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Summary

BACKGROUND AND PURPOSE: Culturally diverse coun-
tries such as Switzerland face the challenge of providing 
cross-cultural competent care. Cross-cultural competent 
care needs an understanding of a patient's cultural context 
in order to provide safe and effective care. Therefore, we 
sought to examine cross-cultural competence of Swiss 
paediatric oncology care providers, and to explore their 
perceptions of barriers to and facilitators of cross-culturally 
competent care.

DESIGN AND SAMPLE: We conducted a cross-sectional 
study. The data collection period was three weeks. 
Providers were recruited through collaborators at the par-
ticipating paediatric oncology centres. All occupational 
groups who are in direct contact with patients and involved 
in their care were eligible (e.g., physicians, nurses, social 
workers, occupational therapists and physiotherapists). 
Surveying providers online, we captured five subscales of 
their cross-cultural competence and their perceptions as 
to how to facilitate cross-culturally competent paediatric 
oncology care. We employed the Cross-Cultural Com-
petence of Healthcare Professionals (CCCHP) question-
naire. Besides descriptive and inferential statistics, we 
performed content analysis.

FINDINGS: The response rate was 73.2% (n = 183/250). 
Analyses revealed differences in cross-cultural compe-
tence between occupational groups of paediatric oncology 
providers. Overall, social workers’ cross-cultural compe-
tence was higher than nurses' or occupational therapists' 
and physiotherapists’ cross-cultural competence. Physi-
cians’ cross-cultural competence was higher than nurses 
(with no statistically significant difference identified be-
tween physicians, occupational therapists and physiother-
apists). Furthermore, our results suggest noteworthy dif-
ferences among the four main occupational groups on the 
five CCCHP subscales. Physicians and social workers de-
clared more positive attitudes than nurses; occupational 
therapists and physiotherapists reported lower skills than

the other three groups; social workers scored higher on
the emotions and empathy subscale than the other three
groups; physicians were more knowledgeable and aware
than nurses. Most frequently mentioned barriers were:
language barriers (68.5%), different culture and values
(19.2%), different illness understanding (9.2%). Most fre-
quently mentioned facilitators were: professional transla-
tors (47.2%), continuous training (20.8%), professional
cultural mediators (8.8%).

CONCLUSIONS/IMPLICATIONS: Trainings and interven-
tions are widely considered a principal strategy to advance
providers’ cross-cultural competence. Our findings of dif-
ferences in cross-cultural competence among occupation-
al groups further underpin the need to adapt training pro-
grammes and interventions to the respective occupational
group and the respective dimension(s) of cross-cultural
competence. In addition, professional translators and cul-
tural mediators should be used. Lastly, reciprocal supervi-
sion and the promotion of multidisciplinary teams is crucial
to enable oncology care providers to learn from each other
and this exchange could also help to reduce some of the
differences between the various occupational groups.

Introduction

In Switzerland, the proportion of permanent residents with
foreign nationality reached 26% in 2019 [1]. Although the
majority come from the European Union / European Free
Trade Association (EU/EFTA) countries (65.9%; e.g., Italy
14.8%, Germany 14.1%), more than one in six come from
other continents (17.1%; e.g., Asia and Oceania 8.0%,
Africa 6.4%) and non-EU European countries (17.0%; e.g.,
Kosovo 5.2%, Northern Macedonia 3.1%) [1]. Among per-
manent residents older than 15 years of age, 37% have
a migration background, which covers foreign and natu-
ralised citizens as well as children of foreign citizens [2].
In the group of child and adolescent permanent residents,
27% of children younger than 15 years of age have a
foreign nationality, with a significant proportion from the
Balkans and a greater proportion from EU countries [3, 4].

Correspondence:
Milenko Rakic, PhD
Institute for Biomedical
Ethics, University of Basel
Bernoullistrasse 28
CH-4056 Basel
milenko.rakic[at]unibas.ch

Swiss Medical Weekly · PDF of the online version · www.smw.ch

Published under the copyright license “Attribution-NonCommercial-ShareAlike 4.0 International (CC BY-NC-SA 4.0)”.
No commercial reuse without permission. See https://smw.ch/permissions

Page 1 of 10



Lastly, foreign residents accounted for 11.6% of all child-
hood cancer cases between 2014 and 2018 [5].

