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ABSTRACT 
This study evaluated the use of video vignettes to teach cultural competence in non- 
verbal, cross-cultural simulated healthcare situations to Master of Pharmacy (MPharm) 
students at a pharmacy school in the UK. An online survey was conducted between 
May and June 2025 among Year 3 and Year 4 pharmacy students at the Reading 
School of Pharmacy using Online SurveysVR . Ethical clearance was obtained. Student 
feedback was collected following a teaching session that incorporated video vignettes. 
The questionnaire included demographic items and Likert-scale questions exploring 
satisfaction with the vignettes, perceived learning impact, representation of diversity, 
and technical and acting quality. Data were analysed using descriptive statistics and 
regression analysis. A total of 37 responses were analysed (response rate ¼ 17%). 
Most participants were aged 21–23 years (59.5%), female (83.8%), Year 4 students 
(51.4%), of Asian heritage (51.4%), had previous cross-cultural care experience (94.6%), 
and had no preference for working with people from similar or diverse cultural back
grounds (64.9%). Regression analysis showed that White ethnicity was a negative pre
dictor of positive feedback, while preference for working with diverse people was a 
positive predictor. Overall, students responded positively to video vignettes, and fur
ther avenues for this work have been identified.

IMPACT STATEMENT
This study highlights the potential of bespoke video vignettes to enhance cultural 
competence teaching in pharmacy education. By focusing on non-verbal cross-cultural 
healthcare encounters, the work supports students in recognising subtle communica
tion cues and reflecting on culturally responsive patient care. Positive student feed
back suggests that this simulation-based approach is engaging, realistic, and relevant 
to practice. The study provides a transferable model for embedding equality, diversity, 
inclusion, and cultural competence within MPharm curricula, with potential for wider 
use across healthcare education and professional training.
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1. Introduction

Cultural competence (CC) in healthcare is the ability of healthcare professionals to provide effective care 

for clients from diverse cultural backgrounds (Campinha-Bacote, 2002). The United Kingdom (UK) has 

become increasingly diverse in the last few decades owing to migration. Figures estimate that 16% of 

the population of the UK consists of non-UK-born residents. The migration of population has an impact 

on healthcare and can lead to inequalities between migrants and the UK population (Gogoi et al., 2025). 

This is not exhaustive, as non-migration-related issues also result in cultural conundrums in healthcare 

settings. For instance, people from d/Deaf and Trans communities have diverse healthcare needs and 

also experience barriers to access care. The expectation is that healthcare providers need to understand 

the diverse needs of these populations and create an environment of cultural safety (Naqvi et al., 2025). 
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Moreover, people from less acculturated backgrounds and migrants may have different cultural, religious 
and health beliefs that may impact seeking and accessing care as well as the treatment (Office for 
Health Improvement & Disparities. Culture & Spirituality & Religion: Migrant Health Guide, 2021).

1.1. Conceptualising cultural competence in healthcare

The concept of cultural competence in healthcare was first originated by Leininger (1988) while studying 
nursing care, and resulted in the development of a theory of cultural care, with the concept based on 
culture derived from anthropology and care derived from nursing experience. Leininger emphasised that 
understanding of a patient’s culture is essential in providing adequate nursing care (Leininger, 1988). 
Cross and colleagues defined cultural competence as a set of rules and guidelines at a systems level, 
which helps the system function adequately in cross-cultural settings (Cross et al., 1989). Pederson’s 
(1988) work on multicultural awareness in counselling highlighted a three-stage process consisting of 
cultural awareness, multicultural knowledge, and skills (Pedersen, 1988). This work also signified a shift 
from a knowledge-based framework to a process-based one. These works informed Campinha Bacote’s 
(2002) model for ‘Process for Cultural Competence in the Delivery of Healthcare Services’ for transcul
tural nursing. It incorporated elements of the former frameworks and presented five elements that 
formed the basis of the framework. These were awareness, desire, knowledge, encounters, and skills. The 
framework emphasises that practising all elements would ensure a continuing process of becoming cul
turally competent and that the process is ongoing (Campinha-Bacote, 2002).

While these definitions provide a foundation for understanding the concept, it is important to remem
ber that cultural competence is a complex construct and is still evolving. The perspectives described 
above highlight its continuous process, shaped by reflexivity, context, and interaction, and is aligned 
with other related constructs namely cultural humility and safety.

