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THEORETICAL ASPECTS OF THE TOOL 
 
Title of the tool 
 
In order to better understand 
 
Principles and values relevant to the tool 
 
Understanding the language differences is essential for an effective take-over of the patient 
with different culture. The linguistic-cultural mediation is essential in the daily practice of 
nurses. The linguistic-cultural mediation facilitates the nurse's role and makes it stronger, 
aware and prepared to meet the challenges that multicultural societies offering health care 
professional. 
 
Overall aim for the tool 
       
Enhance the safety and awareness in dealing with languages and new codes cultural 
health. 
Understand that cultural differences are an asset. 
Implement the availability of the nurse to accept and understand patterns behavior different 
from their own. 
Overcome any prejudice against other cultures, and enhance the culture hospitality beyond 
stereotype. 
Increasing the supply of training with the teaching of cultural-linguistic mediation 
 
Learning outcomes  
 
Participants will able to: 
 
1. Understand  the components of effective therapeutic intercultural communication with 
patients (verbal and non verbal) 
2. Develop competence and capabilities  
3. Help health care workers to modify their behaviour  (negative judgements about the 
differences and negative discrimination) to be better in their profession 
4. Go trough the tool the nurses will have reflected on the meaning of effective therapeutic 
intercultural communication and they will be able to put their knowledge into practice with 
patients. 
5. Be able to integrate patients in assistance with the help of interpreters 
6. Learn the cultural values and behaviour and rules for interact with specific cutures. 
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Relevant definitions and terms  
 
Linguistic-cultural mediation: This is to facilitate access to services for immigrants; 
interventions to promote cultural and information aimed at the host population in order to 
prevent the spread of negative stereotypes and attitudes of rejection and discrimination; to 
encourage the maintenance of ties with the culture of origin Morniroli A. (2011) Progetto 
Casba. 
 
      
What the research says on the topic 
 
DeWan Gibson; Mei Zhong (July 2005, 08) “Intercultural communication competence in the 
healthcare context”, International Journal of Intercultural Relations (Volume 29, Issue 5, 
September 2005, pages 621-634) 
Abstract 
This study examined the intercultural communication competence of medical providers at a 
healthcare organization, including patient perceptions of the medical provider's ability to 
communicate with a diverse patient population. Surveys were given to medical providers 
and patients at a large healthcare organization. One survey asked medical providers to rate 
their own ability to communicate across cultures, and the other survey instructed patients to 
rate the intercultural communication competence of their medical providers. Analysis of 
variance and Pearson correlation coefficients were used to analyze the data from 45 
medical providers and 91 patients. The findings demonstrate that empathy, bilingualism, 
and intercultural experience are related to intercultural communication competence.  
http://www.sciencedirect.com/science/article/pii/S0147176705001069 
 
 
Schouten, B., Meeuwesen, L., Tromp, F., & Harmsen, H. (2007). Cultural diversity in patient 
participation: The influence of patients’ characteristics and doctors’ communicative 
behaviour. Patient Education and Counseling, 67, 214-223.  
Abstract: The primary goal of this study was to examine the extent to which patient 
participation during medical visits is influenced by patients’ ethnic background, patients’ 
culture-related characteristics (e.g. acculturation, locus of control, cultural views) and 
features of doctors’ communicative behaviour. Furthermore, the mutual influence between 
patients’ participatory behaviour and doctors’ communicative behaviour was investigated. 
An additional goal was to identify the independent contribution of these variables to the 
degree of patient satisfaction and mutual understanding between GP and patient. 
Communicative behaviour of patients (n = 103) and GPs (n  = 29) was analysed with 
Roter's Interaction Analysis System, frequency of patient questions and patients’ assertive 
utterances (e.g. making requests, suggesting alternative treatment options). Additional data 
were gathered using GP and patient questionnaires after the consultations.Results show 
that non-Western ethnic minority patients display less participatory behaviour during 
medical consultations than Dutch patients. GPs’ affective verbal behaviour had most effect 
on degree of patient participation and patient satisfaction. Regression analyses indicate a 
significant mutual influence between patients’ verbal behaviour and GPs’ verbal behaviour.  
Overall, results of this study show some important differences between Dutch and non-
Western ethnic minority patients in degree of patient participation. Furthermore, our results 
indicate that patient participation encompasses several aspects that are not necessarily 
interrelated.  
The necessity for continued education of GPs’ communicative skills, particularly when 
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dealing with non-Western ethnic minority patients, is reflected in the strong influence of 
GP's affective verbal behaviour on both patient participation and their satisfaction with the 
medical encounter. 
 
