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Abstract: Background: Training healthcare practitioners on cultural competence and increasing the cultural diversity of 

healthcare professionals, may help to alleviate barriers and improve patient outcomes. The American Physical Therapy 

Association (APTA) has implemented goals and guidelines for the training of culturally competent physical therapists. The 

goal of this study was to evaluate whether an association exists between physical therapy directors’ self-reports of the 

implementation of the APTA goals and guidelines and the cultural competence of those directors, and also to examine whether 

there are racial/ethnic differences in the implementation of these goals and guidelines and cultural competency among the 

directors. Methods: The study design was a cross sectional. The survey was sent to 225 physical therapy directors who were 

required to provide information about the implementation of the APTA goals and guidelines, cultural competency, and 

demographic characteristics. Linear regression was used to test the association between the implementation of APTA goals and 

guidelines and the cultural competence of the physical therapy directors. Independent sample t-tests were used to examine 

whether there were racial/ethnic differences in the implementation of these goals and guidelines and the cultural competence of 

the directors. Results: A total of 47 physical therapy directors responded to the survey. There was no significant relationship 

between the implementation of APTA goals and guidelines and the cultural competence of the physical therapy directors or 

significant racial/ethnic differences in the implementation of the goals and guidelines and cultural competence among the 

directors. Conclusions: Recommendations for practicing cultural competency in the field of physical therapy will need to be 

supported by further research into other populations. Other frameworks for understanding cultural competence among physical 

therapists should be explored. 
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1. Introduction 

The U.S. population has increasingly grown more racially 

and ethnically diverse [1–3]. Minorities account for almost 

one-third of the U.S. population, and are projected to rise to 

54% by 2050. The U.S. Census Bureau projects that by the 

middle of the 21st century, existing minority groups would 

account for more than 50% of the population [4]. The 

diversity of the U.S. population also permeates the healthcare 

environment [5]. Patients have a variety of religious, 

socioeconomic, and cultural backgrounds, as well as values, 

beliefs, and behaviors [5]. This diversity can be a problem for 

healthcare providers as the culture and values of patients 

differ from those of the healthcare providers. This is often the 

case because the healthcare sector does not reflect the same 

diversity as the one in the United States [6]. 

Cultural diversity affects the types of diseases and 

conditions people develop due to genetics, lifestyle, eating 

habits, location, and other factors [7–11]. Although diseases 

can affect a wide range of people, the prevalence of these 

diseases can be more pronounced in specific racial and ethnic 

groups [10]. As the number of ethnic minority individuals 

increases, whether from indigenous or immigrant groups, and 

meet the status of senior citizen, health and medical care 

professionals need to take into account the cultural 

background of these individuals because their cultural 
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background could determine their expectations and needs, 

and may factor into the necessary and appropriate courses of 

treatment. Healthcare providers can help to improve patient 

care by understanding the relationship between a patient's 

culture and beliefs and the likelihood of having certain 

diseases and conditions. Therefore, cultural awareness 

becomes much critical in establishing a relationship to 

provide the competent care needed by culturally diverse 

patients. 

A person’s cultural background affects how he or she 

views the definitions of health and disease, and seeking 

treatment for pain and discomfort is often centered on 

cultural norms. This situation may pose a problem if the 

healthcare provider is unable or unwilling to understand the 

values and beliefs of patients. Providers who are unaware of 

personal assumptions and biases are often unable to tailor 

patient information according to the patient’s level of 

understanding or lack effective communication skills [12]. 

Although one of the objectives of the Affordable Care Act 

(ACA) was to eliminate disparities in healthcare by 

promoting equitable access to healthcare, particularly in 

terms of patient care, studies have shown that there are still 

disparities in healthcare access, quality, and outcomes [13]. 

