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Abstract
Background: Different languages and insu�cient levels of intercultural sensitivity among healthcare providers hinder migrants from bene�ting
from health services, resulting in a lack of trust in service providers and non-adherence to the treatment. This study aims to verify the validity
and reliability of the “Intercultural Sensitivity Scale” developed by Chen and Starosta among Turkish medical students. Methods: Data were
collected between December 18, 2017, and February 28, 2018, from 667 students. In order to demonstrate the construct validity of the scale, the
data were randomly divided into two parts using the functions in the SPSS package program. For the �rst half of the data (n1=337), exploratory
factor analysis (EFA) based on polychoric correlation was applied together with the oblique rotation method. For the second half of the data
(n2=330), con�rmatory factor analysis (CFA) based on polychoric correlations was applied to con�rm the factor structure of the scale. In order
to demonstrate the reliability of the scale, the Cronbach’s alpha reliability coe�cient, which shows internal consistency, and Spearman-Brown
coe�cients, which shows the two-half reliability, were calculated. Results: Of the participants, 52.6% were female and the mean age was
24.2±1.4. Only one-third of the students stated they had knowledge about intercultural sensitivity. Cronbach’s alpha coe�cient for the scale was
0.906. The Spearman-Brown coe�cients for the whole scale and its sub-dimensions show that reliability values were also su�cient. In the
con�rmatory factor analysis, �t indices (RMSEA: 0.077, GFI: 0.98, CFI: 1.00) demonstrated a very good model �t. Conclusions: These results
con�rmed that the scale consisting of 23-items and 5-dimensions is a valid and reliable tool and can be used for Grade V and VI Turkish
medical students. It is considered that integrating intercultural sensitivity training in undergraduate education of physicians would help to
increase the number of physicians who are sensitive to different cultures and thus contribute to reducing disparities in healthcare provision.
Keywords: intercultural sensitivity, scale, medical education, reliability-validity, con�rmatory factor analysis, Cronbach’s alpha

Introduction
One of the most important political, economic and social changes brought along by globalization has been migration across national
boundaries. Turkey is geographically positioned at the junction of the continents of Asia and Europe, covering some 783 thousand km2 and is a
transit country for migration movements between countries on these two continents [1]. Turkey is located between Asia and Europe like a
bridge. Depending on this situation, throughout history, many people living in the countries located in the east and south of Turkey have
emigrated to Turkey or accommodated for a while to migrate to the west of the country. In 2011, there began a con�ict in Syria and a great
amount of people had moved to Turkey. As of November 2020, the number of immigrants reached approximately 5 million. Among these
people, 3.6 million are Syrian refugees (1.8% are living in camps) according to the Directorate General of Migration Management (DGMM) and
United Nations High Commissioner for Refugees (UNHCR) [2, 3]. Most of them are residing in urban cities [4], and have been privileged
protection. Besides Syrian refugees, there are asylum seekers (nearly 330,000) and refugees from other countries eastern countries [5]. Some of
these immigrants (that counts almost 1.1 million) have residency permit for various purposes [6], and some 450,000 are undocumented
migrants [7].

At the beginning of the big migration wave from Syria, the population of the provinces of eastern and South-eastern region of Turkey had
affected. Then, with the movement of migrants to the other regions and provinces, almost all Turkish population living together with the people
who have different cultural characteristics. The continuing growth, of migrants entering and exiting, and residing in Turkey further exacerbates
the harmony problems.

The negative attitude of local residents against the migrants might affect the attitudes of health personnel servicing in the same community as
well.
The health personnel consider the migrant patients as additional workload [8]. In some studies, performed on 2016 among health personnel
and Syrian refugees, lack of communication, increased workload, problems in obtaining informed consent, invasion of privacy, could not
establishing empathy, insu�cient management of diagnosis and treatment process were determined as the problems faced while serving the
refugees.

On the other hand, the migrants stated the problems they had faced while obtaining health service as lack of trust, fear from health personnel,
have no health security, lack of communication and relatedly not being able to give informed consent, and not being able to control privacy [9,
10, 11]. In another study, the main problem that refugees had related to access the health services was stated as the negative attitude of health
personnel [12]. Different languages and insu�cient levels of intercultural sensitivity among healthcare providers might hinder migrants
bene�ting from these services, resulting in lack of trust in service providers and often non-adherence to the treatment [13, 14].