Studies indicate that the population with a migration back-
ground in Switzerland exhibits higher rates of health prob-
lems [6, 7]. Related to this, severe barriers to healthcare
access for migrant children have been described for the
Swiss context [8]. Reasons for these health problems are:
migration-related factors, such as traumatic experiences;
socioeconomic situation, such as a lower level of income
and education; poor health literacy, such as limited knowl-
edge of the healthcare system; or the structuring of the
healthcare system, such as insufficient consideration of the
needs of the migrant population [6]. It is known that paedi-
atric healthcare providers in Swiss settings face difficulties
due to language barriers and different cultural backgrounds
of families [6, 8]. Acquiring cross-cultural competences is
crucial for understanding the patient's cultural context, as
well as providing effective and culturally safe healthcare
[6, 8—10]. Developing cross-cultural competence means
adopting and understanding the features of one’s own cul-
ture, developing a positive attitude to other cultural groups,
and increasing the ability to understand and interact with
the latter [11]. Ultimately, cross-cultural competence facil-
itates culturally congruent care, a process through which
families’ needs and preferences are aligned with providers’
knowledge, attitudes and skills, thereby recognising that
care actualises as a result of dynamic interactions between
families and providers [12].

For the paediatric setting (including oncology), various
studies have evidenced that cultural barriers to decision-
making are present [9, 13—16]. For example, different cul-
tural and religious values between healthcare providers and
families are seen as major barriers to palliative care pro-
vision in paediatric oncology [17, 18]. Similarly, recent
Swiss studies in palliative care in paediatric oncology re-
vealed difficulties due to cultural aspects, such as families’
religiously determined understanding of illness and late
palliative care initiation [9, 19]. Another study showed that
paediatric oncology providers were not aware of their own
stereotypes and prejudices or their impact on care [20].
Moreover, it is known that adult cancer patients decline,
or delay, care because of a perceived lack of cross-cultural
competence on the part of healthcare providers [21]. It is
therefore not surprising that European guidelines in paedi-
atric oncology refer to cultural needs of children and fami-
lies that have to be addressed through culturally competent
care, and see cultural barriers as a main reason for short-
comings in the provision of paediatric palliative care [22,
23]. Improving cross-cultural competence is all the more
urgent as children from some migrant groups may have
distinct health needs, such as psychological problems, and
often already face unique challenges of acculturation [7,
24]. The imperative to study barriers to culturally equitable
paediatric oncology care in Switzerland is both an ethical
and a medical one because access to healthcare is a funda-
mental human right [25], not to mention that good health
of migrant children benefits population health [7]. Final-
ly, many migrant children face different layers of vulnera-
bility (e.g., worse psychological health, parents’ increased
risk to be affected by poverty, or precarious working).
Health systems should strive to minimise these vulnerabil-
ities [26].

That there are numerous Swiss initiatives, is further testi-
mony to the need and national ambition to adapt to demo-
graphic trends and work towards cultural equity in health-
care. Recognising cultural and communication difficulties
in Swiss healthcare, the “National Programme on Migra-
tion and Health” recommends the integration of cross-cul-
tural competence into training of health professions [6].
Along similar lines, the Swiss initiative “Swiss Hospitals
for Equity” is dedicated to the challenge of “ensuring a
high level of patient safety and quality of care in view of
increasing patient diversity” [27]. Against this backdrop,
our study aimed to examine the cross-cultural competence
of Swiss paediatric oncology care providers using a val-
idated survey: the Cross-Cultural Competence of Health-
care Professionals (CCCHP) questionnaire [28].

Methods

Study design and ethics approval

We surveyed paediatric oncology care providers to capture
their cross-cultural competence and perceptions so as to
facilitate cross-culturally competent care. This exploratory
quantitative study was part of a larger project on barriers
to culturally equitable paediatric oncology care in Switzer-
land, which was funded by the Swiss Cancer League (pro-
ject number: KLS 4822-08-2019). The responsible ethics
committee, the Ethikkommission Nordwest- und Zen-
tralschweiz, noted that the study does not fall inside the
scope of the Swiss Human Research Act (Art. 2), because
we intended to survey health professionals and to collect
data anonymously. Moreover, the EKNZ noted that the
study fulfils the general ethical and scientific standards for
research with humans (Req-2020-01391). Furthermore, the
University of Basel’s data protection office approved the
online survey tool.

Study population and study sample

We defined our study population as all Swiss paediatric on-
cology care providers. Thus, the only inclusion criterion
was that providers were caring for paediatric cancer pa-
tients. Paediatric oncology care providers included all oc-
cupational groups who are in direct contact with patients
and are involved in care, for example, nurses, physicians,
psycho-oncologists, social workers or physiotherapists.

