
Bioanalysis ISSN:1757-6199 Volume 16, Issue 3, page 1-8 

Bioanalysis : Impact Factor: 1.8 (2024   

  

 

    

Original Article    

    

Cultural competence in medical education: developing a comprehensive framework for 

integrating diversity and inclusion into the curriculum 

 

1Dr. Madiha Akhwand, 2Dr. Syed Aqeel Akbar Shah Gillani, 3Dr. Urooj Munir, 4Ali Raza, 
5Mobeen Ali 
 

  

 

 
1Rawal Institute of Health Sciences 
2AP Community Medicine. BMC. 
3PGR. Gynaecology and obstetrics. SPH. 

Quetta 
4PIMS 
5PIMS 

 

 

Correspondence     

Dr. Madiha Akhwand, Rawal Institute of 

Health sciences 

 

     

   

 

 

 

Abstract    

Background: Cultural competence in medical education has gained increasing importance 

in recent years due to the diverse patient populations that healthcare professionals serve. 

Integrating diversity and inclusion into the medical curriculum is essential to prepare future 

physicians to provide equitable and culturally sensitive care. 

Aim: This study aimed to develop a comprehensive framework for integrating cultural 

competence, diversity, and inclusion into medical education curricula. 

Methods: A mixed-methods approach was employed over a study duration from March 2023 

to February 2024. The study population comprised 90 participants, including medical 

students, faculty members, and curriculum developers from various medical schools. Data 

were collected through surveys, focus group discussions, and in-depth interviews to gather 

insights and perspectives on existing cultural competence training and identify gaps. The 

data were analyzed thematically to inform the development of the framework. 

Results: The analysis revealed several key components necessary for an effective cultural 

competence framework: incorporation of experiential learning, inclusion of diverse patient 

scenarios, integration of cultural competence assessments, and continuous faculty 

development. Participants emphasized the importance of embedding cultural competence 

throughout the curriculum rather than as standalone modules. Additionally, the framework 

highlighted the need for institutional support and resources to sustain these initiatives. 

Conclusion: The study successfully developed a comprehensive framework for integrating 

cultural competence into medical education. This framework provides a structured approach 

to embedding diversity and inclusion into the curriculum, ensuring that future physicians 

are better equipped to meet the needs of diverse patient populations. Implementing this 

framework could significantly enhance the cultural competence of medical graduates and 

improve healthcare outcomes. 

Keywords: Cultural Competence, Medical Education, Diversity, Inclusion, Curriculum 

Development, Healthcare Training, Experiential Learning, Framework, Medical Students, 

Faculty Development 
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INTRODUCTION: 

Cultural competence in medical education had 

increasingly become a focal point of discussion and 

action in academic and healthcare circles [1]. The 

need for developing a comprehensive framework to 

integrate diversity and inclusion into the medical 

curriculum was driven by a recognition of the 

evolving demographic landscape and the disparities 

in healthcare outcomes experienced by various 

cultural groups [2]. Medical educators and 

institutions acknowledged that traditional curricula, 

which often lacked a significant emphasis on 

cultural competence, were insufficient to prepare 

future healthcare providers for the challenges they 

would face in a diverse society. 

The journey toward embedding cultural 

competence in medical education was marked by 

several pivotal moments and influential studies [3]. 

Initially, cultural competence was perceived as a 

peripheral aspect of medical training, often 

relegated to a few elective courses or occasional 

workshops. However, mounting evidence 

suggested that healthcare providers who were not 

adequately trained in cultural competence were less 

effective in delivering care to patients from diverse 

backgrounds [4]. This realization prompted a shift 

in how medical education approached the concept 

of cultural competence. 

One of the foundational steps in this transformation 

was the development of a clear and actionable 

definition of cultural competence within the context 

of medical education [5]. This involved 

understanding cultural competence not merely as 

awareness of cultural differences but as a 

comprehensive skill set that included knowledge, 

attitudes, and behaviors that enable healthcare 

providers to deliver high-quality care to patients 

from diverse cultural backgrounds [6]. This 

redefined cultural competence encompassed the 

ability to communicate effectively with patients, 

understand and respect cultural differences, and 

adapt medical practices to meet the unique needs of 

each patient. 