Recent studies suggest that migrants receive lower-quality service compared with the general population [15, 16]. Studies also show that the
quality of health worker-migrant relationship varies depending on the own beliefs and perceptions of health worker and his/her feelings and
attitudes towards migrants [17]. Healthcare workers who could understand the dynamics of other cultures are capable of evaluating the
behavioral patterns of people they serve in connection with their cultural background; these behaviors affect the health status of individuals. On
the other hand, the failure to develop cultural sensitivity may create barriers between healthcare workers and the people they serve [18, 19].
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In order to be able to meet the healthcare needs of mix-communities with different cultures sourced from migration, medical schools need to
raise students sensitive to, and familiar with, a broad range of cultural issues. Due to the intensive movements of migration among countries in
our region in recent years, medical students are expected to learn about different cultures, as they more commonly encounter patients from
different cultures than ever during their clinical practices. Thus, they need be more competent in demonstrating a culture-speci�c approach
compared with other disciplines [14, 19].

The education programs of medical schools should include speci�c learning and teaching activities for students to develop the skills required
to provide non-judgmental and non-discriminatory health services to all. It is important to identify the current state of intercultural sensitivity
and observe the development of students in this regard. Thus, a level of intercultural sensitivity must be identi�ed as the �rst step towards
creating greater awareness. Some studies shed light on how to shape undergraduate education of medical students to equip them with the
intercultural sensitivity skills [20, 21, 22].

The only scale whose primary purpose is to measure the emotional aspects of intercultural competence is the Intercultural Sensitivity Scale
(ISS). In addition, there is no similar tool in Turkish to assess intercultural competence. From this point, the main objective of this study is to
adapt ISS to Turkish. The study aims verifying the validity and reliability of “Intercultural Sensitivity Scale” developed by Chen and Starosta [23]
among medical students.

Methods

Participants and procedure
Data were collected at the Faculty of Medicine of Hacettepe University, Turkey in the year 2018. Permission from the Dean’s O�ce of the
Faculty of Medicine of Hacettepe University, and Hacettepe University Non-Interventional Clinical Researches Ethics Board’s approval were
obtained as well as participants’ informed consents. This study has been conducted with the guidance of ethical approval. A total of 667
Turkish students out of 956 (69.8%) were participated to the study (404 �fth grade and 263 sixth grade). More than half of the participants
(52.6%) were female, and the mean age was 24.2±1.4. Some socio-demographical and educational characteristics, engagement with other
cultures were questioned via a pre-tested questionnaire, also.

Instrument
The “Intercultural Sensitivity Scale” developed by Chen and Starosta (2000) was used in this adaptation procedure. The original scale was �rst
tested with 72 items, then reduced to 44 items at the second stage and was �nalized with 24 items. It was decided to use the second draft with
twofold number of items (44 items), which is provided in the referred article [23]. Considering the cultural differences between Turkey and the
country where the scale was developed, increasing the number of items was meaningful to be validated.

The scale consists of statements scored through a 5-point Likert method: 1 = strongly disagree, 2 =disagree, 3 = uncertain, 4 = agree and 5 =
strongly agree. Items 2, 6, 8, 10, 12, 14, 17, 20 and 43 of the scale are reverse scored. The scale score does not have a cut-off point. High scores
re�ect high intercultural sensitivity [23].

Statistical Analysis
Data entry and evaluation were conducted through statistical package program IBM SPSS 23.0. The descriptive statistics used in the research
were expressed as numbers and percentages; mean, standard deviation, median, 1st–3rd quartile, minimum-maximum values. The correlations
between categorical variables were evaluated through chi-square test, and level of signi�cance was adopted as p<0.05. In order to demonstrate
the construct validity of the scale, the data were randomly divided into two parts using the functions in the SPSS package program. For the �rst
half of the data (n1=337), exploratory factor analysis (EFA) based on polychoric correlation was applied together with the oblique rotation
method. For the second half of the data (n2=330), con�rmatory factor analysis (CFA) based on polychoric correlations was applied to con�rm
the factor structure of the scale. Exploratory factor analysis was conducted using FACTOR 10.8.02 program, while con�rmatory factor analysis
was conducted using LISREL 8.80 program. In order to demonstrate the reliability of the scale, the Cronbach’s alpha reliability coe�cient, which
shows internal consistency, and Spearman-Brown coe�cients, which shows the two-half reliability, were calculated. The di�culty and
discrimination coe�cients and Cronbach’s alpha if item deleted statistics calculated when the item was deleted.