Recruitment and data collection

In Switzerland, there are nine Swiss Paediatric Oncology
Group (SPOG) stations, six in the German-speaking, two
in the French-speaking and one in the Italian-speaking lan-
guage region. All SPOG stations provide care for children
(0—18 years) along the entire cancer trajectory. Based on
existing collaborations with the heads of the SPOG sta-
tions, we approached all nine SPOGs, introduced the study
by a formal letter, and presented our study during a virtu-
al SPOG research council meeting. Seven SPOG stations
agreed to participate in the study. Subsequently, we sent the
survey-link, along with a description of the study objec-
tives, to the collaborators (heads of departments or senior
physicians) who shared the link with their colleagues (i.e.,
providers). In addition, we checked with each of the seven
collaborators from the respective SPOG stations whether
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all eligible providers had received the link, which the col-
laborators confirmed. The data collection period was three
weeks (13 January to 3 February 2021). After one week,
the collaborators sent a reminder.

Study survey

Using the German online survey tool “soscisurvey”
(soscisurvey.de), we created an online version of the CC-
CHP (in German, French, and Italian). Additionally, we in-
cluded sociodemographic (e.g., age) and professional vari-
ables (e.g., work experience) as well as open items on
barriers to and facilitators of cross-culturally competent
care. Besides the overall scale (α = 0.87), the 27 items of
the CCCHP capture five subscales of cross-cultural com-
petence: motivation/curiosity (α = 0.84), attitudes (α =
0.78), skills (α = 0.68), knowledge/awareness (α = 0.54)
and emotions/empathy (α = 0.69); CCCHP’s internal con-
sistency, as indicated by Cronbach's alpha, is mostly very
good, good, and moderate [28]. CCCHP’s underlying con-
ceptual framework was derived from an expert survey, in-
terviews with providers and a broad narrative review on
assessment instruments and conceptual models of cultural
competence [28]. The CCCHP has been validated in Ger-
man (i.e., for the biggest language region in Switzerland;
six SPOG stations) and Finnish [29, 30], but not in French
or Italian (i.e., the other two major Swiss language re-
gions; two SPOG stations in the French-speaking language
region and one SPOG station in the Italian-speaking lan-
guage region). We therefore used the CCCHP for the Ger-
man-speaking language region and translated it into French
and Italian, using translation and retranslation. More pre-
cisely, two senior researchers from the first author’s in-
stitute translated the CCCHP. Both researchers have ex-
tensive research and translation experience in the Swiss
oncology setting. Finally, a group of researchers from the
first authors' institute (doctoral students and postdocs) re-
evaluated both translations and checked them for accuracy
and correctness. The study tool was pilot tested by three
providers. We made minor language adjustments, which
did not change the overall structure.

Data analysis

We analysed the data using statistical software SPSS.26
(SSPS Inc., Chicago, IL). We performed descriptive sta-
tistics (mean, median, mode, proportions) to summarise
providers’ sociodemographic and professional character-
istics, and inferential statistics (multivariate analysis of
variance [MANOVA] including post-hoc tests, correlation
analysis) to compare occupational groups’ cross-cultural

competence. Statistical significance level was set at
p<0.05. In addition to quantitative analysis, we used con-
tent analysis to qualitatively analyse open items on barriers
to and facilitators of cross-culturally competent care and
to determine the presence and frequency of certain codes
[31]. Content analysis involved several steps, namely, col-
lecting all responses to open items, familiarising with the
data, inductive development of a category system, deter-
mining presence and frequency of codes.

Results

Paediatric oncology care providers’ sociodemographic
and professional characteristics

Seven of nine SPOG stations agreed to participate: four
(out of six) from the German-speaking language region,
two (out of two) from the French-speaking language re-
gion, one (out of one) from the Italian-speaking language
region of Switzerland. The remaining two SPOG stations
from the German-speaking language region did not partici-
pate owing to time constraints. In total, we invited 250 pae-
diatric oncology care providers to complete the survey. The
response rate was 73.2% (n = 183/250). The completion
rate was 80.3% (147/183), which means that almost one in
five providers did not complete the entire survey, resulting
in missing values (fig. 1). It has to be noted that missing
data can vary across items. We did not account for missing
data.

Of the participating providers, 84% were women, 67%
worked in the German-speaking language region, and 45%
were not or little religious. The sample of the participating
providers was composed of the following occupational
groups (n = 147): nurses (41.5%), physicians (25.9%), oc-
cupational therapists and physiotherapists (8.2%), social
workers (7.5%), psycho-oncologist (4.8%), and other
groups (12.1%; study nurse, educators, music-therapist, di-
eticians, neuro-psychologists, pastoral workers, animator,
medical assistant, pharmacist, administrative staff). Mean
work experience was 11.5 years (n = 147, range 0.5–35
years, median 10 years, mode 10 years). Three out of four
providers’ country of origin was Switzerland. Further in-
formation is presented in table 1.