 
Rosenberg Ellen, Richard Claude, (April 2005, 02) “Intercultural communication 
competence in family medicine: Lessons from the field”, Patient Education and Counseling, 
(Volume 61, Issue 2, May 2006, Pages 236-245) 
Abstract 
To describe the challenges for immigrant patients and their physicians and their skills in 
intercultural communication (ICC). 
We videotaped one clinical encounter for each of 24 psychologically distressed patients 
visiting their regular family physician. The physician and the patient, each separately, 
viewed the videotape of their clinical encounter and commented on important moments 
identified by the participant or the researchers. 
Patients and/or physicians lacked knowledge of the effects of culture on the doctor–patient 
relationship and expressions of distress as well as the effects of immigrant-specific stress 
on health. Most subjects were motivated to have an interpersonal, rather than an 
intercultural encounter. Physicians and patients demonstrated the skills needed to achieve 
an interpersonal encounter. Some physicians and their patients achieved intercultural 
meetings as a result of their interpersonal interactions over a period of years. 
Lack of formal training partly explains why most participants demonstrated an elementary 
level of ICC. In addition, Identity Management Theory and Co-cultural Theory explain some 
of the barriers to ICC. 
Practice implications 

http://www.sciencedirect.com/science/article/pii/S0260691705000216 
Providing physicians with formal training in intercultural communication and empowerment 
training for patients is likely to improve the quality of care of immigrants. 
 
Meeuwesen, L., Tromp, F., Schouten, B.C., & Harmsen,  J.A.M. (2007). Cultural differences 
in managing information during medical interaction: how does the physician get a clue? 
Patient Education and Counseling, 67, 183-190.  
Abstract: Consultations of ethnic-minority patients tend to result in poor mutual 
understanding between doctor and patient, which may have serious consequences for 
health care. For good communication, physicians have strong devices at their disposal to 
manage the information, such as agenda-setting and structuring the interview into 
segments. What are the cultural differences in the managing of information in medical 
conversation? What is the relation with level of mutual understanding?  
Data of 103 transcripts of video-registered medical interviews (56 non-Western and 47 
Dutch patients) were sequentially analysed, focusing on relevant segments of the medical 
interview (medical history, diagnosis and conclusion) and on agenda-setting. 
Physicians set the agenda and lead the conversation firmly forward, while a considerable 
number of patients (mainly Dutch) ‘put on the brakes’. The majority of the medical 
conversations was traditional (37%) or cooperative (37%), while another 25% was more or 
less conflicting or compliant in nature. Interviews of ethnic-minority patients were mostly 
traditional or cooperative, while Dutch patients showed a variety of types, especially in 
cases of poor mutual understanding. Further, conversational symmetry between patient and 
physician has increased over the years, due to the importance attached to patient 
autonomy.  
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Physicians receive different conversational clues from Dutch and ethnic-minority patients in 
case of poor mutual understanding. 
This points to the necessity for physicians as well as patients to become culturally 
competent. 
 
Sargent Sara, Sedlak Carol (Decembre 2004, 12) Cultural competence among nursing 
students and faculty, Nurse Education Today, Volume 25, Issue 3, April 2005, Pages 214-
221. 
Abstract: Healthcare consumers are entitled to culturally competent care. Therefore, 
nursing curricula need to include cultural content and student nurses and faculty members 
need to be culturally competent. The purpose of the study was to describe cultural 
competence of students and faculty at a college of nursing and to discuss the implications 
for nursing curricula related to cultural competence. Campinha-Bacote’s model (Campinha-
Bacote, J., 1994. Cultural competence in psychiatric mental health nursing. Nursing Clinics 
of North America 29 (1), 1–8.) of culturally competent care provided the theoretical 
framework. The Inventory for Assessing the Process of Cultural Competence (IAPCC) 
(Campinha-Bacote, J., 1998. The Process of Cultural Competence in the Delivery of 
Healthcare Services: A Culturally Competent Model of Care. Transcultural C.A.R.E. 
Associates, Cincinnati, OH. Available from: <www.transculturalcare.net>.) was used to 
measure levels of self-reported cultural competence. A convenience sample of 88 first year, 
121 fourth year baccalaureate students and 51 faculty members at a college of nursing was 
studied. Analysis of variance revealed a statistically significant difference (F = 43.915, df = 
259, p < .0001) between the three groups. A positive correlation was found between IAPCC 
scores and several demographic variables. Findings suggest that cultural competence can 
be increased by including structured cultural content in nursing curricula. 
http://www.sciencedirect.com/science/article/pii/S0260691705000213 
 
