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ABSTRACT
Objective:  To assess the cultural competence (CC) of GP trainees and GP trainers.
Design and setting: A cross-sectional survey study was conducted at the GP Training Institute of 
Amsterdam UMC.
Subjects:  We included 92 GP trainees and 186 GP trainers.
Main outcome measures: We measured the three domains of cultural competency: 1) knowledge, 
2) culturally competent attitudes and 3) culturally competent skills. Regression models were used 
to identify factors associated with levels of CC. Participants rated their self-perceived CC at the 
beginning and end of the survey, and the correlation between self-perceived and measured CC 
was assessed.
Results:  Approximately 94% of the GP trainees and 81% of the GP trainers scored low on 
knowledge; 45% and 42%, respectively, scored low on culturally competent attitudes. The level of 
culturally competent skills was moderate (54.3%) or low (48.4%) for most GP trainees and GP 
trainers. The year of residency and the GP training institute were significantly associated with one 
or more (sub-)domains of CC in GP trainees. Having >10% migrant patients and experience as a 
GP trainer were positively associated with one or more (sub-) domains of cultural competence in 
GP trainers. The correlation between measured and self-perceived CC was positive overall but 
very weak (Spearman correlation coefficient ranging from −0.1–0.3).
Conclusion: The level of cultural competence was low in both groups, especially in the knowledge 
scores. Cultural competence increased with experience and exposure to an ethnically diverse 
patient population. Our study highlights the need for cultural competence training in the GP 
training curricula.

KEY POINTS
General practitioner (GP) trainees find cross-cultural consultations stressful due to a self-perceived 
lack of cultural competence (CC). The level of CC in general practice is as yet unknown.
•	 On average, the level of CC was low for the majority of GP trainees and GP trainers, especially 

for the scores on knowledge.
•	 CC increased with experience and exposure to an ethnically diverse patient population.
•	 GP trainees and trainers perceived a lack of covered education on various topics related to the 

care of migrants.
•	 Our study highlights the need for cultural competence training in the GP training curricula.

© 2023 The Author(s). Published by Informa UK Limited, trading as Taylor & Francis Group.
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Introduction

Health care professionals (HCPs) provide care to an 
increasingly ethnically and culturally diverse patient 
population [1]. In the Netherlands, about 25% of the 
population has a migrant background, with higher 
proportions in major cities [2], largely represented by 
migrants from Turkey, Morocco, Surinam and refugees 
from the Middle East and Africa [2,3]. Migrant and eth-
nic minority populations have poorer health outcomes 
than native Dutch people of the same socioeconomic 
status [4–6]. Mutual understanding between general 
practitioners (GPs) and patients and adherence to 
treatment are more often poor in cross-cultural consul-
tations [7,8]. GPs also tend to involve migrant patients 
less in decision-making and are less likely to check 
patient understanding in cross-cultural consultations 
[9]. A language barrier between HCPs and their 
patients can lead to decreased adequacy and quality 
of care and lower patient satisfaction [10–12].

These barriers to migrant care can be reduced 
through culturally competent care [13], defined as 
person-centred care with a range of specific knowl-
edge, attitudes and skills necessary to provide 
good-quality care to an ethnically and culturally 
diverse patient population [14,15]. In clinical practice, 
this means that HCPs have knowledge of the relation-
ship between disease and ethnic or socio-cultural fac-
tors, such as ethnic differences in pharmacokinetics. 
They also need person-centred attitudes (e.g. empathy, 
respect and curiosity) and skills to communicate effec-
tively with, for example, patients with low health liter-
acy and to overcome language barriers [14,15]. These 
factors can be improved through training in cultural 
competence [9,16,17]. However, a review [9] of studies 
from Australia, Canada, the United Kingdom, Sweden, 
Norway and the Netherlands reported that training in 
CC is underdeveloped in general practice.

GP trainees often find cross-cultural consultations 
more stressful due to their self-perceived lack of CC and 
generally want more training in culturally competent 
care [9]. In order to develop an educational programme 
for the GP training curricula that addresses the gaps in 
CC, it is important to gain insight into the level of CC of 
GP trainees and trainers, which is currently lacking. 
Therefore, we aimed to assess 1) the level of knowl-
edge, attitudes and skills (i.e. CC) of GP trainees and GP 
trainers in the Netherlands regarding the care of 
migrants in general practice; 2) the relationship between 
personal factors and the assessed level of CC; 3) the 
relationship between assessed and self-perceived CC; 
and 4) the extent to which various topics related to the 
care of migrants were perceived as being covered.

Methods

Study design

We conducted a cross-sectional survey study among 
GP trainees and trainers in the general practice resi-
dency training programme at the Amsterdam University 
Medical Centres (AMC and VUmc sites) from August to 
September 2020.

Development of the questionnaire

The theoretical basis for the development of the ques-
tionnaire was the conceptual framework for cultural 
competence developed by Seeleman et  al. [15]. We 
followed their three domains of cultural competence: 
1) knowledge: knowledge of epidemiology and the dif-
ferential impact of treatment in different ethnic groups; 
2) attitudes: awareness of how culture and migration 
shape individual behaviour and thinking; awareness of 
the social context of ethnic minority groups; and 3) 
skills: the ability to convey information in a way that 
the patient can understand, to use external help (e.g. 
interpreters) when needed, and to adapt flexibly and 
creatively to new situations. The framework was previ-
ously used by Seeleman et  al. to develop a question-
naire on CC among medical students, youth health 
care physician residents and their supervisors [18].

An adapted version of Seeleman’s questionnaire 
[18] was recently used to assess CC among midwives 
in three different European countries [19]. In order to 
identify relevant topics for the development of our 
questionnaire suitable for GP trainees and GP trainers, 
we conducted a literature review on facilitators and 
barriers in the care of people with a migration back-
ground in the Netherlands. In addition, two books 
[20,21] on the care of migrants and socially vulnerable 
people in the Netherlands, based on scientific litera-
ture and best practices, were reviewed. One of these 
books is used in the Dutch GP residency programme, 
and the other [21] was found in the referenced 
literature.