Cultural competence is defined as “the process by which 

the healthcare professional continually strives to achieve the 

ability and availability to function effectively within the 

cultural context of the client, family, individual, and 

community [14].” Although this concept was initially applied 

to nurses [15], it has been widely accepted in the medical 

field and has become increasingly vital amidst the changing 

demographics of the United States [16–18]. Researchers have 

emphasized the need for healthcare professionals to develop 

cultural competence to enhance the delivery of culturally 

competent healthcare [19, 20]. This concept now appears in 

the training of medical professionals [17, 21] and the ACA 

referred to the incorporation of cultural competence in 

medical training [4, 13]. 

Healthcare professionals face a range of obstacles in 

developing cultural competence that may be harmful to 

patient safety, including lack of information about the culture, 

values, and beliefs of others; negative emotional response, 

such as anxiety when encountering a member of a different 

cultural group; prejudice against another’s culture and beliefs; 

and language barriers [22]. The development of cultural 

competence is in stages, beginning with cultural 

destructiveness and ending with cultural proficiency. In 

cultural proficiency stage, a healthcare professional 

understands the need to conduct research relating to cultural 

competence in order to disseminate results and to develop 

new approaches to providing culturally competent care [5, 

23]. 

The Commission on Accreditation of Physical Therapy 

Education has cultural competency training requirements 

[18]. The APTA aims to educate physical therapists to be 

culturally competent to enhance the principals of core 

professional values, as well as to address the ever-increasing 

factors of diversity and globalization in the healthcare field 

[24, 25]. The APTA states that for a system to become 

culturally competent, it must value diversity, have the 

capacity for cultural self-assessment, be conscious of the 

dynamics inherent when cultures interact, institutionalize 

cultural knowledge and develop adaptations for service 

delivery that reflect an understanding of diversity between 

and within cultures [24]. With only “blueprints” at their 

disposal, educational institutions are responsible for 

developing their definitive curricula for teaching cultural 

competence in compliance with the APTA regulations. There 

are many models for implementing cultural competence 

education. However, there appears to be no medical and 

healthcare standard accepted as the best practice. Although 

most models addressed the essential components of cultural 

competence and were useful in the absence of other programs 

[18], there was no evidence supporting the efficacy of these 

initiatives in improving healthcare professionals’ cultural 

competence. 

With the increasing importance of cultural competence in 

the medical field and the introduction of the APTA goals and 

guidelines for the training of culturally competent physical 

therapists, there is a need to understand the role that these 

goals and guidelines might play in increasing cultural 

competence of physical therapy directors and the factors that 

influence the implementation of these goals and guidelines 

and cultural competence. Therefore, this study seeks to (a) 

evaluate whether an association exists between the self-

reported implementation of APTA goals and guidelines and 

the cultural competence of physical therapy directors and (b) 

examine whether there are racial/ethnic differences in the 

implementation of these goals and guidelines and the cultural 

competence of program directors. 

2. Methods 

2.1. Sample 

APTA is an individual membership professional 

organization representing more than 95,000 members of 

physical therapists, physical therapist assistants, and 

students. An e-mail survey was sent to 225 directors of 

physical therapy programs whose email addresses were 

available on the APTA website. A sample size calculation 

was used to determine the minimum sample size needed to 

obtain a representative sample from this population, which 

indicated that a sample of 140 participants drawn from the 

sampling frame of 225 would provide a 95% confidence 

level with a 5% margin of error. 

2.2. Instrumentation 

The researcher-developed survey included 10 items, based 

on the 10 major requirements for training in cultural 

competence set out in the goals and guidelines of the APTA. 

Items related to the expectations for cultural competence are 

statements beginning with “I” to indicate an action. 

Participants responded using a Likert scale ranging from 1 

(Strongly Disagree) to 5 (Agree). The questionnaire 
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contained 10 statements with a potential total score of 10 to 

50 for each respondent. A score of 10 represents the lowest 

level of meeting cultural competence training requirements, 

and a score of 50 represents the highest level of meeting 

cultural competence training requirements. An additional 20 

items on the questionnaire were based on Portalla and Chen’s 

[26] 20-item Intercultural Effectiveness Scale (IES), 

measuring six dimensions of cultural competence: behavioral 

flexibility, identity maintenance, interaction management, 

interaction respect, interaction relaxation, and massage skills. 