To translate this understanding into educational 

practice, medical schools began to design and 

implement curricula that integrated cultural 

competence across all levels of training [7]. This 

was not an easy task; it required a fundamental 

rethinking of existing curricula, pedagogical 

methods, and assessment strategies. Medical 

educators developed modules and courses that 

addressed various aspects of cultural competence, 

such as the social determinants of health, health 

disparities, and the impact of culture on health and 

healthcare [8]. These courses were often 

interdisciplinary, drawing on insights from fields 

such as sociology, anthropology, and public health 

to provide a holistic view of cultural competence. 

Additionally, experiential learning opportunities 

became a cornerstone of cultural competence 

education. Medical students were encouraged to 

engage with diverse communities through 

community-based projects, clinical rotations in 

underserved areas, and international medical 

missions [9]. These experiences allowed students to 

apply theoretical knowledge in real-world settings, 

fostering a deeper understanding and appreciation 

of the complexities of cultural competence. 

Assessment and evaluation of cultural competence 

also evolved during this period. Traditional 

methods of assessment, which primarily focused on 

clinical knowledge and technical skills, were 

expanded to include evaluations of students' 

cultural competence [10]. This included assessing 

their ability to communicate with patients from 

diverse backgrounds, demonstrate cultural 

humility, and apply culturally appropriate practices 

in clinical settings. These assessments were 

designed to be formative, providing feedback that 

would help students continually improve their 

cultural competence throughout their medical 

education and beyond [11]. 

The push for cultural competence in medical 

education was also supported by institutional and 

policy changes [12]. Accreditation bodies, such as 

the Liaison Committee on Medical Education 

(LCME), began to include cultural competence as a 

core requirement for medical school accreditation. 

This created an imperative for medical schools to 

prioritize cultural competence in their curricula and 

institutional practices [13]. Furthermore, policies 

aimed at promoting diversity and inclusion within 

medical schools, such as targeted recruitment of 

students and faculty from underrepresented groups, 

reinforced the commitment to cultural competence. 

The integration of cultural competence into medical 

education was a multifaceted and ongoing process 

[14]. It required a comprehensive framework that 
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addressed curriculum development, experiential 

learning, assessment, and institutional support. By 

embracing cultural competence, medical education 

aimed to prepare future healthcare providers to 

deliver equitable and effective care in an 

increasingly diverse society [15]. 

METHODOLOGY: 

This methodology outlines the processes and 

strategies employed to achieve this objective, 

detailing the study population, data collection, and 

analytical approaches used throughout the study 

period from March 2023 to February 2024. 

Study Population: 

The study population comprised 90 participants 

selected from various medical schools across the 

country. These participants included medical 

students, educators, and curriculum developers. 

The selection process was designed to ensure a 

diverse and representative sample. Participants 

were chosen based on their willingness to 

participate and their varied backgrounds in terms of 

ethnicity, gender, academic standing, and 

professional experience. This diversity within the 

study population was crucial to gather a wide range 

of perspectives and experiences relevant to cultural 

competence in medical education. 

Study Design and Data Collection: 

A mixed-methods approach was employed to gather 

both quantitative and qualitative data. The study 

was divided into three phases: initial assessment, 

framework development, and evaluation. 

Initial Assessment Phase (March 2023 - May 

2023: 

During this phase, a comprehensive literature 

review was conducted to identify existing 

frameworks and best practices for integrating 

cultural competence into medical education. 

Simultaneously, an online survey was distributed to 

all 90 participants to assess their current 

understanding, experiences, and perceptions 

regarding cultural competence and diversity within 

their curricula. The survey included both closed and 

open-ended questions to collect quantitative data 

and qualitative insights. 

Framework Development Phase (June 2023 - 

November 2023): 

Based on the initial assessment findings, a series of 

focus group discussions and in-depth interviews 

were conducted with selected participants. These 

qualitative methods aimed to delve deeper into the 

challenges and opportunities identified in the 

survey. Participants were grouped based on their 

roles (students, educators, curriculum developers) 

to facilitate targeted discussions. 

The data from these discussions and interviews 

were analyzed using thematic analysis to identify 

key themes and patterns. These themes informed 

the development of a preliminary framework, 

which was iteratively refined through a Delphi 

process. A panel of experts in medical education, 

cultural competence, and diversity facilitated the 

Delphi rounds, providing structured feedback and 

reaching a consensus on the framework 

components. 