The questionnaire was developed by the research 
team, which included a GP trainee with a migration 
background (SB), experienced GPs (AB and PE), two 
GPs who worked as teachers at the general practice 
residency training institute (AB and SM), one of whom 
had a special focus on diversity (SM), a GP and an 
expert in health disparities and person-centred inte-
grated primary care (MvdM) and an expert in clinimet-
rics (HdV). The factors identified from the literature 
were discussed with three members of the research 
team, AB, PE and SB, and then used to create a first 
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draft of the questionnaire. We operationalised the 
domains of cultural competence described above from 
the original framework into the questionnaire as fol-
lows (see Supplementary Appendix 1):

1.	 Knowledge: general knowledge about ethnic 
minority care, such as pharmacotherapy, diabe-
tes and Ramadan; care for undocumented 
patients and people with low (health) literacy; 
and knowledge about specific diagnoses that 
are particularly prevalent in certain ethnic 
groups.

2.	 Attitudes: culturally competent consultation 
attitudes, including awareness of the role of 
social context and patient-specific factors, such 
as health literacy, in relation to, for example, 
non-adherence; awareness of how culture 
shapes individual behaviour and thinking; and 
curiosity to understand or learn more about 
patients’ perspectives. We chose not to opera-
tionalise awareness of one’s own biases and 
tendency to stereotype because we believe 
that a survey is not appropriate to measure this 
sub-domain as it is likely to result in socially 
desirable responses.

3.	 Skills: culturally competent skills, which include 
the ability to adapt communication to patients’ 
(health) literacy, to assess when external help 
with communication is needed (e.g. an inter-
preter) and how to work with an interpreter in 
the consultation, to compromise with patients 
or their families when necessary, and to adapt 
flexibly and creatively to new situations.

All items on the questionnaire were thoroughly dis-
cussed by the researchers (AB, PE and SB) until a con-
sensus was reached on their relevance to general 
practice. Based on the literature and clinical experi-
ences of the researchers, we determined appropriate 
(correct) and inappropriate (incorrect) normative 
response options (answers) for items on culturally 
competent consultation attitudes and culturally com-
petent skills. The expert panel of our research team 
(SM, MvdM and HdV) provided feedback on the first 
draft of the questionnaire. After consensus was reached 
on the first draft of the questionnaire, we pilot-tested 
the survey with three other GPs and a GP trainee in 
one-to-one online (Zoom) sessions, in which we used 
the so-called “think-aloud method” [22] to assess the 
comprehensibility, comprehensiveness and relevance 
of the questionnaire. In this session, participants were 
asked to complete the questionnaire aloud while 
sharing their thoughts about the questions.

The final questionnaire was adapted after pilot test-
ing and consisted of 48 items divided into four main 
sections. The English translation of the questionnaire 
and a summary of the interpretation of the answers 
can be found in Supplementary Appendix 2.

1.	 General questions: nine items on respondent 
characteristics such as ethnicity, work experi-
ence and affinity for caring for patients with a 
migration background.

2.	 Medical cases: a total of eight multiple-choice 
questions on culturally competent consultation 
attitudes or culturally competent skills.

3.	 Knowledge questions: the first part comprised 
nine items on knowledge about caring for peo-
ple with a migration background (“true”, “false” 
or “I do not know”). The second part concerned 
specific diagnoses and consisted of six short 
cases of medical conditions that are highly 
prevalent in certain ethnic groups. Respondents 
were asked to make a differential diagnosis 
(open questions).

4.	 Education: 11 items on the extent to which 
respondents felt they had received educational 
training on the specific topics mentioned (1 = 
not covered, 2 = inadequately covered, 3 = 
adequately covered), and whether they want 
more education about these topics (yes/no). 
Educational needs (not included in the analysis 
described in this paper).

In addition, participants were asked at the begin-
ning and end of the questionnaire to what extent they 
felt culturally competent in providing care to patients 
with a migration background (i.e. self-perceived CC) on 
a scale of 1–10. For the purposes of this study, migrants 
were defined as people with a non-Western migration 
background. These are people originally from Turkey, 
Africa, Latin America and Asia, including asylum seek-
ers, refugees and undocumented people.

Participants and procedure

In the Netherlands, general practice residency consists 
of a three-year training programme. In the first and 
third years of training, GP trainees work in general 
practice under the supervision of a GP trainer. In the 
second year, trainees have internships in a variety of 
settings. GP trainers are experienced GPs who receive 
regular training in supervising GP trainees in general 
practice. For this study, we invited 627 GP trainers 
from the two GP training programmes at Amsterdam 
UMC (VUmc and AMC sites) and 343 GP trainees who 

https://doi.org/10.1080/02813432.2023.2293927
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were actively working in general practice to partici-
pate in an anonymous questionnaire. In order to 
ensure the anonymity of our participants, an email 
with a link to the questionnaire was sent by the sec-
retariat of the general practice training institutes. As 
GP trainees in their second (middle) year of training 
do not work in general practice, we decided to 
exclude them and only invite trainees in their first or 
last year of training. Reminder emails were sent after 
two and four weeks after the first email. Respondents 
were not compensated for their participation in 
the study.

Educational programmes at the GP training at 
Amsterdam UMC

The GP trainees at Amsterdam UMC receive training 
one day a week at the training institute under the 
supervision of a GP teacher and a behavioural science 
teacher [23,24]. This training day mainly consists of a 
reflection session on their experiences in general prac-
tice, education in the group on topics that they can 
freely choose according to their learning needs, and 
so-called thematic education (e.g. care for migrants). 
Thematic education is usually given by a guest teacher 
with expertise of the specific topic. Additionally, GP 
trainees can choose from a list of topics which specific 
thematic educational session they would like to attend. 
Therefore, not all trainees receive education on the 
same topics. In recent years, both GP training insti-
tutes at Amsterdam UMC have started to integrate the 
topics of diversity and migrant care into their curricula. 
For example, the VUmc GP training institute has a 
website with articles, podcasts and other relevant liter-
ature on caring for migrants embedded in the themes 
of “diversity”, “chronic care” and “doctor-patient com-
munication” [25].

The website contains materials that trainees can 
use to learn about topics such as intercultural pallia-
tive care (video “I have a doctor in Morocco”), diabe-
tes and Ramadan, and the care of undocumented 
patients. GP trainees have the opportunity to attend 
different thematic trainings relevant to the care of 
migrants, such as low health literacy and diversity in 
emergencies. The AMC training institute offers the fol-
lowing educational programmes and materials for GP 
trainees: ethnic differences in skin diseases, diabetes 
and Ramadan, treatment of hypertension in patients 
of sub-Saharan African descent, palliative care and 
migrant-specific aspects of symptom management, 
low health literacy, use of an interpreter and medi-
cally unexplained physical symptoms (MUPS) in 
migrants.

Scores and interpretation

The maximum scores for knowledge, culturally compe-
tent consultation attitudes and skills were 15, 3 and 5 
points, respectively. The mean scores of knowledge, 
culturally competent consultation attitudes and skills, 
and their sub-domains were expressed as a proportion 
of the maximum score per domain and per sub-domain. 
The mean scores were categorised as good (>80% of 
the maximum score), moderate (60–80% of the maxi-
mum score) and low (<60% of the maximum score).

Analysis

Descriptive statistics were used to summarise respon-
dent characteristics and questionnaire responses. 
Continuous variables were presented as mean: ±SD or 
95% confidence intervals (CI) for normally distributed 
data or as median [IQR] for skewed data, and categori-
cal variables were presented as numbers (proportions). 
The difference between self-perceived CC at the begin-
ning (CC1) and at the end (CC2) of the questionnaire 
was tested with a paired t-test. We used Spearman’s cor-
relation coefficient (95% CI) for the correlation between 
self-perceived CC scores and the scores of each domain 
of CC. Linear regression analysis with a backward selec-
tion procedure was performed to determine the most 
important factors for the levels of the different CC 
domains. Factors included in the models were respon-
dents’ demographic data, work-related factors and affin-
ity for caring for migrants. Ordinal variables that existed 
in five categories were merged into three categories to 
increase the statistical power of the models.

The variables CC1, proportion of migrants, and ethnic-
ity were merged into dichotomous variables on the basis 
of distribution and logical reclassification. For example, 
the Dutch and European origins of the variable “ethnicity” 
were merged into one category. Continuous variables that 
met the assumptions of linearity were included in the 
models as continuous variables; otherwise, they were 
dummy variables. Collinearity between the independent 
variables was tested using Spearman’s correlation coeffi-
cient and collinearity statistics (i.e. tolerance and VIF). 
Associations were considered statistically significant at a 
p-value of ≤ 0.05, and we chose a threshold of ≤ 0.10 for 
the regression analysis. Data analysis was stratified for GP 
trainees and GP trainers and performed using SPSS 
version 26.

Medical, ethical and legal aspects

The Medical Ethics Review Committee of the VU 
University Medical Centre (Amsterdam UMC) confirmed 
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that the study did not fall within the scope of the 
Medical Research Act on Human Subjects; therefore, 
committee approval was not required (2020.404). All 
participants in the think-aloud sessions gave their con-
sent for the session to be audio-recorded. At the end 
of the questionnaire, respondents were asked if they 
would be willing to contribute to the development of 
an educational programme based on the results of the 
survey study. Those who wished to provide input were 
asked for their email addresses, which were immedi-
ately separated from the data to ensure the anonymity 
of the participants.

Results

Response rate and characteristics of participants

The response rate was 26.8% for GP trainees and 
29.7% for GP trainers. Table 1 shows that most GP 
trainees (60.9%) were in their first year of residency. 
The average work experience of GP trainers was 
20 years as a GP and eight years as a GP trainer. About 

50% of GP trainees and GP trainers reported seeing 
less than 10% of migrant patients in their general 
practice; 80% of both groups were of Dutch descent. 
An affinity for the care of migrant patients was men-
tioned by 27% and 32% of GP trainees and GP train-
ers, respectively. 86% of the GP trainees and 64% of 
the GP trainers agreed or strongly agreed that they 
experienced barriers in caring for patients with a 
migration background due to language and/or cultural 
differences.

Assessment of cultural competence

Table 2 shows the scores for the questions relating to 
the three domains of CC and their subsections, clas-
sified as low, moderate or high. In our scoring sys-
tem, the vast majority of GP trainees (93.5%) and GP 
trainers (80.6%) had a low level of knowledge on 
average. Almost half of GP trainees (44.6%) and GP 
trainers (42.5%) scored low on culturally competent 
consultation attitudes. The scores for culturally 

Table 1.  Participant characteristics and information about caring for people with a migration background.
GP trainees N = 92 GP trainers N = 186

Female 72 (78.3%) 104 (55.9%)
GP training institute
- VUmc 46 (50.0%) 92 (49.5%)
- AMC 46 (50.0%) 94 (50.5%)
Year of residency N.A.
- First year 56 (60.9%)
- Third [last] year 36 (39.1%)
Years of experience as a junior doctor before the start of GP training 2.5 [2.0–4.0] N.A.
Years of experience as a GP trainer N.A. 8.0 [4.0-14.0]
Years of experience as a GP N.A. 20.0 (±7.5)
Ethnicity of participantsa

- Dutch origin 71 (77.2%) 155 (83.8%)
- European origin 3 (3.3%) 11 (5.9%)
- Origin outside Europe 18 (19.6%) 19 (10.3%)
Migrant patients in general practice
-≤10% 46 [50.0%] 84 (45.2%)
−11–25%: 18 [19.6%] 46 (24.7%)
−26–50% 21 (22.8%) 41 (22.0%)
- >50% 7 (7.6%) 15 (8.1%)
Countries of origin of migrant patients mentioned in the top 3b

- Turkey 59 (68.6%) 125 (69.4%)
- Morocco 47 (54.7%) 130 (72.2%)
- Syria 30 (34.9%) 52 (28.9%)
Affinity with care of migrant patients
- Special affinity 6 (6.5%) 11 (5.9%)
- Affinity 25 (27.2%) 60 (32.3%)
- Neutral 45 (48.9%) 95 (51.1%)
- Little affinity 13 (14.1%) 20 (10.8%)
- No affinity 3 (3.3%) 0 (0.0%)
Perceived barriers due to language and/ or cultural differences
- Strongly disagree 1 (1.1%) 7 (3.8%)
- Disagree 3 (3.3%) 29 (15.6%)
- Neutral 9 (9.8%) 31 (16.7%)
- Agree 71 (77.2%) 106 (57.0%)
- Strongly agree 8 (8.7%) 13 (7.0%)

Mean (±SD) for normally distributed continuous variables.
Median [IQR] for skewed distributed continuous variables.
N (%) for categorical variables.
a1 (0.4%) missing in the GP supervisors group.
b35 (11.6%) missing of the total number of participants (N = 278).