These items were measured with a five-point Likert scale, 

ranging from 1 (Strongly Disagree) to 5 (Agree). Nine of the 

20 negatively-worded survey items were reverse coded. The 

scores were averaged for the constituent items, generating a 

scale from 1 to 5, where higher scores indicate greater levels 

of cultural competence. Previously, research has shown a 

high degree of reliability of this instrument, with one paper 

finding that it has a Cronbach alpha reliability coefficient of 

0.85, indicating that there is a high degree of consistency 

between the individual items which comprise the scale [26]. 

Individuals who scored high on the IES were behaviorally 

adaptive, able to distinguish between appropriate behaviors, 

and able to adapt to different situations [26]. Lastly, 

respondents’ ethnicity was measured using an additional item 

on the questionnaire that required each participant to identify 

with a particular ethnic/racial group: White/Caucasian, 

African American, Hispanic, Asian, Mixed Race, or other. 

Responses of White/Caucasian will be considered as White 

and responses of African American, Hispanic, Asian, Mixed 

Race, or others will be regarded as non-White. This action 

was necessary because independent samples of t-tests can 

only be conducted if at least two participants in each group 

are compared. 

In order to ensure the reliability and validity of the 

questionnaire, a field test was conducted prior to interviews 

to determine any limitations on the questionnaire, the 

wording of the items and the appropriateness; to ensure that 

participants understood the items of the questionnaire as 

intended [27, 28]. These field test interviews were conducted 

with two directors of physical therapy programs who were 

not part of the primary study. After completing the 

questionnaire, each field participant was asked to reassess 

any item that needed clarification. Results from the field test 

were recorded, and some adjustments were made to the 

questionnaire. For distribution to the sampling frame, the 

survey was converted into a Google form. 

2.3. Data Collection 

The researcher sent messages containing the survey to the 

225 APTA directors in the sampling frame via e-mail. 

Informed consent forms were collected before any data was 

obtained from the participants. Participants electronically 

consented to participate in the survey. 

2.4. Analysis 

The researcher imported the data from the Google forms 

spreadsheet into SPSS v. 20.0. Descriptive statistics, 

including, frequency distribution, minimums, maximums, 

means, medians, and standard deviation were computed to 

summarize the total scores for the ten items in the 

Requirements for Education in Cultural Competence in 

Physical Therapy and the six dimensions of the 20-item 

Intercultural Effectiveness Scale. Analysis of Variance 

(ANOVA) tests were performed to check for differences in 

mean scores on these two measures according to any of the 

demographic characteristics. These tests were conducted to 

identify the appropriateness of including the demographic 

characteristics as covariates in the analyses. 

To address whether there is a relationship between the 

implementation of APTA goals and guidelines and the cultural 

competence of the physical therapy directors, a simple linear 

regression analysis was performed in which the cultural 

competence of the program director was included in the 

analysis as the independent variable and the implementation of 

APTA goals and guidelines was included as the dependent 

variable. T-tests were performed to test for racial/ethnic 

differences in mean score for the implementation of APTA 

goals and guidelines and cultural competence score. 

A post hoc power analysis was conducted to determine the 

power of the study findings based on the actual sample size 

and effect size of the results using WebPower [29], a web-

based power analysis tool that allows for calculations of 

power based on inputting the sample size, effect size, 

probability of type 2 error (p<.05), and the observed 

relationship between the variables. 

3. Results 

Of the 225 physical therapy directors to whom the survey 

was sent, 55 clicked on the survey link and agreed to 

participate. Of these 55, 2 did not answer any survey 

questions, and 6 responded only to the questions on 

demographic characteristics without completing the 

questions on the implementation of APTA goals and 

guidelines or cultural competence. This situation resulted in a 

total sample of 47 participants who completed all aspects of 

the survey. 

Table 1. Participant demographic characteristics. 