De Maesschalck, S., Deveugele, M., & Willems, S. (2011). Language, culture and 
emotions: exploring ethnic minority patients’ emotional expressions in primary healthcare 
consultations. Patient Education and Counseling, 84: 406-412.  
Abstract: This study explores ethnic minority patients’ expression of emotional cues and 
concerns in primary healthcare, and examines relationships with patient, provider and 
consultation attributes. 191 video-recorded consultations were analyzed using the VR-
CoDES. Patients were interviewed before the consultation. Generalized Estimating 
Equations models (GEE) were used to test for associations. Psychosocial versus bio-
medically oriented encounters contained significantly more cues (p ≤ 0.05). Patients with 
poor versus good language proficiency expressed significantly less cues (p  ≤ 0.001). No 
significant correlations were found with patients’ cultural values, patients’ or physicians’ 
gender or the presence of an interpreter. Female patients express more concerns (p ≤ 
0.05), female physicians have a higher number of concerns expressed by patients (p ≤ 
0.02). This study shows that independent of physician and diagnosis, patients’ language 
proficiency has a more important impact on the number of cues expressed by the patient 
than cultural difference. Medical schools and Continuing Medical Education should focus on 
training programs for recognizing and handling linguistic barriers between physicians and 
patients. Patient education programs should encourage patients who experience language 
barriers to open up to physicians. In situations where language is a barrier, physicians and 
patients should be encouraged to use interpreters to enhance the expression of emotions. 
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Richard L. Street Jr., Gregory Makoul, Neeraj K. Arora, Ronald M. Epstein (2009) 
How does communication heal? Pathways linking clinician–patient communication to health 
outcomes. Patient Education and Counseling, Vol. 74, Issue 3, p295–301 
Abstract:  
Although prior research indicates that features of clinician–patient communication can 
predict health outcomes weeks and months after the consultation, the mechanisms 
accounting for these findings are poorly understood. While talk itself can be therapeutic 
(e.g., lessening the patient's anxiety, providing comfort), more often clinician–patient 
communication influences health outcomes via a more indirect route. Proximal outcomes of 
the interaction include patient understanding, trust, and clinician–patient agreement. These 
affect intermediate outcomes (e.g., increased adherence, better self-care skills) which, in 
turn, affect health and well-being. Seven pathways through which communication can lead 
to better health include increased access to care, greater patient knowledge and shared 
understanding, higher quality medical decisions, enhanced therapeutic alliances, increased 
social support, patient agency and empowerment, and better management of emotions. 
Future research should hypothesize pathways connecting communication to health 
outcomes and select measures specific to that pathway. 
 
 
Richard L. Street, Vanessa Cox, Michael A. Kallen, Maria E. Suarez-Almazor, (2012)  
Exploring communication pathways to better health: Clinician communication of 
expectations for acupuncture effectiveness.  Patient Education and Counseling, Vol. 89, 
Issue 2, p245–251 - August 2, 2012. 
Abstract: This study tested a pathway whereby acupuncturists’ communication of optimism 
for treatment effectiveness would enhance patients’ satisfaction during treatment, which in 
turn would contribute to better pain and function outcomes for patients with osteoarthritis of 
the knee. Secondary analysis from a 2 arm (real vs. sham acupuncture, high vs. neutral 
expectations) RCT. 311 patients with knee osteoarthritis received acupuncture over 10–12 
sessions. Coders rated the degree to which acupuncturists communicated optimism for the 
treatment's effectiveness. Satisfaction with acupuncture was assessed 4 weeks into 
treatment. Pain and function were assessed 6 weeks following treatment. 
Patients experiencing better outcomes were more satisfied with acupuncture during 
treatment, were younger, and had better baseline pain and function scores. Satisfaction 
during treatment was greater when patients interacted with more optimistic clinicians and 
had higher pretreatment expectations for acupuncture efficacy. 
Acupuncturists’ communication of optimism about treatment effectiveness contributed to 
pain and function outcomes indirectly through its effect on satisfaction during treatment. 
Future research should model pathways through which clinician–patient communication 
affects mediating variables that in turn lead to improved health outcomes. 
While clinicians should not mislead patients, communicating hope and optimism for 
treatment effectiveness has therapeutic value for patients. 
 