1.2. Practising cultural competence in the pharmacy profession

Pharmacists are healthcare professionals involved in patient care, and they are the healthcare professio
nals who are more accessible through community pharmacies and are routinely asked about healthcare 
needs by service users. Practising cultural competence when addressing the needs of patients is recom
mended by pharmacy regulators globally. For instance, the Accreditation Standards and Guidelines for 
the Professional Program in Pharmacy in the US recommend that pharmacists provide culturally compe
tent healthcare when dealing with patients from different backgrounds and avoid stereotyping them 
(Accreditation Council for Pharmacy Education, 2015). The General Pharmaceutical Council (GPhC) in the 
UK recommends that pharmacists must respect cultural differences when providing care to people from 
diverse backgrounds (General Pharmaceutical Council (GPhC), 2025). The Pharmacy Council of New 
Zealand includes cultural competence as a core element of the professionalism standard for the compe
tence standards for the pharmacy profession (Pharmacy Council of New Zealand. Competence Standards 
for the Pharmacy Profession, 2015).

1.3. UK’s healthcare context

In the UK’s multicultural society, it is clear that healthcare students will encounter patients from different 
backgrounds in their future practice. This presents challenges in cross-cultural healthcare settings, as 
increasing diversity in British society will be reflected in cross-cultural healthcare situations in the 
National Health Service (NHS), and could result in cultural misunderstandings. A review by Schouten and 
Meeuwesen (2006) highlighted that healthcare professionals may focus less on non-verbal cultural cues, 
such as kindness and smiles, empathy, and affection, when addressing the needs of people from ethnic 
minorities (Schouten & Meeuwesen, 2006). This has the potential to cause negative perceptions and mis
trust among patients from ethnic minorities, and result in non-adherence to treatment, diminished 
patient satisfaction, and poor health outcomes (Lori�e et al., 2017). The NHS constitution emphasises the 
need to deliver culturally competent and responsive care, a principle reflected in the General 
Pharmaceutical Council’s (GPhC’s) strategy to foster equality, diversity, and inclusion (EDI) within 
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pharmacy (NHS England, 2023; GOV.UK, 2023; General Pharmaceutical Council [GPhC], 2025). Available 
evidence suggests an association between culturally competent healthcare delivery and improved health 
outcomes, quality of care and reduction in disparities (Hickson, 2022).

1.4. Teaching cultural competence in pharmacy education

Cultural competence skills form a core part of the communication skills needed by pharmacists to prac
tice pharmacy and address the healthcare needs of diverse patients. It has been recognised as an essen
tial skill by regulatory bodies for pharmacy education globally. Jarrar et al. (2024) reviewed pharmacy 
programmes globally and reported a myriad of methods used to embed cultural competence in phar
macy education. These include lectures, workshops, placements, and portfolios (Jarrar et al., 2024). Some 
pharmacy programmes in the US delivered cultural competence education as a standalone elective 
topic, while some had it integrated into other compulsory communication-related topics (Arif et al., 
2017, 2019). In New Zealand, it was delivered both as a standalone topic and integrated into a compul
sory social pharmacy topic. Hasan and colleagues reported that in a pharmacy programme in the UAE, it 
was integrated into a communication skills topic (Hasan et al., 2017). A similar method was used by 
Wilby and colleagues in Qatar (Wilby et al., 2015). Min et al. reported that it was delivered as a stand
alone course in a Canadian pharmacy programme (Min et al., 2020). Evidence highlights that most phar
macy programmes worldwide have embedded cultural competence into the curriculum using traditional 
teaching methods; however, very few programmes use simulation methods such as video vignettes to 
teach cultural competence (Jarrar et al., 2024). This method has been used in pharmacy programmes in 
the US and Australia (Arif et al., 2017,Nkhoma et al., 2023).

1.5. Using video vignettes to teach cultural competence

While cultural competence is being embedded within pharmacy curricula, myriad teaching approaches 
have been used to support the embedding. These approaches include lectures, reflections, small group 
teaching, role play, case studies, and experiential learning (Jarrar et al., 2024). However, addressing non- 
verbal communication remains challenging. In this context, using video vignettes to teach cultural com
petence is relatively novel to pharmacy education. It is an emerging pedagogical approach in pharmacy 
education although it has been more extensively utilised and evaluated in nursing and medical educa
tion. Recent literature indicates limited studies utilising video vignettes to teach cultural competence to 
pharmacy students (Arif et al., 2017; Nkhoma et al., 2023).

A video vignette can be defined in a pharmacy or healthcare context as a short, carefully created film 
involving a person of certain characteristics, or depicting a real-life situation, aimed at highlighting a 
situation where learners can observe and learn through reflection (Arif et al., 2017; