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Abstract
Objectives: We aimed to explore healthcare students' inter-
cultural sensitivity profiles and their relationship with empa-
thy to develop effective education methods that promote 
non-discriminatory patient care. 
Methods: We conducted a cross-sectional questionnaire 
study, involving a total of 508 international (n= 100) and lo-
cal (n= 408) healthcare students in Hungary by convenience 
sampling. The survey included demographics, the Intercul-
tural Sensitivity Scale, and the Interpersonal Reactivity In-
dex. We applied latent profile analysis to identify distinct 
sensitivity profiles and used multinomial logistic regression 
to estimate the predictive power of several background vari-
ables on profile group membership. 
Results: A four-profile solution emerged: “Interculturally av-
erage” (n= 241), “Interculturally uncertain” (n= 76), “Inter-
culturally sensitive” (n= 132), and “Interculturally refusing” 
(n= 54). The model (R2= 0.123; p= 0.001) revealed that psy-
chology major tended to predict “uncertain” group 

membership (OR= 0.56, p= 0.08) and higher personal dis-
tress was a significant predictor of this group (OR=1.11, p= 
0.002). Male gender (OR= 3.03, p= 0.001), medicine major 
(OR= 5.49, p= 0.01), lower perspective-taking (OR= 0.91, p= 
0.007) and higher personal distress (OR= 1.09, p= 0.028) 
were identified as predictors of “refusing” group member-
ship, compared to the “average” group. 
Conclusions: By exploring the ways students experience in-
tercultural situations, a more personalized medical education 
can be developed with a special focus on vulnerable sub-
groups. For the “uncertain” group, the focus should be more 
on developing confidence, and intercultural experiences, 
whereas in the “refusing” group on strengthening empathy. 
In general, it can be useful to create mixed-gender, multidis-
ciplinary, and intercultural learning environments. 
Keywords: Intercultural sensitivity, empathy, healthcare stu-
dents, latent profile analyses, medical education

 

 

Introduction 
As globalization and technological progress accelerate 
worldwide, cultural diversity creates a growing need for a 
higher level of understanding and sensitivity toward other 
cultures.1–4 Cultural differences can challenge healthcare and 
lead to barriers for example, in the doctor-patient relation-
ship.4-7 To address these challenges, in 2016, the WHO Re-
gional Committee for Europe adopted the strategy and action 
plan for refugee and migrant health.8 To achieve healthcare 
systems that consider cultural diversity, without discrimina-
tion or stigma, healthcare students and employees must 

manage intercultural situations competently. Along with 
providing equal care to refugees and migrants, intercultural 
competence (IC) is also required to care for domestic minor-
ities, such as ethnic, religious, or sexual, as well as to teach 
foreign students and support international research collabo-
rations.9-11 

Therefore, in recent years, an increasing number of pub-
lications have drawn attention to the importance of IC in 
medical education.12 There is currently no consistent defini-
tion of IC; it is a wide concept with many different 
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perspectives in the literature, and its usage is highly disci-
pline- and context-dependent.10,12 However, IC approaches 
focus not on the detailed acquisition of knowledge about 
other cultures but on the social, interpersonal, communica-
tive, and action competencies developed through personal 
interaction.12-14 These personal interactions are particularly 
important in doctor–patient relationships, as IC is related to 
the anxiety and stress levels of professionals and their pa-
tients, their communication and satisfaction, and the quality 
of patient care.15-22 Members of these professions must be 
more competent in adopting culture-sensitive approaches 
than other disciplines.16,23  

IC can be considered as a consistent set of learned atti-
tudes, rules and behaviors that provides an ability to mobilize 
our inner resources (knowledge, emotions, skills) in order to 
successfully function within a cross-cultural situation.3,12 Ac-
cording to the model described by Chen and Starosta (1996), 
IC has three components. First, the cognitive component is 
defined as intercultural awareness, which refers to an en-
hanced understanding of the diverse characteristics of differ-
ent cultures. Second, the affective component is described as 
intercultural sensitivity (ISE) and third, the behavioral com-
ponent is defined as communicative competence itself. These 
are separate, yet closely related and mutually dependent con-
cepts that interact.1,2  

ISE (the affective component of IC) is an individual’s 
ability to develop positive emotions and be motivated toward 
understanding, appreciating, and accepting cultural differ-
ences. Authors have demonstrated that this component is 
crucial for enhancing and buffering intercultural awareness 
and a key determinant of higher IC values.1,2,24 Chen and 
Starosta identify six factors of ISE: self-esteem, self-monitor-
ing, openness, involvement in interaction, nonjudgment, 
and empathy.2 

Continuing with an important one of these six factors, an 
empathic practitioner can accurately perceive changes in a 
patient’s condition, successfully address problems during 
treatment, and achieve patient satisfaction and compliance.25-

27 Empathy also has many advantages for physicians and fu-
ture physicians, such as satisfaction with education, interper-
sonal and teamwork skills, few lawsuits and complaints, and 
low levels of stress and burnout.28-32  

Empathy is a complex multidimensional construct, in-
cluding individual cognitive and perspective-taking capabil-
ities and emotional reactivity.33 Medical education might pri-
oritize clinical facts, which negatively affect the development 
of medical students’ empathy in addition to a hidden curric-
ulum that may dehumanize patients.34-35 Some studies con-
cluded that empathy decreases as the number of years of ed-
ucation increases.26 However this has not been confirmed by 
a recent review.36 Alongside IS, the teaching and develop-
ment of empathy skills are highly relevant in medical educa-
tion, for which several different methods have been  
developed.37-39  

More empathic people can more accurately assess others’ in-
ternal state, express their emotions, and understand intercul-
tural situations.33 This is supported by the fact that one of  
Davis’ empathy questionnaire subscales (perspective-taking) 
showed a significantly positive correlation with ISE.40 Ekong 
and colleagues’ results also revealed that empathy and ISE are 
significantly connected. They suggest incorporating training 
strategies in communication skills curricula, including em-
pathy and ISE.38 Menardo investigated ISE and mindfulness 
and found that the positive association between them was 
mediated by empathy level.41 Based on these, it is worth ex-
amining ISE and empathy together to understand how they 
are present in a population where both can contribute to the 
quality of patient care. 

Our previous variable-oriented studies have already con-
firmed that, in addition to empathy, other variables may also 
play a prominent role in the context of ISE.42 Results showed 
that life experiences abroad and foreign language proficiency 
are significantly connected to ISE.15,42-47 We can  also note that 
females scored significantly higher than males, which is con-
sistent with the results of several previous studies.10,15,42,48 

Overall, more medical and educational research has been 
conducted in the broad area of IC, which we know is com-
plex, challenging to measure, and influenced by many fac-
tors.10,12,49 However, examining the specific concept of ISE is 
rare in the literature on the development of medical or 
healthcare students.15,23,50,51 This is one research gap we ad-
dressed.  The other is that the international literature has 
highlighted the need for the development of IC and ISE in 
health education to provide nonjudgmental and nondiscrim-
inatory health services, for which it is essential to understand 
the ISE characteristics and needs of this population.52-55 Some 
studies have already shed light on how to shape medical stu-
dents’ undergraduate education to equip them with ISE or IC 
skills, but these are not fully complete and encourage further 
research and development.56-58  

The present study was a part of the Medical Education on 
Medically Unexplained Symptoms and Intercultural Com-
munication (MUSIC) Erasmus+ project which aimed to 
gather existing knowledge about IC and connecting inter-
ventions for new assessments and education programs to 
better prepare European healthcare providers for their daily 
encounters with culturally diverse, often ethnic minority pa-
tients.42,59-61  To effectively implement the project’s educa-
tional improvements, a necessary step was to conduct this 
needs and status assessment study of local and international 
healthcare students. With that, our aim is to explore and un-
derstand different ISE profiles of healthcare students and 
their relationships with empathy and some other variables 
(age, nationality, faculty, foreign language proficiency, and 
life experiences abroad) in more depth.  

The person-oriented analysis we use is exploratory; 
therefore, formal preliminary hypotheses are not possible.62   
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However, we assume that we will identify one or more stu-
dent group(s) that are more interculturally sensitive and less 
in need of development, as well as one(s) whose members are 
less sensitive and could benefit from targeted development. 
Presumably, information will also be obtained about the 
composition of groups of students with similar ISE profiles, 
so lessons will be learned on the most effective ways for  
development. 

Methods 

Study design and participants  
The cross-sectional, quantitative study was conducted at a 
large state university in Hungary. More specifically, our data 
was collected from healthcare students studying at the Uni-
versity of Szeged, which has a rich international background 
and offers degree programs both in German and English to 
students from over 60 different countries around the world. 
The convenience sample of voluntary participants consisted 
of 508 respondents (mean age: 22.5 years, SD = 3.13), 359 of 
whom identified themselves as female (70.7%) and remain-
ing as male (29.3%). It is worthwhile to note that students in 
years 1–3, female and medical students completed the ques-
tionnaire at higher rates than students in years 4–6, male and 
psychology students. Approximately 502 respondents an-
swered all the demographic questions (Table 1). 

Table 1. Distribution of participants by field of study, gender, and 
year of study 

Year 
of 

Study  

Hungarian 
medical 

International  
medical 

Hungarian 
psychology Other* 

Sum  
female male female male female male female male 

Yr 1 5 - 22 20 19 6 2 1 75 

Yr 2 60 27 14 8 19 7 3 - 138 

Yr 3 59 25 8 13 25 7 1 - 138 

Yr 4 43 19 2 4 19 - 1 1 89 

Yr 5 5 3 2 2 32 2 - 1 47 

Yr 6 10 - 4 1 - - - - 15 

Sum 182 74 52 48 114 22 7 3 502 

*Pharmacist / Nurse / Physiotherapist / Special Education 

In addition to the 403 Hungarian medical and psychology 
students, 105 international (mostly German (n = 23, 21.9%), 
Iranian (n = 23, 21.9%), and South Korean (n = 9, 8.6%)) 
medical students, now studying in Hungary, were repre-
sented in the sample. Moreover, there were between one and 
seven respondents from 22 other nationalities, forming a 
very heterogeneous international sample. 

In total, 124 students (24.4%) spoke one foreign language 
other than their mother tongue, 292 (57.5%) spoke two for-
eign languages and 92 (18.1%) had mastered three or more. 
Most participants, 63.8% (n = 324), had never spent more 
than three months living abroad, 22.6% (n = 115) had lived 
abroad once, and 13.5% (n = 69) had spent time in foreign 
countries twice or more than twice. 

Data collection  
Our needs and status assessment survey started with an in-
formed consent and a demographic section. Basic demo-
graphic data was collected, including age, gender, university, 
year of study, major, nationality, number of languages spo-
ken besides the mother tongue, and how many times the re-
spondent had lived abroad for more than three months. Then 
two other questionnaires were included, the intercultural 
sensitivity scale (ISS) and the interpersonal reactivity index 
(IRI) (which measures empathy), these are presented in more 
detail below.33,40  

The ISS consists of 24 items (nine of which are negatively 
measured) and the authors identified five factors: interaction 
engagement (seven items, e.g., “I often give positive re-
sponses to my culturally different counterpart during our in-
teraction”); respect for cultural differences (six items, e.g., “I 
respect the ways people from different cultures behave”); in-
teraction confidence (five items, e.g., “I am pretty sure of  
myself in interacting with people from different cultures”); 
interaction enjoyment (three items, e.g., “I often get discour-
aged when I am with people from different cultures”); and 
interaction attentiveness (three items, e.g., “I try to obtain as 
much information as I can when interacting with people 
from different cultures”).40 Subjects are required to indicate 
on a 5-point Likert scale the extent to which they agree with 
the item statement. A score of 1 means “strongly disagree,” 
and a score of 5 means “strongly agree.”40 

Finally, the IRI measures empathy on four subscales: the 
fantasy subscale, perspective-taking subscale, empathic con-
cern subscale, and personal distress subscale.33 The fantasy 
subscale appears to tap the tendency to imaginatively trans-
pose oneself into fictional situations (e.g., books, movies, 
daydreams). The perspective-taking subscale, which, on its 
face, reflects an ability or proclivity to shift perspectives—to 
step “outside the self”—when dealing with other people. The 
items comprising this scale refer to real-life instances of per-
spective-taking and not fictitious situations and characters. 
The empathic concern subscale assesses the degree to which 
the respondent experiences feelings of warmth, compassion, 
and concern for the observed individual. The personal dis-
tress subscale measures an individual’s feelings of fear, ap-
prehension, and discomfort at witnessing the negative expe-
riences of others. Each subscale has seven items, and the 
questionnaire consists of 28 items in total, nine of which 
measure negatively. Respondents are asked to indicate the 
extent to which each item describes them on a 5-point Likert 
scale.33 

Procedure 
After a literature review and a search for appropriate and 
available measurement tools, the data collection was carried 
out between May and March 2019 and between February and 
April 2020, using online (Google Forms) and paper–pencil 
questionnaires. We made the questionnaire available in-per-
son at students' various courses and in their library, but also 
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online through their mailing lists and university learning 
platforms. 

The research has been performed in accordance with the 
Declaration of Helsinki. On the first page of the question-
naire, participants were given the informed consent form, 
which they could accept by completing the paper question-
naire and submitting it to the data collection officer or by 
sending it in the case of the online questionnaire. The con-
sent informed the students that their participation is com-
pletely voluntary, and they are free to decline without conse-
quence. Moreover, that the study is anonymous, so we do not 
collect or retain any information about their identity, and the 
information provided by them will be used only for research 
purposes and will only be analyzed and published in aggre-
gate form.  The ethical considerations of our study were ap-
proved by the Hungarian Joint Committee on Research  
Ethics in Psychology.  