Paediatric oncology care providers’ cross-cultural
competences

Agreement and disagreement with the 27 single items of
the CCCHP (percentages of provider responses on the five-

Table 1:
Socio-demographic characteristics.

Age (n = 146) M = 42.1 (SD = 10.4), Mdn = 42, Mo = 35, Min = 23, Max = 64

Gender (n = 147) 83.7% women, 16.3% men

Language region (n = 147) 67.3% German, 25.9% French, 6.8% Italian

Country of origin (n = 147) 72.8% Swiss, 21.1% EU, 6.1% non-EU

Religiosity1 (N = 147) 44.9% not/little (1—3), 29.9% moderately (4—7), 25.2% strongly (8—10)

EU: European Union; M; mean; Mdn: median; Mo mode; Min: minimum; Max maximum; SD: standard deviation. 11-item scale, 10-point Likert item ranging from 1 (not religious)
to 10 (religious).
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Figure 1: Flow chart of recruitment. SPOG: Swiss Paediatric On-
cology Group

point Likert items) are presented in figure 2. With the ex-
ception of one sub-scale (αknowledge/awareness = 0.557), reli-
ability of the overall CCCHP scale and the subscales was
mostly good and moderate (αoverall = 0.810, αmotivation/curiosity

= 0.728, αattitudes = 0.690, αskills = 0.680, αemotions/empathy =
0.680).

We conducted multivariate analysis of variance among the
four main occupational groups (nurses, physicians, occu-
pational therapists and physiotherapists, social workers)
for the overall CCCHP scale and the subscales. We could
not include all occupational groups because some
were small (e.g. music therapist, dietician). Analysis re-
vealed that there were significant effects of occupational
groups on the overall scale - F(3,118) = 7.991, p = 0.000,
and the following four subscales: attitudes - F(3,118) =
4.913, p = 0.003; skills - F(3,118) = 9.629, p = 0.000;
emotions and empathy - F(3,118) = 4.330, p = 0.006;

knowledge and awareness - F(3,118) = 4.366, p = 0.006.
Besides, the four occupational groups did not differ signif-
icantly regarding their social desirability scores. Post-hoc
tests (Bonferroni) were performed to determine which oc-
cupational groups differed significantly from one another
(fig. 3).

Overall: physicians (p = 0.017) and social workers (p =
0.000) had higher cross-cultural competence scores than
nurses; social workers had higher scores than occupational
therapists and physiotherapists (p = 0.003). Attitudes: both
physicians (p = 0.035) and social workers (p = 0.011)
had significantly higher scores than nurses. Skills: occu-
pational therapists and physiotherapists had significantly
lower scores than all three other groups, namely nurses
(p = 0.001), physicians (p = 0.000), social workers (p =
0.000). Emotions/empathy: social workers had significant-
ly higher scores than all three other groups, namely nurses
(p = 0.020), physicians (p = 0.004), occupational therapists
and physiotherapists (p = 0.023). Knowledge/awareness:
physicians had significantly higher scores than nurses (p =
0.005).

In addition, we determined paediatric oncology care
providers’ (highest and least) degree of agreement as in-
dicated by the proportion of providers who completely or
strongly (dis-)agreed with individual items to provide a
more nuanced understanding of their responses that goes
beyond aggregated subscale scores (table 2).

Barriers to and facilitation of cross-culturally compe-
tent care

Paediatric oncology care providers described the main bar-
riers to, and facilitators of, cross-culturally competent care
using open items (table 3). Among all barriers mentioned
(n = 130), language barriers (68.5%), different culture and
values (19.2%), and different illness understanding (9.2%)
were most frequently mentioned. The most frequently
mentioned facilitators (n = 125) were professional transla-

Figure 2: Agreement and disagreement with the 27 items of the Cross-Cultural Competence of Healthcare Professionals (CCCHP) question-
naire.
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tors (47.2%), continuous training (20.8%) and the use of
professional cultural mediators (8.8%). Time was rarely a
major barrier (2.3%) or facilitator (5.6%).

Exploratory analyses

We determined whether paediatric oncology care
providers’ cross-cultural competence was associated with
the following characteristics: age, gender, work experi-
ence, language region, country of origin, religiosity [32].
Since we tested the overall hypothesis of a relationship
between a demographic variable and cross-cultural com-
petence through multiple correlations (five CCCHP-sub-
scales), we had to control for the increased likelihood of a
type I error and thus adjusted the alpha level by applying

the Bonferroni-Holm correction [33, 34]. After Bonfer-
roni-Holm correction, no correlation was significant (sup-
plementary table S1 in the appendix).