Characteristic n % 

Age   

35–44 years 5 9.4 

45–54 years 22 41.5 

55–64 years 23 43.4 

65–74 years 3 5.7 

Race/ethnicity   

White/Caucasian 46 86.8 

Black/African American 2 3.8 

Hispanic 1 1.9 

Asian/Pacific Islander 1 1.9 

Other 3 5.7 

Education   

Less than high school 0 0.0 

Bachelor’s degree 0 0.0 

Graduate degree 54 100.0 
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Characteristic n % 

Employment status   

Employed full time 54 100.0 

Employed part time 0 0.0 

Unemployed 0 0.0 

Retired 0 0.0 

Marital status   

Married 46 88.5 

Single/divorced 6 11.5 

Income   

Less than $100,000 1 2.0 

$100,000–$119,999 7 14.3 

$120,000–$139,999 9 18.4 

$140,000–$159,999 7 14.3 

More than $160,000 25 51.0 

As shown in Table 1, participants identified predominantly 

as White/Caucasian, all had a graduate degree, and were all 

employed full time. The majority of participants were 

married, with a small group either single or divorced. 

Participants’ income skewed towards the higher end of the 

scale, with just over half of the participants making more 

than $160,000 a year. 

Descriptive statistics for the implementation of APTA 

guidelines of the participants’ cultural competency are 

presented in Table 2. The scores for participants 

implementation of the APTA guidelines ranged from 34 to 48. 

The mean and the median were 42 and 43, respectively. For 

the level of cultural competency, participants mean scores 

ranged from 3.15 to 5.00. The overall mean and median 

scores were 4.10 and 4.00, respectively. 

Table 2. Descriptive Statistics for the Continuous Study Measures. 

Construct n Range M (SD) Median Skewness Kurtosis 

Implementation of APTA guidelines 47 34.00–48.00 42.26 (4.07) 43.00 -0.46 -0.62 

Cultural competence 47 3.15–5.00 4.10 (0.50) 4.00 0.33 -0.70 

Note. M=mean; SD=standard deviation. 

To ensure that t-tests and linear regression could be 

performed, the statistical assumptions included in these 

models have been tested. It was concluded that there were no 

significant outliers that could have had an effect on these 

tests, that the variables were normally distributed, and that 

covariance between the variables was not a significant issue. 

The results of the ANOVA test conducted to determine 

whether there were differences in mean scores on the 

implementation of APTA guidelines and cultural competence 

according to any of the demographic characteristics indicated 

that there was no difference by age in adherence to the APTA 

guidelines (F=0.35, p=0.79) or cultural competence (F=0.85, 

p=0.48). Mean scores did not differ by income for adherence 

to the APTA guidelines (F=0.36, p=0.79) or for cultural 

competence (F=1.72, p=0.18). Mean scores on adherence to 

the APTA guidelines differed at the trend level between 

married participants and the single/divorced (F=3.64, 

p=0.06), although this difference was not statistically 

significant (p<0.05). By contrast, mean scores on cultural 

competence did not differ significantly by marital status 

(F=0.12, p=.73). In view of the fact that there was no 

variation in either education level or employment status for 

participants in this study, analysis was not performed on 

these variables. Based on these preliminary findings 

indicating little to no differences in the mean scores for 

implementation of APTA guidelines and cultural competency 

by demographic characteristics, none of these demographic 

characteristics were included as covariates in the main study 

analyses. 

Results from the simple linear regression examining the 

relationship between the implementation of APTA goals and 

guidelines and the cultural competence of the physical 

therapy directors indicated that these two variables were not 

statistically significantly related (β=.24, t=1.65, p=.11); 

therefore the null hypothesis stating that there would be no 

statistically significant relationship between cultural 

competence and the implementation of APTA goals and 

guidelines was not rejected. The overall model fit was not 

statistically significant (F=2.71, p=.11). Although the 

relationship between cultural competence and the 

implementation of APTA goals and guidelines was not 

statistically significant, it was observed that the variables 

moved in a positive direction, indicating that as cultural 

competence increases, so does implemented APTA goals and 

guidelines. However, given that this relationship was not 

statistically significant, it may be that these findings do not 

indicate a true relationship, but are rather due to chance. 