Evaluation Phase (December 2023 - February 

2024): 

In the final phase, the developed framework was 

piloted in selected medical schools. Feedback was 

gathered through follow-up surveys and focus 

groups with the pilot participants. The evaluation 

focused on the feasibility, acceptability, and 

perceived impact of the framework. Quantitative 

data were analyzed using descriptive and inferential 

statistics to measure changes in participants’ 

knowledge, attitudes, and skills related to cultural 

competence. Qualitative data from the focus groups 

provided contextual understanding and highlighted 

areas for further improvement. 

Ethical Considerations: 

The study was conducted following ethical 

guidelines and with the approval of the Institutional 

Review Board (IRB) of the lead institution. 

Informed consent was obtained from all 

participants prior to their involvement in the study. 

Confidentiality and anonymity were maintained 

throughout the research process, ensuring that 

individual responses could not be traced back to the 

participants. 

Data Analysis: 

Quantitative data from the surveys were analyzed 

using statistical software to calculate frequencies, 

percentages, means, and standard deviations. 

Comparisons were made between pre- and post-

intervention survey results to assess the impact of 

the framework. Thematic analysis of qualitative 

data involved coding the transcripts and identifying 

recurring themes. Triangulation of data sources 
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(surveys, interviews, focus groups) ensured the 

reliability and validity of the findings. 

RESULTS: 

The study employed a mixed-method approach, 

combining quantitative surveys and qualitative 

focus group discussions to assess the effectiveness 

of newly implemented curricular components 

designed to foster cultural competence. 

 

Table 1: Demographic Characteristics of the Study 

Population 

 

Characteristic  Number (N=90)  Percentage 

Gender 

Male   45 50% 

Female \  45 50% 

Age Group 

20-25 years   60 66.7% 

26-30 years   25 27.8% 

31-35 years   5 5.6% 

Ethnicity 

Punjabi   40 44.4% 

Pathan   20 22.2% 

Siraiki   15 16.7% 

Sindhi  10 11.1% 

Other   5 5.6% 

 

 

Table 1 presents the demographic characteristics of 

the 90 medical students who participated in the 

study. The gender distribution was equal, with 45 

males and 45 females, each constituting 50% of the 

sample. The majority of participants, 66.7%, were 

in the 20-25 years age group, followed by 27.8% in 

the 26-30 years age group, and a small percentage 

(5.6%) in the 31-35 years age group. Ethnically, the 

participants were diverse, with 44.4% identifying as 

Caucasian, 22.2% as African American, 16.7% as 

Asian, 11.1% as Hispanic/Latino, and 5.6% 

representing other ethnicities. This distribution 

reflects a diverse cohort, essential for evaluating the 

cultural competence framework. 

 

Table 2: Changes in Cultural Competence Scores Pre- and Post-Intervention: 

 

Competence Domain Pre-Intervention 

Mean Score 

Post-Intervention Mean 

Score 

Percentage 

Change 

Knowledge of Cultural 

Differences 

3.2 4.5 +40.6% 

Attitudes Towards 

Cultural Diversity 

3.4 4.6 +35.3% 

Skills in Cross-

Cultural 

Communication 

3.0 4.4 +46.7% 

Overall Cultural 

Competence 

3.2 4.5 +40.6% 

 

Table 2 highlights the changes in cultural 

competence scores before and after the 

implementation of the new curriculum. The scores 

were measured across three domains: knowledge of 

cultural differences, attitudes towards cultural 

diversity, and skills in cross-cultural 

communication. Each domain was assessed using a 
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Likert scale from 1 to 5, with 5 indicating the 

highest level of competence. 

The pre-intervention mean scores were relatively 

moderate, ranging from 3.0 to 3.4. Post-

intervention, there was a significant increase in all 

areas. Knowledge of cultural differences improved 

by 40.6%, from a mean score of 3.2 to 4.5. Attitudes 

towards cultural diversity saw a 35.3% increase, 

rising from 3.4 to 4.6. The most substantial 

improvement was observed in skills in cross-

cultural communication, which increased by 

46.7%, from 3.0 to 4.4. Overall cultural competence 

rose by 40.6%, mirroring the gains in knowledge. 

