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Abstract

The aim of this study was to develop an educational intervention and evaluate its effects on
mentors’ competence in mentoring culturally and linguistically diverse nursing students during
clinical placement. 

The Medical Research Council framework for complex interventions guided the
developmental, piloting, evaluation and implementation phases of the study. First, a cross-
sectional study was conducted to describe mentors’ (n=323) competence in mentoring diverse
nursing students during clinical placement and identify factors that affect mentoring. A systematic
review was conducted to identify evidence on educational interventions (n=6) designed to
improve nurses’ self-assessed cultural competence and on the effectiveness of these interventions.
The identified theory was used as a basis for the development of the educational intervention.

Next, the intervention was pilot tested, delivered according to the published study protocol and
evaluated for its effects on mentors’ competence in mentoring diverse nursing students during
clinical placement. A nonrandomised, quasi-experimental design was used. Participants were
mentors employed at two hospitals. The intervention group (n=49) completed newly developed
blended learning mentoring education with a cultural competence component and the control
group (n=62) online mentoring education without a cultural competence component. Data were
collected from both groups at baseline, immediately after the education, and six-months follow-
up using the Mentors’ Competence Instrument and Mentors’ Cultural Competence Instrument.
Wilcoxon signed-rank test and Mann-Whitney U test were used to find differences before and after
education.

General mentoring competence areas improved statistically significantly in both groups
following education. Competence in cultural interaction and safety and cultural skills improved
statistically significantly in the intervention group. Differences between groups were statistically
nonsignificant.

Educational preparation of mentors in the mentoring of diverse nursing students has the
potential to improve mentors’ competence. Education alone without continuous support may be
insufficient to maintain mentors’ cultural competence in mentoring. Adequate time, support and
resources must be allocated to maintain mentors’ competence and motivation towards the
mentoring of diverse nursing students.

Keywords: Clinical Teaching, Competence, Cultural Competency, Cultural Diversity,
Education, Mentor, Mentoring, Nursing, Quasi-Experimental Studies, Students





Oikarainen, Ashlee, Koulutusintervention vaikutus opiskelijaohjaajien
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Tiivistelmä

Tarkoituksena oli kehittää koulutusinterventio ja arvioida sen vaikuttavuutta opiskelijaohjaajien
osaamiseen ohjata kulttuurisesti ja kielellisesti monimuotoisia sairaanhoitajaopiskelijoita harjoit-
telun aikana.

Tutkimuksen kehittämis-, pilotointi-, arviointi- ja implementointivaiheita ohjasi Medical
Research Council:n laatima kehys monimuotoisille interventioille. Tutkimuksen ensimmäisessä
vaiheessa toteutettiin poikkileikkaustutkimus, jossa kuvattiin ohjaajien (n=323) osaamista ohja-
ta monimuotoisia sairaanhoitajaopiskelijoita harjoittelun aikana ja selvittää ohjaukseen vaikutta-
via tekijöitä. Toteutettiin järjestelmällinen kirjallisuuskatsaus sairaanhoitajien kulttuurista osaa-
mista edistävistä koulutusinterventioista (n=6) ja niiden vaikuttavuudesta. Katsauksessa tunnis-
tettua teoriaa käytettiin intervention kehittämisen perustana.

Tutkimuksen seuraavissa vaiheissa interventio pilotoitiin, se toteutettiin tutkimusprotokollan
mukaisesti, ja sen vaikutus ohjaajien osaamiseen arvioitiin. Ei-satunnaistettua kvasikokeellista
tutkimusasetelmaa käytettiin. Osallistujat koostuivat kahden sairaalan opiskelijaohjaajista. Koe-
ryhmä (n=49) suoritti vasta kehitetyn sulautuvana opetuksena toteutetun opiskelijaohjauskoulu-
tuksen, johon sisältyi kulttuuriseen osaamiseen liittyvä teema. Kontrolliryhmä (n=62) suoritti
verkon kautta opiskelijaohjauskoulutuksen, johon ei sisältynyt kulttuuriseen osaamiseen liittyvää
teemaa. Aineisto kerättiin molemmilta ryhmiltä lähtötilanteessa, välittömästi koulutuksen jäl-
keen ja kuuden kuukauden seurantajakson jälkeen käyttämällä Opiskelijaohjausosaamisen sekä
Opiskelijaohjaajan kulttuurisen osaamisen kyselyä. Wilcoxon signed rank testiä ja Mann-Whit-
ney U testiä käytettiin erojen löytämiseksi ennen ja jälkeen koulutusta.

Yleiset opiskelijaohjausosaamisen alueet kehittyivät tilastollisesti merkitsevästi molemmissa
ryhmissä koulutuksen jälkeen. Koeryhmässä osaaminen kulttuurisessa kohtaamisessa ja turvalli-
suudessa sekä kulttuuritaidoissa kehittyi tilastollisesti merkitsevästi. Ryhmien välillä ei ollut
tilastollisesti merkitsevää eroa.

Ohjaajien kouluttaminen monimuotoisten sairaanhoitajaopiskelijoiden ohjaukseen mahdollis-
taa ohjaajien osaamisen kehittymisen. Pelkkä koulutus ilman jatkuvaa tukea voi olla riittämätön
ylläpitämään ohjaajien kulttuurista osaamista. Ohjaajien osaamisen ja motivaation ylläpitämi-
seksi tulee ohjaukselle varata riittävästi aikaa, tukea ja resursseja.

Asiasanat: Koulutus, Kulttuurinen monimuotoisuus, Kulttuurinen osaaminen,
Kvasikokeellinen tutkimus, Opiskelijaohjaus, Osaaminen, Sairaanhoitajaopiskeli
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1 Introduction  

Global migration trends have led to social, cultural, ethnic and religious diversity 

in receiving societies. The International Organization for Migration (IOM, 2020) 

estimated that in the year 2019 there were 272 million international migrants 

globally, of which two-thirds were labour migrants. There is a dynamic and 

complex relationship between migration and health, where on one hand migration 

can expose people to health risks but also improve health to those who seek safety 

from harm (IOM, 2020). Despite positive aspects associated with increasing 

diversity, it is vital to consider how this phenomenon contributes to the existence 

of health, social and economic disparities (Dupin et al., 2020). Recognition of the 

impact of migration trends and diversity in healthcare is critical (McNally et al., 

2019) as these challenge health systems in delivering equitable, quality services 

within diverse, multicultural contexts (Bhopal, 2014).  

In addition to large-scale migration, health systems globally face a rapidly 

aging population and aging health workforce. A sustainable health workforce is 

needed with knowledge and skills to address existing, emerging and new challenges 

(World Health Organization WHO, 2017). Action is needed to retain and strengthen 

the global nursing workforce with the International Council of Nurses (2021) 

estimating a global shortage of up to 13 million nurses due to existing nursing 

shortages, aging of the nursing workforce and the effect of the Covid-19 pandemic. 

In order to avoid the negative consequences of nursing shortages, governments are 

urged to invest in the massive acceleration of nursing education, to create at least 

six million new nursing jobs by 2030, and to strengthen nurse leadership (WHO, 

2020). International nurse recruitment can ease nursing shortages, although this 

does not come without integration and adaptation challenges. Successful 

integration is complex and requires resources and understanding of factors 

negatively impacting the integration process of nurses (Roth et al., 2021). 

The internationalism of higher education has evolved over time with 

educational institutions placing resources and effort in promoting internationalism. 

The Bologna Process, signed in 1999, aimed to harmonise higher education 

towards a common European structure of higher education systems in order to 

promote transparency and recognition of qualifications (Bologna Declaration, 

1999). This process inspired higher education reform in Finland, Europe and in 

other regions of the world (European Commission/EACEA/Eurydice, 2018). In 

Finland, reform has been successful in regard to curricular issues and content of 

study programmes, but the impact of reform on growth of international student 
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mobility has been moderate indicating room for improvement (Finnish Higher 

Education Evaluation Council, 2012). Within the field of nursing, Finnish 

universities of applied sciences have promoted international student mobility 

through providing short-term student exchange opportunities along with English-

taught degree programmes and programmes designed specifically for students from 

immigrant backgrounds (StudyInfo, 2021). The offering of such programmes has 

been seen as an important solution to addressing the current nursing shortage in 

Finland. 

In this study, the concept culturally and linguistically diverse (CALD) nursing 

student is used to refer to students studying in the above-mentioned programmes 

and whose background differ from that of the mainstream culture and language of 

Finland. These students face significant challenges while completing clinical 

placements in real-life clinical environments, with challenges being related to 

cultural differences and lack of language competence (Mikkonen et al., 2017b). 

Mentors who have been given the responsibility to guide, teach and support diverse 

nursing students in clinical learning environments feel unprepared to deal with 

challenges and are often not offered education or sufficient support to succeed in 

their role (Mikkonen et al., 2016b).  

Mentors need to be educationally prepared in providing culturally sensitive 

mentoring and in helping nursing students overcome challenges they face during 

clinical learning. To date, very few studies exist on the effectiveness of such 

education on mentors’ competence development. This study was designed to 

address this gap in knowledge. The aim of this study was to develop an educational 

intervention and evaluate its effects on mentors’ competence in mentoring 

culturally and linguistically diverse nursing students during clinical placement. It 

is known that promoting effective clinical learning facilitates students in meeting 

required quality and safety competences of the hosting health system (Jones & 

Sherwood, 2014; Calenda et al., 2019) and enhances retention of diverse students 

in nursing education. It should be a priority to ensure that clinical learning 

environments are culturally safe for students, patients and clinical staff.  

Nurse retention is a challenge throughout the globe with increasing trends in 

international mobility of the nursing workforce. Nurse migration has impact on 

both origin and host countries, with host countries striving to successfully integrate 

nurses into health systems and origin countries dealing with a depleting workforce 

(WHO, 2020). Nurse migration must be responsibly and ethically managed in order 

to avoid exacerbation of shortages and contribution to inequitable access to health 

services (WHO, 2010; 2020). One out of every eight nurses practices in a country 
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other than where they were born or trained (WHO, 2020). An important benefit of 

successful integration of nursing staff and students from diverse backgrounds into 

health systems is the improvement in accessibility of quality health services for 

diverse, underserved minority populations (Tranter et al., 2018). Racial and ethnic 

disparities are faced by health systems globally, and a diverse nursing workforce 

has been seen as a means to provide culturally congruent care to patients from 

diverse backgrounds (Tranter et al., 2018). Diversity in the workforce can facilitate 

development of health professionals’ cultural competence (Jones & Sherwood, 

2014). 

Attrition of nursing students particularly from diverse racial, ethnic and 

cultural backgrounds has been identified as a threat to the size of the nursing 

workforce (Barbé et al., 2018). The reasons for attrition are complex and it is 

challenging to capture the reasons behind the phenomena (Tranter et al., 2018). 

McNally et al. (2019) identified that stereotypes and biases related to students’ 

cultural values and beliefs from nursing faculty and peers can lead to 

nonparticipation in class activities. Supporting diversity in nursing programmes 

through culturally competent curriculum and learning activities contribute to the 

success of diverse nursing students (McNally et al., 2019). Dupin et al. (2020) 

emphasise that diversity is not a new concept in nursing and further integration of 

cultural diversity into nursing curriculum can better prepare future nurses for 

working in superdiverse healthcare contexts. Nurse educators lead the way in 

preparing future generations of nurses who have competence to promote well-being 

of patients and communities taking into account cultural complexity (Dupin et al., 

2020). 
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2 Review of the literature  

A literature review was conducted to clarify the main concepts of this study and to 

search for evidence on the mentoring of nursing students from diverse cultural and 

linguistic backgrounds in clinical learning environments. Exploration was carried 

out into how learning and mentoring in these environments are perceived and 

experienced by both diverse nursing students and their mentors. Finally, the 

theoretical framework guiding the study and the concept of cultural competence in 

mentoring was defined. 

The search for literature was conducted in December 2020 into four databases, 

CINAHL, PubMed, Scopus and Medic (table 1). All study types were accepted that 

were published in either Finnish or English language. There has been a rapid 

increase in cultural competence related research after the year 2000, for which 

reason only publications published after the year 2000 were accepted. The database 

search produced 937 publications, which were transferred and managed using 

Covidence software. Duplicates (n=252) were removed. The publications were 

screened for eligibility based on title and abstract (n=685) and full text (n=129) by 

one researcher. A total of 26 studies were included into the review of the literature.  

Table 1. Literature search.  

Database Search terms Publications identified 

through search 

CINAHL ("Transcultural Nursing" (MeSH) OR "Cultural competenc*" OR 
"Cultural diversity") AND (Mentor* OR Precept* OR supervis*) AND 
(nurse* OR nursing) 

326 

PubMed ("Transcultural Nursing" (MeSH) OR "Cultural competenc*" OR 
"Cultural diversity") AND (Mentor* OR Precept* OR supervis*) AND 
(nurse* OR nursing) 

260 

Scopus ("Transcultural Nursing" (All fields) OR "Cultural competenc*" OR 
"Cultural diversity") AND (Mentor* OR Precept* OR supervis*) AND 
(nurse* OR nursing) 

227 

Medic (kulttuuri*) AND (osaami* OR kompetens* OR sensitiivi*) 124 

2.1 Nursing education in Finland  

In Finland, universities of applied sciences provide Bachelor’s degree programmes 

in nursing (Ministry of Education and Culture, 2021). Bachelor’s level registered 

nursing qualification requires completion of 210 ECTS credits (European Credit 

Transfer System), which equals a total of 3,5 years of full-time studies (Ministry of 

Education, 2006). The organisation and structure of nursing education is defined in 
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the University of Applied Sciences Act (1129/2014) and the scope of practice of 

nurses is regulated by the Health Care Professionals Act (559/1994). The required 

competence areas that individuals studying at various levels of education are to 

obtain are defined in the Finnish Qualifications Framework, which is based on the 

European Parliament’s and Council’s Recommendation on the European 

Qualifications Framework for Lifelong Learning (Bologna Working Group, 2005). 

Competence areas are classified into eight levels, with Bachelor’s degrees requiring 

competence areas defined for level six and Master’s degrees at level seven 

(Bologna Working Group, 2005; Act on the National Framework for Qualifications 

and Other Competence 93/2017).  

Nursing education in Finland follows EU Directive 2013/55/EU, which defines 

core skills of a nurse responsible for general care (180 ECTS) and requires that at 

least half of the minimum duration of nursing education is to be completed in 

clinical learning environments under the supervision of qualified nursing staff. 

Nursing education in Finland consists of 210 ECTS credits, of which 90 ECTS 

credits are completed in clinical placements, making programmes 30 ECTS credits 

broader than that which is required by the EU. Following graduation, nursing 

students can work in versatile nursing positions in social and healthcare 

environments in Finland and in other EU countries (StudyInfo, 2021). 

Finland puts significant focus on promoting internationalism of higher 

education and is a leading country in offering English-taught programmes 

(StudyinFinland, 2021). An incentive to providing these programmes is that higher 

education institutions can attract more international students and may receive 

greater funding for offering programmes in English (Hvalič-Touzery et al., 2017). 

Within the field of nursing, a total of 21 universities of applied sciences offer 

programmes in Finnish or Swedish, the two official languages of Finland. English-

taught degree programmes are offered at 14 universities of applied sciences with 

two universities of applied sciences in the process of initiating these programmes 

(StudyInfo, 2021). Universities of applied sciences set their own requirements for 

applicants’ level of English or Finnish language skills. English-taught degree 

programmes promote students’ learning of the Finnish language by providing 

instruction in Finnish and English and by preparing students for entry into clinical 

learning environments (StudyInfo, 2021). The Finnish licensing authority, the 

National Supervisory Authority for Welfare and Health (Valvira, 2021), requires 

that health professionals working in Finland have adequate professional and 

linguistic skills and knowledge for performing their tasks (Calenda et al., 2019). 
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After the year 2000, there has been a steady rise in the number foreign born nurses 

in Finland. However, statistics from 2015 show that these nurses continue to account 

for a relatively small proportion of the workforce with 3.6 % of practicing nurses being 

foreign born (Socha-Dietrich & Dumont, 2021). The focus of this study is on culturally 

and linguistically diverse nursing students, meaning nursing students whose 

background differ from that of the mainstream culture and language of the country they 

live (Robinson & Clardy, 2011). CALD nursing students who reside and study in 

Finland are either students from diverse or immigrant backgrounds who study in degree 

programmes offered in Finnish or English or then students studying for short-term in 

nursing exchange programmes.  There is a strong body of evidence proving that CALD 

nursing students not only in Finland, but also elsewhere, experience the greatest 

challenges of nursing education in real-life clinical environments during completion of 

clinical placements (Edgecombe et al., 2013; O’Reilly & Milner, 2015; Mikkonen et 

al., 2016a; 2017b). Therefore, this study focuses on a strategy to adequately prepare 

mentors in clinical learning environments in creating optimal learning experiences for 

CALD nursing students and in successfully integrating students into these 

environments. 

2.2 Effective clinical learning environments  

Clinical learning environments are complex settings that are integral to nursing 

students’ learning of the nursing profession and where nursing students learn ‘how 

to be a nurse’ (Newton et al., 2010). In the context of nursing education, Flott and 

Linden (2016) describe that “the clinical learning environment involves any area 

where nursing students apply theory to practice by conducting actual or simulated 

patient care to gain experiential knowledge about skills, attitudes and decision-

making abilities necessary to become a competent, entry-level nurse” (p. 508). 

Attributes that impact clinical learning environments and students’ ability to meet 

desired learning outcomes include the physical environment, psychosocial and 

interactions factors, organisational culture, and teaching and learning components. 

During clinical placements, students achieve learning outcomes, develop necessary 

skills, knowledge and behaviour required for practice, and develop self-confidence 

and satisfaction with the nursing profession (Flott & Linden, 2016). 

In Finland and other EU countries, nursing students complete extensive clinical 

training during nursing education (Directive 2013/55/EU). Therefore, it is vital to 

ensure that these environments provide students with optimal, meaningful learning 

opportunities (Flott & Linden, 2016). Clinical learning environments that are 
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supportive, inclusive and contain a good pedagogical atmosphere help student feel 

welcome and accepted in clinical placements and, in the end, support students’ 

learning (Sandvik et al., 2014; Pitkänen et al., 2018; Mikkonen et al., 2020a). 

Clinical learning involves not only the mastering of clinical competences, but of 

mastering these in the context of the organisational environment (Tomietto, 2018). 

Organisational climates have profound effect on students’ clinical learning 

experiences. This organisational impact should be emphasised over the impact of 

the individual (Tomietto, 2018). Healthcare organisations and higher education 

institutions should work together to foster effective organisational climates that are 

optimal for promoting learning (Tomietto et al., 2016; Mikkonen et al., 2020a). 