Data analysis 
Based on the data collected from the students, we performed 
a person-oriented analysis. The goal of person-oriented re-
search is to uncover meaningful and distinct subgroups 
within a population. These subgroups may have different 
patterns, levels, or combinations of variables. By identifying 
these latent profiles, researchers can gain insights into differ-
ent types of individuals or groups within a larger popula-
tion.62 

For all statistical tests of our study, a p-value smaller than 
0.05 was established for determining significance. Before the 
person-oriented analysis, we tested the internal reliability of 
our measures and the internal correlations of the ISS sub-
scales. We conducted these analyses using the statistical 
package for social sciences (SPSS), version 20.0 (IBM Corp., 
Chicago, IL).  

The person-oriented analysis we used was Latent Profile 
Analysis (LPA) which  was conducted using Jamovi version 
2.3.17 (The Jamovi project, 2022) with the module 
snowRMM (Seol, 2022) that utilizes the tidyLPA R-pack-
age.63 This model-based clustering technique was developed 
by Gibson.64,65 LPA identifies latent grouping variables by de-
composing the covariance matrix to create subgroups that 
are assumed to be homogenous in their latent profiles. We 
interpret latent profiles based on their characteristic means 
on the indicator variables of ISS subscales. We tested the 
available latent profiles in all variance–covariance matrix 
types to choose the right fit based on multiple statistical fit 
indices. Better model fit was indicated by lower levels of the 
Bayesian information criterion (BIC), the Akaike infor-
mation criterion (AIC), the sample size adjusted Bayesian in-
formation criterion (SSA-BIC), and the higher entropy value; 
as well as the significance result of the Lo-Mendel–Rubin ad-
justed likelihood ratio test (LMRT).66 We considered BIC and 
LMRT the most applicable indices for model fit.67  

After running LPA, using SPSS version 20.0 and Jasp ver-
sion 0.16. 3.0, cross tables were used to better understand the 

relationships between gender, major, nationality, and cluster 
membership. Furthermore, we tested the differences in age, 
foreign language proficiency, life experiences abroad, and 
empathy levels between the ISS clusters with one-way ANO-
VAs. The statistical predicting effect of these abovemen-
tioned series of independent variables (controlled for each 
other) was also tested in a multinomial logistic regression 
model, which deals with one nominal response variable (ISS 
clusters) having more than two categories. 

Results 
First, we examined the internal reliability of the scales used. 
The main scales of the questionnaires, IRI and ISS, had good 
Cronbach’s alpha values of above 0.8. In most cases, the sub-
scales’ internal consistency estimates were considered ac-
ceptable to excellent (ranging from 0.71 to 0.88), except for 
the moderate estimates of the IRI empathic concern (0.54) 
and ISS attentiveness (0.60) subscales. 

Second, before the LPA, Pearson correlations were per-
formed to determine the degree of connection between the 
ISS subscales. If the correlation is too strong (r > 0.7) between 
two subscales, it may raise the question of whether it is worth 
including the subscales separately as indicator variables for 
the later LPA test. The ISS subscales were all significantly and 
positively correlated, only the interaction confidence and in-
teraction enjoyment subscales showed an elevated value 
compared to the ideal for estimating latent profiles (r(503) = 
0.73, p = 0.001) (Table 2). Nevertheless, given the good inter-
nal reliability of the two subscales, it was worth including 
them both separately in the LPA (Table 2). 

We used the five ISS subscale scores (interaction engage-
ment, respect for cultural differences, interaction confidence, 
interaction enjoyment, and interaction attentiveness) as in-
dicator variables for the LPA. For best-fit indices, theoretical 
expectations, and substantive interpretability, finally, we 
used profile-invariant unrestricted variance–covariance ma-
trix specification (eq, eq). Solutions with two to six latent 
profiles and the corresponding fit indices were computed. 
The inspection of the fit indices suggested that best-fitting 
solutions were the 4-class solution or the 6-class solution. See 
the detailed indices in Appendix A. Considering the lowest 
BIC value, interpretability, and the appropriate latent profile 
group sizes for further calculations, the 4-cluster solution was 
chosen (AIC = 6125; BIC = 6286; SSA-BIC = 6165; Entropy 
= 0.64; LMRT = 51.40, p = 0.001). 