Results
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Of the �nal group of 667 medical students Only 1% of the participants’ parents was not Turkish. Two-third of respondents have neighbors from
different cultures, and 87.7% stated that they interacted with people from different cultures (Table 1). Of the participants, 79.3% reported that
they spoke at least one foreign language other than Turkish. Within the last year, 64.8% of students examined patients from different cultures
during their clinical practices. Only one-third of the students stated that they had heard the term ‘intercultural sensitivity’; 22.9% had learned
from media, 16.8% from friends/family, and only 8,2% from university lectures (Table 1).

Table 1. Some Characteristics of Participants (Hacettepe Univ.-Turkey, 2018)

Characteristics n %1

Neighbor from different cultures (n=6582)    

Yes 433 65.8

No 159 24.2

Don’t know 66 10.0

Interaction with people from different cultures (n=667)

Yes 585 87.7

No 82 12.3

Heard the term ‘intercultural sensitivity’ (n=6492)

Yes 200 30.8

No 449 69.2

Source of knowledge3    

Media 153 22.9

Family/friends 112 16.8

University lectures 55 8.2

Others4 16 2.1

1 Column percentages

2 Various number of non-responses for each variable.

3 Multiple-choice answers; percentages were calculated separately from total (n=667).

4 Secondary education, foreign language course, TURKMSIC, IFMSA, social media, AFS Volunteers Association

Adaptation process of the scale

Language Validity
At the �rst stage of the study, items of the original scale were translated into Turkish by the researchers. At the second stage, a Turkish
Language and Literature expert evaluated the draft translation with regard to ambiguity. As the third step, the items optimized in Turkish
language were translated into English by a native English speaker professor at the American Culture and Literature Department at Hacettepe
University. At the last step, the items translated back to English were compared with the original items of the scale before �nalizing the Turkish
version.

Exploratory Factor Analysis
For the factor analysis, exploratory and con�rmatory analyses were conducted by randomly dividing the dataset into two approximately equal
parts. In order to determine whether the items are compatible with the factor structure, exploratory factor analysis (EFA) based on polychoric
correlations was applied for the �rst half of the scale, and oblique rotation method was used. The factor analysis was repeated by excluding 21
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items with factor load smaller than 0.30 which were loaded to multiple dimensions. In the end, �nal version of the scale consisting of 23 items
and 5 dimensions was obtained. In order to determine whether the data and sample are suitable for factor analysis, Kaiser-Meier-Olkin (KMO)
test, which shows sampling adequacy, and Bartlett test, which shows sphericity were conducted. KMO value (0.874) shows that the sample size
was su�cient for factor analysis. [24]. The result of Bartlett test has been found to be statistically signi�cant, which supports the hypothesis
that the correlations between items are different from zero.

The factor loads obtained from EFA, the eigenvalues and the variances explained by eigenvalues are shown in Table 2. As a result of the
analysis, a �ve-dimensional structure with eigenvalues greater than 1 has been obtained; these eigenvalues explain 70.4% of the total variance.
These �ve dimensions were as follows: Interaction Con�dence, Interaction Awareness, Respect of Cultural Difference, Di�culty in Interaction
and Interaction Enjoyment.