Mikkonen et al. (2017b) identified that nursing students from diverse 

backgrounds evaluate clinical learning environments less positively than domestic 

students. High-quality, positive clinical learning environments minimise challenges 

that CALD nursing students face in these environments (Mikkonen et al., 2016a; 

2017b). Factors that affect students’ learning and mentoring should be identified so 

that the quality of these environments can be improved (Mikkonen et al., 2017a). 

The empirical model by Mikkonen et al. (2020a) identifies areas crucial to clinical 

learning environments and the mentoring of CALD nursing students. According to 

Mikkonen et al. (2020a), the model found environmental and relational dimensions 

as the most important aspects in building effective clinical learning environments 

for CALD nursing students. Clinical learning environments that maintain a positive 

pedagogical atmosphere were found to be positively related to cultural diversity, 

orientation into the clinical placement and the role of the student. A positive 

pedagogical atmosphere supported students from diverse backgrounds in taking a 

more active role in their learning. Interestingly, the role of the student did not 

significantly impact the mentoring relationship. This relationship was found to be 

strengthened in clinical learning environments where there is an atmosphere open 

to cultural diversity and where students are successfully orientated into the clinical 

setting. It is important that higher education institutions and healthcare 

organisations integrate this empirical model into practice in order to ensure that 

students have optimal learning experiences and develop professionally (Mikkonen 

et al., 2020a). Effective clinical learning environments for CALD nursing students 

require mentors to have the ability to build open and culturally safe learning 

environments for students (Mikkonen et al., 2016a). 
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2.3 Mentoring of nursing students in clinical placements  

On a global level, there is great variability in how clinical placements are realised 

in practice to enhance transition of nursing students into work environments 

(Newton et al., 2010). Students are instructed either by staff from higher education 

institutions or by nurses working in the clinical setting (Flott & Linden, 2016). 

There is also variability on requirements set for clinical staff responsible for 

supervising students in clinical placements (Flott & Linden, 2016). Some countries 

require nursing experience or mandatory education from clinical staff, whereas 

other countries, such as Finland, do not specify requirements (Mikkonen et al., 

2019). 

Several terminologies and interpretations are used to describe instruction 

provided to students during clinical placements such as mentoring, mentorship, 

supervision, preceptorship and facilitation. The terms used to describe staff from 

higher education institutions and healthcare organisations responsible for providing 

instruction to students is also diverse with terms being used such as mentors, 

preceptors, clinical tutors, clinical supervisors, clinical facilitators, placement 

educators, clinical instructors, educators or teachers (Tuomikoski, 2019). For the 

purpose of this study, the terms nurse educator, mentor and mentoring are used. 

Nurse educators are employed by higher education institutions and play a role 

in providing theoretical and clinical teaching (Saarikoski et al., 2008). Mentors 

refer to health professionals who work in social or healthcare settings and are 

responsible for teaching, supporting and assessing nursing students during 

completion of clinical placements. Mentors serve as role models who promote 

students’ professional development and organisational socialisation into healthcare 

organisations (Tomietto, 2018). The mentoring of a nursing student in a clinical 

placement happens in a time-defined relationship with predefined objectives, 

during which the mentor models the reality of nursing practice to the student and 

guides the student in providing effective patient care (Barker & Pittman, 2010). 

Mentoring facilitates students’ learning in clinical placements and promotes 

students’ learning and professional development. Mentoring succeeds to integrate 

individual and organisational aspects and environmental, collegial, pedagogical 

and clinical attributes in clinical placements (Jokelainen et al., 2011). 

The mentoring relationship between the mentor and nursing student has been 

identified as most influential in students’ satisfaction with clinical learning 

environments (Warne et al., 2010; Papastavrou et al., 2016). Students benefit from 

having a designated mentor (Mikkonen et al., 2016b; Newton et al., 2018; Pitkänen 
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et al., 2018; Saukkoriipi et al., 2020). Cultural and linguistic diversity adds 

complexity to the building of mentoring relationships between mentors and 

students from diverse backgrounds (Attrill et al., 2016; Newton et al., 2018). 

Mentoring relationships are important in creating culturally safe environments for 

CALD nursing students, and adequate time is needed to form these relationships 

(Korhonen et al., 2019). 

2.3.1 Role of nurse educators and mentors  

Staff from higher education institutions find coordination of CALD students’ 

placements as a means of gaining international experience and obtaining greater 

openness to other cultures, which are important aspects needed during the teaching 

of CALD students (Hvalič-Touzery et al., 2017). The role that nurse educators play 

in coordinating and supporting the realisation of nursing students’ clinical 

placements varies amongst different countries. In Finland, the role of nurse 

educators has been minimised placing increased emphasis on mentors (Pitkänen et 

al., 2018; Heinonen et al., 2019). CALD nursing students in Finland have more 

positive evaluations than domestic students of the role of nurse educators as 

collaborators between clinical and educational staff, and in their role in enabling 

integration of theory and practice (Mikkonen et al., 2017b). The role of the nurse 

educator was especially important for students whose language skills were at the 

beginner level (Mikkonen et al., 2017b). 

Nurse educators work with clinical staff to ensure that learning and clinical 

placement experiences are optimal, help to integrate students into nursing care teams, 

and ensure that mentors are aware of the individual challenges that CALD students may 

face during clinical placements, for example, with spoken language (Lu & Maithus, 
2012). During onsite visits in clinical learning environments, nurse educators assess 
students’ practice, gather feedback from mentors with whom students are assigned 
to work with, and support students in areas in need of improvement (Lu & Maithus, 
2012). Nurse educators should provide mentors with formal guiding processes or 

materials describing the role of each party during the clinical placement period and on 

how to address cultural and linguistic diversity in clinical placements (Hvalič-Touzery 

et al., 2017). Strengthening collaboration between mentors and nurse educators is 

particularly important (Hvalič-Touzery et al., 2017). 

Mentors take several similar considerations into account during the mentoring 

of CALD nursing students as with domestic students, such as providing timely 

feedback and student-centred evaluation. Although there are several similar aspects 
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to take into consideration, the role of being a mentor to CALD nursing students 

requires focus on various additional issues. Mentors have a responsibility to 

provide the CALD students with a supportive clinical learning environment, to 

ensure that students are safe to practice within their scope (Newton et al., 2018), to 

ensure positive learning experiences for students (Mikkonen et al., 2016b), to 

maintain quality services for patients that students care for, and to ensure that 

professional standards are met (Attrill et al., 2016). In addition, mentors are 

required to understand and evaluate students’ individual learning needs and abilities, 

along with their individual level of clinical and linguistic skills (Newton et al., 

2018). Mentors recognise students’ cultural background and individuality in 

cultural interactions, take time to reflect on students’ learning and discuss cultural 

differences, teach issues on nursing culture and cultural interaction in working life, 

and act as cultural interpreters for CALD students, patients and the working 

community (Mikkonen et al., 2016b; Hagqvist et al., 2020). Mentors play an 

important role in employing an empathic and caring approach towards students 

during mentoring and in ensuring that students are not faced by racist attitudes 

(Hagqvist et al., 2020), discrimination or stereotyping (Newton et al., 2018). 

2.4 Culturally and linguistically diverse nursing students’ 

experiences of clinical learning  

The completion of clinical placements provides several benefits to CALD nursing 

students. Students have described the adjustment process into new cultural 

environments as a challenging, yet rewarding, learning experience (Mikkonen et 

al., 2016a; Hvalič-Touzery et al., 2017). These experiences can succeed to promote 

personal and professional growth and to increase new knowledge, awareness and 

skills related to cultural diversity (Mikkonen et al., 2016a; Bagnasco et al., 2020). 

Students develop empathy and understanding of holistic care, as well as increased 

tolerance for other cultures (Mikkonen et al., 2016a). CALD nursing students’ 

understanding of culture and language is seen as an asset to clinical practice 

bringing forth new ideas and perspectives especially in regard to work with patients 

from diverse backgrounds (Abu-Arab & Parry, 2015; Attrill et al., 2016). 

Challenges with the local language has been experienced by CALD nursing 

students as a significant barrier to learning (Koch et al., 2015; Mikkonen et al., 

2017b). These challenges are exacerbated in environments with a negative 

atmosphere (Mikkonen et al., 2016a) and can put students at a higher risk for failure 

of clinical placements (Koch et al., 2015; Mikkonen et al., 2016b). Students have 
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described difficulty speaking up in clinical situations, understanding and giving 

handover reports, and in engaging with staff, peers and patients (Koch et al., 2015). 

Lack of understanding of conversations between patients and staff can cause 

challenges, for example, when students do not understand requests or are not able 

to successfully give instructions (Koch et al., 2015). Students have reported 

difficulty remembering and pronouncing medical terminology and drug names 

(Abu-Arab & Parry, 2015), and difficulty understanding hasty speech, slang (Lu & 

Maithus, 2012; Abu-Arab & Parry, 2015; Henderson et al., 2016), technical terms, 

idioms, abbreviations and terminology used by staff (Koch et al., 2015). Picking up 

nonverbal cues, speaking loudly enough, and using appropriate levels of formality 

in conversations is challenging (Lu & Maithus, 2012). Students experience 

uncertainty in their ability to deliver safe and competent patient care (Koch et al., 

2014; 2015; Korhonen et al., 2019). 

Mikkonen et al., (2017b) found competence in language as an essential factor 

impacting students’ experiences. Nursing students with better Finnish language 

skills experienced less discrimination than those with poorer skills (Mikkonen et 

al., 2017b). Nursing students have mentioned that having an accent negatively 

impacted learning (Henderson et al., 2016) and leads to experiences of 

discrimination and prejudice (Koch et al., 2015). Students’ lack in confidence in 

their ability to communicate effectively inhibited the forming of therapeutic 

relationships with patients (Koch et al., 2015). Language barriers increased 

negative clinical placement experiences and were a significant source of stress and 

frustration for students (Koch et al., 2014; Korhonen et al., 2019). It took a lot of 

energy from students to adapt to learning in a foreign language (Pitkäjärvi et al., 

2012). Unfortunately, students felt they were not offered the same opportunities to 

learn, leading to them not gaining full benefit of the clinical placement (Koch et al., 

2014; Mikkonen et al., 2016a; Korhonen et al., 2019). Students’ lack of language 

competence leads to increased experiences of being marginalised (Lu & Maithus, 

2012), socially isolated, mistreated by staff, and situations where staff fail to make 

an effort to communicate with students (Pitkäjärvi et al., 2012; Koch et al., 2014; 

Mikkonen et al., 2016a; Korhonen et al., 2019). 

Another major theme that CALD nursing students mentioned as a challenge in 

clinical learning environments was the feeling of stress of being a minority, being 

different or that of an outsider (Pitkäjärvi et al., 2012; Mikkonen et al., 2016a; 

2017b). Being different and lack of dignity made students feel vulnerable 

(Mikkonen et al., 2016a). Learning was compromised due to cultural diversity and 

differences not being valued (Koch et al., 2015). Race and ethnicity have been 
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found to be a frequent basis for intimidation, harassment and discrimination 

(Findley & Harris, 2020). Several studies report that CALD students experience 

inappropriate situations such as name-calling, intolerance, discrimination, 

harassment, prejudice, stereotyping, social isolation and racism (Koch et al., 2014; 

Mikkonen et al., 2016a; 2017b; Korhonen et al., 2019; Findley & Harris, 2020). 

Students experience rejection, offensive comments and bullying by staff (Lu & 

Maithus, 2012; Mikkonen et al., 2016a) and feel they were treated differently than 

domestic students (Mikkonen et al., 2016a, Korhonen et al., 2019). Students feel 

neglected and socially isolated from staff (Mikkonen et al., 2016a), especially when 

staff are busy managing heavy workloads (Lu & Maithus, 2012). 

Discrimination causes frustration and intimidation, which in turn adversely 

affects students’ learning (Mikkonen et al., 2016a). Students experience 

discrimination and prejudice from patients (Henderson et al., 2016) that can lead to 

verbal aggression and physical assault (Findley & Harris, 2020) or situations where 

patients refuse care from CALD students (Pitkäjärvi et al., 2012; Koch et al., 2014; 

2015). Additionally, discrimination is experienced from colleagues and peers 

(Henderson et al., 2016; Mikkonen et al., 2016a). Bias and racism can occur largely 

in unconscious form (Koch et al., 2015). However, skin colour and ethnic 

background have been found to increase negative experiences in clinical learning 

environments with inappropriate remarks being made of one’s skin colour (Koch 

et al., 2015), appearance, race or age (Henderson et al., 2016). 

CALD nursing students struggled in environments with an adverse workplace 

culture where students felt staff were aggressive, judgmental, non-caring, critical 

(Mikkonen et al., 2016a), unwelcoming, unapproachable, unhelpful, had negative 

attitudes towards students (Koch et al., 2014), or felt that they were mistreated or 

not trusted by staff (Korhonen et al., 2019). CALD nursing students experience the 

pedagogical atmosphere of clinical learning environments as less positive and 

supportive than domestic students (Pitkäjärvi et al., 2012; Mikkonen et al., 2017b). 

Students feel the need to continuously prove their competence and attain high 

standards (Mikkonen et al., 2016a; 2017b). Lack of trust causes learning 

opportunities to be restricted to observation (Mikkonen et al., 2016a). Mistreatment 

from staff was manifested in a lack of receptiveness from mentors, and in mentors 

having an impolite attitude or being arrogant towards the students’ foreign 

background (Korhonen et al., 2019). CALD nursing students reported being more 

lonely, less trusted and being more ignored by staff compared to domestic students 

(Pitkäjärvi et al., 2012). Students express concern that clinical learning 

environments do not always meet learning expectations of the diverse student 
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(Koch et al., 2014). On the other hand, students did not necessarily know what was 

expected of them (Pitkäjärvi et al., 2012). Inadequate resources and time for 

mentoring and lack of involvement, communication or support from nurse 

educators hindered students’ learning (Korhonen et al., 2019). 

Adaptation to a new cultural environment was expressed as challenging, 

stressful and causing fear of compromising one’s own cultural values (Mikkonen 

et al., 2016a). Sufficient time is needed to adjust to diversity especially in the 

beginning of the clinical placement (Mikkonen et al., 2016a). Students felt 

unprepared for cultural and linguistic diversity encountered during their clinical 

placement (Koch et al., 2014), having limited understanding of the health system 

(Bagnasco et al., 2020) and insufficient knowledge on patient safety in clinical care 

(Korhonen et al., 2019). Emphasis was placed on the importance of integrating 

diversity concepts into curriculum and on focus on how to communicate effectively 

with patients (Koch et al., 2014). 

2.5 Mentors’ perspective on mentoring diverse nursing students 

Mentoring CALD nursing students during completion of their clinical placements 

provide cultural learning opportunities that increase mentors’ perspective on health 

systems, cultures and values from other countries (Hvalič-Touzery et al., 2017; 

Ross et al., 2019; Hagqvist et al., 2020). These experiences enhance mentors’ 

positive attitudes towards students and awareness of and sensitivity towards 

cultural differences (Attrill et al., 2016). Positive mentoring experiences, cultural 

encounters and knowledge help mentors confront their own fears towards unknown 

cultures (Hagqvist et al., 2020) and increases their sense of self-efficacy (Hvalič-

Touzery et al., 2017). Mentors reported that their personal and professional growth, 

language competence, and competence in intercultural communication developed 

(Hvalič-Touzery et al., 2017; Ross et al., 2019, Hagqvist et al., 2020). Mentors 

recognised cultural and linguistic advantages of integrating CALD students into 

clinical learning environments such as that students can speak foreign languages to 

patients from similar backgrounds (Ross et al., 2019). Mentors reported that 

patients benefited from interactions with CALD students resulting in mutual 

learning experiences, positive outcomes and teaching opportunities (Attrill et al., 

2016). Patients actively shared knowledge and skills with students (Smit et al., 

2014) and took part in developing students’ communication skills and formed 

positive relationships with students (Lu & Maithus, 2012). 
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On the other hand, mentors find the role of mentoring CALD nursing students 

as challenging and time-consuming (Mikkonen et al., 2016b; Newton et al., 2018), 

requiring additional resources compared to the mentoring of domestic students 

(Attrill et al., 2016; Ross et al., 2019). Mentors struggle to balance mentoring and 

patient care (Newton et al., 2018). They face lack of empathetic support from 

colleagues and receive negative feedback from staff about students (Hagqvist et al., 

2020). Adverse workplace cultures have been experienced where conflicts and 

negative attitudes towards students exist between staff on the unit and, at times, 

nurse educators (Koch et al., 2014). Mentors reported that students face prejudice 

and racism due to being different (Koch et al., 2014; Hagqvist et al., 2020). Mentors 

feel the need to protect students from staff members with racist attitudes and who 

refuse to mentor these students (Hagqvist et al., 2020). Mentors reported having 

difficulty working with prejudice against students’ culture if it was deemed ‘distant’ 

from the host culture (Hvalič-Touzery et al., 2017). 

Lack of support to overcome challenges faced during mentoring may lead 

mentors to become reluctant to mentor CALD students and biases against students 

may develop, which in turn hinders provision of safe, culturally appropriate clinical 

learning environments (Ross et al., 2019). Mentors’ confidence in their mentoring 

abilities decreased in situations where they were left without support and unsure if 

strategies they used to overcome challenges were effective (Newton et al., 2018). 

In these situations, mentors based decision-making on personal experiences. Lack 

of organisational support was visible in mentors not receiving clarification of their 

role from their employer or nurse educators, not being provided formal training to 

succeed in their role, and in mentors feeling unprepared and unsupported in dealing 

with language barriers (Newton et al., 2018). Lack of resources, knowledge, and 

support from supervisors, colleagues and nurse educators caused a psychological 

and ethical dilemma and reduced mentors’ motivation in mentoring (Hagqvist et al., 

2020). It is essential that mentors receive adequate support in order to maintain the 

motivation of the mentor (Mikkonen et al., 2016b). 