106 S. BOUCHAREB ET AL.

competent skills were moderate (54.3%) and low 
(48.4%) for most GP trainees and GP trainers, respec-
tively. The mean (95% CI) score of self-perceived CC 
at the beginning of the questionnaire was 6.2 (5.9–
6.5) and 6.3 (6.1–6.5) among GP trainees and GP 
trainers, respectively.

At the end of the questionnaire, GP trainees and GP 
trainers rated their self-perceived CC slightly but sta
tistically significantly lower at 5.8 (5.5–6.0) and 6.0 
(5.8–6.2), respectively. The correlations between 
self-perceived CC (CC1 and CC2) and assessed CC were 
all positive and very weak. The strongest correlations 
were found between general knowledge and 
self-perceived CC2 among GP trainees (rs = 0.3; 0.1–
0.5) and GP trainers (rs = 0.3; 0.2–0.4). The weakest 
correlations were found between the ability to com-
promise with patients or their families and CC1 (rs = 
0.1; −0.2–0.3) and CC2 (rs = −0.1; −0.3–0.2) in GP train-
ees and between the ability to adapt communication 
to patients’ literacy and CC2 (rs = 0.1; −0.1–0.2) in GP 
trainers.

Relationship between several variables and 
assessed cultural competence

Among GP trainees, the last year of residency and 
AMC GP training institute were significantly associated 
with higher levels of knowledge. However, this training 
institute was also associated with lower levels of cul-
turally competent skills among GP trainees (Table 3). 
Among GP trainers, a proportion of more than 10% of 
patients with a migrant background was significantly 
associated with a higher level of knowledge and a 
higher level of culturally competent consultation atti-
tudes. Coming from a non-European country was also 

positively associated with the level of knowledge 
among GP trainers. Among GP trainers, years of work 
experience as a GP trainer (3rd quartile) was signifi-
cantly associated with higher levels of culturally com-
petent skills. The last year of residency and a 
non-European ethnicity were associated with higher 
levels of culturally competent skills among GP trainees.

Perceived education

Figure 1 provides an overview of the extent to which 
education was provided on various topics relevant to 
the care of migrants. The vast majority of GP trainees 
and trainers reported that the topics were either not 
covered or were covered inadequately during the GP 
residency programme, a refresher day or during con-
tinuing education. Additional sub-analyses showed 
that VUmc GP trainees reported more frequently that 
most topics were not covered compared with AMC GP 
trainees. For example, almost 75% of VUmc GP train-
ees compared with 50% of the GP trainees at AMC 
reported that the topic “ethnical differences in phar-
macotherapy” was not covered. There were no major 
differences between VUMC and AMC, the GP trainers, 
in terms of the amount of education provided (see  
Supplementary Appendix 3).

Discussion

This survey investigated CC among GP trainees and GP 
trainers. Participants’ levels of CC were low on average, 
particularly scores for “general knowledge of ethnic 
minority care provision” and “specific diagnosis”. Our 
findings are consistent with a survey study [18] of 
medical students, youth health care physician residents 

Table 2.  Scores on knowledge, culturally competent consultation attitudes and skills and their sub-sections for GP trainees and 
GP trainers.

Interpretation of scoresa

GP trainees
Interpretation of scoresa

GP trainers

Low level N 
(%)

Moderate level 
N (%)

High level 
N (%)

Low level N 
(%)

Moderate 
level N (%)

High level N 
(%)

Knowledge 86 (93.5%) 6 (6.5%) 0 (0.0%) 150 (80.6%) 36 (19.4%) 0 (0.0%)
- General knowledge 85 (92.4%) 7 (7.6%) 0 (0.0%) 172 (92.5%) 13 (7.0%) 1 (0.5%)
- Specific diagnosis 57 (62.0%) 32 (34.8%) 3 (3.3%) 99 (53.2%) 65 (34.9%) 22 (11.8%)
Culturally competent consultation attitudes 41 (44.6%) 38 (41.3%) 13 (14.1%) 79 (42.5%) 77 (41.4%) 30 (16.1%)
- Awareness of social context and patients’ specific factors 51 (55.4%) 25 (27.2%) 16 (17.4%) 89 (47.8%) 48 (25.8%) 49 (26.3%)
- Awareness of how culture shapes an individual’s behaviour 

and thinking, and curiosity about understanding or learning 
more about patients’ perspectives

22 (23.9%) 33 (35.9%) 37 (40.2%) 57 (30.6%) 61 (32.8%) 68 (36.6%)

Culturally competent skills [range score 0-5] 28 (30.4%) 50 (54.3%) 14 (15.2%) 90 (48.4%) 82 (44.1%) 14 (7.5%)
-The ability to adapt communication to patients’ [health] literacy, 

to assess when external help with communication is needed 
and how to work with an interpreter in consultation

32 (34.8%) 41 (44.6%) 19 (20.7%) 113 (60.8%) 53 (28.5%) 20 (10.8%)

-The ability to compromise with patients or their family as 
needed, to adapt flexibly and creatively to new situations

42 (45.7%) 30 (32.6%) 20 (21.7%) 89 (47.8%) 52 (28.0%) 45 (24.2%)

ainterpretation scores: <60% of maximum score = low; 60–80% of maximum score = moderate; >80% of maximum score = high score.

https://doi.org/10.1080/02813432.2023.2293927
https://doi.org/10.1080/02813432.2023.2293927
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and their supervisors, which also found generally low 
scores in the knowledge domains. These low scores in 
CC may be explained by the fact that the training insti-
tutes of Amsterdam UMC have only recently started to 
develop and structurally embed educational pro-
grammes related to the care of migrants in the GP 
training curricula. In addition, many of our respondents 
in both groups indicated a perceived lack of training in 
migrant care. Training in CC is also lacking in general 
practice internationally [9]. A qualitative study [26] of 
GP trainees in Ireland also found that the majority felt 
that training in the care of migrant patients was inad-
equate and that the main need was for factual knowl-
edge about caring for an ethnically and culturally 
diverse population. Studies have shown that CC train-
ing could improve CC in HCPs [19,27,28]. For example, 
a recent study of midwives reported significant 
improvements in knowledge, skills and self-perceived 
CC after training in culturally sensitive maternity 
care [19].