Dicussion

We aimed to investigate the cross-cultural competence of
Swiss paediatric oncology care providers. Our sample rep-
resented the distribution of language regions in Switzer-
land (sample: 67.3% German, 25.9% French, 6.8% Italian;
Switzerland: 62.6% German, 22.9% French, 8.2% Italian)
[35]. Our response rate (73.2%) surpasses similar studies
from Switzerland (41.2%) [36], the US (31.2%) [37] or
Finland (44.3%) [30] and can be considered good, espe-
cially for the paediatric setting [38]. Overall, social work-
ers’ cross-cultural competence was higher than nurses’ and

Figure 3: Means for Cross-Cultural Competence of Healthcare Professionals (CCCHP) scales.

Table 2:
Paediatric oncology care providers’ highest and least agreement with individual items.

Highest agreement

Positive items 97.4% (item 7) “Cultural diversity is also an enrichment.”

97.4% (item 1) “I consider working in a cross-cultural team an enrichment.”

96.0% (item
12)

“The migration experience is a critical life event and can be accompanied by psychosocial stress and health burden.”

Negative
items

92.7% (item
13)

“I find it difficult to speak slowly in lay language with people who struggle to understand my instructions.”

84.8% (item
23)

“I prefer treating patients from my own cultural background, than those who seem foreign to me.”

75.7%, (item
16)

“The disease concepts of patients with a migration background are not relevant for treatment success.”

Least agreement

Positive items 62.9% (item
19)

“I would like to make use of training, advising and educational offers, in order to improve my understanding of patients with a migration back-
ground.”

73.5% (item
24)

“With patients who do not understand [three main languages in Switzerland] very well, I take more time to discuss their expectations and
fears.”

76.4% (item
15)

“The interaction with people from other cultural backgrounds helps me reflect upon my own cultural background.”

Negative
items

17.9% (item
21)

“People who migrate to Switzerland should adapt to society, not the other way around.”

33.8% (item 6) “My professional perception, assessment, and behaviour remain untouched by my cultural imprinting.”

51.3% (item 11) “I have the impression that migrants often assume discrimination, when in fact general rules are simply being enforced.”
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occupational therapists' and physiotherapists'. Physicians’
cross-cultural competence was higher than nurses’. Our
analysis revealed noteworthy differences among the four
occupational groups on the five subscales. Physicians and
social workers had more positive attitudes than nurses; oc-
cupational therapists and physiotherapists had lower skills
than the other three groups. Social workers scored higher
on the emotions/empathy subscale than the other three
groups. Physicians were more knowledgeable and aware
than nurses. Since one strength of the CCCHP is its po-
tential to identify starting points for further development
of cross-cultural competence [28], these differences pro-
vide first points of leverage for training to enhance specific
competences for particular occupational groups.

With respect to cross-cultural motivation, occupational
groups did not differ significantly from one another. All
paediatric oncology care providers exhibited a strong “mo-
tivation to provide culturally responsive care”, much “cu-
riosity to engage in cross-cultural encounters,” and a “wish
to enrich their understanding in working with culturally
different populations” [28, p11]. This is to be welcomed
as a literature review pointed out that motivation is a pre-
requisite for implementing effective cross-cultural compe-
tence training [39].

Both physicians and social workers had more positive
cross-cultural attitudes than nurses. This subscale captures
“tolerance, valuing and respecting differences, and [has] a
positive orientation towards other cultures and cultural di-
versity” [28, p11]. Physicians’ positive attitudes have been
described in another Swiss study which found that,despite
perceiving communication with migrant patients as less ef-
fective and less satisfactory, physicians frequently relied
on interpreters and appreciated their dual role as inter-
preters and cultural mediators, but still lamented their own
inability to communicate more directly with patients [40].

Physicians and nurses work closely with patients and fam-
ily members regarding treatment, whereas social workers
work as care managers, for example, helping families with
work issues, finances and support systems. This could en-
able them to observe the difficulties that patients and their
families face in their daily lives in the healthcare setting
and make them sympathise with the patients and their fam-
ilies, ultimately shaping their positive attitudes.