Maintaining quality services for patients (Attrill et al., 2016) and ensuring that 

patient safety and nursing standards are not compromised are seen as challenges 

(Newton et al., 2018; Abu-Arab & Parry, 2015). In challenging situations, mentors 

sought out informal support from within their team and from nurse educators 

responsible for ensuring that students practice safely (Attrill et al., 2016). Mentors 

found it difficult to manage the individual learning needs of students (Attrill et al., 

2016). Also, supporting students with weak commitment (Hagqvist et al., 2020) 

and less vocal students who did not show motivation, willingness to learn or 
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assertiveness when learning was challenging (Abu-Arab & Parry, 2015; Mikkonen 

et al., 2016b). Students’ lack of understanding of local health systems was seen as 

an issue that needed to be addressed (Ross et al., 2019). Mentors experienced 

difficulty assessing students’ level of competence (Attrill et al., 2016; Newton et 

al., 2018), and in ensuring common understanding during evaluation (Abu-Arab & 

Parry, 2015; Hagqvist et al., 2020) especially if the student struggled with spoken 

language (Lu & Maithus, 2012). Mentors expressed feelings of guilt when students 

failed clinical placements (Attrill et al., 2016). Mentors hoped for clear instructions 

on how to apply evaluation criteria to evaluation of students’ learning (Hagqvist et 

al., 2020). Due to the stressful nature of assessment, mentors reported making 

efforts to create a less stressful, relaxed atmosphere for assessment (Lu & Maithus, 

2012). 

Cultural differences should be valued and viewed as opportunities for growth 

and professional development for both parties (Ross et al., 2019). However, 

mentors expressed awareness of their lack of theoretical knowledge on cultural 

competence in mentoring (Hagqvist et al., 2020). Cultural differences added 

complexity to learning (Attrill et al., 2016) and to the building of a mentoring 

relationship (Mikkonen et al., 2016b). Challenges were experienced if students 

were not committed to clinical schedules and routines (Mikkonen et al., 2016b) or 

their sense of time and punctuality differed (Hvalič-Touzery et al., 2017). Cultural 

differences impacted students’ performance on tasks and were related to religion 

and gender (Hvalič-Touzery et al., 2017). Gender issues lead to challenges when 

giving feedback and making social contact (Henderson et al., 2016). Additional 

challenges were associated with students’ strong reactions to negative feedback 

creating a barrier for learning (Lu & Maithus, 2012), and to differences in the 

mentoring relationship regarding personal space, the impact of power, respect, and 

the mentors’ status as an expert from students from non-Western cultures 

(Henderson et al., 2016). These issues between different cultures were not 

discussed prior to clinical placements (Henderson et al., 2016). 

Communication issues in mentoring are challenging for mentors, causing 

numerous difficulties (Lu & Maithus, 2012; Koch et al., 2014; Smit et al., 2014; 

Abu-Arab & Parry, 2015; Attrill et al., 2016; Henderson et al., 2016; Mikkonen et 

al., 2016b; Ross et al., 2019). Language barriers cause frustration (Newton et al., 

2018; Hagqvist et al., 2020), and mentoring in a foreign language exhausting, 

stressful and demanding for mentors (Mikkonen et al., 2016b). Mentors feel they 

are not skilled enough to manage students’ lack of language skills (Abu-Arab & 

Parry, 2015) and are unprepared to overcome differences in culture and language 
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(Attrill et al., 2016). Communication barriers challenge the mentoring relationship, 

decrease mentors’ understanding of their role (Newton et al., 2018), and increase 

mentors’ workload with more time being needed for mentoring (Koch et al., 2014; 

Abu-Arab & Parry, 2015; Hvalič-Touzery et al., 2017; Hagqvist et al., 2020). 

Challenges associated with language barriers included mentors’ difficulty 

understanding students (Henderson et al., 2016) or their accents (Abu-Arab & Parry, 

2015), difficulty determining if students understood explanations (Abu-Arab & 

Parry, 2015), and difficulty in giving and receiving feedback (Henderson et al., 

2016). Promoting students’ interaction with staff and patients (Abu-Arab & Parry, 

2015) and assisting students in understanding clinical interactions was challenging 

(Attrill et al., 2016). Students did not necessarily speak up if they made a mistake 

or were unsure of correct practice (Lu & Maithus, 2012; Hvalič-Touzery et al., 2017; 

Newton et al., 2018). Mentors reported that staff, student and patient safety was at 

times compromised (Koch et al., 2014; Newton et al., 2018). Areas of concern 

included successful medication administration (Newton et al., 2018), students’ 

accents, grammar, vocabulary, professional writing skills (Attrill et al., 2016), and 

lack of understanding of medical terminology (Newton et al., 2018). Mentors had 

to spend time to double check students’ documentation (Abu-Arab & Parry, 2015). 

Students’ poor performance on tasks lead to their role being reduced to that of an 

observer (Newton et al., 2018). Students were not offered equal opportunities to 

learn (Koch et al., 2014, Hagqvist et al., 2020) and failed gain full benefit from 

clinical placement (Koch et al., 2014). 

2.5.1 Strategies to overcome challenges during clinical placements  

Clinical learning environments with a positive, accepting and nonjudgmental 

pedagogical atmosphere minimise challenges and enhance the professional growth 

of CALD nursing students (Mikkonen et al., 2016a; 2017b). Mentors play an 

important role in creating environments for multicultural learning through effective 

communication, understanding students’ specific needs, and through providing 

feedback to students (Hvalič-Touzery et al., 2017). Orientation into clinical 

placements supports students’ integration into environments, reduces challenges 

and increases students’ confidence about expectations (Mikkonen et al., 2016a). 

Orientation should include clarification of expectations (Abu-Arab & Parry, 2015), 

introduction to staff, the unit, policies and students’ goals (Newton et al., 2018), 

and preparation in coping to practical and professional life (Hvalič-Touzery et al., 

2017). Both students and mentors have expressed the need for providing students 
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with longer exposure to the “real world of nursing” (Koch et al., 2014). Longer 

orientation periods and clinical placements provide more time to understand 

cultural differences of host and foreign cultures (Mikkonen et al., 2016a; Hvalič-

Touzery et al., 2017). Students need sufficient time to practice new clinical skills 

and to prepare and evaluate their work (Korhonen et al., 2019). Mentors feel they 

need more time to provide individualised support to students (Smit et al., 2014; 

Abu-Arab & Parry, 2015) and to initiate positive reflection time with clinical and 

educational staff (Mikkonen et al., 2016a).   

Students’ learning in clinical learning environments is promoted when students 

are self-directed in their learning (Attrill et al., 2016), motivated, positive 

(Korhonen et al., 2019), responsible, enthusiastic, empathic and outgoing 

(Mikkonen et al., 2016b). Success is enhanced when students take initiative, seek 

learning opportunities, accept feedback and constructive criticism (Mikkonen et al., 

2016b), are confident to initiate interaction in clinical environment, and are capable 

of working with others and in groups (Attrill et al., 2016). Active involvement of 

the student in clinical learning increased feeling of belonging (Mikkonen et al., 

2016a). Mentors reported that students’ motivation, open-mindedness and interest 

in learning influences the mentoring relationship (Hvalič-Touzery et al., 2017; Ross 

et al., 2019). Positive experiences in clinical leaning environments increased when 

students had supportive relationships with peers and could share experiences with 

other CALD students (Mikkonen et al., 2016a). Interaction and peer support 

between CALD and domestic students can develop students’ communication skills 

(Abu-Arab & Parry, 2015; Attrill et al., 2016; Hvalič-Touzery et al., 2017). 

Welcoming, appreciative and supportive staff with positive attitudes towards 

CALD students enable better learning experiences (Mikkonen et al., 2016a; 2016b). 

Positive characteristics of mentors included being motivated and having the ability 

to build a mentoring relationship, to provide feedback and versatile learning 

opportunities to students, and to recognise students’ level of knowledge and adjust 

learning opportunities accordingly (Korhonen et al., 2019). Students benefit when 

mentors build a mentoring relationship with the student that addresses the students’ 

needs and fosters trust, positive encouragement, support and communication 

(Bagnasco et al., 2020). Mentors listed strategies that could support students’ 

learning such as asking questions, initiating discussions on learning experiences, 

requiring written session plans, step-wise modelling and elaboration of techniques 

to use with patients, encouraging repetition and practice, and providing specific, 

timely feedback in verbal and written form (Attrill et al., 2016). 
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Sufficient language competence in the local language is key for successful 

learning experiences (Mikkonen et al., 2017b). Students’ nonverbal skills along 

with independent learning and coping skills help overcome communication 

challenges (Mikkonen et al., 2016a). Students who made communication a key 

objective were ready to work on this issue than those less confident about taking 

initiative (Lu & Maithus, 2012). Educational support of students’ language 

competence prior to clinical placements builds confidence, reduces anxiety, and 

increases students’ performance in clinical placements and feeling of being part of 

team (Mikkonen et al., 2016a; 2016b; Hvalič-Touzery et al., 2017). Building 

connections with patients increased communication skills (Mikkonen et al., 2016a). 

Students expressed the need additional support in learning language (Korhonen et 

al., 2019). Integration of higher education institutions’ language services could 

potentially help students learn the local language (Attrill et al., 2016). Students 

suggest increasing opportunities for practicing language skills on their free time 

and during nursing coursework (Lu & Maithus, 2012). Abu-Arab and Parry (2015) 

encourage development of sessions where students can practice how to 

communicate effectively, how to avoid misunderstandings in communication, and 

to engage in role plays to practice language skills and on how to express and 

interpret body language. There is a need for increased focus on developing 

clinically-oriented writing in academic courses to help students understand slang, 

hospital jargon, abbreviations and acronyms (Abu-Arab & Parry, 2015). 

Concrete strategies to overcome language barriers were suggested by mentors 

such as speaking slowly, being explicit (Hvalič-Touzery et al., 2017; Newton et al., 

2018; Hagqvist et al., 2020), and adapting one’s own communication style during 

mentoring to facilitate common understanding (Hagqvist et al., 2020). Mentors 

reported supporting students’ interaction with patients through providing 

opportunities for students to observe interactions in clinical environments (Abu-

Arab & Parry, 2015) and teaching students to interpret humour in interactions and 

to identify conversation topics (Attrill et al., 2016). Specific goals were set with 

students to help them give verbal handover and to pronounce nursing and medical 

terms, names and actions (Lu & Maithus, 2012). Mentors recommended that 

students use flash cards as a resource for learning medication names (Abu-Arab & 

Parry, 2015), personal vocabulary notebooks or resource books to learn the local 

language, listen to the news on their free time, and work as healthcare assistants to 

acquire additional experience (Lu & Maithus, 2012). 

Negative situations faced in clinical placements can be overcome by acquiring 

cultural knowledge through education (Mikkonen et al., 2016a) or workshops 
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offered to both mentors and students (Abu-Arab & Parry, 2015). Students reported 

overcoming cultural barriers by deliberately making social contact with others, 

being friendly, explaining their cultural behaviour to others so it was less likely to 

be interpreted as inappropriate, and seeking to clarify misunderstandings when 

these occur (Henderson et al., 2016). Additional strategies mentioned by mentors 

included familiarising oneself with the student’s background prior to the clinical 

placement (Abu-Arab & Parry, 2015), spending time discussing students’ 

background and prior experiences, helping students to adjust to new cultural 

contexts, and identifying cultural behaviours and teaching about patients’ cultural 

backgrounds (Attrill et al., 2016).   

Mentors should be prepared to encounter cultural and linguistic diversity through 

continuous education (Mikkonen et al., 2016b; Hagqvist et al., 2020) or an information 

package that increases mentors’ multicultural exposure and helps mentors overcome 

challenges (Hvalič-Touzery et al., 2017). Hagqvist et al. (2020) identified strategies 

that potentially enhance mentors’ competence such as having successful mentoring 

experiences, receiving feedback on mentoring, receiving incentives or compensation 

for mentoring CALD students, and engaging in international and intercultural 

experiences during free time activities. Students and mentors benefit from a good 

support network (Abu-Arab & Parry, 2015) and smooth cooperation between nurse 

educators and clinical staff (Mikkonen et al., 2016a; Hvalič-Touzery et al., 2017). 

Mentors need additional support to address the needs of CALD students especially 

when students fail to meet competence requirements (Abu-Arab & Parry, 2015).  

2.6 Mentors’ competence in mentoring  

Two previously conducted systematic reviews identify main competence areas 

needed in the effective mentoring of nursing students during clinical placements. 

Pramila-Savukoski et al. (2020) synthesised quantitative studies and found several 

aspects related to competence in mentoring. These were organised into four themes: 

(1) mentors’ competence in nursing and continuous professional development, (2) 

supporting students’ learning processes, (3) the clinical learning environment and 

mentoring for students, and (4) mentors’ characteristics and attitudes. Tuomikoski 

et al. (2020a) synthesised qualitative studies and found that mentoring competence 

was related to (1) creating an interactive relationship with the student, (2) 

developing mentors’ characteristics and cooperation with stakeholders, (3) 

providing goal-oriented mentoring, (4) supporting students’ development in the 

nursing profession, and (5) supporting students’ learning process. 
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The empirical model developed by Mikkonen et al., (2020b) clarifies 

competences needed during the mentoring of nursing students. According to the 

model, personal characteristics of the mentor, such as empathy, flexibility and 

tolerance, lead to mentors’ increased motivation to mentor students and eventually 

to better mentoring practices in the workplace. Mentors’ competence in providing 

opportunities for reflection during mentoring enhanced feedback between the 

mentor and student, which in turn facilitated effective goal-orientation in mentoring. 

This succeeded to improve mentors’ competence in student-centred evaluation. 

Mikkonen et al. (2020b) encourage integrating this model into mentoring education 

and to focus on both mentors’ personal characteristics and the pedagogical 

competences included in the model. 

The European evidence-based clinical mentors’ competence model (figure 1) 

was developed by Mikkonen et al. (2019) based on the empirical model described 

above. Three key components of mentoring competence are outlined: (1) mentors’ 

individual competences, interaction in the workplace and resources, (2) mentors’ 

cultural competence, and (3) mentors’ competence in supporting students’ learning 

process. Competence in these areas help mentors in supporting students in 

achieving the eight competences outlined in Article 31 of EU Directive 2013/55/EU 

and in ensuring that students are competent in practicing people-centred care. 

2.6.1 Cultural competence in mentoring  

In this study, cultural competence was defined through a constructivist perspective 

as the “complex know-act grounded in critical reflection and action, which the 

health professional draws upon to provide culturally safe, congruent, and effective 

care in partnership with individuals, families, and communities living health 

experiences, and which takes into account the social and political dimensions of 

care” (Blanchet Garneau & Pepin, 2015b, p. 12). Cultural competence in mentoring 

was defined as “the process in which the faculty mentor continually strives to 

achieve the ability and availability to effectively mentor within the cultural context 

of the student mentee” (Campinha-Bacote, 2010, p. 131). According to Campinha-

Bacote’s (2010) culturally conscious model of mentoring, development of cultural 

competence in mentoring involves the integration of cultural awareness, cultural 

knowledge, cultural skills, cultural encounters, and cultural desire into the 

mentoring process.   

 



40 

Fig. 1. Evidence-based clinical mentors’ competence model1 

The theoretical framework of this study was based on Blanchet Garneau’s 

constructivist cultural competence development model. The strength of this model 

is that it clarifies the learning process involved in development of cultural 

competence from a constructivist perspective, emphasising the active process of 

learning in which learners construct and reconstruct knowledge through reflection 

and action (Blanchet Garneau, 2016). The three dimensions involved in the cultural 

competence developmental process include (1) building a relationship with the 

other, (2) working outside the usual practice framework, and (3) reinventing 

practice in action. The model defines the core component of cultural competence 

development as learning to bring the different realities together to provide effective 

care in a culturally diverse context. This process enables the student or nurse to 

overcome challenges faced in these contexts. The learning environment in which 

the student or nurse practices fosters the process of cultural competence 

development (Blanchet Garneau & Pepin, 2015a). 

 
1 Used by kind permission of the project Quality mentorship for developing competent nursing students 
(QualMent), funded by European Commission, Erasmus+, KA2: Strategic partnership 
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2.6.2 Supporting mentors’ mentoring competence and cultural 

competence development  

The studies identified in the literature review of this study present a strong body of 

evidence advocating for the need of mentors who are competent in facilitating the 

learning process of both domestic and CALD nursing students. Tuomikoski et al. 

(2020b) found that education provided to mentors positively influenced their 

competence in mentoring in areas such as knowledge of mentoring practices, 

student-centred evaluation, identification of students’ learning needs, supporting 

students’ learning processes, and in providing constructive feedback and mentoring 

that is goal oriented. Mentors’ competence in clinical teaching (student evaluation, 

goal setting, teaching strategies, demonstration of organised knowledge) and self-

efficacy in clinical teaching and assessment improved statistically significantly 

following education in the study by Wu et al. (2020). A systematic review 

examining online education for mentors found that education succeeded to increase 

their self-efficacy and confidence in mentoring skills and knowledge on key 

concepts and on the role of mentors in meeting students’ needs (Wu et al., 2018). 

Mikkonen et al. (2016a) found that inexperienced, uneducated mentors cause 

uncertainty in CALD nursing students, and the authors highlight the importance of 

mentors being educationally prepared in the mentoring of these students. The 

integration of cultural aspects into mentoring education for mentors and nursing 

students is recommended by Wiredu and Roberts (2020) as a way to promote 

effective mentoring among mentors and CALD nursing students. Ross et al. (2019) 

encourage integration of a positive attitude towards mentoring of CALD students 

into education. A major barrier to effective, nondiscriminatory mentoring is the lack 

of preparation of mentors on how cultural differences affect mentoring and learning 

for professionals who come from abroad (Allan, 2010). Structural resources are 

needed to strengthen both the skills of mentors and educators (Hvalič-Touzery et 

al., 2017). 

A limited number of studies were identified in the literature review on the 

effects of education on the development of mentors’ cultural competence in 

mentoring. In 2005, Turnock et al. identified key themes that should be integrated 

into education designed to prepare mentors for the mentoring role. Due to the 

contributions and challenges of diverse health workforces, the authors suggest 

integration of the topic of intercultural issues in clinical placements (Turnock et al., 

2005). Johnston and Mohibe (2009) presented a framework for supporting mentors 

through education that addresses diversity in clinical nursing education. Wilson-
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Mitchell and Handa (2016) offered diversity workshops with the objective to 

provide mentors with a background in basic principles of equity and diversity, 

create arena for meaningful critical self-reflection, develop strategies that address 

moral distress regarding equity, focus on the mentor-student relationship and 

promote high-order learning to facilitate change in behaviours and attitudes. These 

workshops were found to be valuable and participants felt they created an authentic 

environment for self-reflection and growth (Wilson-Mitchell & Handa, 2016).  

2.7 Summary of the literature  

The main concepts of the study are presented in figure 2. In today’s society, there 

is increased cultural and linguistic diversity in clinical learning environments. 

Nurse educators and mentors work together as a collaborative team to ensure a 

positive pedagogical atmosphere and environment where students reach their 

learning outcomes and achieve competence requirements. Nursing students from 

diverse backgrounds and their mentors face several challenges in clinical learning 

environments. Several strategies to overcome challenges have been presented, one 

of which being development of mentors’ cultural competence in mentoring. 