Table 2. Factor loadings, eigenvalues and the variance explained by eigenvalues
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Factor Loadings

Items Interaction
Con�dence

Interaction
Awareness

Respect of Cultural
Difference

Di�culty in
Interaction

Interaction
Enjoyment

Item 1 0.658  

Item 2 0.499  

Item 3 0.742  

Item 4 0.838  

Item 24 0.631          

Item 11 0.872  

Item 13 0.796  

Item 15   0.599        

Item 17 0.571  

Item 18 0.888  

Item 19 0.924  

Item 20     0.749      

Item 22 0.547  

Item 23 0.641  

Item 25 0.582  

Item 30 0.610  

Item 36 0.599  

Item 38       0.602    

Item 26 0.662  

Item 33 0.537  

Item 40 0.728  

Item 41 0.771  

Item 42         0.861  

  Eigenvalues Total variance
explained

Cumulative variance
explained

 

Interaction Awareness 8.448 36.7% 36.7%  

Di�culty in Interaction 3.045 13.2% 49.9%  

Respect of Cultural Difference 1.759 7.7% 57.6%  

Interaction Enjoyment 1.736 7.6% 65.2%  

Interaction Con�dence 1.197 5.2% 70.4%  

KMO=0.874; Bartlett statistics=
3515.9 (p<0.00001)

Con�rmatory Factor Analysis
In order to con�rm the factor structure of the scale (23 items and 5 dimensions), con�rmatory factor analysis (CFA) based on polychoric
correlations was applied to the second half of the data, which was randomly divided into two parts. Factor loadings were found between 0.53
and 0.83. In Figure 1, the path diagram shows the path coe�cients obtained from CFA analysis. In the con�rmatory factor analysis, the �t
indices were obtained to assess the �tness of the model constructed in the analysis. The  (chi-square/degree of freedom) value was found as
2.96, which demonstrated a good model �t (i.e.  between 1-3). The RMSEA (Root Mean Square of Error Approximation) �t index value was
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0.077, re�ecting a good �tness (<0.08). The Goodness of Fit Index (GFI) was found as 0.98, which shows that the model has a very good
degree of �tness (>0.95 =very good). Other �t index values were as follows: NFI (Normed Fit Index) =1.00 (>0.95 very good), CFI (Comparative
Fit Index) =1.00 (>0.95 very good) and RMR (Root Mean Square Residual) = 0.048 (<0.05 very good). According to these results, the model
demonstrated a very good �tness and the construct validity of the 5-dimensions with 23-items scale was proven.

Item Statistics and Reliability Values
The level of di�culty of items ranged between 3.10 and 3.69 for the dimension ‘Interaction Con�dence’; 3.57 and 3.69 for ‘Interaction
Awareness’; 4.24 and 4.32 for ‘Respect of Cultural Difference’; 3.42 and 3.78 for ‘Di�culty in Interaction’ and 3.85 and 4.02 for ‘Interaction
Enjoyment’ (Table 3). According to the discrimination values, the total value of items in each dimension were positive and above 0.40, which
suggests that the items have a good degree of discrimination [25]. The items exemplify similar behaviors and have high levels of internal
consistency. (Scale’s items were presented in Supplemental Material.)

Table 3. Item Statistics and Reliability Values
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  Di�culty Discrimination Values

(Point Biserial
Correlation)

Cronbach’s Alpha

(when item
deleted)

Cronbach’s
Alpha

Spearman-Brown
Coe�cient

Interaction Con�dence      

Item 1 3.69 0.671 0.819 0.851 0.869

Item 2 3.59 0.609 0.837

Item 3 3.10 0.654 0.824

Item 4 3.27 0.714 0.807

Item 24 3.45 0.676 0.817

Interaction Awareness      

Item 11 3.57 0.645 0.650 0.772 0.706

Item 13 3.69 0.657 0.637

Item 15 3.59 0.524 0.780

Respect of Cultural
Difference

     