Table 3 presents the subgroup profiles using their means 
from the initial ISS subscale Z-scores. We used these stand-
ardized Z-scores to interpret the four distinct clusters.  
The first latent profile group has the largest number of par-
ticipants (n = 241) and is easy to interpret because all ISS sub-
scales are close to the medium Z-score. The group of students 
who experience intercultural situations this way are called 
“Interculturally Average (IA).” In the second latent profile 
group, the “Interculturally Uncertain (IU)” group of students 
(n = 76) scored around the medium range for interaction 
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Table 2. Internal correlations of ISS Subscales  

 

 

 

 

 

p = probability value (significance level); N = number of participants in the actual correlation;  
*stronger correlation coefficient (r) than ideal for estimating latent profiles 

engagement, attentiveness, and respect for cultural differ-
ences; however, this group had low scores for confidence and 
enjoyment of interaction. The third group, with the second 
highest number of participants (n = 132), stands out as they 
scored higher than the medium range on all the ISS subscales. 
This group was named the most successful “Interculturally 
Sensitive (IS)” group. In contrast, the last latent profile group 
is a smaller but more distinct subgroup (n = 54) where all the 
ISS subscales score low, with only the interaction confidence 
approaching the lowest value in the medium range. This less 
sensitive group of students was referred to as “Interculturally 
Refusing (IR).” 

Latent profile membership was cross-tabulated by gen-
der, nationality, and university major. For gender, the overall 
Chi-square test revealed a significant difference in the distri-
bution of membership ratios (χ2(3) = 24.64, p = 0.001). Fe-
male respondents were more likely to be members of IU and 
IS, whereas males had a higher probability of being members 
of IR. Regarding majors, the test also indicated a significant 
difference in membership ratio distribution (χ2(3) = 23.85, p 
= 0.001). Psychology students were more likely to be mem-
bers of IU, whereas medical students had a higher probability 
of being members of IR. However, in the case of nationality, 
the overall Chi-square test did not reveal a significant differ-
ence in the distribution of membership ratios (χ2(3) = 6.00, p 
= 0.11). 
 One-way Analysis of Variance (ANOVA) tests were ap-
plied to explore the possible differences between the latent 
profile groups regarding the participants’ age (F(3.5) = 2.09, p 
= 0.10), foreign language proficiency (F(3.5) = 5.28, p = 0.001), 
life experiences abroad (F(3.5) = 2.84, p = 0.04) and empathy 
main scale scores (F(3.5) = 7.32, p = 0.001). The same way, la-
tent profile groups were also compared across the subscales 
of the empathy main scale, namely the fantasy subscale (F(3.5) 
= 2.16, p = 0.09), the perspective-taking subscale (F(3.5) = 
13.59, p = 0.001), the empathic concern subscale (F(3.5) = 3.22, 
p = 0.02) and the personal distress subscale (F(3.5) = 17.98, p = 
0.001) were examined. As can be read from the results, we 
found significant differences between the four student 

groups in all the abovementioned variables, except age and 
the fantasy subscale of IRI.  

 Post-hoc tests with Bonferroni adjustment revealed the 
details of the underlying causes of the group differences. The 
average number of foreign languages spoken is significantly 
greater in the IS (M = 2.16, SD = 0.75) than in the IA (M = 
1.92, SD = 0.71) and IU (M = 1.79, SD = 0.72) groups. The 
average amount of life experience abroad is also significantly 
higher in IS (M = 0.68, SD = 0.90) than in IU (M = 0.33, SD 
= 0.62). The mean of the IRI perspective-taking subscale is 
significantly higher in IS (M = 20.36, SD = 4.39) than in IA 
(M = 18.66, SD = 4.63) and lower in IR (M = 15.91, SD = 3.91) 
than in the other three groups. The mean of the IRI empathic 
concern subscale is significantly higher in the IU and IS 
groups (M = 18.25, SD = 3.57 and M = 17.97, SD = 3.73) than 
in the IR (M = 16.33, SD = 3.63) group. The last subscale of 
IRI, personal distress is significantly lower in IS (M = 10.23, 
SD = 5.33) than in IA (M = 12.41, SD = 4.34) and IR (M = 
12.57, SD = 3.76), but significantly higher in IU (M = 15.23, 
SD = 5.04) than in the other three groups. Finally, looking at 
the overall empathy means, IU (M = 72.55, SD = 11.59) 
scored significantly higher than IA (M = 67.58, SD = 12.01) 
and IS (M = 67.60, SD = 12.93), whereas IR (M = 62.50, SD = 
11.25) scored significantly lower than all other three groups. 