Adequate preparation of mentors can enhance the realisation of effective, culturally 

safe clinical learning environments. The evidence presented in this literature review 

guided formation of the study hypothesis and the planning of the design of the 

educational intervention. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig. 2. Main concepts of the study.   
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3 Aim, research questions and hypothesis  

The aim of this study was to develop an educational intervention and to evaluate 

the effects of the educational intervention on mentors’ competence in mentoring 

CALD nursing students during clinical placement. The specific research questions 

and hypothesis of the study are described below.  

Phase I. Intervention development:  

Cross-sectional study (Publication I)  

The research questions were:  

1. What kind of competencies do mentors have in mentoring CALD nursing 

students as evaluated by the mentors’ themselves?  

2. Which factors affect the mentoring of CALD nursing students in the clinical 

learning environment? 

Systematic review (Publication II) 

The research questions were:  

1. What types of educational interventions have been designed to develop nurses’ 

self-assessed cultural competence? 

2. What are the effects of these educational interventions on nurses’ self-assessed 

cultural competence? 

Phase II. Feasibility and piloting: 

Feasibility and pilot testing (Dissertation) 

The research question was:  

1. Is the educational intervention appropriate for further testing?   

Phase III. Intervention evaluation: 

Quasi-experimental study (Publication III) 

The research question was:  

1. What are the effects of the educational intervention on the development of 

mentors’ competence in mentoring CALD nursing students when compared to 

the control group? 
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The following hypothesis was set:  

1. The intervention group will have statistically significantly (p<0.05) superior 

competence in mentoring CALD nursing students compared to the control 

group immediately following the educational intervention and at 6-month 

follow-up. 

Phase IV. Implementation: 

Implementation of results (Dissertation) 

The research question was:  

1. What strategies can be used to support implementation of the educational 

intervention? 
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4 Study design and methods  

In this study, the Medical Research Council (MRC) framework for complex 

interventions was followed to facilitate identification of key uncertainties in the 

educational intervention and research design before proceeding to report the effects 

and making recommendations for clinical practice based on the results (Craig et al., 

2008; 2019). Key elements of the development and evaluation process of the 

framework include development, feasibility and piloting, evaluation and 

implementation of the intervention (figure 3).  

During the developmental phase, a cross-sectional study was conducted in 

Finland to describe mentors’ competence in mentoring culturally and linguistically 

diverse nursing students during clinical placement and identify factors that affect 

mentoring (publication I). Next, a systematic review was conducted to identify 

current best evidence on the types of educational interventions that have been 

developed to improve nurses’ self-assessed cultural competence and on the 

effectiveness of these interventions (publication II). The intervention was pilot 

tested and the necessary changes made before actual administration of the 

intervention. Finally, a nonrandomised, quasi-experimental study was conducted 

with both an intervention and control group from two separate hospitals in Finland 

(publication III). An implementation strategy was formed to facilitate the transfer 

of evidence into practice (Craig et al., 2008; 2019). The study design, participants, 

data collection and data analysis of the developmental, piloting, evaluation and 

implementation study phases are summarised in table 2.  

 

 

 

 

 

 

 

 

 

 

Fig. 3. Development and evaluation process of the intervention (Craig et al., 2019)2 

 
2 Used by kind permission of the Medical Research Council, as part of UK Research and Innovation 
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Table 2. Details on each study phase.  

Study phase Study design 

and publication 

Participants Data collection and  

study period 

Data analysis 

Phase 1a: 

Intervention 

development 

Cross-

sectional study 

(Publication I)  

 

Responses from mentors 

(n=323) who had prior 

experience mentoring 

CALD nursing students 

The self-assessment 

instrument MCI and subscale 

CALD+Ms was sent to 

mentors at 5 university 

hospitals during spring 2016 

 

Descriptive 

statistics, 

nonparametric 

tests and 

binary logistic 

regression 

analysis 

Phase 1b: 

Intervention 

development 

Systematic 

review 

(Publication II) 

 

Out of 695 studies, 6 met 

criteria for inclusion. 

Participants (n=334) were 

mainly nurses, 

interventions were 

conducted in various 

healthcare settings 

4 electronic databases 

(PubMed, CINAHL, Medic, 

Eric) were searched for 

interventional studies  

published between January 

2000 and June 2018 

Data 

tabulation and 

narrative 

analysis of 

study findings 

Phase 2: 

Feasibility and 

piloting 

Feasibility and 

pilot testing 

(Dissertation) 

28 mentors were enrolled 

into the pilot study, of 

which 26 completed 

blended learning 

mentoring education 

containing a cultural 

competence component 

MCI and MCCI instruments 

distributed at baseline (T0), 

following the education (T1), 

and 6-month follow-up (T2).   

 

Study period spring 2020  

Adaptations 

made 

ensuring 

intervention 

feasible prior 

to full-scale 

evaluation 

Phase 3: 

Intervention 

evaluation 

Quasi-

experimental 

study 

(Publication III) 

The intervention group 

(n=49) completed blended 

learning mentoring 

education containing a 

cultural competence 

component. The control 

group (n=62) completed 

online mentoring education 

lacking a cultural 

competence component. 

MCI and MCCI instruments 

distributed at baseline (T0), 

following the education (T1), 

and 6-month follow-up (T2).  

 

Study period fall 2020-fall 

2021 

Descriptive 

statistics, 

Wilcoxon 

Signed-Rank 

Test and two-

way ANOVA 

test 

Phase 4: 

Implementation 

Strategies 

integrated to 

improve 

implementation 

(Dissertation)  

Engagement of relevant 

stakeholders throughout all 

study phases. Active 

dissemination of results.  

Development of framework 

on course content and EU 

level guidelines on clinical 

nurse mentors’ competence.  

Time period spring-fall 2021  

No data 

analysis.  

MCI = Mentors’ Competence Instrument, MCCI = Mentors’ Cultural Competence Instrument 
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4.1 Intervention development  

The first step in the development of the educational intervention involved exploring 

previous evidence as well as describing the study phenomena in the Finnish context 

in order to ensure a strong foundation for the intervention and for decisions made 

in the design of the study. 

4.1.1 Cross-sectional study (Publication I)   

Research design. A cross-sectional, descriptive explorative study design was used 

to broaden understanding of mentors’ competence in mentoring CALD nursing 

students during clinical placement and to identify factors that affect mentoring. 

Participants. Study participants were mentors selected from all five university 

hospitals in Finland. Stratified sampling technique was used (Polit & Beck, 2017). 

The total amount of 13,342 nurses working at these five hospitals was counted. 

Five groups were created based on the proportional number of nurses representing 

each of the participating hospitals. Nurses’ names were placed in alphabetical order 

and then subjects were randomly selected from each of the groups. Data collection. 

During spring 2016, a total of 3,355 nurses were invited to voluntarily participate 

in the study via work email and asked to respond to the questionnaire. Reminder 

emails were sent to encourage participation in the study. The study response rate 

was 17.2% with a total of 576 respondents. The final data sample consisted of 

nurses (n=323, 56.1%) who responded to the questionnaire and additionally had 

experience mentoring CALD nursing students. 

Instruments. In the administered questionnaire, mentors self-assessed their 

competence in mentoring nursing students using the Mentors’ Competence 

Instrument (MCI) (Tuomikoski et al., 2018) according to the validation model by 

Kälkäjä et al. (2016) and Karjalainen et al. (2015). Also, the newly developed 

Cultural and Linguistic Diversity in Mentoring Scale (CALD+Ms) with 

background information was used. Mentors’ competence was measured using the 

Likert scale with four response categories (1 fully disagree, 2 disagree to some 

extent, 3 agree to some extent, 4 fully agree). The MCI contained 55 items and 

composed of nine sub-dimensions including (1) mentor characteristics; (2) 

identifying the student’s level of competence; (3) motivation of the mentor; (4) 

motivating the student; (5) supporting the learning process of the student; (6) goal 

orientation in mentoring; (7) reflection during mentoring; (8) student-centred 

feedback and evaluation; (9) constructive feedback and evaluation. 
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The CALD+Ms scale was developed based on two systematic reviews with 

one focusing on CALD nursing students’ experiences in clinical placement 

(Mikkonen et al., 2016a) and the other on mentors’ experiences in the mentoring of 

these students (Mikkonen et al., 2016b). The scale contained 14 items and 

composed of two sub-dimensions including (1) cultural diversity in mentoring and 

(2) linguistic diversity in mentoring. The face and content validity of the scale was 

evaluated by eight experts in mentoring. The Content Validity Index was excellent 

(CVI=0.94) (Polit et al., 2007). Originally, the scale contained 16 items, but 

following expert evaluation was minimized to 14 items and all items were clarified 

based on feedback. Finally, the practicality and interpretation of the items were 

pilot tested by a total of 35 mentors (Sue & Ritter, 2007). Exploratory factor 

analysis was conducted to test construct validity and has been described in detail in 

publication I (chapter 3, p. 151). 

Data analysis. IBM SPSS (V 23) was used to analyse the data. Data analysis 

included descriptive statistics, nonparametric tests and binary logistic regression 

analysis. The significance level was set at p < 0.05 (Munro, 2005). A correlation 

matrix displaying the Spearman’s rank correlation coefficients of the background 

variables was used to investigate the relationship between the background variables 

and sub-dimensions of the MCI and CALD+Ms. The background variables 

showing a statistically significant association were tested using binary logistic 

regression analysis (Munro, 2005). The relationship between the multiple 

independent variables and the dependent variables was analysed to yield a 

predictive model (Munro, 2005). The four-level Likert scale was minimised into 

dichotomous response categories with 0 meaning poor competence (1-2.49, 

response disagrees with item) and 1 meaning good competence (2.49-4, response 

agrees with item). Only one sub-dimension (linguistic diversity in mentoring) fit 

binary logistic regression analysis due to study participants’ high evaluation of their 

competence and due to comparison groups being too small (cut-off set at 30 

participants per response) (Munro, 2005). A model was found fit to explain factors 

influencing this sub-dimension. The Hosmer-Lemeshow test was used to test the 

goodness of fit statistic (-2 LL). The model was proven to be fit due to a non-

significant result on this test. Logistic regression analysis results were reported in 

odds ratio (OR) with 95% confidence intervals. 
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4.1.2 Systematic review (Publication II)  

Research design. A systematic review was carried out to identify current best 

evidence on the types of educational interventions that have been developed to 

improve nurses’ self-assessed cultural competence and on the effectiveness of these 

interventions. The review followed guidelines set by the Centre for Reviews and 

Dissemination (CRD, 2009) and the Joanna Briggs Institute (JBI) (Tufanaru et al., 

2017). The review was critically appraised using the updated AMSTAR 2 tool (A 

Measurement Tool to Assess Systematic Reviews) (Shea et al., 2017). 

Search strategy and selection criteria. The research question was formed using 

the PICOS framework (P=population, I=intervention, C=comparators, 

O=outcomes, S=study type). During spring 2018, four electronic databases 

(PubMed, CINAHL, Medic, Eric) were searched for relevant studies. Each 

database was searched using the search strategy defined in table 3, which was 

developed following consultation with an information skills specialist. Two 

researchers independently assessed eligibility of the studies by title (n=675), 

abstract (n=47) and full-text (n=17) based on predefined eligibility criteria.  

Critical appraisal. Both researchers evaluated the methodological quality of 

the studies using either the JBI Critical Appraisal Checklist for Randomized 

Controlled Trials (RCT) or the Critical Appraisal Checklist for Quasi-Experimental 

Studies (Tufanaru et al., 2017). The cut-off scores for inclusion of studies based on 

critical appraisal was set at 50%. All disagreements regarding eligibility and 

methodological quality of studies were discussed and agreed upon. A total of six 

studies out of eight studies met criteria for inclusion. Risk of bias assessment was 

performed by both researchers on the six studies included in the review using the 

Cochrane Risk of Bias Tool (Higgins et al., 2011). 

Data extraction and synthesis. Data relevant to the research question were 

extracted and organised into tabular form (Munn et al., 2014). Statistical meta-

analysis was not feasible due to high levels of heterogeneity and because of the lack 

of control groups in the majority of the chosen studies (n=4) (Eccles et al., 2003; 

Cuijpers et al., 2017). Variability was present in the research designs, methods, 

duration of the interventions, the use of different measurement instruments and 

variation in the length of the follow-up periods of the included studies. Thus, a 

narrative approach was used to synthesise the study findings. This process was 

performed according to guidance provided by the Economic and Social Research 

Council on the conduct of narrative synthesis in systematic reviews (Popay et al., 

2006). Pre-post effect sizes were calculated for the included studies which reported 
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the necessary statistical measures for effect size measurement. Effect sizes were 

interpreted as small (d=0.2), medium (d=0.5), large (d=0.8) (Cohen, 1992; Lakens, 

2013), and very large (d=1.20) (Rosenthal, 1996). 

Table 3. Eligibility criteria and search strategy using PICOS format.  

Criteria   Inclusion  Exclusion Search strategy 

Population Nurses comprise of at 

least 50% of study 

participants  

Study focuses on students or 

over 50% of participants are 

professionals other than nurses 

(nurs* OR “caring science” 

NOT student*) 

Intervention Educational interventions Non-educational interventions (cultur*) AND (train* OR educ* 

OR instruct* OR learn* OR 

teach*) Comparators  Standard practice, 

alternative intervention, 

no comparators 

 

Outcomes Self-assessed cultural 

competence 

Outcome not measuring 

cultural competence 

(competen* OR knowledge OR 

skill* OR attribute* OR 

attitude* OR expert* OR “know-

how” OR capability OR qualif* 

OR understand*) 

Study type Randomised controlled 

trials, quasi-experimental 

studies 

Literature reviews, qualitative 

research, observational studies 

(intervention NOT qualitative) 

Publication 

type, year 

Peer-reviewed original 

studies, post year 2000 

Non peer-reviewed studies, pre 

year 2000 

Peer-reviewed, published 

studies from year 2000–2018 

Language  English, Finnish Languages other than English 

or Finnish 

English or Finnish language 

4.2 Modelling the intervention  

During the modelling process, the key components of the intervention were identified 

and an understanding of the underlying mechanisms influencing outcomes was formed 

(Sermeus, 2015). As a result of this process, a comprehensive intervention protocol was 

created that followed guidance provided in the SPIRIT (Standard Protocol Items: 

Recommendations for Interventional Trials) 2013 Statement (Chan et al., 2013). 

According to these guidelines, the intervention was registered on the clinicaltrials.gov 

trial registry (identifier: NCT04280172). The timeline of the intervention is 

summarised in table 4.  
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Table 4. Timeline of the study phases.  

Study period Development Feasibility/piloting Evaluation Implementation 

2018 

Spring 

Fall 

    

X 

X 

   

2019 

Spring 

Fall 

 

X 

X 

 

 

X 

  

2020  

Spring  

Fall 

  

X 

 

 

X 

 

2021 

Spring  

Fall  

   

X 

 

X 

X 

4.2.1 Structure of the educational intervention  

The educational intervention was designed so that participants in the intervention 

group were offered mentoring education that covered three major themes: (1) 

foundation of mentoring, (2) assessment of students’ learning and (3) cultural 

competence in mentoring (figure 4). A blended learning approach was used, 

meaning efforts were made to integrate contact teaching and online learning and to 

provide participants with opportunities for interaction. A flipped learning approach 

was also used meaning that participants were asked to complete the online modules 

prior to participation in contact teaching (Hew & Lo, 2018). 

Teaching began with a four-hour teaching day where mentors were given 

information on the structure and aim of mentoring education. Instructions on how 

to complete the online modules I (Me as a mentor), II (Evaluation and feedback 

discussion), and III (Cultural competence in mentoring) were given to mentors on 

the first teaching day. Mentors were asked to complete modules I and II prior to the 

eight-hour contact teaching day 2 leaving them with three to four weeks time for 

self-study. Module III was to be completed prior to the final contact teaching day. 

Mentors could complete the online modules at their own pace and return to where 

they left off if the module was not completed at one time.  

To promote learning, mentors were asked to reflect upon a total of 12 reflective 

questions throughout mentoring education in their personal learning diaries. The 

purpose of the learning diary was to assist mentors in processing their personal 
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experiences and development, and therefore, the learning diaries were not 

evaluated. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig. 4. Structure of mentoring education offered to intervention group.  

Content of the educational intervention  

The evidence-based clinical nurse mentors’ competence model described in the 

background section (p. 39, figure 1) was used to provide structure to the 

development of the content of the entire mentoring education (Mikkonen et al., 

2019). Based on this model, the content of mentoring education was organised into 

three separate but interrelated themes: foundation of mentoring, assessment of 

students’ learning and cultural competence in mentoring. 

The study focused on comparing mentoring education offered at two different 

organisations, one of which contained a cultural competence in mentoring 

component and one of which did not. Therefore, development of the content and 

teaching methods for the cultural competence in mentoring component has been 

described in more detail than for the other themes. Briefly, the foundation of 

mentoring (1) theme contained content related to high-quality and evidence-based 

mentoring, mentors’ role in supporting nursing students’ professional growth, and 

the importance of mentors being familiar with mentoring practices and resources 

for mentoring. The assessment of students’ learning (2) theme contained content on 

student-centredness during evaluation, goal-orientation and reflection in 

mentoring, and providing constructive feedback. 

Contact teaching
Day 1 (4 h): 
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mentoring

Online modules
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mentoring competence 
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instrument, Mentors’ 
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instrument)

Day 2 (8 h): 
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Day 3 (8 h): 
Mentoring culturally 
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3-4 week 
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period
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period
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Me as a mentor

Module 2 (5-8 h): 
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Module 3 (5-8 h): 
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Personal reflection on learning using learning diary throughout education 
(not assessed by educators)  

Self-assessment 
prior to start of the 
education (during 
day 1 of contact 

teaching 

Self-assessment 
immediately after 

education 
completed and at 6 
months follow up
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The educational content of the cultural competence in mentoring (3) theme was 

informed by existing evidence described in detail above in the background section. 

Additional evidence informing the content was derived from the cross-sectional 

study (publication I) and systematic review (publication II) conducted during the 

intervention development phase. In the systematic review, educational content of 

previously conducted cultural competence interventions were identified and 

organised in a table (publication II, table 4, p. 82). Content which was found 

appropriate specifically to cultural competence in mentoring was integrated into 

the educational content of the intervention. Five main components of cultural 

competence arose from the content of previous interventions (cultural awareness, 

cultural knowledge, cultural skill, cultural encounter, cultural desire) and provided 

a theoretical framework for the content used in this study. 