Our participants generally scored slightly higher 
on culturally competent consultation attitudes and 
skills, particularly in the sub-domains of awareness of 
culturally dependent behaviour and interest in patient 
perspectives. The emphasis on patient-centred com-
munication in GP training may explain the higher 
scores. The AMC training institute was positively asso-
ciated with knowledge and VUmc with culturally 
competent consultation skills. These results could be 
explained by the possible differences in the curricula 
of the two GP training institutes. The GP training 
institute of the VUmc seems to have educational pro-
grammes with an emphasis on diversity in doctor- 
patient communication, such as low health literacy 
and intercultural palliative care. On the other hand, 
the GP training curriculum of the AMC appears to 
have a stronger focus on knowledge compared to 
that of the VUmc, with educational topics such as 
ethnic differences in skin diseases, treatment of 
hypertension in patients of sub-Saharan African 

Table 3. T he relationship between several factors and the assessed cultural competence.

Knowledge
Culturally competent 
consultation attitudes Culturally competent skills

GP trainees GP trainers GP trainees GP trainers GP trainees GP trainers

Beta (95%CI) Beta (95%CI) Beta (95%CI) Beta (95%CI) Beta (95%CI) Beta (95%CI)

Sex – – – – –
0 Female
1 Male
GP training institute – – –
0 VUmc – –
1 AMC 0.8 (-0.1 − 1.6)* −0.3 (-0.6 − 0.0)*
Year of residency – – –
0 First year of residency – –
1 Last year of residency 1.5 (0.6 − 2.4)* 0.3 (-0.0– 0.6)*
Years of experience as a junior doctor before the 

start of GP traininga
– N.A. – N.A. – N.A.

Years of experience as a GP trainer N.A. – N.A. - N.A.
0 Quartile1 –
1 Quartile2 0.2 (-0.1 − 0.6)
2 Quartile3 0.4 (0.0 − 0.7)*
3 Quartile4 −0.0 (-0.3 − 0.3)
Years of experience as a GP N.A. – N.A. – N.A. –
0 Quartile1
1 Quartile2
2 Quartile3
3 Quartile4
Percentage of migrant patients in general practice – – – –
0 ≤ 10% – –
1 > 10% 1.6 (0.9 − 2.3)* 0.3 (0.1 − 0.4)*
Ethnicity of participants – – – – – –
0 European origin
1 Origin outside Europe 1.1 (-0.1–2.2)* 0.4 (0.0–0.8)*
Affinity with care of migrant patientsb – – – – – –
0 No affinity
1 Neutral
2 Affinity
Self-perceived CC1 – – – – –
0 Score 1-5 –
1 Score ≥6 0.2 (0.0 − 0.4)*

0= the reference group.
*Significance at p ≤ 0.10.
aContinuous variable.
bThe categorical variable perceived barriers in care of migrants was excluded from the analysis due to collinearity with affinity with care for migrants in 
both groups.
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descent, as well as palliative care and migrant-specific 
aspects in symptom management. The sub-analyses 
showed that the vast majority of trainees at both GP 
institutes reported that the various topics related to 
the care of migrants were either not covered or were 
covered inadequately. However, it appears that GP 
trainees at the AMC were more likely than those at 
the VUmc to perceive that various topics were inade-
quately or to a lesser extent adequately covered. For 
the development of educational programmes on CC, 
it will be interesting to explore these dissimilarities 
more thoroughly, for example, through focus groups, 

given the possible differences in the curricula of 
these institutes.

In addition, the positive association between the 
last year of residency and the level of knowledge and 
culturally competent skills of GP trainees is probably 
a reflection of their increased experience. In GP train-
ers, having a patient population with more than 10% 
migrants and work experience as a GP was also found 
to be positively associated with the level of CC. These 
findings are coherent with studies that reported on 
the positive relationship between exposure to a cul-
turally diverse population, work experience, and the 

Figure 1.  Perceived education of GP trainees and GP trainers in relation to migrant health care, according to the questionnaire.
aCommunication skills to overcome language barriers and functional illiteracy, such as clarifying the request for help, exploring concerns and emotions, 
and giving explanations tailored to the patient’s level of literacy.
bCommunication skills for holding consultations with an interpreter (e.g. maintaining control).
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development of CC [9,29]. Moreover, almost half of 
the GP trainers indicated having 10% or fewer 
patients with a migration background in general 
practice, which might explain their low level of CC. 
The associations between self-perceived CC and the 
assessed domains of CC were all very weak. Similar 
results were found in previous studies [18,30], which 
highlighted the importance of assessing CC beyond 
participants’self-perception [31,32]. A systematic 
review [30] demonstrated little, no, or an inverse 
association between self-perceived and observed 
competence among physicians in most studies. In 
addition, we found that self-perceived CC1 (at the 
beginning of the questionnaire) was significantly 
lower compared to self-perceived CC2 (at the end of 
the questionnaire), which might indicate that in the 
process of completing the questionnaire, participants 
became aware of their incompetence. It has been 
shown that HCPs are often unaware of their incompe-
tence regarding care for an ethnically diverse popula-
tion [33,34].

Strengths and limitations

To the best of our knowledge, this study is the first 
to assess CC in GP trainees and GP trainers. In devel-
oping the questionnaire, we used a conceptual frame-
work for CC that focuses on the patient-doctor 
interaction [15]. This framework has previously been 
used to develop a questionnaire to assess CC among 
youth health physician residents and their physician 
supervisors in the Netherlands [18] and among  
midwives in Europe [19]. We were therefore able to 
compare the results. We used a self-developed ques-
tionnaire that has not been validated. However, we 
used a diverse and broadly experienced team of 
experts to develop a questionnaire that resembles 
the practical, everyday issues related to the care of 
migrants in general practice. We also used the 
think-aloud method to test the content validity of  
the questionnaire. We believe that these aspects are 
the most important in achieving content validity, 
which is considered the most important characteristic 
of such an instrument [35,36].