Occupational therapists and physiotherapists had less
cross-cultural skills than the other three occupational
groups. Given that this subscale considers providers’
“adaptability in meeting the (cultural) needs of their pa-
tients, professionals’ communicative competence and to
make time for their patients” [28, p11], this finding should
be interpreted cautiously. These aspects may play a less
central role in occupational therapists and physiothera-
pists’ work. Nevertheless, this is not to say that patients
and families with a different cultural background could
not benefit from improved cross-cultural skills on the part
of occupational therapists and physiotherapists. The other
three occupational groups (nurses, physicians, social work-
ers) appear to be equally skilled in meeting the cultural
needs of patients and their families. With regard to Swiss
frontline providers’ skills, a study found that physicians’
self-assessed cross-cultural skillfulness was higher than
nurses’ [36]. In light of this finding, the authors expressed
surprise, as nurses in Switzerland traditionally have em-
phasised the need to improve cross-culturally competent
care. The difference was attributed to, amongst others,
nurses’ reduced access to training as a result of historical
inequalities between the two occupational groups [41].
Hence our result, namely no difference between physicians
and nurses, could be explained by enhanced access to train-
ing on the part of nurses. Nurses’ enhanced access to train-
ing has been acknowledged by a paediatric oncology nurse
in a Swiss focus group study [9].

Table 3:
Main barriers to and facilitators of cross-culturally competent care.

Barriers to cross-culturally competent care

68.5%
(n =
89)

Language barriers: "For me, language is the biggest challenge. Often, due to language barriers, only technical/objective keywords can be communicated (on both
sides). Emotions and humour are often lost."

19.2%
(n =
25)

Different culture and values: "Especially in the diversity of the many intercultural, religious and related biographical contexts, which we as individuals and often also as
a team, despite our will and our pediatric motivation, (can) only do justice to a limited extent to."

9.2%
(n =
12)

Different understanding of illness: "The understanding of their illness, particularly serious illnesses, and their position in regard to the end of life."

8.5%
(n =
11)

Lack of trust and respect: "In individual cases, the counterpart with a migrant background (tends to depend more on the educational level of the parents than on the
culture) behaves uncooperatively and hides behind their own culture/tradition, which can lead to a stalemate.»«Less respect/authority towards women as healthcare
providers."

3.8%
(n = 5)

Translators not available: "Availability of interpreters (not just translators)."

2.3% (
= 3)

Lack of time: "To have enough time."

Facilitators of cross-culturally competent care

47.2%
(n =
59)

Professional translators: "Very easy access to translators of the same culture, who must be well trained in "medical" translation, which must also include this cultural
and social care."

20.8%
(n =
26)

Continuous training in this area: "Regular (e.g., once a year) workshops on transculturality in the hospital context."

8.8%
(n =
11)

Cultural mediators: "In the case of unfamiliar cultures and if communication with parents/patient is poor in terms of language, an interdisciplinary roundtable discussion
with a cultural mediator would be helpful."

5.6%
(n = 7)

More time: "Have more time than allowed to meet challenges."
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Social workers had higher scores on the emotions/empathy
subscale than the other three occupational groups. This
subscale refers to “feelings and emotional reactions to-
wards diversity, with being comfortable with difficulties
arising in cross-cultural encounters and with being multi-
cultural empathic” [28, p11]. This finding is a bit surpris-
ing since it has been lamented that social workers are not
yet fully prepared to work in an increasingly diverse envi-
ronment [42]. Again, social workers’ daily work with pa-
tients and their families might render them more likely to
be familiar with difficulties due to differing cultural back-
grounds, to be comfortable with such difficulties and to re-
spond with empathy.

Physicians had a higher level of cross-cultural knowledge/
awareness than nurses. This subscale measures “cultural
and migration-specific knowledge, an understanding of
concepts of illness and health, and awareness of one’s own
perceptions and values” [28, p11]. Again, such discrepan-
cies have been seen as a direct consequence of nurses hav-
ing less access to training resources [36]. However, our
finding that nurses’ cross-cultural skills were comparable
to physicians’ suggests enhanced access to training on the
part of nurses over the past years, which was also shown
by a Swiss focus group study [9]. Therefore, the finding
that nurses’ cross-cultural knowledge/awareness was still
lower than physicians’ may indicate that the training im-
proved nurses’ skills more effectively than their knowl-
edge/awareness. Another explanation could be that nurs-
es’ knowledge/awareness, due to a lack of pre-employment
training during their studies, might have been less than
physicians’ at the beginning of their respective careers and
hence the received training could not entirely make up for
this pre-existing deficit on the part of nurses [9]. As such,
this finding points toward a possibility to focus on this par-
ticular dimension of cross-cultural competence, not only in
postgraduate training, but also in nursing curricula.