Four university researchers with expertise on cultural competence in mentoring 

were involved in developing the educational content. Also, an expert and researcher 

in linguistics actively participated in the planning and development of the content 

related to nursing students’ language development. Video material used in the 

education was produced with the assistance of these experts in addition to three 

CALD nursing students, a mentor with extensive experience mentoring students 

and a nurse educator from a university of applied sciences. 

In the online module, participants were provided a comprehensive overview on 

cultural and linguistic diversity, cultural competence, and on supporting students’ 

learning and language development. On the contact teaching day, emphasis was 

placed on reviewing the educational content introduced in the online module and 

on applying this knowledge into mentoring practice through group discussions and 

simulation exercises. A detailed description of the intended learning outcomes and 

educational content of the cultural competence component of mentoring education 

is presented in publication III (supplementary file 2).   

Teaching methods used in educational intervention  

The teaching methods of the mentoring education offered to the intervention group 

were based on socio-constructive educational theories, which view learning as an 

active, social process where learners construct their own understanding through 

reflection on their past experiences (De Gagne et al., 2018). Technology-oriented 

strategies used in the education provided several benefits such as the facilitation of 

active learning and critical thinking, and the accommodation of a variety of learning 

styles (De Gagne et al., 2018). 
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A professional company specialising in creating online education for practicing 

nurses was responsible for integrating the content into the online module in a 

learner-friendly, interactive manner. Commonly used teaching methods included 

animation videos, videos by experts by experience and experts in mentoring, 

reflective assignments to be completed in the learning diary, online quizzes, and a 

combination of traditional and virtual training case studies. Models and concepts 

were presented as interactive figures and pictures. The professional company 

coordinated testing of the modules with experts in mentoring prior to the 

intervention being delivered.  

The educational content reviewed during the three separate teaching days was 

presented using a consistent structure with similar teaching methods being used. 

Slide show presentations were used to organise the content. Group discussions were 

held to promote reflection on various aspects in mentoring and to provide mentors 

the opportunity to share experiences and knowledge. An online tool (flinga.fi) was 

used to allow mentors to post comments on a collaborative online whiteboard 

during group discussions. Also, digital storytelling videos were used as real-life 

case examples to present the perspectives of students, mentors and educators on 

mentoring-related topics. Simulation exercises were used to facilitate the 

integration of theory to practice. Each 30-minute exercise contained debriefing and 

group discussion. A detailed description of the teaching methods used in both the 

online module and contact teaching of the cultural competence component of the 

mentoring education are presented in publication III (supplementary file 2).   

Educators providing educational intervention  

Educators responsible for providing mentoring education to the intervention group 

were selected if they met the following criteria: (1) hold a professional healthcare-

related degree, (2) have pedagogical competence and expertise in healthcare 

education, (3) and have completed or are in the process of completing an accredited 

health science teacher programme. The principal researchers were responsible for 

training these educators in delivering mentoring education as planned. During the 

first round of the intervention, there were a total of 12 educators. Seven educators 

participated during round two. The educators were split into groups of two or three 

and conducted the education using team-teaching. 
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Expert evaluation during intervention development  

Beginning in fall 2018, in the early stages of the intervention development process, 

two separate expert panels were formed to provide insight and consensus on the 

activities that should be taken into account in the intervention (Sermeus, 2015). The 

first expert panel (n=10) consisted of two CALD nursing students and two nursing 

students of Finnish descent, two mentors with experience mentoring culturally and 

diverse nursing students, a nurse educator from a university of applied sciences and 

three university researchers. This group of experts met to discuss development of 

mentoring education to improve cultural competence of mentors and topics found 

important to integrate into education 

The second expert panel (n=10) was created specifically to assess the 

feasibility of the research processes and design of the intervention. Experts 

consisted of a head nurse and two clinical facilitators from the hospital participating 

in the intervention, along with seven researchers from the university involved in 

developing the intervention and one researcher from another university. Meetings 

were held on a regular basis throughout the entire research process.   

4.3 Feasibility and piloting  

Once the key components of the intervention had been identified in the modelling 

process, feasibility and pilot testing of these components was performed to inform 

the development and conduct of the study (Giangregorio & Thabane, 2015). The 

aim was to investigate areas of uncertainty (Eldridge et al., 2016; Craig et al., 2019) 

and to assess the feasibility of conducting the quasi-experimental study (Richards, 

2015). 

Prior to piloting the intervention, information was gathered on various aspects 

related to the feasibility of the intervention. The hospital that agreed to participate 

in the intervention routinely conducted traditional mentoring education for hospital 

employees twice a year in the fall and spring. On the last contact teaching day of 

the traditional mentoring education in fall 2019, a two-hour lecture on cultural 

competence in mentoring was held. During this lecture, the newly developed 

cultural competence related content and teaching methods to be used in the contact 

teaching day of the intervention were tested. Two educators were given instructions 

on the delivery of the content and teaching methods. Feedback was gathered from 

these educators following the lecture and modifications were made accordingly. 
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During 2019, meetings were held to ensure adherence to the intervention protocol 

by all those involved in intervention delivery. 

A pilot study was conducted in spring 2020 to test the proposed study design 

and processes at the hospital that agreed to participate in the intervention. The study 

protocol was employed, including assessment of the same outcome measures at 

each of the set time periods. It was agreed upon by researchers that inclusion of a 

control group in the pilot study was not essential. 

4.3.1 Sample size  

Information on the number of potentially eligible participants and an estimate of 

the number of participants who would agree to participate in the study was provided 

by staff members at the hospital participating in the intervention. In the past, 

traditional mentoring education was offered to approximately 30 mentors each fall 

and to 30 mentors each spring. This limit for the number of participants was set in 

order to facilitate use of socio-constructive teaching methods during contact 

teaching. 

Recruitment of participants for mentoring education was not recognised as a 

challenge in past mentoring education. A previous study designed to measure 

effectiveness of traditional mentoring education over the course of five years at this 

hospital showed a 20% dropout rate for participants (Tuomikoski et al., 2020b). 

The estimated number of participants needed to achieve study objectives was 

calculated with a power analysis. Sample size calculations were based on normality 

assumptions regarding the primary outcomes using the MCI instrument used in the 

previously conducted quasi-experimental study by Tuomikoski et al. (2020b). A 

power analysis was calculated for an effect size according to Cohen’s d, two tail-

test, significance at p < 0.05, power of 80% (1- Beta err prob). Based on these 

assumptions, the estimated number of participants needed was 30 participants for 

the intervention group and 30 for the control group. The sample size was estimated 

to be 60 participants per group which was seen to be large enough to include a 

maximum of 50% dropouts. 

4.4 Intervention evaluation  

Two separate hospitals located in two major cities in Finland were chosen to 

participate in the nonrandomised, quasi-experimental study (table 5). One hospital 

offered newly developed blended learning mentoring education with a cultural 
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competence component (educational intervention) a total of two rounds (fall 2020, 

spring 2021). The other hospital continued to offer traditional online mentoring 

education without a cultural competence component (comparison intervention) on 

a continuous basis during the study period (January 2020-May 2021). The same 

measures were collected from participants in both the intervention and control 

groups at baseline (T0), immediately after the education (T1), and six-months 

follow-up (T2). 

At the time of the study, both organisations offered mentoring education to 

their employees on a voluntary basis. It was strongly recommended that mentors 

attend mentoring education, but it was not a mandatory requirement that education 

be completed prior to mentoring students. Mentors in the intervention group were 

allowed to complete the education during work time, whereas mentors in the 

control group were to complete the education outside of work time due to limited 

resources. 

Table 5. Nonrandomised quasi-experimental study design.  

Participants  Pretest* Educational 

programme 

Posttest* Posttest*  

Intervention  

group 

Baseline (T0), prior 

to education  

Blended learning 

mentoring 

education with 

cultural competence 

component 

T1, immediately 

following education  

T2, 6-month follow-

up 

Control group  Baseline (T0), prior 

to education  

Online mentoring 

education without 

cultural competence 

component 

T1, immediately 

following education 

T2, 6-month follow-

up 

*measurements using MCI (Mentors’ Competence Instrument), MCCI (Mentors’ Cultural Competence 

Instrument 

4.4.1 Structure of the comparison intervention  

Mentoring education was offered to the control group in an online learning 

environment without virtual tutoring or contact teaching. The themes of the 

mentoring education, outlined in figure 5, were similar to the topics covered in the 

mentoring education attended by the intervention group. However, the control 

group did not cover the topic of cultural competence in mentoring. Completion of 

mentoring education required a passing grade (80%) on a multiple-choice exam. 
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Participants could register for the education at their convenience and decide where 

they completed the education. Mentors could return to where they left off if the 

online mentoring education was not completed at one time. 

The comparison intervention was designed and provided by clinical facilitators 

at the participating hospital. Several meetings were held between the principal 

researchers and the clinical facilitators throughout the entire research process. Prior 

to the start of the study, it was decided that the clinical facilitators would be 

responsible for recruitment and retention of participants, providing support to 

participants as needed and collecting data from participants at the set time periods. 

 

 

 

 

 

 

 

 

 

 

 

 

Fig. 5. Structure of online mentoring education offered to control group.  

4.4.2 Eligibility criteria  

Subjects in both the intervention and control groups were selected for participation 

in the study according to the same, predefined inclusion and exclusion criteria. 

Participants were eligible for study inclusion if they met the following criteria: (1) 

be currently employed in any professional nursing role on any unit (e.g. registered 

nurse, licensed practical nurse, advanced practice nurse), (2) have the skills to read 

and understand the Finnish language, and (3) consent to participate in the study. 

Participants were not eligible for study inclusion if they did not meet the criteria 

above or if they were on long-term leave of absence. Recruitment of participants 

was conducted via internal recruitment methods by clinical facilitators at each of 

the hospitals. At the hospital offering the educational intervention, emails were sent 

encouraging participation eight weeks prior to the start date of mentoring 
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education. At the hospital offering the comparison intervention, regular newsletters 

and email reminders were sent to encourage participation. Both groups received 

two ECTS credits upon completion of mentoring education in order to increase 

adherence. 

4.4.3 Outcome measures  

The effect of the intervention was assessed using pre-specified outcome measures: 

mentoring competence; cultural competence in mentoring. Demographic data were 

gathered through the questionnaire at baseline. Participants were asked to provide 

evaluation and feedback on mentoring education following completion of the 

education. 

Mentors’ competence in mentoring  

Mentors’ competence in mentoring was measured with the psychometrically 

validated self-assessment Mentors’ Competence Instrument (MCI). The four-level 

Likert scale (1 fully disagree, 2 disagree to some extent, 3 agree to some extent, 4 

fully agree) was used (Tuomikoski et al., 2018; Mikkonen et al., 2020b). The MCI 

seven factor model containing 43 items was used: (1) mentoring practices in the 

workplace (6 items); (2) characteristics of the mentor (7 items); (3) motivation of 

the mentor (5 items); (4) goal orientation in mentoring (6 items); (5) reflection 

during mentoring (6 items); (6) student-centred evaluation (9 items); and (7) 

constructive feedback (4 items) (Mikkonen et al., 2020). Using data gathered in the 

pilot and intervention study (n=190), the reliability of the MCI was tested with 

Cronbach’s alpha values varying between 0.78–0.92. 

Cultural competence in mentoring  

Changes in mentors’ cultural competence in mentoring was measured using the 

newly developed Mentors’ Cultural Competence Instrument (MCCI), which 

contained 21 items covering four themes: (1) cultural sensitivity and awareness (8 

items); (2) cultural knowledge (2 items); (3) intercultural communication and 

interaction (5 items); and (4) cultural skills and safety (6 items). The four-level 

Likert scale was used (1 fully disagree, 2 disagree to some extent, 3 agree to some 

extent, 4 fully agree). The items were developed based on the systematic review 

(publication II) conducted during the intervention development phase. Four of the 
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items were derived from and combined with the previously developed CALD+Ms 

scale, described above (section 4.1.1.) and in publication I. 

In June 2019, a panel of 13 experts was invited to conduct evaluation of the 

MCCI content and face validity. A critical appraisal sheet with a cover letter 

containing instructions was sent to each expert asking for evaluation on the 

relevancy and clarity of each item of the instrument according to Content Validity 

Index method (Polit et al., 2007). Relevancy was measured using a four-level Likert 

scale: 1=not relevant, 2=item needs some revision, 3=relevant but item needs minor 

revision, 4=very relevant. Clarity was measured using a four-level Likert scale: 

1=not clear, 2=item needs some revision, 3=relevant but item needs minor revision, 

4=very clear. Additionally, experts could provide written feedback and 

recommendations on each item. 

A total of eight experts agreed to evaluate the MCCI. These experts included a 

head nurse from a hospital, and three researchers and four nurse educators from 

higher education institutions in Finland. Following the first round of evaluation, 

two items were deleted, one item was added, and minor changes were made to the 

wording of 11 items. The scale-level CVI was calculated and was 0.89 for relevance 

and 0.82 for clarity. 

After changes were made to the MCCI, it was sent to the same experts for a 

second round of evaluation. Minor changes were made to the wording of two items. 

The scale-level CVI was 1.00 for relevance and 0.93 for clarity, which lead to the 

interpretation that the MCCI had excellent content validity (Polit et al., 2007). In 

fall 2019, the MCCI was distributed and pilot tested by a total of 13 mentors 

completing traditional mentoring education offered at a hospital. No changes were 

made to the instrument based on the pilot testing. 

Exploratory factor analysis (EFA) with principal axis factoring and Promax 

rotation was used to test the construct validity of the MCCI (Kimberlin & 

Winterstein, 2008) following implementation of the educational intervention. Data 

for EFA consisted of a total of 185 valid responses to the baseline MCCI during the 

pilot and interventional study. The Bartlett Test for Sphericity (2048.252, df = 210, 

p < 0.01) and the Kaiser–Meyer–Olkin test 0.92 indicated that the data were fit for 

analysis. An absolute value of .30 or higher was set as the cut-off value for factor 

loadings (Grove et al., 2013). A three-factor model was supported based on the 

analysis, which accounted for 57.6% of the total variance (publication III, table 1). 

The “Cultural interaction and safety” factor had an eigenvalue of 8.966 and total 

item variance of 42.7 % explained by the factor. The “Cultural sensitivity and 

awareness” factor had an eigenvalue of 1.905 and total item variance of 9.1% 
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explained by the factor. The “Cultural skills” factor had an eigenvalue of 1.229 and 

total item variance of 5.9% explained by the factor. Cronbach’s alpha values ranged 

between 0.80-0.91 (publication III, table 1). 

Demographic data and feedback  

The following background information were gathered: gender; age; educational 

and professional background; time when last mentored a student; and experience 

mentoring CALD students. Following mentoring education, mentors were asked 

how satisfied they were with the education and if it had an impact on their ability 

and willingness to mentor students. Mentors could provide open feedback on the 

education. 

4.4.4 Participation in educational and comparison interventions  

Mentors’ participation in the educational and comparison interventions are 

summarised below in tables 6 and 7. The study CONSORT flow diagram showing 

the progress of the intervention and control groups through the phases of the study 

can be found in figure 1 of publication III. 

Educational intervention. A total of 64 mentors registered to partake in the 

newly developed mentoring education containing a cultural competence 

component. Fifty-one mentors met inclusion criteria for the study and were 

enrolled. Informed consent was gathered on the first teaching day prior to the start 

of the education. 

Due to the ongoing Covid-19 situation, the first teaching day in fall 2020 was 

held in person as planned. All of the following teaching days were held online using 

the software programme Zoom Cloud Meetings. The same content and teaching 

methods that were initially planned for the contact teaching days were delivered 

online. All of the teaching days were recorded, and participants could watch lecture 

recordings afterwards. The majority of participants attended the teaching days in 

person or live. 

Mentors received instructions on how to complete the online modules on the 

first teaching day. Mentors did not experience technical difficulties and the majority 

of mentors completed the online modules prior to the contact teaching days as 

instructed. A total of 49 participants successfully completed the mentoring 

education. Despite being offered additional time to complete the education, two 

participants discontinued the education due to unknown reasons. 
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Paper-based and online (Webropol) questionnaires were used to collect T0 and 

T1 assessments from the intervention group. All 51 participants responded to the 

T0 assessment, and 49 participants responded to the T1 assessment immediately 

following the education. Paper versions of the final T2 questionnaires were sent to 

participants’ home addresses in sealed envelopes at six-months follow-up and 22 

responded. 

Table 6. Mentors’ participation in blended learning mentoring education offered to 

intervention group.  

Study period  Fall 2020  Spring 2021 Total 

Participants enrolled in study 

Participation in contact/online teaching day I (4h) 

Participation in online teaching day 2 (8h) 

Participation in online teaching day 3 (8h) 

Completion of mentoring education  

Response on T0 questionnaire* 

Response on T1 questionnaire* 

Response on T2 questionnaire* 

22 

20 

22 

19 

22 

22 

22 

13 

29 

26 

27 

28 

27 

29 

27 

9 

 51 

46 

49 

47 

49 

51 

49 

22 

*Questionnaire = Mentors’ Competence Instrument and Mentors’ Cultural Competence Instrument 

Comparison intervention. A total of 144 mentors registered to partake in the online 

mentoring education at the hospital offering the comparison intervention. Prior to 

starting education, mentors were given details on the study. Mentors could 

voluntarily choose to participate in the education with or without participating in 

the study. Informed consent was gathered from mentors opting to participate in the 

study. Participants evaluated their competence in mentoring via online (Surveypal) 

questionnaires integrated into the online learning environment. 

Out of the 144 mentors that registered for mentoring education, 111 met 

inclusion criteria, were enrolled in the study, and responded to the baseline 

assessment (T0). Sixty-two participants completed the mentoring education. The 

49 participants that failed to complete the online mentoring education discontinued 

for unknown reasons. A total of 26 participants responded to the T1 assessment 

following completion of the education and nine participants to T2 assessment at 

six-months follow-up. 
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Table 7. Mentors’ participation in online mentoring education offered to control group.  

Study period January 2020 - May 2021 Total 

Participants enrolled in study 

Completion of mentoring education  

Response on T0 questionnaire* 

Response on T1 questionnaire* 

Response on T2 questionnaire* 

111 

62 

111 

26 

9 

111 

62 

111 

26 

9 

*Questionnaire = Mentors’ Competence Instrument and Mentors’ Cultural Competence Instrument 

4.4.5 Effectiveness of the educational intervention  

IBM SPSS (V 26) was used to analyse the data using descriptive and multivariate 

statistical methods. Chi-square tests and independent samples t-tests were used to 

examine differences in demographic data between the intervention and control 

groups. Wilcoxon signed-rank test was used to analyse differences in the sum-

variables of the MCI and MCCI during the three measurements. Mann-Whitney U 

test was used to determine differences between the two groups before and after the 

intervention. The mixed model for repeated measures (MMRM) was used to 

compare changes in outcome variables between groups over time (T0, T1) while 

accounting for missing data (Bell et al., 2013). This study used two-tailed testing 

and the threshold for statistical significance was set at a p-value < 0.05. 