Item 17 4.24 0.613 0.840 0.848 0.802

Item 18 4.32 0.752 0.779

Item 19 4.25 0.723 0.791

Item 20 4.31 0.663 0.816

Di�culty in Interaction      

Item 22 3.50 0.617 0.793 0.826 0.819

Item 23 3.78 0.636 0.789

Item 25 3.42 0.520 0.813

Item 30 3.52 0.656 0.785

Item 36 3.45 0.559 0.805

Item 38 3.54 0.578 0.802

Interaction Enjoyment      

Item 26 3.86 0.561 0.797 0.817 0.801

Item 33 3.85 0.530 0.803

Item 40 4.02 0.647 0.772

Item 41 3.86 0.621 0.778

Item 42 3.96 0.693 0.755

For all items of the scale

Cronbach’s Alpha 0.906

Spearman-Brown
Coe�cient

0.779

Cronbach’s alpha values were 0.851 for ‘Interaction Con�dence’, 0.772 for ‘Interaction Awareness’, 0.848 for ‘Respect of Cultural Difference’,
0.826 for ‘Di�culty in Interaction’ and 0.817 for ‘Interaction Enjoyment’, and 0.906 for the total score. These values suggested that the scale has
a high level of reliability [26]. The Spearman-Brown coe�cients for the whole scale and the dimensions show that the scale’s split-half reliability
values were also su�cient.

Intercultural Sensitivity Status of the Medical Students
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The mean total score of students was 85.84±11.44, which shows a good level of intercultural sensitivity. (Table 4). However, there are some
outliers (1% got 23 points).  

Table 4. Dispersion Statistics of Total and Sub-Dimension Scores of the Students (Hacettepe Univ.-Ankara, 2017)

Scale and Sub-Dimensions Median 1st–3rd Quarter Min–Max

Interaction Con�dence 17.10±3.67 17.00 15.00-20.00 5.00-25.00

Interaction Awareness 10.86±1.94 11.00 9.00-12.00 3.00-15.00

Respect of Cultural Differences 17.12±2.70 18.00 16.00-20.00 4.00-20.00

Di�culty in Interaction 21.21±4.22 21.00 18.00-24.00 6.00-30.00

Interaction Enjoyment 19.55±3.00 20.00 18.00-21.00 5.00-25.00

TOTAL 85.84±11.44 86.00 79.00-93.00 23.00-115.00

The scores of female students were signi�cantly higher than males on ‘Respect of Cultural Differences’ and ‘Interaction Enjoyment’ dimensions
(Mann-Whitney U test; p=0.002 and p=0.001, respectively)

Students who have neighbors from different cultures have signi�cantly higher scores on the sub-dimensions of ‘Interaction Con�dence’,
‘Di�culty in Interaction’ and ‘Interaction Enjoyment’ (Mann-Whitney U test; p=0.003, p=0.036, respectively, p<0.001). Students who have the
chance to interact with people from different cultures had higher scores on the sub-dimensions of ‘Interaction Con�dence’, ‘Interaction
Awareness’ ‘Di�culty in Interaction’ and ‘Interaction Enjoyment’ (Mann-Whitney U test; p<0,001, p=0.001, p<0.001, p<0.001, respectively). The
students who examine patients from different cultures had signi�cantly higher scores on the sub-dimensions of ‘Interaction Con�dence’
(p<0.001), ‘Interaction Awareness’ (p=0.004) and ‘Di�culty in Interaction’ (p=0.046) (Mann-Whitney U test) (Table 5).

Discussion
The Cronbach’s alpha value of the scale was found as 0.906, which was higher than Chen and Starosta’s value (0.86) [27] for Communication
students. In two other studies from Turkey, Bulduk et al. found as 0.72 [28] among nursing students and Üstün found as 0.90 [29] among
teacher candidates in 2011. Different cultures and languages in the surveyed communities, and differences of profession and the education
received in communities with similar culture might cause this variation.

As a result of factor analyses, the items of ‘Interaction Con�dence’ dimension of the original scale [23] were loaded to the same dimension in
our study except Item 34 which replaced with Item 24. Similarly, ‘Respect of Cultural Difference’ dimension loaded with the same items as in the
original one except items 6 and 14. Original ‘Interaction Enjoyment’ dimension was totally differed from the original scale and �ve different
items were loaded to this dimension (items 26, 33, 40, 41, 42). The items loaded ‘Interaction Engagement’ and ‘Interaction Attentiveness’
dimensions of the original scale were totally changed related to the analysis, and two new dimensions were de�ned namely ‘Interaction
Awareness’ and ‘Di�culty in Interaction’ considering the content of the items (Figure 2).