Contextualising findings and implications for practice

In our sample, the highest subscale means were motiva-
tion/curiosity (4.44) and skills (4.27); the lowest were at-
titudes (3.42) and knowledge/awareness (3.84). Thus, on
the one hand Swiss paediatric oncology care providers ap-
peared to possess high motivation to provide cross-cultur-
ally competent care and the skills to meet cultural needs
of their patients and families. On the other hand, providers
appeared to lack cultural and migration-specific knowl-
edge, as well as awareness of their own preconceptions
and, sometimes, to hold negative attitudes towards other
cultures and cultural diversity. For example, more than one
third of paediatric oncology care providers believed that
their “professional perception, assessment, and behaviour
remain untouched by [their] cultural imprinting” (item 6,
knowledge/awareness) and more than half had the impres-
sion “that migrants often assume discrimination, when in
fact general rules are simply being enforced” (item 11, at-
titudes).

Similar results were obtained by a US study in which pae-
diatric oncology nurses’ motivation was highest and
knowledge was lowest [43]. Another US study showed that
3 out of 10 paediatric physicians indicated unpreparedness
to provide care for patients whose beliefs or practices are
at odds with western medicine, or who distrust the health

system [16]. Taken together, these findings suggest that
providers are often highly motivated to develop cross-cul-
tural competence, but that their knowledge and – to a
smaller extent – awareness is often limited. Fortunately,
there is empirical evidence of the effectiveness of cross-
cultural training in paediatrics, suggesting that knowledge
and awareness can be significantly improved [44, 45].

Overall, cross-cultural training was shown to advance
cross-cultural competence of paediatric oncology care
providers, such as communication skills, delivery of care,
interaction with interpreters, or knowledge [44, 46]. A re-
cent scoping review, however, concluded that “effects of
interventions beyond practitioner knowledge and attitudes
remain unclear” [45, p1]. In fact, our findings mandate
a nuanced approach to training that takes into considera-
tion, and purposely targets, the differences among occu-
pational groups of paediatric oncology care providers on
the various subscales. A general recommendation to pro-
vide the same cross-cultural training for all occupational
groups might not do full justice to the pattern of inter-oc-
cupational variance. For example, nurses may benefit more
from knowledge training than physicians (since the for-
mer’s is lower than the latter’s), social workers may ben-
efit less from training that focuses on emotions/empathy
than physicians (since the former’s is higher than the lat-
ter’s). Specifically tailored training, workshops and inter-
ventions should therefore be implemented. Notably, almost
4 out of 10 providers in our sample did not want to make
use of training to improve their cross-cultural competence
(item 19, motivation/curiosity), highlighting the need to
tailor training and interventions to particular occupational
groups’, if not to individual providers’ preferences. Apart
from training, a cross-cultural mediator accompanying the
team on a daily basis can benefit the relationship between
families and providers [47].

Besides training, implementing checklists for culturally
competent care could be a good way forward. In the Swiss
palliative care context, such aids exist for adult patients
and their families [48]. Covering the areas of symptoms,
decision-making, network organisation, and support for
families, they incorporate questions relevant to treat-
ment and care, and supplement existing assessment instru-
ments by adding migration-specific aspects. Furthermore,
against the backdrop of interoccupational differences on
the various cross-cultural subscales, reciprocal supervision
and regular exchange within multidisciplinary teams is
crucial. In this way, paediatric oncology care providers can
learn from each other, as well as ensuring that existing re-
sources are being used in a cost-effective way.

Language barriers represented the most frequently cited
barrier to cross-culturally competent care, which is why
paediatric oncology care providers' demands for more pro-
fessional translators need to be heard. In some cases, cul-
tural mediators could provide additional support in ex-
plaining differing cultural concepts of health, illness and
care. The Swiss Medical Association has described profes-
sional interpreters as “a key to health equality”. Our analy-
sis of subscale differences between the two main occupa-
tional groups in our sample (physicians: 25.9%, nurses:
41.5%) demonstrated that physicians exhibited more posi-
tive cross-cultural attitudes and more cross-cultural knowl-
edge/awareness. In the face of similar results (i.e., nurses’
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lower self-assessed skillfulness), authors of a Swiss study
hypothesised that nurses are more self-aware and have
higher expectations of themselves than physicians, who
are less likely to report limited competency [36]. In fact,
higher self-assessed skillfulness ratings on the part of those
with less formal training on the respective competences
have been observed elsewhere [49]. Also, nurses are often
confronted with work overload due to, for example, un-
derstaffing, resulting in less time and resources to attend
cross-cultural competence training, despite their intention
to improve their cross-cultural knowledge [9]. The discrep-
ancy between these two occupational groups merits fur-
ther careful examination given the centrality of nurses to
advancing the health and well-being of patients and their
families. Lastly, when asked explicitly, more than half of
providers agreed that their professional behaviour is affect-
ed by their cultural values (item 6, fig. 2). However, this
theme did not come up in providers’ responses to the open
item on barriers to cross-culturally competent care. This is
possibly indicative of providers’ implicit tendency to at-
tribute barriers to factors outside of themselves. Related to
this, it has been shown that providers have more difficul-
ty in thinking of themselves as cultural beings than of their
patients [50].