4.5 Implementation of the intervention  

A multifaceted, interactive approach was used to facilitate getting evidence into 

practice on the importance of supporting mentors’ cultural competence 

development. Information on the intervention was spread using active 

dissemination strategies throughout the entire research process. Research processes 

and results were discussed in presentations held at national and international 

conferences and were published in professional and scientific journal articles. 

Engagement with relevant stakeholders was facilitated through use of various 

online social platforms (Tripathy et al., 2017). 

Relevant stakeholders were involved at all stages of development, process and 

outcome analysis to ensure that the intervention was of relevance to the end users 

(Craig et al., 2008; 2019). Panels of experts were consulted throughout the entire 

research process on the feasibility and acceptability of the study. The components 

of the intervention were tested by the end users and modified according to feedback. 



64 

Experts from the two participating hospitals spread information in their 

organisations on the importance of integration of a cultural competence component 

to mentoring education. It was agreed upon to adopt content developed in the 

educational intervention into the content of future mentoring education. 

Information was also actively spread through networks of experts in mentoring in 

Finland and in the EU countries. In Finland, information on the study was spread 

in meetings with a national network created to develop consistent mentoring 

practices in healthcare. Following the study, the three online modules on mentoring 

were bought by the Finnish Nurses Association and access to these modules were 

offered to members of the association free of charge. 
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5 Results  

The results of the four study phases of the intervention are described in this section.  

5.1 Results of the intervention development phase  

5.1.1 Mentors’ competence in mentoring diverse nursing students 

The cross-sectional study (publication 1) described mentors’ competence in 

mentoring CALD nursing students during clinical placement. The background 

characteristics of the mentors (n=323) who self-assessed their competence in 

mentoring CALD nursing students is described in detail in publication I. Briefly, 

the majority of mentors (70%) had not previously lived or worked abroad, and the 

majority (81%) rated their English language skills as advanced. Over half (53%) 

reported having insufficient knowledge of students’ cultural backgrounds. The 

majority of mentors (77%) spent time discussing cultural differences with students. 

Mentors (76%) agreed that they needed additional support in the mentoring of 

CALD nursing students. Nearly half of mentors (49%) felt they needed more 

support from colleagues. 

Mentors rated their competence in mentoring positively on the four-level Likert 

scale (table 8). The highest evaluation on the self-assessment MCI instrument was 

in the area of reflection during mentoring (mean 3.72). The order from the next 

highest to lowest was identifying the student’s level of competence (mean 3.68), 

mentor characteristics (mean 3.57), supporting the learning process of the student 

(mean 3.51), motivating the student (mean 3.49), constructive feedback and 

evaluation (mean 3.48), goal orientation in mentoring (mean 3.45), motivation of 

the mentor (mean 3.42) and student-centred feedback and evaluation (mean 3.18). 

On the CALD+Ms scale, mentors self-assessed their competence in cultural 

diversity in mentoring (mean 3.52) on a positive level. The item “I treat culturally 

diverse and native students equally” received the highest evaluation (mean 3.67). 

The item “I do not stereotype culturally diverse students” received the lowest 

evaluation (mean 3.34). Mentors’ self-assessment of competence in linguistic 

diversity in mentoring (mean 2.58) was less positive. This sub-dimension contained 

three items with two items displaying similar mean values: Language barriers do 

not hinder my building of a trustful relationship with culturally diverse students” 

(mean 2.67) and “I have sufficient language skills to mentor culturally diverse 
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students in a foreign language” (mean 2.66). The lowest evaluation was on the item 

“Language barriers do not hinder my interaction with culturally diverse students” 

(mean 2.42). 

Table 8. Sub-dimensions of MCI and CALD+Ms.    

Sub-dimension  Mean (SD) 

MCI 9-factor model   

Reflection during mentoring (6 items) 

Identifying the student’s level of competence (4 items) 

Mentor characteristics (7 items) 

Supporting the learning process of the student (7 items) 

Motivating the student (4 items) 

Constructive feedback and evaluation (5 items) 

Goal orientation in mentoring (8 items) 

Motivation of the mentor (5 items) 

Student-centred feedback and evaluation (9 items) 

 

3.72 (0.37) 

3.68 (0.44) 

3.57 (0.40) 

3.51 (0.37) 

3.49 (0.46) 

3.48 (0.42) 

3.45 (0.51) 

3.42 (0.54) 

3.18 (0.56) 

CALD+Ms 2-factor model 

Cultural diversity in mentoring (5 items) 

Linguistic diversity in mentoring (3 items)  

 

3.52 (0.43) 

2.58 (0.72) 

MCI = Mentors’ Competence Instrument, CALD+Ms = Cultural and Linguistic Diversity in Mentoring scale, 

SD = Standard deviation 

5.1.2 Factors that affect mentors’ competence in linguistic diversity 

in mentoring 

The cross-sectional study aimed to identify which factors affect the mentoring of 

CALD nursing students in the clinical learning environment (publication I). Out of 

all the sub-dimensions on the MCI and CALD+Ms, the sub-dimension regarding 

linguistic diversity in mentoring was the only sub-dimension that fit binary logistic 

regression. This was due to mentors’ high evaluation of their competence in 

mentoring on these other sub-dimensions and the comparison groups remained too 

small. 

The factors influencing linguistic diversity in mentoring are presented in table 

9. Mentors who reported basic proficiency in English language evaluated their 

competence in linguistic diversity in mentoring at a lower level (OR = 0.20, p < 

0.01) compared to those who reported advanced proficiency. Mentors with 

experience living or working abroad had higher evaluation of their competence in 

linguistic diversity in mentoring (OR = 1.82, p = 0.05) compared to those lacking 

experience. Mentors who mentored exchange students on a yearly basis had higher 
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evaluation of their competence (OR = 3.46, p = 0.02) than those with no experience 

mentoring exchange students. Linguistic diversity in mentoring received higher 

evaluation by mentors who had sufficient knowledge of students’ cultural 

background (OR = 1.89, p = 0.02) and who spent more time discussing cultural 

differences with students (OR = 2.14, p = 0.03). Mentors reporting higher levels of 

competence ensured that native students and CALD students work together (OR = 

2.36, p < 0.01), and in the end, these mentors also reported needing less support 

from colleagues in regard to mentoring (OR = 0.35, p < 0.01). 

Table 9. Factors influencing mentors’ competence in linguistic diversity in mentoring.  

Independent variable OR CI 95%  p-value 

English language proficiency 

Advanced (ref.) 

Basic 

 

 

0.20 

 

 

0.10–0.42 

 

 

.01 

Experience living or working abroad 

No experience (ref.)  

Experience  

 

 

1.82  

 

 

1.00–3.29 

 

 

.05 

Frequency of mentoring exchange students 

No experience (ref.) 

Yearly 

 

 

3.46 

 

 

1.60–7.48 

 

 

.02 

Sufficient knowledge of student’s cultural background 

No (ref.)  

Yes  

 

 

1.89 

 

 

1.10–3.25 

 

 

.02 

Spend time discussing cultural differences with students 

No (ref.)  

Yes  

 

 

2.14 

 

 

1.08–4.27 

 

 

.03 

Ensure that CALD and native students work together 

No (ref.)  

Yes  

 

 

2.36 

 

 

1.21–4.62 

 

 

.01 

Need more support from colleagues in mentoring students 

No (ref.)  

Yes 

 

 

0.35 

 

 

0.21–0.60 

 

 

.01 

CALD = culturally and linguistically diverse, CI = confidence interval, OR = odds ratio   

5.1.3 Evidence on educational interventions designed to develop 

nurses’ cultural competence 

A systematic review was conducted to identify the types of educational 

interventions that have been designed to develop nurses’ self-assessed cultural 

competence. Also, the effects of these interventions on nurses’ self-assessed 
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cultural competence were evaluated (publication II). Following the screening 

process, out of a total 675 retrieved studies, eight studies met inclusion criteria and 

were eligible for quality assessment (publication II, figure 1, p. 78). Studies were 

included in the review if they met the predefined cut-off point of at least a score of 

50% on the JBI critical appraisal checklists used (publication II, supplementary file 

2). Following critical appraisal, six studies were included in the review (table 10). 

Two of the studies reported different results from the same educational intervention 

(Cooper Brathwaite, 2005; Cooper Brathwaite & Majumdar, 2006). 

Study participants (n=334) were nurses in all of the studies except for in the 

study by Delgado et al. (2013) where nurses, patient care assistants and unit 

secretaries were included. A detailed description of the characteristics of the study 

participants can be found in publication II. The theoretical models guiding the 

cultural competence interventions were described in all but one study (Delgado et 

al., 2013). Theoretical models included Campinha-Bacote’s model of cultural 

competence (Campinha-Bacote, 2002), Leininger’s theory of cultural care diversity 

and universality (Leininger, 2006), Giger and Davidhizar transcultural assessment 

model and theory (Giger & Davidhizar, 2002), and the theory of cross-cultural 

communication. A detailed description on the educational content of the 

interventions can be found in table 4 in publication II (p. 82). The key focus was 

on promoting understanding of key concepts, exploring one’s own cultural 

background, and on increasing cultural knowledge and skills. The content was 

presented using lectures, group discussions, case studies, reflective exercises and 

simulations. 

There was great variation in the length of contact teaching in the interventions, 

the range being from one hour to a total of 17 hours. In the study by Bhat et al. 

(2015), participants completed three web-based modules with each module taking 

approximately 20 minutes to complete. Participants self-assessed their cultural 

competence using several different measurement tools, all of which are described 

in detail in publication II. In three of the studies, follow-up was conducted once 

either at three weeks, four weeks or nine weeks. Delgado et al. (2013) conducted 

follow-up at three months and six months. Cooper Brathwaite (2005) and Cooper 

Brathwaite & Majumdar (2006) conducted follow-up at one week and three months. 
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Table 10. Summary of studies included in the review. 

Original study Study type Participants, setting Length of 

intervention 

Outcome 

measurements 

Berlin et al., 2010 Randomised 

controlled trial 

Nurses (n=51) 

from primary child 

health care centres  

IG=24, CG=27 

3 days of education 

provided, 17 hours 

total 

Cultural awareness, 

cultural knowledge, 

cultural skills, 

cultural encounters, 

experiences with 

difficulties/concerns 

 

Bhat et al., 2015 Quasi-experimental 

study without 

control group 

Nurses (n=15) from 

palliative care and 

hospice unit 

3 web-based 

modules, 20 

min/module 

Cultural awareness 

and sensitivity, 

cultural competence 

behaviour 

 

Cooper Brathwaite, 

2005; Cooper 

Brathwaite & 

Majumdar, 2006 

Quasi-experimental 

study without 

control group 

Nurses (n=76) from 

public health 

department 

5 group sessions, 

10 hours total 

Cooper Brathwaite, 

2005: cultural 

competence  

Cooper Brathwaite 

& Majumdar, 2006: 

cultural 

knowledge 

 

Delgado et al., 2013 Quasi-experimental 

study without 

control group  

Nurses, patient care 

assistants, unit 

secretaries (n=98) 

1-hour educational 

session 

Cultural 

competence 

 

 

Smith, 2001 Quasi-experimental 

study with control 

group  

Nurses (n=94) from 

1 county  

IG=48  

CG=46 

8.5 hours of 

“cultural school” 

Cultural self-

efficacy, cultural 

knowledge 

CG = control group, IG = intervention group 

The educational interventions proved to have a positive effect on nurses’ self-

assessed cultural competence in all of the included studies. Berlin et al. (2010) 

reported statistically significant (p = 0.03) improvement in cultural skills in the 

intervention group compared to the control group. In addition, nurses (92%) in this 

study reported increased desire to learn more about culturally competent health 

services. Smith (2001) reported statistically significant improvement in cultural 

self-efficacy (p < 0.01) and in cultural knowledge scores (p < 0.01) when compared 

to the control group. These changes were maintained after three-weeks follow-up. 
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In the study by Cooper Brathwaite (2005), there was statistically significant (p < 

0.01) change in mean cultural competence scores that was maintained at three-

months follow-up. Cooper Brathwaite and Majumdar (2006) reported statistically 

significant (p < 0.01) change in mean cultural knowledge scores that was 

maintained at three months follow-up. Delgado et al. (2013) reported statistically 

significant (p = 0.02) improvement in cultural competence scores following the 

intervention and that were maintained at six-months follow-up (p = 0.03). 

Statistical significance was reported in the total cultural competence scores (p < 

0.01), and in the subscales covering cultural competence behaviour (p < 0.01) and 

cultural awareness and sensitivity (p = 0.05) in the study by Bhat et al. (2015). 

Postintervention between-group effect sizes varied from small (cultural skills, 

d = 0.22, Berlin et al., 2010), medium (cultural self-efficacy, d = 0.77, Smith, 2001), 

to large (cultural knowledge, d = 1.47, Smith, 2001). The postintervention pre-post 

test effect size for cultural competence scores in the study by Delgado et al. (2013) 

was small (d = 0.35) and large (d = 1.46) in the study by Cooper Brathwaite (2005). 

5.2 Results of feasibility and piloting 

Recruitment of participants was not identified as a challenge in the pilot study. A 

newsletter was sent out to staff on each unit at the hospital and mentoring education 

was full once course registration was opened. A total of 35 mentors registered to 

partake in the newly developed mentoring education. Of these mentors, 28 mentors 

met inclusion criteria for the study and were enrolled. Mentors received instructions 

on how to complete the education and who to be in contact if technical difficulties 

arose while conducting the online modules. Technical difficulties were minor, and 

the majority of mentors completed the online modules prior to the contact teaching 

days as instructed. The first and second teaching days were held in person as 

planned. The final contact teaching day, which covered cultural competence in 

mentoring, was held online using the software programme Zoom Cloud Meetings 

due to local Covid-19 restrictions. This teaching day was shortened from the 

originally planned eight hours to three hours leaving less time. Therefore, 

simulation exercises were not carried out as planned. 

Retention of participants was not identified as a challenge and only two 

mentors that were enrolled into the study did not complete mentoring education. 

Mentors were satisfied with the education and there was no need to make 

modifications to the study protocol following the pilot study. The response rate was 

excellent on the T0 (n=28) and T1 questionnaires (n=26). Challenges were faced 
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during collection of the T2 questionnaires at six-months follow-up, and only eight 

responses from participants were received despite email reminders encouraging 

completion. The pilot data was not included in the sample analysed in the main 

study in which the study hypotheses were tested. 

During the intervention development phase and following feasibility and 

piloting of the study, important information was collected, and continuous 

improvements were made to refine the intervention (Craig et al., 2008; 2019). There 

was consensus amongst the principal researchers and the expert panel involved in 

assessing the feasibility of the research processes to continue the study as designed 

in the modelling process. It was decided that the educational intervention would be 

offered as planned but online whenever gathering in contact teaching was not 

possible due to Covid-19 restrictions. 

5.3 Results of the evaluation phase  

5.3.1 Effects of the educational intervention on mentors’ 

competence in mentoring 

The quasi-experimental study aimed to evaluate the effects of an educational 

intervention on mentors’ competence in mentoring CALD nursing students during 

clinical placement (publication III). The baseline demographic data of the 

participants (n=75) in the intervention and control groups is described in detail in 

table 2 of publication III. The groups did not differ statistically significantly in 

gender, age, educational background, healthcare related work experience, job title 

or current work unit. Statistical significance was found in regard to when 

participants had mentored students last (p = 0.03). A higher percentage of 

participants in the control group (65%) reported no previous experience mentoring 

CALD nursing students compared to the intervention group (41%), but the 

difference was not statistically significant (p = 0.09). 

Analysis of the intervention and control groups separately revealed statistically 

significant differences in competence before and after mentoring education in both 

groups on six of eight of the factors of the MCI (Mentoring practices in the 

workplace, Motivation of the mentor, Goal orientation in mentoring, Reflection 

during mentoring, Student-centred evaluation, Constructive feedback) (publication 

III, table 3). The only factor that received statistically significant higher evaluation 

at six-months follow-up was in the area of “Mentoring practices in the workplace” 
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in the intervention group (T1 mean 3.62 vs. T2 mean 3.76, p = 0.03). The control 

group had a statistically significant higher evaluation on “Characteristics of the 

mentor” immediately after mentoring education (T0 mean 3.66 vs. T1 mean 3.84, 

p = 0.01).  

Both groups had high evaluations in “Cultural sensitivity and awareness” at 

baseline and throughout the study period. In the intervention group, the pre- and 

post- measurements on the MCCI instrument were statistically significant for the 

“Cultural interaction and safety” factor (T0 mean 2.83 vs. T1 mean 3.20, p < 0.01) 

and the “Cultural skills” factor (T0 mean 2.95 vs T1 mean 3.30, p < 0.01). Changes 

in this factor dropped at six-months follow-up statistically significantly (mean 3.10, 

p = 0.02). 

Comparison of the intervention and control group revealed no statistically 

significant differences in participants’ competence in mentoring after the 

intervention (publication III, supplementary file 3). The MMRM confirmed the 

statistically nonsignificant results in the outcomes between the groups over time 

(T0, T1) (publication III, supplementary file 4). When compared to the control 

group, the intervention group reported a statistically significant higher level of 

satisfaction with mentoring education (p = 0.01), higher level of ability to mentor 

students following the education (p = 0.01), and higher impact of mentoring 

education on participants’ willingness to mentor students (p < 0.01) (publication 

III, table 4). 

Open feedback on the educational intervention was provided by 22 participants. 

The majority reported that as a whole, the blended learning mentoring education 

was comprehensive, useful, well-structured, provided tools and broadened their 

perspective on mentoring. The majority reported that the content of the mentoring 

education was versatile, appropriate and thorough. Mentors enjoyed the small 

group discussions and felt these facilitated discussions of personal experiences. The 

majority of mentors enjoyed the simulation exercises, although some mentors 

commented that participation in these was challenging in an online environment. 