In the study conducted by Bekiroğlu and Balcı among Communication Faculty students by using the original scale of Chen and Starosta [23], 5
sub-dimensions did not repeat completely, and 4 sub-dimensions could be handled similar to the current study; the authors thought that this
difference could have sourced from the cultural differences among the studied groups [30].

The �ndings of Bekiroğlu and Balcı’s study support the analysis of current study. Since the attitudes of the American society against the
individuals from other cultures, where the original scale was developed differ from Turkish youth (and medical students in particular), it is an
expectable result. These �ndings also point out that direct application of the scales which evaluate the social characteristics of the societies is
not appropriate without conducting the proper adaption studies.

In the study conducted by Meydanlıoğlu et al among medical and nursery students, male students had signi�cantly higher scores than female
students for ‘Interaction Enjoyment’ and ‘Interaction Con�dence’ dimensions [18] while the scores of female students were signi�cantly higher
than males on ‘Respect of Cultural Differences’ and ‘Interaction Enjoyment’ dimensions in the current study. However, no signi�cant difference
was found in Bekiroğlu and Balcı’s and Üstün’s studies related to intercultural sensitivity scores by sex [29,30]. The study of Bekiroğlu and Balcı
also suggests that the levels of intercultural sensitivity increases as the frequency of interacting with people from different cultures [30] as well
as the current study. The study of Üstün also suggests that the respondents with friends from different cultures have signi�cantly higher
intercultural sensitivity scores [29].
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Many studies demonstrate racial/ethnic inequalities in healthcare services. For this reason, movement towards cultural competences in
healthcare services has become nationally important, and is recognized by health policy makers, health administrators, academicians, service
providers and bene�ciaries as a strategy for addressing racial/ethnic inequalities in health and healthcare services [31]. ‘Healthy People 2020’,
a strategic plan for public health, de�nes one of its four basic goals as ‘reducing inequalities in healthcare services and providing culturally
competent care as key instruments of enhancing health justice’. Culturally competent and sensitive healthcare improve the trust, satisfaction
and adherence of patients and play a key role in raising the heath literacy of patients [32].

Culturally competent health services provision is needed to reduce inequalities in health. Addressing these inequalities and improving health
justice trough training programs on this subject have become one of the key goals of both educational institutions and public health
organizations.

Betancourt et al’s study supports cultural competence training at all levels of education including “before and during Faculty of Medicine
education as well as continuous medical education”. Graduate Medical Education Accreditation Committee has emphasized the important role
played by Faculties of Medicine in addressing inequalities in the �eld of health, and underscored the need for medical teachers to evaluate the
cultural competences of students. A “culturally competent” has been de�ned as a system that acknowledges and incorporates, at all levels, the
importance of culture, assessment of cross-cultural relations, vigilance toward the dynamics that result from cultural differences [31]. Some
studies evaluating the effectiveness of cultural competence training on physicians and medical students have demonstrated that such training
had positive results in increasing intercultural sensitivity [33,34].

Conclusion
The adapted form of 23-item and 5-dimension ‘Intercultural Sensitivity Scale’ is a valid and reliable instrument, which could be used for Turkish
medical students by the teaching staff of medical faculties. Under the light of �ndings of this study, it is considered that integrating
intercultural sensitivity training in the curriculum of medical education would help to gain medical students’ cognitive, affective, psycho-motor
domains on intercultural sensitivity. It is recommended to test the validity and reliability of this adopted scale on other medical faculty students.

Practice Points
It is important to evaluate perception of medical students related to intercultural sensitivity considering their future profession.

The adapted form of 23-item and 5-dimension ‘Intercultural Sensitivity Scale’ is a valid and reliable instrument, which could be used for
Turkish medical students by the teaching staff of medical faculties.
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Table 5. Sub-Dimension Scores of Respondents by Some of Their Characteristics (Hacettepe University - Ankara, 2017)  
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racteristics Sub-Dimensions of Inter-Cultural Sensitivity Scale   

Interaction

Confidence 

Median (Min-Max)

Interaction

Awareness

Median (Min-Max)

Respect of Cultural

Differences 

Median (Min-Max)

Difficulty in

Interaction 

Median (Min-Max)

Interaction

Enjoyment 

Median (Min-Max)