DISCUSSION: 

Cultural competence in medical education was 

increasingly recognized as an essential component 

for fostering a more inclusive and effective 

healthcare environment [16]. Efforts to develop a 

comprehensive framework for integrating diversity 

and inclusion into the curriculum represented a 

significant shift towards acknowledging and 

addressing the diverse needs of patients and 

communities [17]. These initiatives aimed to equip 

future healthcare professionals with the knowledge, 

skills, and attitudes necessary to provide culturally 

sensitive care. 

Medical schools across the globe had begun to 

acknowledge that cultural competence was not just 

an optional add-on but a core aspect of medical 

education [18]. Historically, the medical curriculum 

focused predominantly on biomedical knowledge 

and technical skills, often neglecting the cultural 

and social dimensions of healthcare. However, 

there was a growing understanding that to provide 

high-quality care, physicians needed to understand 

the cultural backgrounds, beliefs, and values of 

their patients [19]. 

Developing a comprehensive framework for 

cultural competence in medical education involved 

several critical components. Firstly, there was a 

need for curricular reform that integrated cultural 

competence across all stages of medical training 

[20]. This integration ensured that students 

encountered these concepts not just in isolated 

lectures but throughout their entire education. For 

instance, case studies in clinical training were 

modified to include diverse patient backgrounds, 

prompting students to consider cultural factors in 

diagnosis and treatment [21]. 

Another essential element was the incorporation of 

experiential learning opportunities. Programs that 

allowed students to engage with diverse 

communities, either through community-based 

rotations or partnerships with local organizations, 

proved invaluable. These experiences enabled 

students to witness firsthand the impact of social 

determinants of health and to practice culturally 

competent care in real-world settings. Reflection 

sessions following these experiences helped 

students to process their learning and discuss 

challenges encountered, further reinforcing the 

importance of cultural competence [22]. 

Faculty development also played a crucial role in 

this framework. Educators needed to be equipped 

with the skills and knowledge to teach cultural 

competence effectively. Workshops and training 

sessions for faculty focused on topics such as 

implicit bias, cultural humility, and effective 

communication strategies [23]. By fostering an 

environment where educators themselves were 

culturally competent, medical schools could ensure 

that these values were consistently modeled and 

reinforced. 

Assessment and evaluation were vital to ensuring 

the effectiveness of cultural competence training. 

Traditional assessment methods were expanded to 

include evaluations of students' ability to apply 

cultural competence in clinical scenarios. Objective 

Structured Clinical Examinations (OSCEs), for 

example, were designed to include standardized 

patients from diverse backgrounds, assessing 

students' communication and clinical skills in 

culturally nuanced contexts [24]. Feedback from 

these assessments helped to identify areas for 

improvement and ensured that students met the 

required competencies before graduation. 

Furthermore, institutional commitment to diversity 

and inclusion was paramount. Medical schools that 

prioritized these values within their mission 

statements and strategic plans created a supportive 

environment for curricular changes. This 

commitment often extended to recruitment efforts, 

aiming to attract a more diverse student body and 

faculty, which in turn enriched the learning 

environment [25]. 

The development and implementation of a 

comprehensive framework for cultural competence 

in medical education were not without challenges. 
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Resistance to change, limited resources, and the 

need for ongoing evaluation and adaptation were 

common obstacles. However, the growing 

recognition of the importance of cultural 

competence in providing equitable healthcare 

motivated continued efforts. 

Integrating diversity and inclusion into the medical 

curriculum through a comprehensive framework 

for cultural competence was a critical advancement 

in medical education. By embedding these 

principles throughout the training process, medical 

schools aimed to prepare future physicians who 

were not only clinically proficient but also 

culturally sensitive, ultimately contributing to a 

more equitable healthcare system. This 

transformation reflected a broader societal shift 

towards valuing diversity and striving for inclusion, 

with the goal of improving health outcomes for all 

patients. 

CONCLUSION: 

The study on cultural competence in medical 

education effectively underscored the critical 

importance of integrating diversity and inclusion 

into the curriculum. It provided a comprehensive 

framework that addressed both theoretical and 

practical aspects, ensuring that medical 

professionals were better equipped to serve diverse 

populations. By highlighting key strategies for 

implementation and emphasizing the need for 

continuous evaluation and improvement, the 

research contributed significantly to advancing 

cultural competence. The framework presented 

served as a valuable guide for educational 

institutions aiming to enhance the cultural 

sensitivity and inclusivity of future healthcare 

providers. 
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