Mentors felt that the length, content and teaching methods used in the online 

learning modules were appropriate and supported their learning. These modules 

gave a good foundation for the discussions on the teaching days. Feedback on the 

comparison intervention was provided by four participants. One participant 

commented that the online education was too long, and another suggested 

integration of audiovisual materials to support learning. The remaining two 

participants commented mentoring in general. 
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5.4 Results of the implementation phase  

In the previous section, there is a comprehensive description of strategies used to 

support implementation of the educational intervention. The most significant 

implementation strategies included those conducted on an EU level through the 

Erasmus + funded Quality mentorship for developing competence nursing students 

(QualMent) project (2018-2021). The educational intervention described in this 

study was designed as part of the project and in close collaboration with experts in 

mentoring from other EU countries. This collaboration facilitated the development 

of the content of the education and also the spread of information on cultural 

competence in mentoring. EU level guidelines were created in collaboration with 

this network with the aim to provide recommendations on the development of 

clinical nurse mentors’ competence in mentoring nursing students in clinical 

practice. The guidelines are a practical resource providing content regarding the 

foundation of mentoring, mentors’ individual competences and competence in 

supporting students’ learning process. Mentors’ cultural competence was integrated 

as an important topic included into the guidelines (Oikarainen et al., 2021). This 

guideline and a framework of the course content used in the mentoring education 

has been translated into 24 official EU languages and published online 

(https://www.qualment.eu/publications/) for easy and open access (Mikkonen et al., 

2021; Oikarainen & Mikkonen, 2021). These strategies aimed to facilitate 

implementation of a cultural competence component into mentoring education 

offered in organisations throughout the EU and elsewhere. 

5.5 Summary of the results  

The main results of the study are:  

1. The cross-sectional study showed that mentors with experience mentoring CALD 

nursing students rate their overall competence in mentoring as good. Mentors’ 

evaluated their competence in cultural diversity at a high level, however, the need 

to reduce stereotyping of culturally diverse students was recognised. Also, there is 

a need to increase mentors’ knowledge of students’ cultural background.   

2. Mentors who participated in the cross-sectional study rated their competence in 

linguistic diversity in mentoring at a lower level. Factors that influenced this area 

of competence included mentors’ English language proficiency; experience living 

and/or working abroad; frequency of mentoring exchange students; sufficient 
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knowledge on the students’ cultural background; time spent discussing cultural 

differences with students; the integration of CALD students together with native 

students; and the need to receive additional support from colleagues. 

3. The studies that were included into the systematic review of educational 

interventions designed to improve nurses’ cultural competence indicated that 

participation in interventions increased nurses’ self-assessed cultural competence. 

There was heterogeneity amongst the interventions in regard to the educational 

research design, duration, length of follow-up periods and outcome measures. For 

this reason, it was difficult to make generalisable conclusions about the 

effectiveness of the interventions.  

4. The specific components of educational interventions designed to improve nurses’ 

cultural competence were identified in the systematic review. Theoretical models 

were used to inform the design of these interventions. Educational content of the 

interventions covered the topics of cultural awareness, cultural knowledge, cultural 

skill, cultural encounter, and cultural desire.   

5. Improvements to the design and delivery of the educational intervention were made 

following feasibility and piloting. The intervention was deemed acceptable and 

feasible for full-scale evaluation.  

6. Following blended learning mentoring education that contained a cultural 

competence component, the intervention group had statistically significant 

improvement pre- and post- measurement on six out of seven competence areas of 

mentoring (Mentoring practices in the workplace, Motivation of the mentor, Goal 

orientation in mentoring, Reflection during mentoring, Student-centred evaluation, 

Constructive feedback) and two competence areas of cultural competence in 

mentoring (Cultural interaction and safety, Cultural skills). At six-months follow-

up, changes increased statistically significantly in mentors’ competence in 

mentoring practices in the workplace. Competence in cultural skills decreased 

statistically significantly at six-months follow-up.   

7. Following online mentoring education that lacked a cultural competence 

component, the control group had statistically significant improvement pre- and 

post- measurement on all seven competence areas of mentoring (Mentoring 

practices in the workplace, Characteristics of the mentor, Motivation of the mentor, 

Goal orientation in mentoring, Reflection during mentoring, Student-centred 

evaluation, Constructive feedback), but no statistically significant improvement in 

cultural competence in mentoring.  

8. Mentors from both the intervention and control groups had high evaluations of 

their cultural sensitivity and awareness at baseline and throughout the study. In 
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both groups, these evaluations were maintained but failed to increase following 

mentoring education. 

9. Comparison of the intervention and control group revealed that there were no 

statistically significantly differences in mentors’ competence in mentoring CALD 

nursing students following the intervention and at six-months follow-up. 

10. Compared to the control group, the intervention group reported a statistically 

significant higher level of satisfaction with mentoring education, higher level of 

competence to mentor students following the education, and higher impact of 

mentoring education on participants’ willingness to mentor students.  

11. In order to facilitate implementation of a cultural competence component into 

mentoring education offered in organisations throughout the EU and elsewhere, a 

framework of the course content used in the mentoring education was published 

along with EU level guidelines to provide recommendations on the development 

of clinical nurse mentors’ competence in mentoring nursing students in clinical 

practice. These have been translated into 24 official EU languages and published 

online (https://www.qualment.eu/publications/) for easy and open access.  
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6 Discussion  

This study identified the need to develop and evaluate strategies to improve the 

quality and safety of clinical learning environments to enable optimal learning 

experiences for students from diverse cultural and linguistic backgrounds. The 

educational intervention developed and evaluated in this study was strongly based 

on previous research evidence. A comprehensive approach was employed to the 

research and reporting process in order to maximise the usefulness and use of the 

research. 

6.1 Main results of the study  

The study found that providing blended learning mentoring education that contains 

a cultural competence component in addition to general mentoring competence 

areas has the potential to support mentors in fulfilling their role in supporting, 

teaching and assessing CALD nursing students (publication III). Previous 

interventional studies evaluating the effectiveness of mentoring education on 

mentors’ general mentoring competence areas before and after education have 

resulted in similar results with mentors’ self-assessment of their competence in 

mentoring being higher following education (Tuomikoski et al., 2020b; Wu et al., 

2020). Integration of a cultural competence component to mentoring education or 

offering cultural competence continuing education for mentors has been 

recommended (Turnock et al., 2005; Johnston & Mohibe, 2009; Wilson-Mitchell 

& Handa, 2016; Oikarainen & Mikkonen, 2021), but there continues to be few 

interventional studies evaluating the effectiveness of education on mentors’ cultural 

competence in mentoring. 

Mentors in the control group of this study received online mentoring education 

that lacked a cultural competence component. The comparison intervention 

improved mentors’ competence in general mentoring areas, but no statistically 

significant improvement in cultural competence in mentoring was found. Although 

both intervention and control groups had positive change following education, the 

change between groups was statistically nonsignificant. Similar results have been 

found in previous interventional studies testing the effectiveness of cultural 

competence education on health professionals’ cultural competence: despite 

positive change following education, the change is mostly statistically 

nonsignificant when compared to the control group (Filmer & Herbig, 2020; Lin & 

Hsu, 2020; Çingöl et al., 2021; Shelley et al., 2021). Results of recent studies that 
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lacked control groups show that cultural competence education has resulted in both 

statistically significant (Kaur et al., 2019; Xiao et al., 2020; Sung & Park, 2021) 

and nonsignificant results (Parker et al., 2020) in pre-post measurements of health 

professionals’ cultural competence. The systematic review conducted in the 

developmental phase of this study (publication II) found positive effects on nurses’ 

self-assessed level of cultural competence in all six of the included studies. 

However, it is difficult to make generalisable conclusions about the results due to 

high levels of heterogeneity of the interventions (publication II). 

Another result of this study was that mentors from both the intervention and 

control groups had high evaluations of their cultural sensitivity and awareness at 

baseline and throughout the study. In both groups, these evaluations were 

maintained but failed to increase following mentoring education. This same 

phenomena with high evaluations of cultural competence outcomes at baseline 

prior to education has been reported by Filmer and Herbig (2020) and Parker et al. 

(2020). The presence of social desirability bias, where participants are aware of the 

relevance of cultural competence but potentially have a tendency to over-report the 

sensitive issue of cultural competence in a socially desirable manner, is a possible 

explanation of this result (Filmer & Herbig, 2020). Larson and Bradshaw (2017) 

found that cultural competence is positively correlated with social desirability bias. 

Recognition of and open discussion on the impact of social desirability bias in 

cultural competence related research and education is important. Researchers 

should use or develop self-assessment tools less sensitive to this type of bias or use 

observational tools to measure changes in cultural competence (Larson & 

Bradshaw, 2017). Future studies evaluating the impact of cultural competence 

education on mentors’ competence could integrate outcome measurements in 

addition to self-assessment of mentoring competence, such as students’ evaluation 

on mentoring and patients’ evaluation on care received. 

An individuals’ behaviour and achievement of cultural competence outcomes 

may be influenced by environmental or personal factors (Lin, 2016) such as race, 

gender, sexual orientation, years of experience and training experiences (Larson & 

Bradshaw, 2017). In the early phases of intervention development of this study, a 

cross-sectional study was conducted which identified factors that positively 

influenced mentors’ self-assessment of competence in linguistic diversity in 

mentoring (publication I). These included mentors’ English language proficiency, 

experience living or working abroad, frequency of mentoring exchange students, 

sufficient knowledge on students’ cultural background, time spent discussing 

cultural differences with students, the integration of CALD students together with 
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domestic students, and the need to receive additional support from colleagues 

(publication I). In a study by Sung and Park (2021), nurses’ self-assessed cultural 

competence increased at a higher level following education for nurses who had 

never been exposed to culturally diverse patients compared to those who had been 

exposed to these patients. Xiao et al. (2020) compared cultural competence 

outcomes following education between Australian-born and overseas-born aged 

care workers, and found differences in the scores between these groups. Future 

studies should consider the potential influence of participants’ demographic 

characteristics on cultural competence development. 

Out of all the mentoring competence areas assessed by mentors in the 

intervention and control groups in this study, competence in cultural interaction and 

safety and cultural skills received the lowest evaluations at baseline. This result 

indicates the importance of integration of these topics into future or existing 

mentoring education, or to offer a separate advanced level continuing education 

course containing these topics. An abundance of research exists proving that 

mentors face challenges during the mentoring of nursing students from diverse 

backgrounds (Mikkonen et al., 2016b; Newton et al., 2018). Mentors should be 

educationally prepared to encounter and overcome challenges related to cultural 

and linguistic diversity in mentoring (Mikkonen et al., 2016b; Hagqvist et al., 

2020). 

Based on the findings of this study, researchers are encouraged to develop and 

evaluate the effectiveness of cultural competence education for mentors and, if 

feasible, to allocate resources to offer education to a broader target group such as 

to nurse leaders, educators and nursing students. At the organisational level, 

providing mandatory education to develop cultural competence in mentoring 

should be seen as a priority. It is necessary that resources are allocated to allow 

participants to attend education during work time. Development of cost-effective 

education can be enabled through utilisation of publicly available, free online 

education (Shelley et al., 2021) or online material. The course framework 

integrated into the mentoring education described in this study can be freely 

accessed and used in the development of future mentoring education (Mikkonen et 

al., 2021; Oikarainen et al., 2021). In addition, technological solutions could be 

integrated into cultural competence education such as the use of virtual simulation 

(Chae et al., 2021), or mobile app-based (Sung & Park, 2021) or website-based 

education (Kaur et al., 2019). In order to support continuous development during 

and following education, opportunities for mentors to communicate and interact 

with students from diverse backgrounds could be offered. In order to increase 
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effectiveness of cultural competence education, there continues to be a need to 

ensure interventional studies are based on empirically tested cultural competence 

models (Filmer & Herbig, 2020). Model-based instruments should be evaluated for 

the potential presence of social desirability bias (Filmer & Herbig, 2020). 

In this study, mentors’ cultural skills in the intervention group increased 

statistically significantly, but also dropped statistically significantly six months 

following education. This same phenomenon with cultural competence related 

outcomes has been identified in previous study by Lin and Hsu (2020). Based on 

this result, the importance of providing mentors with additional time to integrate 

theory learned during cultural competence education into practice and to provide 

additional support to develop skills over time is emphasised. Due to the continuous 

and dynamic nature of cultural competence development, education alone may be 

insufficient to improve cultural competence (Filmer & Herbig, 2020; Lin & Hsu 

2020; Çingöl et al., 2021) indicating the need for additional strategies to support 

and maintain cultural competence. Clinical experience and interactions between 

nurses or students and the clinical environment can contribute to development in 

cultural competence (Blanchet Garneau & Pepin, 2015a). Reinforcement strategies 

should be provided to support maintenance of cultural competence in practice (Lin 

& Hsu, 2020). Ongoing support and positive incentives that encourage continuous 

development of cultural competence should be offered at an organisational level 

(Lin, 2016). Also, emphasis should be placed on an organisational climate that 

fosters cultural competence development (Parker et al., 2020). Recognition of 

leaders’ role in enhancing cultural competence and in influencing the 

implementation of culturally congruent services is imperative (Guerrero et al., 

2017). Additional evidence could be helpful on leaders’ role in the provision of 

quality and culturally safe clinical learning environments for nursing students from 

CALD backgrounds. 

There is a need for promoting inclusivity and diversity in the nursing 

workforce. It is known that the reasons behind attrition and retention of nursing 

students from diverse backgrounds are complex (Tranter et al., 2018), yet there is 

an abundance of evidence proving that clinical placements are especially 

challenging for students (Koch et al., 2015; Mikkonen et al., 2016a; 2017b). 

Cultural differences can lead to feelings of being an outsider, intercultural 

communication challenges, challenges adjusting to differing nursing cultures, and 

ethnic identity challenges that hinder work adjustment (Newton et al., 2012; 

Balante et al., 2021). Clinical learning environments should be developed 

systematically to support integration and to ensure that quality and cultural safety 
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are not compromised. Environments need to be safe for clinical staff, students and 

patients. 

Higher education institutions should take responsibility to support cross-

cultural engagement and prepare all students entering the field of nursing to work 

in a culturally competent manner (O’Brien et al., 2021). Barbé et al. (2018) 

identified that attrition is primarily among students from diverse racial, ethnic 

and/or cultural backgrounds, indicating the need for strategies to support success 

of these students. Lewis and Bell (2020) identified evidence-based strategies such 

as formal educational interventions, linguistic modification of test items and peer 

support. It is important to focus on how to support success in both general nursing 

courses and during clinical placements. Clinical placements play a vital role in 

students’ development of their professional identity and students spend a significant 

amount of time in these environments prior to graduation. Therefore, it is vital to 

minimise challenges that are faced in these environments so that students’ learning 

experiences are not negatively impacted (Koch et al., 2014). Strategies that higher 

education institutions could consider implementing to support CALD nursing 

students’ learning and integration include peer-mentoring programme (Latham et 

al., 2016) or mentoring programmes between nursing staff and students to enhance 

students’ transition into practice (Banister et al., 2014). 

It is important that nurses working in the context of today’s globalised world 

recognise the key components of cultural competence and understand development 

as a process of reflection and action (Blanchet Garneau & Pepin, 2015a). As a result 

of this study, EU level guidelines were created on clinical nurse mentors’ mentoring 

competence development (Oikarainen et al., 2021). Cultural competence in 

mentoring was added as am important competence area for nurses to continuously 

strive to develop. Nurses should be encouraged to familiarise themselves with these 

newly developed guidelines and leaders should facilitate the integration of these 

guidelines into practice. Mentors should not be left alone to find solutions to deal 

with challenges faced during the mentoring of CALD nursing students. Mentors’ 

experiences of language and cultural barriers during mentoring can hinder the 

mentoring relationship and lead to nursing students not meeting learning outcomes 

during clinical placements (Mikkonen et al., 2017b). Lack of support and resources 

for mentoring can lower mentors’ motivation (Mikkonen et al., 2016b) and lead to 

mentors becoming reluctant to mentor CALD nursing students (Ross et al., 2019). 

Mentors should be empowered to seek for help from nurse educators, their 

colleagues or leaders when the need for additional support arises during mentoring. 

It is important that CALD nursing students are not set up to fail clinical placements, 
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but that they are supported in an individual, student-centred manner prior to and 

during clinical placements. 

6.2 Validity and reliability of the study  

The validity and reliability of each of the studies conducted during the development 

and evaluation process of the intervention has been critically evaluated. 

6.2.1 Validity and reliability during intervention development phase 

In the cross-sectional study (publication I), data on mentors’ competence in 

mentoring CALD nursing students was collected using the psychometrically 

validated self-assessment MCI instrument and the newly developed CALD+Ms. 

The internal consistency reliability of the MCI was calculated in previous studies 

(Karjalainen et al., 2015; Kälkäjä et al., 2016) showing Cronbach’s Alpha 

coefficients between 0.75–0.92, which indicates good (0.70–0.90) reliability of the 

instrument (DeVellis, 2011). The psychometric properties of the CALD+Ms scale 

were tested by face and content validity, construct validity and internal consistency 

reliability. Eight experts in mentoring assessed the face and content validity of the 

scale. The results showed excellent Content Validity Index (CVI=0.94) (Polit et al., 

2007). Prior to data collection, the scale was pilot tested by 35 mentors. Construct 

validity was tested using EFA. The Cronbach’s alpha coefficients ranged between 

0.75–0.77, which were interpreted as adequate for a newly developed scale (Rattray 

& Jones, 2007). 

Limitations of the cross-sectional study included a low overall response rate 

(17.2%), which remained low despite strategies used to encourage participation. 

Effect size was calculated according to odds ratios estimation, which on average 

showed the effect size moderate when comparing outcomes between the groups 

(Lakens, 2013; Cohen, 1992). This can be translated that the effect size was 

sufficient for data generalisation. The study was conducted with mentors working 

in Finnish hospitals, therefore generalisation of the results to contexts outside of 

Finland requires careful consideration. 

The systematic review (publication II) identified current best evidence on the 

types of educational interventions that have been developed to improve nurses’ self-

assessed cultural competence and on the effectiveness of these interventions. To 

enhance the scientific rigour and consistency of the review, the guidelines set by 

the CRD (2009) and JBI (Tufanaru et al, 2017) were followed. The search strategy 
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was well-defined and comprehensive identifying relevant literature related to the 

research question (Suri, 2020). Two reviewers performed study selection 

independently and consensus was achieved on which studies to include. Both 

reviewers also critically appraised the methodological quality of the studies using 

the JBI Critical Appraisal Checklist for RCTs or the Critical Appraisal Checklist 

for Quasi-Experimental Studies (Tufanaru et al., 2017). Both reviewers performed 

risk of bias assessment on the studies included in the review using the Cochrane 

Risk of Bias Tool (Higgins et al., 2011). The results of the assessment can be found 

in table 2 of publication II (p. 79). 