Limitations

First, social desirability could have biased providers’ re-
sponses. Indeed, social desirability was positively associ-
ated with three subscales: motivation/curiosity (r = 0.295,
p = 0.000), skills (r = 0.373, p = 0.000) and emotions/
empathy (r = 0.499, p = 0.000). However, occupational
groups did not differ significantly regarding their social
desirability scores and hence social desirability influenced
providers’ responses equally. Moreover, anonymity of data
collection contributed to minimising social desirability
bias. Second, paediatric oncology care providers could
have overestimated their cross-cultural competence [50].
Nevertheless, if all occupational groups equally overes-
timated their competences, results can be interpreted ac-
curately. Third, paediatric oncology care providers with
an interest in, or a strong opinion on, the topic might
be overrepresented. However, this does not invalidate our
findings. On the contrary, this means that even among
providers who are interested and more competent there is
room for improvement. Fourth, due to small population
size, sample sizes for some providers, such as psycho-on-
cologists, music therapists, and dieticians, were small. Fi-
nally, the largest SPOG station did not participate in this
study, which could represent a bias.

Conclusions

Culturally diverse countries such as Switzerland are con-
fronted with the challenge of, and imperative to, provide
cross-culturally competent care. Training and interventions
are widely considered a principal strategy to advance
providers’ cross-cultural competence, at least for cross-
cultural knowledge, attitudes and skills [45]. In light of
differently effective interventions for different dimensions
of cross-cultural competence, our findings of differences
among occupational groups in paediatric oncology lend ad-
ditional support to the need to adapt training and inter-
ventions to the particular occupational group. Furthermore,

reciprocal supervision and the promotion of multidiscipli-
nary teams is crucial to enable oncology care providers
to learn from each other and this exchange could also
help to reduce some of the differences between the various
occupational groups. Finally, it is important to elaborate
the training with regard to the respective dimension(s) of
cross-cultural competence. Doing so increases the likeli-
hood of enhancing cross-cultural competence. Apart from
provider training and interventions, additional seconding
strategies to improve quality of care have to be followed,
not only for culturally diverse populations, for example,
further implementation of professional interpreters and
cultural mediators, or intra-team supervision and ex-
change. Ultimately, as the social anthropologist Dagmar
Domenig rightly points out: “the transcultural transforma-
tion of the health system has not only positive effects on
work with migrants, [but also for other] patients who (…)
benefit from (...) more adapted treatment that is appropri-
ate for their individual way of life and has regard for their
personal and social suffering” [41, p215].
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Appendix: Supplementary table

Table S1:
Exploratory correlation analyses (Pearson, Spearman, point-biserial correlations).

Age 1 Gender Work experience 2 Language region 3 Country of origin 4 Religiosity 5

Motivation Coefficient 0.001 0.085 0.077 0.072 0.006 0.016

Unadjusted sig. 0.989 0.308 0.356 0.385 0.472 0.851

n 146 147 146 147 147 147

Attitudes Coefficient 0.029 0.003 0.214* 0.023 0.180* 0.085

Unadjusted sig. 0.732 0.972 0.010 0.781 0.015 0.306

n 146 147 146 147 147 147

Skills Coefficient 0.132 0.029 0.109 0.027 0.030 0.132

Unadjusted sig. 0.113 0.728 0.190 0.750 0.357 0.110

n 146 147 146 147 147 147

Emotions Empathy Coefficient 0.087 0.081 0.115 0.155 0.007 0.141

unadjusted Sig. 0.297 0.331 0.166 0.060 0.466 0.089

N 146 147 146 147 147 147

Knowledge Awareness Coefficient 0.085 0.031 0.055 0.049 0.115 0.063

Unadjusted sig. 0.308 0.712 0.509 0.559 0.082 0.451

n 146 147 146 147 147 147

Sig. = significance (p-value); 1Continous variable; 2continous variable; 3dichotomous variable: German vs Latin (Italian and French); 4dichotomous variable: Swiss vs non-
Swiss; 5continous variable ranging from 1 to 10. Except for country of origin two-tailed significance values are reported, for country of origin we hypothesised a directed effect (i.e.
Swiss < non-Swiss); We used Pearson correlation when all assumptions were met (all correlations in the age column), Spearman correlation when assumptions were not met (all
correlations in the work experience and religiosity columns), and point-biserial correlation in cases of correlation between a continuous and dichotomous variable (all correlations
in the gender, language region, and country of origin columns).
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