TOTAL 

Median (Min-

Max)

m            

m V

(n=404)

17.00 (5.00-25.00) 11.00 (3.00-15.00) 18.00 (4.00-20.00) 21.00 (6.00-30.00) 20.00 (5.00-25.00) 86.00 (23.00-

115.00)

m VI

(n=263)

17.00 (9.00-25.00) 11.00 (4.00-15.00) 17.00 (5.00-20.00) 21.00 (9.00-30.00) 20.00 (6.00-25.00) 86.00 (47.00-

115.00)

lue*  0.151 0.294 0.350 0.754 0.750 0.368

der             

ale (n=

351)

17.00 (6.00-25.00) 11.00 (3.00-15.00) 18.00 (6.00-20.00) 21.00 (9.00-30.00) 20.00 (6.00-25.00) 86.00 (47.00-

115.00)

e (n= 316) 17.00 (5.00-25.00) 11.00 (3.00-15.00) 17.00 (4.00-20.00) 21.50 (6.00-30.00) 20.00 (5.00-25.00) 86.00 (23.00-

115.00)

lue*  0.592 0.344 0.002 0.812 0.001 0.127

nd from different culture          

(n= 13) 17.00 (11.00-25.00) 10.00 (7.00-15.00) 18.00 (10.00-20.00) 21.00 (16.00-29.00) 21.00 (15.00-

25.00)

88.00 (67.00-

111.00)

n= 278) 17.00 (5.00-25.00) 11.00 (3.00-15.00) 17.50 (4.00-20.00) 21.00 (6.00-30.00) 20.00 (5.00-25.00) 84.50 (23.00-

115.00)

lue*  0.367 0.818 0.794 0.459 0.151 0.337

ghbor from different cultures         

(n= 433) 18.00 (6.00-25.00) 11.00 (3.00-15.00) 18.00 (5.00-20.00) 22.00 (10.00-30.00) 20.00 (6.00-25.00) 87.00 (47.00-

115.00)

n= 159) 16.00 (5.00-25.00) 11.00 (3.00-15.00) 17.00 (4.00-20.00) 21.00 (7.00-30.00) 20.00 (8.00-25.00) 84.00 (52.00-

115.00)

lue*  0.003 0.092 0.092 0.036 <0.001 <0.001

raction with different cultures        

(n= 585) 17.00 (5.00-25.00) 11.00 (3.00-15.00) 18.00 (4.00-20.00) 22.00 (6.00-30.00) 20.00 (5.00-25.00) 86.00 (23.00-

115.00)

n= 82) 15.00 (5.00-24.00) 10.00 (3.00-15.00) 17.50 (5.00-20.00) 19.50 (8.00-30.00) 19.00 (8.00-25.00) 80.00 (53.00-

110.00)

lue*  <0.001 0.001 0.505 <0.001 <0.001 <0.001

mining patients from different cultures         

(n= 431) 18.00 (5.00-25.00) 11.00 (3.00-15.00) 17.00 (4.00-20.00) 22.00 (6.00-30.00) 20.00 (5.00-25.00) 86.00 (23.00-

115.00)

n= 234) 16.00 (5.00-25.00) 11.00 (3.00-15.00) 18.00 (5.00-20.00) 21.00 (9.00-30.00) 20.00 (6.00-25.00) 84.00 (50.00-

115.00)

lue*  <0.001 0.004 0.358 0.046 0.128 0.004

rd the term ‘intercultural sensitivity’        
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(n= 200) 19.00 (9.00-25.00) 12.00 (4.00-15.00) 18.00 (4.00-20.00) 23.00 (12.00-30.00) 20.00 (6.00-25.00) 91.00 (47.00-

115.00)

n= 449) 16.00 (5.00-25.00) 11.00 (3.00-15.00) 17.00 (4.00-20.00) 21.00 (6.00-30.00) 20.00 (5.00-25.00) 84.00 (23.00-

115.00)

lue*  <0.001 0.001 0.125 <0.001 <0.001 <0.001

* Mann-Whitney U test

 

Figures

Figure 1

Path Diagram Obtained from CFA
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Figure 2

Changes in item loadings on dimensions before and after factor analysis
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