Our questionnaire included medical cases to identify 
intended attitudes and culturally competent skills that 
the authors considered relevant to assessing CC in gen-
eral practice beyond self-perception. However, the use of 
a questionnaire means that we were dependent on 
self-reported attitudes and culturally competent skills [18].

Self-reported questionnaires are prone to social 
desirability bias [37] and are weakly associated with 
observer-rated cultural competence [38–40]; therefore, 

the validity of self-reported cultural competence ques-
tionnaires has been questioned [41].

In order to measure CC skills more objectively, 
instruments are needed for the observation of CC in 
general practice, such as analysing videotaped consul-
tations. A recent systematic review [41] reported that 
there are yet no suitable observation instruments 
available for objectively assessing all domains of CC in 
HCPs. In this review, five instruments were found in 
the literature, all of which had suboptimal psychomet-
ric properties and were mainly aimed at the assess-
ment of attitude.

We cannot exclude selection bias; only a small 
number of trainers and trainees who answered our 
questionnaire indicated that they work in practices 
with a high proportion of migrants and ethnic minority 
patients. Approximately half of the respondents indi-
cated having 10% or fewer migrant patients in their 
general practice. Nevertheless, we included a diverse 
study population with regard to, for example, the year 
of residency, the ethnicity of the respondents and 
their affinity for the care of migrant patients. In addi-
tion, the results of our questionnaire may not be gen-
eralisable to all general practices, as general practices 
and the GP training curriculum may differ between 
regions and countries.

Conclusions and recommendations

This study identified gaps in cultural competence 
among GP trainees and GP trainers and highlighted 
the need for cultural competence training. Cultural 
competence appears to increase with experience and 
exposure to an ethnically diverse patient population. 
Practice-oriented education may therefore help to 
improve cultural competence. Further studies should 
explore how cultural competency in general practice 
can be improved through educational programmes 
within the GP training curricula in order to reduce eth-
nic disparities in health care. We also need validated 
instruments to test all aspects of cultural competence 
(i.e. knowledge, attitude and skills).

Acknowledgements

We would like to thank all respondents for participating in 
this study, including those who took part in the think-aloud 
session. We also wish to thank the secretariat of the GP 
training institutes of Amsterdam UMC for their support. We 
thank Ralph de Vries for his help with the extensive litera-
ture search and Conny Seeleman for her consultation and 
thank her and her colleagues for making their questionnaire 
available to us. This research was supported by the 
Department of General Practice, Amsterdam UMC.



110 S. BOUCHAREB ET AL.

Disclosure statement

No potential conflict of interest was reported by the author(s).

Funding

This work was supported by the department of general prac-
tice, Amsterdam UMC.

ORCID

Siham Bouchareb  http://orcid.org/0000-0002-8420-1808

References

	 [1]	 United Nations Department of Economic and Social 
Affairs, Population Division (2020). International 
Migration 2020 Highlights (ST/ESA/SER.A/452).

	 [2]	C BS. Hoeveel mensen met een migratieachtergrond 
wonen in Nederland? [How many people with a mi-
gration background live in the Netherlands?] 2022 
Available from: https://www.cbs.nl/nl-nl/dossier/
dossier-asiel-migratie-en-integratie/hoeveel-mensen- 
met-een-migratieachtergrond-wonen-in-nederland-. 
(Accessed 18 May 2022).

	 [3]	C BS. Hoeveel asielzoekers komen naar Nederland? 
[How many asylum seekers come to the Netherlands?] 
2022 Available from: https://www.cbs.nl/nl-nl/dossier/
dossier-asiel-migratie-en-integratie/hoeveel-sielzoekers- 
komen-naar-nederland-. (Accessed 18 May 2022).

	 [4]	 Meeks KA, Freitas-Da-Silva D, Adeyemo A, et  al. 
Disparities in type 2 diabetes prevalence among eth-
nic minority groups resident in Europe: a systematic 
review and meta-analysis. Intern Emerg Med. 2016; 
11(3):327–340. doi:10.1007/s11739-015-1302-9.

	 [5]	A gyemang C, van der Linden EL, Bennet L. Type 2 di-
abetes burden among migrants in Europe: unravelling 
the causal pathways. Diabetologia. 2021;64(12):2665–
2675. doi:10.1007/s00125-021-05586-1.

	 [6]	 Kunst AE, Mackenbach JP, Lamkaddem M, et  al. 
Overzicht en evaluatie van resultaten van weten-
schappelijk onderzoek naar etnische verschillen in  
gezondheid, gezondheidsrisico’s en zorggebruik in 
Nederland [Overview and evaluation of the results 
of scientific research towards migrant differences 
in health, health risks and health care use in The 
Netherlands]. Rotterdam/Utrecht: Erasmus MC, NIVEL. 
2008.

	 [7]	H armsen H, Meeuwesen L, van Wieringen J, et  al. 
When cultures meet in general practice: intercultural 
differences between GPs and parents of child patients. 
Patient Educ Couns. 2003;51(2):99–106. doi:10.1016/
s0738-3991(02)00195-7.

	 [8]	 van Wieringen JC, Harmsen JA, Bruijnzeels MA. 
Intercultural communication in general practice. Eur J 
Public Health. 2002;12(1):63–68. doi:10.1093/eurpub/ 
12.1.63.

	 [9]	 Watt K, Abbott P, Reath J. Developing cultural compe-
tence in general practitioners: an integrative review of 
the literature. BMC Fam Pract. 2016;17(1):158. 
doi:10.1186/s12875-016-0560-6.

	 [10]	 Nelson A. Unequal treatment: confronting racial and 
ethnic disparities in health care. J Natl Med Assoc. 
2002;94(8):666–668.

	 [11]	 Park ER, Betancourt JR, Kim MK, et  al. Mixed messages: 
residents’ experiences learning cross-cultural care. 
Acad Med. 2005;80(9):874–880. doi:10.1097/00001888- 
200509000-00019.

	 [12]	 Van den Muijsenbergh M, van Weel-Baumgarten E, 
Burns N, et  al. Communication in cross-cultural consul-
tations in primary care in Europe: the case for 
improvement. The rationale for the RESTORE FP 7 proj-
ect. Prim Health Care Res Dev. 2014;15(2):122–133. 
doi:10.1017/S1463423613000157.