Based on the findings from the post hoc, it was evident that 

the observed statistical power based on the sample size and 

effect size for the linear regression was low. 

The mean score for the implementation of APTA goals and 

guidelines for White/Caucasian participants was 42.40 

(SD=4.25), while the mean score for participants who 

identified as another race/ethnicity was 40.50 (SD=1.76). The 

difference between these mean scores was not statistically 

significant (t=1.07, p=.29); therefore the null hypothesis 

stating there would be no statistically significant difference in 

the implementation of these goals and guidelines based on 

race/ethnicity was not rejected. 

The mean cultural competence score for White/Caucasian 

participants was 4.11 (SD=0.51), while the mean score for 

participants who identified as another race/ethnicity was 3.90 

(SD=0.38). Results from the independent samples t-test 

indicated that the difference between these mean scores was 

not statistically significant (t=0.98, p=.33); therefore the null 

hypothesis stating there would be no statistically significant 

difference in self-reported cultural competence based on 

race/ethnicity was not rejected. Although White/Caucasian 

participants scored higher on the measures of implementation 

of APTA goals and guidelines and self-reported cultural 

competence than participants of other races/ethnicities, it is 

possible that these differences in mean scores were due to 
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chance and not a representative of the actual differences 

between White and non-White physical therapy directors. 

4. Discussion 

While some research has previously been done on the need 

for diversity and cultural competence in healthcare [7–12, 30, 

31], diversity and cultural competence in the field of physical 

therapy [34–36, 39], and to address specific cultural 

competence training and education [16–18, 21, 25, 40–42], to 

the best of our knowledge, this study was the first attempt to 

establish whether the APTA goals and guidelines are being 

implemented at the director level and whether their 

implementation is associated with increased cultural 

competence among physical therapy directors training physical 

therapists. Findings from these analyses suggest that self-

reported cultural competence scores were not significantly 

related to the implementation of the APTA goals and 

guidelines within this sample of participating physical therapy 

directors. Also from the findings, among participating physical 

therapy directors, race/ethnicity (operationalized as 

White/Caucasian vs. non-White) was not significantly 

associated with the implementation of APTA goals and 

guidelines or with self-reported cultural competence. 

There are at least two possibilities for explanation of the 

findings in this study. First, it might be that the research was 

underpowered due to low sample size. The post hoc power 

analysis determined that the power was very low for this 

regression, suggesting that the sample size obtained via the 

online survey dissemination may have contributed to the 

insignificant results. Previous research on response rates for 

web-based surveys discovered that response rates are 

typically 11% lower when surveys are disseminated online 

than when other dissemination methods are used [43]. In the 

present study, the survey was distributed to 225 physical 

therapy directors, and the response rate was 21.3%, which is 

in line with other studies that relied on web-based surveys 

[44]. Second, it may be that cultural competency is not 

necessarily advanced by goals and guidelines, like those 

implemented by the APTA. It may be useful to consider other 

theories that could be used to improve cultural competency 

among physical therapists. 

The literature and findings of this study reinforce the 

theory of culture care of Leininger [19, 45, 46], who posited 

that if a healthcare provider and a patient are not culturally 

suitable for one another, then this can negatively affect the 

patient’s recovery, health, and well-being, but in contrast, if 

the healthcare provider and the patient are culturally 

congruent, then the patient can receive care that is beneficial, 

meaningful and satisfying [47]. It follows that for cultural 

congruency to persist between therapist and client, the 

therapist must develop and sustain cultural competence [19, 

20]. This process is necessary to enhance the delivery of 

culturally competent healthcare [19, 20]. This approach 

considers the numerous factors that can influence health and 

healthcare, including acculturation, culture, economy, 

environment, ethics, ethnohistory, family and kinship, gender, 

linguistic expressions, philosophy, politics, racial biases, 

religion, social class, social structural dimensions, and 

technology. For instance, taking into consideration that 

culture and context are influencing factors in every phase, 

from diagnostics to treatment to follow-up care [48], physical 

therapists would be able to adapt healthcare planning and 

procedures to take into account the cultural, linguistic, 

religious, and socioeconomic backgrounds of clients. 