The AMSTAR 2 tool was used to critically appraise the systematic review, 

which included both randomised and non-randomised studies of interventions 

(Shea et al., 2017). The tool contained 16 items, of which 11 items received a rating 

of “yes”. Three items (items 11, 12, 15) were not applicable to the review because 

it was not feasible to conduct a meta-analysis due to high levels of heterogeneity 

amongst the included studies. The lack of methodological rigour amongst the 

included studies was identified as a limitation of the review. 

Two items on the AMSTAR 2 tool (items 2, 4) received a rating of “partial yes”. 

The study protocol contained an explicit statement regarding the review question, 

search strategy, inclusion/exclusion criteria, and risk of bias assessment. However, 

the protocol was not registered and did not specify a meta-analysis plan or a plan 

for investigating heterogeneity. A timely search was conducted into four databases, 

in addition to the reference lists of the included studies. A limitation of the review 

that may lead to publication bias was that grey literature, trial/study registries and 

content from experts in the field were not included into the search strategy. 

In order to improve transparency in the review, the 27-item PRISMA checklist 

(Preferred Reporting Items for Systematic Reviews and Meta-Analyses) was used 

to guide reporting of the review (Moher et al., 2009). All aspects were covered in 

publication II except for information on the systematic review registration. The 

review succeeded to comprehensively provide evidence not only on the 

effectiveness of cultural competence interventions, but also on the key components 

of previously conducted cultural competence interventions. 

6.2.2 Validity and reliability during intervention evaluation phase  

To enhance the scientific rigour and consistency of the quasi-experimental study 

(publication III), the main elements outlined in the MRC framework for complex 

interventions were followed throughout the entire development and evaluation 
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process of the intervention (Craig et al., 2008, 2019). First, it was ensured that the 

intervention had a coherent theoretical basis. Prior to delivery of the intervention, 

a comprehensive intervention protocol was created to facilitate administration of 

the specific procedures of the intervention. This ensured that the intervention was 

administered as planned to all participants. No major deviations from the protocol 

were made. The protocol followed the recommendations of the SPIRIT 2013 

Statement (Chan et al., 2013) and was registered on the clinicaltrials.gov trial 

registry. The 33 items of the SPIRIT 2013 checklist were carefully reviewed, and 

all relevant items were included into the content of the trial protocol. 

Lack of randomised sequence generation and inadequate concealment of 

allocation sequence from those involved in the assignment of participants lead to 

high risk for selection bias (Higgins et al., 2011). This limitation was identified 

early on during developmental phase, however, experts involved agreed that it was 

not feasible to randomly allocate study participants into intervention and control 

groups due to limited financial and administrative resources at the participating 

hospitals. There was statistically significant difference between the intervention 

and control groups in regard to when participants had mentored students last. In the 

other baseline demographics of the participants in both groups, no statistically 

significant differences were identified.  

Due to the nature of the study, it was not possible to ensure that participants 

and personnel were blinded to study group allocation which could lead to 

performance bias. Participants in the intervention group were not informed by 

researchers of the existence of a control group at the separate hospital and vice 

versa. The clinical facilitators and educators involved in delivery of the intervention 

and comparison interventions were aware of which treatment the groups received. 

Blinding of outcome assessment is recommended because it can reduce biased 

estimates of treatment effect (Kahan et al., 2015). Detection bias due to knowledge 

of the allocated interventions by outcome assessment is a limitation of the study. 

Anonymisation and preparation of the data for data analysis was performed by an 

independent researcher, but the study did not use independent assessors to conduct 

blinded assessment.   

The potential for other domains of bias in the study was evaluated using the 

ROBINS-I (Risk of Bias in Non-randomised Studies of Interventions) tool by 

Sterne et al. 2016 (table 11). The risk of bias was evaluated as low for all domains 

with the exception of bias due to missing data. Incomplete outcome data lead to 

high risk of bias in the intervention effect estimate. There was a significantly higher 

rate of loss to follow-up in the control group (77%) compared to the intervention 
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group (4%). Only 56% (n=62) of participants in the control group completed the 

education. In addition, only 23% (n=26) of participants answered the T1 

questionnaire following the education. The reasons for discontinuation of the 

education and attrition on the questionnaire remained unknown. It is possible that 

drop-out was higher in the comparison intervention due to education being offered 

on a continuous basis without virtual tutoring or contact teaching. Mentors are 

potentially more motivated to complete education offered during a set time period 

and that is offered through online and contact teaching. In addition, in contrast to 

the intervention group, the control group was not offered work time to complete 

the education. 

Table 11. Risk of bias assessment of the intervention (Sterne et al., 2016).  

Domains of bias Risk of bias 

Pre-intervention   

Bias due to confounding   

Bias in selection of participants into the study 

 

Low risk 

Low risk 

At intervention  

Bias in classification of interventions 

 

Low risk 

Post-intervention 

Bias due to deviations from intended interventions 

Bias due to missing data 

Bias in measurement of outcomes 

Bias in selection of the reported result 

 

Low risk 

High risk 

Low risk 

Low risk  

Both groups displayed high levels of attrition on the six-month follow-up 

questionnaire with 27 participants (55%) lost to follow-up in the intervention group 

and 17 participants (65%) in the control group. The reasons remained unknown, 

but it is possible that participants tired from answering the same questionnaire. The 

difference between the groups may be explained by the fact that participants in the 

intervention were sent paper versions of the questionnaire at six-months follow-up, 

whereas the control group was sent online versions of the questionnaire by email. 

In order to increase reliability of the study, MMRM was performed to verify if 

missing data had effect on the results of the effectiveness of the intervention (Bell 

et al., 2013). A statistician was consulted on the interpretation of the results of 

MMRM, and it was confirmed that no statistically significant differences between 

groups existed on the mentoring competence areas following the intervention. A 

potential explanation for this result is that both groups were offered mentoring 

education. It is possible that although mentoring education offered to the control 
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group lacked a cultural competence component, the topics covered in mentoring 

education could have nonetheless impacted mentors’ evaluation of their 

competence in mentoring students from diverse backgrounds. 

Bias in measurement of the outcome was not recognised as a limitation. The 

validated MCI instrument was evaluated for its reliability and validity (Mikkonen 

et al., 2020b) prior to being administered in this study. Reliability testing of the 

instrument revealed Cronbach’s alpha values varying between 0.78-0.92, which 

indicates good (0.70-0.90) or excellent (> 0.90) reliability of the instrument 

(DeVellis, 2011). The MCCI instrument was systematically developed and tested 

prior to being administered to the intervention and control groups. Validation of the 

MCCI was conducted following delivery of the intervention with Cronbach’s alpha 

values varying between between 0.80-0.91. Although the instruments used were 

found to be reliable and valid, the potential for external bias exists due to collection 

of self-reporting data. Data can be affected by social desirability or recall bias 

(Althubaiti, 2016). 

Data was assessed according to the data analysis plan with transparent 

reporting on all outcomes, minimising the risk for reporting bias. In order to 

improve transparency in the reporting of the intervention, the 22-item TREND 

statement checklist (Transparent Reporting of Evaluations with Non-randomized 

Designs) was used (Des Jarlais et al., 2004). 

The risk of other potential biases was evaluated as low. Treatment 

contamination was unlikely since participants from the intervention and control 

groups were from different organisations located in different cities. The educational 

intervention was held two separate times creating a potential risk for differences in 

delivery of the intervention. However, strategies were in place to ensure that 

delivery occurred in a similar manner and that there were no deviations from the 

study protocol. 

This study was conducted in two separate locations in one country. For this 

reason, generalisation of the findings should be examined considering the local 

cultural context and practices within the organisation. Also, local cultural context 

and practices in the organisation of clinical placements for nursing students should 

be considered when integrating a cultural competence component to mentoring 

education.   
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6.3 Ethical considerations  

Strategies were in place to ensure that all phases of the study were conducted in an 

ethically and scientifically sound manner (Stang, 2015). The study was conducted 

to address the identified research gap in knowledge (Stang, 2015) of the 

effectiveness of education to improve mentors’ competence in mentoring nursing 

students from diverse backgrounds. Several societal benefits can result from 

mentors acquiring the necessary competence needed to successfully mentor CALD 

nursing students. The standards and guidelines of the responsible conduct of 

research set by the Finnish Advisory Board on Research Integrity were complied 

to (RCR, 2012). No conflicts of interests arose in any of the research studies 

(publications I, II, III). Personal, professional or financial interests did not influence 

the results of the study in any specific direction (Suri, 2020). 

Ethical considerations were taken into account while conducting the systematic 

review (publication II). An appropriate purpose for conducting the systematic 

review was identified (Suri, 2020). It was identified that the focus in previously 

conducted systematic reviews of educational interventions was often on a 

multidisciplinary team of health professionals or on students studying in health-

related fields. It was seen as necessary to conduct a systematic review focusing 

specifically on nurses as a target group. Conducting a systematic review was also 

seen as an essential way to theoretically inform the educational intervention to be 

designed and evaluated in this study. In line with guidelines by CRD (2009) and 

JBI (Tufanaru et al, 2017), two researchers independently assessed the eligibility 

and quality of the included studies. Strategies were implemented to promote 

subjectivity and reflexivity during the constructing of connected understandings 

(Suri, 2020) such as using narrative analysis and involving two researchers when 

questions on interpretations arose. Common forms of bias were openly discussed 

in the publication of the systematic review. 

In the cross-sectional (publication I) and quasi-experimental (publication III) 

studies, research permissions from the participating hospitals were obtained prior 

to data collection and implementation of the studies. Both studies did not require a 

favourable statement from an ethics committee (Medical Research Act 488/1999). 

In line with General Data Protection Legislation, only personal data deemed 

essential were gathered and personal data collected from participants was used 

strictly for research purposes only (Regulation 2016/679 of the European 

Parliament and of the Council). Participants’ confidentiality and anonymity were 

protected during all phases of the studies (Regulation 2016/679 of the European 
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Parliament and of the Council; Data Protection Act 1050/2018). Participation in 

both studies was strictly voluntary. Prior to participation in the studies, participants 

were informed of the aim of each study, that their confidentiality and anonymity 

would be protected, and of their right to withdraw from the study at any time. 

Data in the cross-sectional study (publication I) was collected electronically 

from each of the five participating hospitals. Electronic data were stored on 

computers securely protected from unauthorized use and only researchers directly 

involved in the research study were given access to the data (RCR, 2012). 

Participants’ response to the questionnaire was interpreted as consent to 

participation in the study, therefore separate consent forms were not gathered. No 

personal data was gathered that would have required pseudonymisation of the data 

(Data Protection Act 1050/2018). The results were presented in a way that protected 

possible identification of participants. Prior to data collection, written agreement 

was received for the use of the instruments. 

Data for the quasi-experimental study (publication III) were collected from the 

intervention group by the principal researchers and from the control group by 

clinical facilitators at the university hospital offering the comparison intervention. 

Regular meetings were held throughout the entire research process between those 

responsible for data collection to ensure transparency in data collection processes. 

Pseudonymisation of personal data was fulfilled by assigning identification 

numbers to each of the questionnaires that participants filled in during the research 

process, following which personal data could no longer be attributed to a specific 

participant in the study (Data Protection Act 1050/2018). Paper documents such as 

consent forms and questionnaires gathered from the intervention group at baseline 

were kept in a locked file cabinet. Data collected electronically through web-based 

programmes (Webropol, Surveypal) were stored on computers that were securely 

protected from unauthorised use. Data were protected by a password and only 

researchers who were directly involved in the research study were given access to 

the data (RCR, 2012). 

Following delivery of the quasi-experimental study, both organisations 

involved were given free access to the content of the cultural competence 

component of mentoring education. The three online modules on mentoring that 

were developed for the educational intervention were bought by the Finnish Nurses 

Association and access to these modules was made free of charge to members of 

the association. In addition, the EU level guideline on mentoring and the framework 

of the course content used in the mentoring education was made open access and 
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published online. These strategies maximise access to the educational content 

developed in this study on a national and international level. 

6.4 Implications for practice  

Implications of this study for nursing practice and nursing education are presented. 

– This study found that blended learning mentoring education covering general 

mentoring competence and cultural competence related topics can potentially 

support mentors in their role of mentoring CALD nursing students. This study 

was developed and evaluated in this study was comprehensively reported on to 

facilitate development of similar education in new contexts.  

–  Mentors can self-assess their competence in mentoring and cultural 

competence in mentoring using the instruments (MCI, MCCI) presented in this 

study, which have been proven to have sufficient validity and reliability. It is 

important for mentors to reflect on their competence development and these 

instruments can be integrated as tools for mentors’ personal evaluation of their 

competence. 

– This study found that educational preparation of mentors in their role in 

mentoring CALD nursing students and in overcoming cultural and linguistic 

challenges can potentially be effective in improving students’ learning in 

clinical learning environments. However, the results of the study indicate the 

need for appropriate organisational structures and continuous education in 

order to enhance competencies over time. Education alone without continuous 

support may prove insufficient to maintain mentors’ cultural competence in 

mentoring. Mentoring of CALD nursing students is time-consuming and 

challenging and requires understanding and support from leaders, colleagues 

and staff from higher educational institutions. In order to maintain mentors’ 

competence and motivation towards the mentoring of diverse nursing students, 

adequate time, support and resources must be allocated. 

– Nursing students from diverse cultural and linguistic diverse backgrounds 

benefit from learning and practicing skills in clinical learning environments 

that are high quality and culturally safe. Clinical placement experiences have 

significant impact on students’ feeling of belonging and integration into these 

real-life environments. A collaborative approach should be employed to ensure 

that CALD nursing students have optimal learning experiences and meet 

competence requirements. Strategies should include preparing students for 
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cultural and linguistic diversity faced in clinical learning environments, 

providing students with comprehensive orientation prior to clinical placements, 

enabling opportunities for peer learning and support, and ensuring that 

academic and clinical environments foster a positive pedagogical atmosphere.  

– It is known that healthcare leaders’ play a significant role in enhancing the 

cultural competence of staff and influence implementation of culturally 

congruent services to underserved minority populations. Leaders should 

recognise their role and allocate resources to supporting cultural competence 

development and to fostering an organisational climate where cultural and 

linguistic diversity is appreciated and seen as an asset. There is less known on 

role that leaders play on the provision of culturally safe clinical learning 

environments for CALD nursing students. However, it is clear that leaders need 

to ensure that environments are nondiscriminatory, safe and optimal for 

students and to support staff members in integrating all students, regardless of 

their backgrounds, as equal members into nursing teams. 

– Higher education institutions should identify and implement innovative 

strategies to enhance retention of nursing students from diverse backgrounds. 

The challenges that these students face in clinical placements are well-known 

and require collaborative action that cross organisational boundaries. Higher 

education institutions could design and offer education to improve mentors’ 

competence in mentoring and cultural competence. Both CALD nursing 

students and their mentors express the need for close collaboration and support 

from nurse educators during completion of clinical placements. Unfortunately, 

in Finland and other countries, the role of nurse educators has been decreased 

leading to mentors and students feeling unsupported and unprepared for 

clinical learning and mentoring. Innovative strategies should be designed to 

address this issue and to allow for adequate support despite limited resources. 

– Successful integration of nurses and nursing students from diverse 

backgrounds into working safely in health systems can contribute to the 

building and strengthening of a diverse nursing workforce. These nurses and 

nursing students should be seen an asset in health systems of today’s globalised 

world where patient populations are increasingly diverse. Creating better work 

environments can improve patient safety outcomes and increase the well-being 

of staff. 
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6.5 Suggestions for future research  

The following suggestions for future research were developed based on the results 

of this study. 

– A knowledge gap continues to exist on the effectiveness of cultural competence 

education on mentors’ competence in mentoring students from diverse cultural and 

linguistic backgrounds. Robust interventional studies are needed to address this 

gap. If feasible, education could be offered to a broader target group, such as 

nursing students, nurse educators, mentors, healthcare staff and leaders. This could 

facilitate the comprehensive preparation of health professionals to deliver 

culturally competent and safe mentoring practices. 

– Quantitative or qualitative research could be conducted to analyse the impact 

that educational preparation of mentors in the mentoring of CALD nursing 

students has on students’ learning outcomes and experiences in clinical 

learning environments. 

– The integration of foreign born or trained nurses into the health system of the 

hosting country has been proven to be challenging. There is a need for 

interventional studies that are designed to evaluate innovation strategies to 

support members of the nursing team in facilitating integration of these nurses 

into health systems. 

– Research that aims to clarify the role that healthcare leaders play in the 

provision of quality and culturally safe clinical learning environments for 

nursing students from CALD backgrounds could be helpful in the further 

development of these environments. 
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7 Conclusions  

1. Mentors with experience mentoring CALD nursing students rated their overall 

competence in mentoring and competence in culturally diversity at a positive 

level, whereas competence in linguistic diversity in mentoring received less 

positive evaluations. There is an abundance of evidence proving that language 

and communication issues are the most challenging for mentors. Seven factors 

that influence this area of competence were identified. Broadened 

understanding on what influences mentors’ competence in mentoring CALD 

nursing students can help in the development of strategies to overcome 

challenges faced. 

2. Previous studies that have been designed to improve nurses’ cultural 

competence prove that participation in interventions increase nurses’ self-

assessed cultural competence. Unfortunately, it was difficult to make 

generalisable conclusions about the effectiveness of the interventions due to 

heterogeneity amongst the interventions in regard to the educational research 

design, duration, length of follow-up periods and outcome measures. However, 

the identification of specific components of previously conducted cultural 

competence education was proven to be helpful in the development of the 

educational intervention developed and evaluated in this study. 

3. Blended learning mentoring education that contained a cultural competence 

component (educational intervention) succeeded to statistically significantly 

improve mentors’ self-assessment in six out of seven general competence areas 

of mentoring and in cultural interaction and safety and cultural skills. 

Competence in cultural skills decreased statistically significantly six months 

following education indicating a need for employing strategies that enhance 

maintenance of cultural skills over time. 

4. Online mentoring education that lacked a cultural competence component 

(comparison intervention) succeeded to statistically significantly improve 

mentors’ self-assessment in all seven competence areas of mentoring. 

Improvement in cultural competence in mentoring was statistically 

nonsignificant. Intervention and control group comparison revealed 

statistically nonsignificant differences in mentors’ competence in mentoring 

CALD nursing students following the intervention and at six-months follow-

up. 

5. Mentors from both the intervention and control groups had high evaluations of 

their cultural sensitivity and awareness at baseline and throughout the study. In 
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both groups, these evaluations were maintained but failed to increase following 

mentoring education. 

6. Compared to the control group, the intervention group reported a statistically 

significant higher level of satisfaction with mentoring education, higher level 

of competence to mentor students following the education, and higher impact 

of mentoring education on participants’ willingness to mentor students.   
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