistically and competently care for a 

patient. SRNAs will soon transition into CRNAs and often be the sole anesthesia 

provider. Preparing for cultural diversity should be a fundamental component of the 

anesthesia provider’s training. An OSCE is a controlled way to practice handling 

unknown situations with the opportunity for feedback and adjustment.  
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