 We ran a multinomial logistic regression analysis to un-
derstand the predictive power of the variables used in cross 
tabulations and ANOVAs on latent profile membership. We 
chose IA group as the reference category since this was the 
most numerous subgroup; thus, it represented a common 
type. Our model was significant (χ2(30) = 145, R2 = 0.123, p 
= 0.001). Age, nationality, life experiences abroad, fantasy 
and concern subscales of empathy, and the overall empathy 
score did not predict any profile memberships, which par-
tially confirms our earlier results. Significant unique contri-
butions were made by all other variables, the followings 
found to have significant predictive power for being a mem-
ber of at least one of the three groups, compared to the  
reference group. 

Variables ISS  
Respect 

ISS  
Confidence 

ISS  
Enjoyment 

ISS  
Attentiveness 

ISS Engagement 
Pearson Correlation (r) .57 .45 .42 .52 
p .001 .001 .001 .001 
N 504 504 504 505 

ISS Respect 
Pearson Correlation (r)  .16 .33 .44 
p  .001 .001 .001 
N   504 504 

ISS Confidence 
Pearson Correlation (r)   .73* .27 
p   .001 .001 
N   503 504 

ISS Enjoyment 
Pearson Correlation (r)    .237 
p    .001 
N    504 



Lucza et al.  Profiles of intercultural sensitivity of healthcare students 

118 

Table 3. Comparison of the latent profile groups along the ISS subscale average scores 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

ISS Engage. = interaction engagement, ISS Resp. = respect for cultural differences, ISS Conf. = interaction confidence, ISS Atten. = interaction attentiveness, ISS Enjoy. = interaction enjoyment 
*all pairwise comparisons are significantly different (p < .05) using Bonferroni procedure in post-hoc test

Variable 

IA “Interculturally Average” IU “Interculturally Uncertain” IS “Interculturally Sensitive” IR “Interculturally Refusing” 
F* 

overall 
df p 

m (SD) 
95% CI 

lower, upper 
m (SD) 

95% CI 

lower, upper 
m (SD) 

95% CI 

lower, upper 
m (SD) 

95% CI 

lower, upper 

ISS Engagement .05 (.77) -.05, .15 -.27 (1.22) -.55, .01 .57 (.69) .45, .69 -1.22 (1.03) -1.50, -.94 57.97 3,499 .001 

ISS Respect .12 (.65) .04, .20 .01 (.68) -.14, .17 .56 (.52) .56, .74 -2.12 (.69) -2.31, -1.94 254.14 3,499 .001 

ISS Confidence -.08 (.71) -.17, .01 -1.26 (.71) -1.42, -1.10 1.02 (.52) .93, 1.11 -.39 (.89) -.63, -.15 188.87 3,499 .001 

ISS Attentiveness -.10 (.90) -.21, .01 -.38 (.85) -.57, -.18 .78 (.69) .66, .89 -.88 (1.03) -1.16, -.60 61.15 3,499 .001 

ISS Enjoyment .17 (.457) .09, .24 -1.50 (.59) -1.64, -1.37 .91 (.40) .84, .98 -.86 (.96) -1.12, -.59 311.76 3,499 .001 

n 241  76  132  54     
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Psychology major tended to predict IU group membership 
(OR = 0.56, CI = 0.29 – 1.01, p = 0.08); that is, psychology 
students compared to medical students were somewhat more 
likely to be members of IU than IA. A higher level of empa-
thy’s personal distress factor was also a significant predictor 
of IU membership (OR = 1.11, CI = 1.04 – 1.18, p = 0.002). 
A higher level of foreign language proficiency was predictive 
of being a member of the IS group (OR = 1.51, CI = 1.09 – 
2.01, p = 0.014), as was the higher level of perspective-taking 
(OR = 1.08, CI = 1.03 – 1.14, p = 0.004). A lower level of per-
sonal distress was also indicative of membership in IS (vs. IA) 
(OR = .89, CI = 0.84 – 0.93, p = 0.001). Finally, the IR group 
membership was predicted by gender (OR = 3.03, CI = 1.55 
– 5.92, p = 0.001) and major (OR = 5.49, CI = 1.51 – 20.02, p 
= 0.01); male respondents and medical students (when con-
trolling for all other characteristics) were more likely to be 
members of IR (vs. IA). At the same time, a lower level of 
perspective-taking (OR = 0.91, CI = 0.84 – 0.97, p = 0.007) 
and a higher level of personal distress (OR = 1.09, CI = 1.01 
– 1.17, p = 0.028) also significantly predicted membership. 

Discussion 
Our study aimed to explore and understand intercultural 
sensitivity profiles of healthcare students and their relation-
ships with empathy in as much depth as possible. Addition-
ally, we sought to understand the composition of groups of 
students with similar ISE profiles to determine the most ef-
fective ways to develop their intercultural competences. 