	 [13]	 Ngo-Metzger Q, Telfair J, Sorkin DH, et  al. Cultural 
competency and quality of care: obtaining the pa-
tients’s perspective. 2006.

	 [14]	 Betancourt JR. Cross-cultural medical education: 
conceptual approaches and frameworks for evaluation. 
Acad Med. 2003;78(6):560–569. doi:10.1097/00001888- 
200306000-00004.

	 [15]	S eeleman C, Suurmond J, Stronks K. Cultural com
petence: a conceptual framework for teaching and 
learning. Med Educ. 2009;43(3):229–237. doi:10.1111/ 
j.1365-2923.2008.03269.x.

	 [16]	 Renzaho AMN, Romios P, Crock C, et al. The effectiveness 
of cultural competence programs in ethnic minority 
patient-centered health care–a systematic review of the 
literature. Int J Qual Health Care. 2013;25(3):261–269. 
doi:10.1093/intqhc/mzt006.

	 [17]	T ruong M, Paradies Y, Priest N. Interventions to im-
prove cultural competency in healthcare: a systematic 
review of reviews. BMC Health Serv Res. 2014;14(1):99. 
doi:10.1186/1472-6963-14-99.

	 [18]	S eeleman C, Hermans J, Lamkaddem M, et  al. A stu-
dents’ survey of cultural competence as a basis for 
identifying gaps in the medical curriculum. BMC Med 
Educ. 2014;14(1):216. doi:10.1186/1472-6920-14-216.

	 [19]	F air F, Soltani H, Raben L, et  al. Midwives’ experiences 
of cultural competency training and providing perina-
tal care for migrant women a mixed methods study: 
operational refugee and migrant maternal approach 
[ORAMMA] project. BMC Pregnancy Childbirth. 2021; 
21(1):340. doi:10.1186/s12884-021-03799-1.

	 [20]	 Van den Muijsenbergh M, Oosterberg E. Zorg voor 
laaggeletterden, migranten en sociaal kwetsbaren in 
de huisartsenpraktijk [Care for the illiterate, migrants 
and socially vulnerable in general practice]. Nederlands 
Huisartsen Genootschap; Februari 2017.

	 [21]	S uurmond J, Seeleman C, Stronks K, et  al. Een arts van 
de wereld. Etnische diversiteit in de medische praktijk [a 
doctor of the world. Ethnic diversity in medical practice]. 
Houten, Nederland: Bohn Stafleu van Loghum; 2012.

	 [22]	H ak T, Van der Veer K, Jansen H. The three step 
test-interview [TSTI]: an observation-based method for 
pretesting self-completion questionnaires. Survey 
Research Methods. 2008;2:143–150.

	 [23]	 Wiki huisartsopleiding. Huisartsopleiding VUmc 
[Internet]. Available from: https://www.hovumc.nl/wiki/
Huisartsopleiding_VUmc. [Accessed 18 October 2023].

	 [24]	H uisartsopleiding Amsterdam UMC, locatie AMC. De 
opleiding [Internet]. Available from: https://www.amc.
nl/web/leren/huisartsopleiding-1/huisartsgeneeskunde/
de-opleiding.htm. [Accessed 18 October 2023].

https://www.cbs.nl/nl-nl/dossier/dossier-asiel-migratie-en-integratie/hoeveel-mensen-met-een-migratieachtergrond-wonen-in-nederland-.
https://www.cbs.nl/nl-nl/dossier/dossier-asiel-migratie-en-integratie/hoeveel-mensen-met-een-migratieachtergrond-wonen-in-nederland-.
https://www.cbs.nl/nl-nl/dossier/dossier-asiel-migratie-en-integratie/hoeveel-mensen-met-een-migratieachtergrond-wonen-in-nederland-.
https://www.cbs.nl/nl-nl/dossier/dossier-asiel-migratie-en-integratie/hoeveel-asielzoekers-komen-naar-nederland-.
https://www.cbs.nl/nl-nl/dossier/dossier-asiel-migratie-en-integratie/hoeveel-asielzoekers-komen-naar-nederland-.
https://www.cbs.nl/nl-nl/dossier/dossier-asiel-migratie-en-integratie/hoeveel-asielzoekers-komen-naar-nederland-.
https://doi.org/10.1007/s11739-015-1302-9
https://doi.org/10.1007/s00125-021-05586-1
https://doi.org/10.1016/s0738-3991(02)00195-7
https://doi.org/10.1016/s0738-3991(02)00195-7
https://doi.org/10.1093/eurpub/
https://doi.org/10.1093/eurpub/
https://doi.org/10.1186/s12875-016-0560-6
https://doi.org/10.1097/00001888-
https://doi.org/10.1097/00001888-
https://doi.org/10.1017/S1463423613000157
https://doi.org/10.1097/00001888-
https://doi.org/10.1097/00001888-
https://doi.org/10.1111/
https://doi.org/10.1111/
https://doi.org/10.1093/intqhc/mzt006
https://doi.org/10.1186/1472-6963-14-99
https://doi.org/10.1186/1472-6920-14-216
https://doi.org/10.1186/s12884-021-03799-1
https://www.hovumc.nl/wiki/Huisartsopleiding_VUmc
https://www.hovumc.nl/wiki/Huisartsopleiding_VUmc
https://www.amc.nl/web/leren/huisartsopleiding-1/huisartsgeneeskunde/de-opleiding.htm
https://www.amc.nl/web/leren/huisartsopleiding-1/huisartsgeneeskunde/de-opleiding.htm
https://www.amc.nl/web/leren/huisartsopleiding-1/huisartsgeneeskunde/de-opleiding.htm


Scandinavian Journal of Primary Health Care 111

	 [25]	 Mennink S, Jacobs M, Balkema E, et  al. Diversity: wiki 
GP training Amsterdam UMC: [Available at: https://
www.hovumc.nl/wiki/Aandachtsgebied_diversiteit. 
[Accessed 18 October 2023].