 
Irene P. Carvalho, Vanessa G. Pais, Susana S. Almeida, Raquel Ribeiro-Silva, Margarida 
Figueiredo-Braga, Ana Teles, Ivone Castro-Vale, Rui Mota-Cardoso (2010) 
Patient Education and Counseling, Vol. 84, Issue 1, p84–89. 
Learning clinical communication skills: Outcomes of a program for professional practitioners 
Abstract: 
To assess the effects of a communication skills program on professional practitioners’ 
performance and self-confidence in clinical interviewing. 
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Twenty-five health professionals took 3 months of basic communication skills followed by 3 
months of advanced communication skills. An additional quarter dealt with self-awareness 
and communication in special situations. Participants’ performances were evaluated in 
clinical interviews with standardized patients before, during and after the program by 
external observers and standardized patients, using standardized instruments. Participants 
assessed their own confidence in their communication skills before and after the program. 
Data were analysed using GLM repeated-measures procedures in SPSS.  
Basic communication skills and self-confidence improved throughout the 6 months; 
competencies declined but self-confidence continued to increase 4 months later. Compared 
with taking no course, differences were statistically significant after the 6 months (external 
observers only) and 4 months later (external observers and participants).  
The program effectively improved communication skills, although significantly only when 
assessed by external observers. Four months later, effects were significant in 
communication skills (external observers), despite the decline and in self-confidence.  
While periodical enrollment in programs for the practice of communication skills may help 
maintain performance, more knowledge on communication and self-awareness may 
enhance self-confidence. 
 
 
Nancy Edwards, Wendy E. Peterson, Barbara L. Davies (2006) 
Evaluation of a multiple component intervention to support the implementation of a 
‘Therapeutic Relationships’ best practice guideline on nurses’ communication skill. 
Patient Education and Counseling, Vol. 63, Issues 1-2, p3–11 
Abstract: 
To determine if there was an improvement in nurses’ communication skills 5 months after a 
multiple component intervention to implement the Registered Nurses’ Association of 
Ontario best practice guideline ‘Establishing Therapeutic Relationships’.  
A matched pair, before and after design was used. Eight client scenarios with 
corresponding client comments were read aloud to nurses who were asked to respond 
verbally, as though they were interacting with the client. Responses were audio-taped and 
transcribed. The frequency and quality of nurses’ active listening, initiating and 
assertiveness skills were measured pre- and post-implementation of the guideline.  
Twenty-two nurses responded at both time points. Active listening skills were most 
frequently used. There was a statistically significant decrease in the number of active 
listening skills used, but a statistically significant improvement in the quality of active 
listening and initiating statements and frequency of initiating skills.  
Nurses demonstrated improvements in selected communication skills following the 
implementation of a multiple component intervention that included a best practice guideline. 
A combination of strategies that support the implementation of a best practice guideline is 
described. Results indicate some improvement in communication skills that are essential to 
the establishment of therapeutic nurse–client relationships. 
 
 
What the legislation/treaties/conventions says on the topic  
 
Legge 6 marzo 1998, n. 40 
     Disciplina dell'immigrazione e norme sulla condizione dello straniero 
(in Gazzetta Ufficiale n. 59, del 12 marzo 1998) 
 
Codice Deontologico dell'Infermiere. 
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Approved by Comitato Centrale della Federazione IPASVI by resolution n.1/09, January 10, 
2009 and from Consiglio Nazionale dei Collegi IPASVI in the meeting of January 17, 2009.  
In: http://www.ipasvi.it/norme-e-codici/deontologia/il-codice-deontologico.htm 
 
Commentario al codice deontologico dell'Infermiere. 
Edited by Federazione Nazionale dei Collegi degli Infermieri IPASVI.  
In: http://www.ipasvi.it/norme-e-codici/deontologia/commentario.htm 
 
The international code of ethics for nursing by the International Council of Nurses (ICN) 
The international code of ethics for nursing adopted by the International Council of Nurses 
in 1953. Revised in 2012.  
In: http://www.cnai.info/index.php/estero/icn/codice-deontologico 
 
Code of Ethics for Nurses – American Nurses Association (ANA) 
The Code of Ethics for Nurses was developed as a guide for carrying out nursing 
responsibilities in a manner consistent with quality in nursing care and the ethical 
obligations of the profession. In: http://www.nursingworld.org/codeofethics 
 
International Council of Nursing Fact Sheet: ICN on Health and Human Rights 
ICN Nursing Matters fact sheets provide quick reference information and international 
perspectives from the nursing profession on current health and social issues. In 
http://www.icn.ch/images/stories/documents/publications/fact_sheets/10b_FS-
Health_Human_ 
Rights.pdf 
 