Using an innovative person-oriented analysis, the results 
captured four latent ISE profiles among healthcare students 
using ISS subscales as indicator variables (interaction en-
gagement, respect for cultural differences, interaction confi-
dence, enjoyment, and attentiveness). The first latent profile 
group has the most students (241) whose ISS subscale scores 
are all very close to the medium Z-score, called the ‘Intercul-
turally Average (IA)’ group. Our univariate statistical tests 
showed that the average number of foreign languages spoken 
and the mean of the empathy subscale perspective-taking are 
significantly lower in this group than in the particularly sen-
sitive group, at the same time their scores are higher on the 
personal distress subscale of empathy. Thus, we consider that 
they stand relatively confidently between the highly sensitive 
and refusing behavioral modes in intercultural situations. If 
they are motivated, they could further develop their ISE by 
learning foreign languages, improving their perspective-tak-
ing skills, and reducing their distress. We used this larger 
group as a reference in our multivariate statistical test when 
we examined the remaining three groups. 

The second latent profile group is the ‘Interculturally Un-
certain (IU)’. Seventy-six students scored around the me-
dium range for interaction engagement, attentiveness, and 
respect for cultural differences. However, they scored lower 
for confidence and enjoyment during intercultural interac-
tions. Univariate analysis indicated that female and psychol-
ogy major respondents were more likely to be members of 

this group than male and medical students. Foreign language 
proficiency and life experiences abroad were lower in the IU 
group than in the interculturally sensitive group. The scores 
for overall empathy, perspective-taking, and empathic con-
cern were highest in the IU group than in others, but only 
personal distress was significantly greater in this group. Our 
multinominal regression confirmed that IU group member-
ship was predicted by major and the personal distress factor 
of empathy.  

Regarding these results, this is one group of students for 
whom targeted ISE development may be more recom-
mended. In their case, empathy is so high that it may even 
cause personal distress. Development should focus on 
strengthening their self-confidence in intercultural situations 
in a personal and experience-based way. Intercultural study 
groups, community programs, study abroad, or language 
courses (even online), could all be useful for this group.15,43-47 
The aim is for them to develop through positive reinforce-
ment and gradually learn to enjoy these situations. It is also 
worth reflecting on why female and psychology students 
were overrepresented in this group. One possibility is that 
different social and gender norms and expectations of female 
and their insecurities may be more legitimate than male 
norms in the medical profession, which is considered highly 
prestigious and male-dominated, with a hidden curricu-
lum.35,68-71 Future research may consider examining self-es-
teem and anxiety as possible predictors of membership in 
this group.1,40,45 

A previous study by our research team examined the 
teachers of healthcare students.60 A common point among 
the teachers was that intercultural situations support stu-
dents’ ability to broaden their worldview, thus enabling them 
to act without judgment. However, creating common princi-
ples of intercultural communication and expressing empathy 
was found to be challenging, even among the teachers. 
Hence, the “teach the teachers” approach may be worth con-
sidering. Moreover, they stressed that psychologists have a 
crucial role to play in gaining a deeper understanding of pa-
tients’ experiences. For this to happen, however, it is not 
enough to perceive a large proportion of psychologists as IU 
group members, strengthening their intercultural confidence 
is necessary. 

With 132 students, the ‘Interculturally Sensitive (IS)’ 
group was the second largest. This group stood out as they 
scored higher than the medium range on all ISS subscales. 
Female respondents were more likely to fall into this group 
than males, despite the multinominal logistic regression not 
confirming gender as a predictive variable. The average 
amount of time spent abroad, and the number of foreign lan-
guages spoken were significantly greater in this group than 
in the uncertain group. For the empathy scale and some of its 
subscales, higher scores were obtained in this group than in 
other groups. However, the personal distress subscale of em-
pathy scored lower for the IS group than for the three other 
groups. According to the multinomial logistic regression, 
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foreign language proficiency, perspective-taking, and overall 
empathy were positively predictive of being an IS group 
member, whereas personal distress was negatively predictive.  
The results indicate that this group might require the least 
amount of development. Its members have intercultural ex-
periences and language skills and are not affected by debili-
tating stress or anxiety in intercultural situations. Addition-
ally, their empathy is high, and they have the ability to change 
their perspective when dealing with others. Their behavior 
serves as a positive example for their fellow students during 
intercultural interaction developmental tasks. 