Physical therapists could be better informed in such a way 

that when dealing with acculturated clients, they will take 

into consideration that not all clients retain their traditional 

culture’s perspectives. 

Cultural competence programs can inculcate students of 

physical therapy in cultural competency-related knowledge, 

attitude, skill, and behavior as each pertains to the culture, 

gender, race, racial biases, and other perspectives of future 

clients [49]. This approach would be combined with and/or 

based on the tested assumptions about how three modalities 

achieve cultural congruency, (a) culture care preservation and 

maintenance, (b) culture care adjustment and negotiation, and 

(c) culture care re-patterning and restructuring [19, 45, 46], 

and by physical therapists acquiring and developing 

knowledge to guide the care and treatment of clients: both 

emic knowledge (detailed local knowledge obtained from 

within a cultural group, as determined by individual customs, 

values, and beliefs) and etic knowledge (scientific knowledge 

acquired from outside a cultural group, as identified by 

observers or researchers who focus on generalizations about 

human behavior, including cultural stereotyping) [19, 50]. 

The findings from this study did not support the hypotheses 

(a) that cultural competence and the implementation of APTA 

goals and guidelines would differ significantly by the 

race/ethnicity of the participating physical therapy directors; (b) 

that there would be a significant difference in self-reported 

cultural competence based on race/ethnicity; or (c) that there 

would be a statistically significant relationship between the 

implementation of APTA goals and guidelines for the training 

of culturally competent physical therapists and physical 

therapy directors’ self-reported levels of cultural competence. 

Future research might pursue larger sample populations to 

verify that there is no significant connection between physical 

therapy director implementation of APTA goals and guidelines. 

Also there will be need for further research to reaffirm the 

application of Leininger’s sunrise model in order to inform the 

training of culturally competent physical therapists by already 

culturally competent physical therapy directors [51]. In this 

latter instance, quantitative studies using practicing physical 

therapists of diverse cultures, races, ethnicities, and genders 

would complement studies of perceived cultural competence in 

the workplace. Case studies on cultural competence in the 

healthcare environment in general and the physical therapy 

field, in particular, could be tailored to explore evidence of 

physical therapy directors’ cultural competence as it is 

perceived in the present study. Future research may also 

compare what physical therapy directors see is being done 

with what practicing physical therapists think is being done or 

what is being done in practice. 
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5. Conclusions 

APTA guidelines and goals suggest that cultural 

competence training is an attainable outcome, and thus that 

physical therapy can involve the consumer-centricity, 

equality of access, and client advocacy that the diversity of 

the healthcare field demands [24, 52]. The present study 

found no significant link between (a) cultural competence 

and the implementation of APTA goals and guidelines 

according to the ethnicity of physical therapy directors, (b) 

self-reported cultural competence and race/ethnicity, or (c) 

the implementation of APTA goals and guidelines for the 

training of culturally competent physical therapists and 

physical therapy directors’ self-reported levels of cultural 

competence. Hence, cultural competence might be achieved 

without strict adherence to APTA’s goals and guidelines 

alone [24, 52]. Adequate training for the fundamental 

alertness of the numerous components that influence health 

and healthcare as they inform the practice of culturally 

responsive physical therapy is of the utmost importance. 

Future recommendations for practicing cultural competency 

in the field of physical therapy should be supported by 

further research into larger sample populations to verify that 

there is no significant connection between physical therapy 

director implementation of APTA goals and guidelines. 

Lastly, future research could include the application of 

Leininger’s sunrise model to inform the training of culturally 

competent physical therapists by already culturally 

competent physical therapy directors. 
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