 
What local policies say  
 
Legge regionale 08 giugno 2009, n. 29 
Norme per l'accoglienza, l'integrazione partecipe e la 
tutela dei cittadini stranieri nella Regione Toscana. 
(Bollettino Ufficiale n. 19, parte prima, del 
15.06.2009 ) 
 
Delibera n° 697 del 14 luglio 2003 della Giunta Regionale della Regione Toscana. Il Patto 
con il cittadino: repertorio di impegni per la Carta dei servizi sanitari con relativi indicatori e 
standard. 
In: http://www.usl7.toscana.it/index.php/amministrazione-trasparente/servizi-
erogati/standard-di-qualita 
 
Carta dei Servizi - Azienda Ospedaliera Universitaria Senese: carta dei diritti e dei doveri 
degli utenti 
In: http://www.ao-siena.toscana.it/carta_diritti_utenti.htm 
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PRACTICAL ASPECTS OF THE TOOL 
 
Classroom activities  
 
Activity 1. PTT/IENE Model introduction and  discussion on skills needed  to be a culturally 
communicative competent nurse. 
 
Activity 2. Reflection on the definitions, conceptual framework, cognitive aspects. The state 
of art and a brainstorming on what the literature says. Clinicians and patients should 
maximize the therapeutic effects of communication by explicitly orienting communication to 
achieve intermediate outcomes (e.g., trust, mutual understanding, adherence, social 
support, self-efficacy) associated with improved health. 
 
Recall of professional deontology.  Readings and discussions on the notion of appropriate 
and effective intercultural communication. 
 
Activity 3. The psychological aspect of intercultural communication go through the 
projection of movies and photos, listening to music. [ Patch Adams, 1998] 
Cultural communicative competence as a mix of linguistic competence and communicative 
competence (body language). 
 
Activity 4. Communication skills for  the most effective admission pathways for pregnant 
women and during childbirth. In this situation, in which the communication takes on a 
special dimension, we highlight that the cultural differences represent a resource for all of 
us and that it’s important to understand and accept behavior patterns different from ours. 
 
Activity 5. Intercultural nursing nowadays at a time when the population of patients that we 
see has changed considerably since become multicultural.  
The importance of accept different cultures to modify our behaviour  (negative judgements 
about the differences and negative discrimination) to develop specific knowledge to better 
understand patience needs.  
Intercultural communication as the result of cultural communicative competence and 
intercultural communication.  The importance of  cultural values, behavioural patterns and 
rules for interaction in specific cultures. 
 
Activity 6. The role of cultural mediators  and  interpreters in the intercultural communication 
with patients to avoid communication barriers (language, verbal and non verbal) 
 
 
Activities in practice 
 
Brainstorming on what participants have learnt. Each participant will receive material to be 
able to draw and, accompanied by background music, will express own emotions by 
drawing what they felt in that moment as a moment of free expression of one's thoughts. 
 
Analysis of  their drawing for the recognition of the main component of an effective 
therapeutic intercultural communications with patients. 
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TOOL ASSESSMENT  
 
Theoretical assessment. 
 
Teachers: clinical educationalist, tutors (nurses, obstetricians) will create a written test 
(open-ended questions) to identify what has been learned. Participants, 20 nurses  working 
in different wards, will answer individually and later they will discuss together on the various 
responses. 
 
Practical assessment. 
 
Evaluation through systematic observation carried out directly by the teachers for the full 
duration of the toolkit with a specific focus on the expression of creativity. 
 
 
EVALUATION 
 
The evaluation of the toolkit is carried out by the learners. The evaluation is oriented to the 
recognition of the originality of the techniques and new contents learned in relation to 
estimates the effects in the employment context. 
 
Effective achievement of learning goals (theoretical and practical) 
Quality of the theoretical content 
Quality of teaching activities and facilitation 
Relevance and quality of materials used 
Time Management 
 
Satisfaction questionnaire administered at the end of the toolkit.  
At a distance of thirty days, revaluation of effective achievement of learning goals 
(theoretical and practical) 
 
Reassessment of contents, methods and materials used in the toolkit. 
 
 
AUTHORSHIP 
 
 
Alessandra Mugnaini, Antonella Ciompi, Rogrido Lopez Pollan, Losigo Kulu (Nurses) 
Alessandra Mancini, Pasqualina Tranchino (Midwives) 
Prof.ssa Anna Coluccia, Lore Lorenzi  (Professors) 
Claudia Rustici (Tutor) 
 
 
 
 