Finally, the last student group is a relatively smaller sep-
arate subgroup with 54 participants. They have the lowest 
scores of all ISS subscales. Only the interaction confidence 
subscale approaches the lowest value in the medium range. 
This less sensitive group of students has been referred to as 
‘Interculturally Refusing (IR)’. Male and medical students 
were more likely to belong to this group than female and psy-
chology students. The distinguishing features of this group 
are that the means of the empathy scale, the perspective-tak-
ing, and the empathic concern subscales are significantly 
lower than the other groups. However, they scored higher 
than the sensitive group on the personal distress subscale of 
empathy. Our regression model also confirmed that being a 
member of this group was predicted by gender and major as 
well as by a low level of perspective-taking and greater per-
sonal distress. Open-mindedness could be another factor 
that may predict membership in the IR group and would be 
interesting to examine in the future.1,2 

Males’ and medical students’ lower empathy values may 
also have contributed to the shift in gender and major ratios 
in this case. Social expectations may have influenced this re-
sult. In addition, there may be differences between the train-
ing in medical and psychology majors in terms of practicing 
and showing empathy, and a hidden curriculum may also re-
inforce the expected confidence for medical students.35,70 

Members of this group might change perspective less easily, 
and their interactions are not as free of negative feelings and 
distress as those of the sensitive group, despite rating them-
selves as of average confidence in intercultural situations. In 
any case, it is certain that development may be more justified 
for this group of students, but in a slightly different way than 
for the uncertain group. 

Empathy development, notably perspective-taking, could 
be an outstanding goal for the IR group. Empathy develop-
ment training and courses aimed at health students are fun-
damentally needed, and with proper methods, succeed.37,39 It 
may be worthwhile to include practices that help them accept 
their negative feelings and insecurities regarding these inter-
actions. There might be a place for both an intercultural ex-
perience-based approach (similar to the uncertain group), 
but training for awareness on this ground can also be useful 
by developing knowledge of the customs of other cultures, 
bringing them closer to the students, and discussing them. It 
can be fruitful to carry out situational exercises where they 

put themselves in the shoes of a person from another culture 
and practice empathetic communication.37,39  

However, our research has several limitations that must 
be considered while interpreting the results. First, cross-sec-
tional data collection does not allow us to infer causal rela-
tionships and can only provide a snapshot, whereas ISE is a 
dynamic process. Furthermore, the groups’ distribution may 
not be representative due to sampling. The online survey data 
collection also included the shortcomings of self-report 
methods, and we relied only on Likert-scale ratings in our 
analysis. Finally, in two instances, ISS subscales’ α coeffi-
cients were lower than optimal, and low internal consistency 
may have affected the results. 

Conclusions 
To summarize, we identified two student groups (IU and IR) 
that seemed to be in greater need of ISE improvement. In the 
IU group, the focus should be more on developing confi-
dence, foreign language skills, and intercultural experiences, 
whereas in the IR group, the focus should be on strengthen-
ing empathy, perspective-taking, attentiveness, engagement, 
and respect. It would be valuable if students could be 
screened by self-questionnaire and offered training programs 
considering their ISE types and distinct needs. This would al-
low us to move toward more personalized educational and 
developmental opportunities. A training curriculum devel-
opment subprogram is being implemented, that tries to fol-
low this approach. 

Furthermore, we can claim based on our regression 
model, that gender, major, foreign language proficiency, and 
empathy factors are significant predictors of ISE types. It may 
be useful to create mixed gender, major, and nationality 
study groups, and to promote foreign language learning, in-
terdisciplinary and intercultural cooperation, so that stu-
dents have mutually enhanced experiences. Moreover, sup-
porting and promoting study trips abroad and learning 
foreign languages may also be developmentally beneficial.11,47 

It could be beneficial for future research to compare the 
healthcare student population with other student popula-
tions to have a more comprehensive understanding of inter-
cultural sensitivity and intercultural competence. This might 
help in identifying the most appropriate developmental ap-
proaches. However, starting with healthcare students is rea-
sonable since members of healthcare professions must be 
more competent in adopting culture-sensitive approaches 
than other disciplines.16,23 In conclusion, our results provide 
valuable insights into the types of intercultural sensitivity of 
students preparing for healthcare professions, specific areas 
of development, and best options for an effective develop-
mental process.  
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Appendix A 

 Fit indices of the latent profile analyses with different profile numbers 

 
 
 
 
 
 
 
 
 

AIC = Akaike information criterion, BIC = Bayesian information criterion, SSA-BIC = sample size adjusted Bayesian information criterion,  
LMRT = Lo-Mendel–Rubin adjusted likelihood ratio test 
 

No. of profiles AIC BIC SSA-BIC Entropy LMRT p 

2 6180 6290 6207 .77 66.26 .001 

3 6165 6300 6198 .77 27.43 .001 

4 6125 6286 6165 .64 51.40 .001 

5 6123 6309 6169 .63 14.06 .158 

6 6076 6287 6129 .77 58.82 .001 
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