	 [26]	 Pieper HO, MacFarlane A. I’m worried about what I 
missed": GP registrars’ views on learning needs to de-
liver effective healthcare to ethnically and culturally 
diverse patient populations. Educ Health. 2011;24(1):494. 
doi:10.4103/1357-6283.101460.

	 [27]	 Beach MC, Price EG, Gary TL, et  al. Cultural compe-
tence: a systematic review of health care provider ed-
ucational interventions. Med Care. 2005;43(4):356–373. 
doi:10.1097/01.mlr.0000156861.58905.96.

	 [28]	H enderson S, Kendall E, See L. The effectiveness of cultur-
ally appropriate interventions to manage or prevent 
chronic disease in culturally and linguistically diverse com-
munities: a systematic literature review. Health Soc Care 
Community. 2011;19(3):225–249. doi:10.1111/j.1365-2524. 
2010.00972.x.

	 [29]	 Mesler DM. A comparative study of cultural competence 
curricula in baccalaureate nursing programs. Nurse Educ. 
2014;39(4):193–198. doi:10.1097/NNE.0000000000000040.

	 [30]	 Davis DA, Mazmanian PE, Fordis M, et  al. Accuracy of 
physician self-assessment compared with observed 
measures of competence: a systematic review. JAMA. 
2006;296(9):1094–1102. doi:10.1001/jama.296.9.1094.

	 [31]	 Gozu A, Beach MC, Price EG, et  al. Self-administered 
instruments to measure cultural competence of health 
professionals: a systematic review. Teach Learn Med. 
2007;19(2):180–190. doi:10.1080/10401330701333654.

	 [32]	 Kumaş-Tan Z, Beagan B, Loppie C, et  al. Measures of 
cultural competence: examining hidden assumptions. 
Acad Med. 2007;82(6):548–557. doi:10.1097/ACM.0b0 
13e3180555a2d.

	 [33]	H udelson P, Perneger T, Kolly V, et  al. Self-assessed 
competency at working with a medical interpreter is not 
associated with knowledge of good practice. PLOS One. 
2012;7(6):e38973. doi:10.1371/journal.pone.0038973.

	 [34]	S eeleman C, Stronks K, van Aalderen W, et  al. 
Deficiencies in culturally competent asthma care for 
ethnic minority children: a qualitative assessment 
among care providers. BMC Pediatr. 2012;12(1):47. 
doi:10.1186/1471-2431-12-47.

	 [35]	 Mokkink LB, Terwee CB, Patrick DL, et  al. The COSMIN 
study reached international consensus on taxonomy, 
terminology, and definitions of measurement proper-
ties for health-related patient-reported outcomes. J 
Clin Epidemiol. 2010;63(7):737–745. doi:10.1016/j.jcline-
pi.2010.02.006.

	 [36]	T erwee CB, Prinsen CAC, Chiarotto A, et  al. COSMIN 
methodology for evaluating the content validity of 
patient-reported outcome measures: a delphi study. 
Qual Life Res. 2018;27(5):1159–1170. doi:10.1007/
s11136-018-1829-0.

	 [37]	L arson KE, Bradshaw CP. Cultural competence and social 
desirability among practitioners: a systematic review of 
the literature. Children and Youth Services Review. 
2017;76:100–111. doi:10.1016/j.childyouth.2017.02.034.

	 [38]	 Worthington RL, Mobley M, Franks RP, et  al. Multicultural 
counseling competencies: verbal content, counselor attri-
butions, and social desirability. J. Couns. Psychol. 
2000;47(4):460–468. doi:10.1037/0022-0167.47.4.460.

	 [39]	C onstantine MG, Ladany N. Self-report multicultural 
counseling competence scales: their relation to social 
desirability attitudes and multicultural case conceptu-
alization ability. J Couns Psychol. 2000;47(2):155–164. 
doi:10.1037/0022-0167.47.2.155.

	 [40]	C artwright BY, Daniels J, Zhang S. Assessing multicul-
tural competence: perceived versus demonstrated per-
formance. J Couns Develop. 2008;86(3):318–322. doi:10. 
1002/j.1556-6678.2008.tb00515.x.

	 [41]	 Jager M, den Boeft A, Versteeg-Pieterse A, et  al. 
Observing cultural competence of healthcare profes-
sionals: a systematic review of observational assess-
ment instruments. Patient Educ Couns. 2021;104(4):750–
759. April doi:10.1016/j.pec.2020.10.010.

https://www.hovumc.nl/wiki/Aandachtsgebied_diversiteit
https://www.hovumc.nl/wiki/Aandachtsgebied_diversiteit
https://doi.org/10.4103/1357-6283.101460
https://doi.org/10.1097/01.mlr.0000156861.58905.96
https://doi.org/10.1111/j.1365-2524.
https://doi.org/10.1111/j.1365-2524.
https://doi.org/10.1097/NNE.0000000000000040
https://doi.org/10.1001/jama.296.9.1094
https://doi.org/10.1080/10401330701333654
https://doi.org/10.1097/ACM.0b0
https://doi.org/10.1097/ACM.0b0
https://doi.org/10.1371/journal.pone.0038973
https://doi.org/10.1186/1471-2431-12-47
https://doi.org/10.1016/j.jclinepi.2010.02.006
https://doi.org/10.1016/j.jclinepi.2010.02.006
https://doi.org/10.1007/s11136-018-1829-0
https://doi.org/10.1007/s11136-018-1829-0
https://doi.org/10.1016/j.childyouth.2017.02.034
https://doi.org/10.1037/0022-0167.47.4.460
https://doi.org/10.1037/0022-0167.47.2.155
https://doi.org/10.
https://doi.org/10.
https://doi.org/10.1016/j.pec.2020.10.010

	Cultural competency of GP trainees and GP trainers: a cross-sectional survey study
	ABSTRACT
	Introduction
	Methods
	Study design
	Development of the questionnaire
	Participants and procedure
	Educational programmes at the GP training at Amsterdam UMC
	Scores and interpretation
	Analysis
	Medical, ethical and legal aspects

	Results
	Response rate and characteristics of participants
	Assessment of cultural competence
	Relationship between several variables and assessed cultural competence
	Perceived education

	Discussion
	Strengths and limitations
	Conclusions and recommendations
	Acknowledgements
	Disclosure statement
	Funding
	ORCID
	References



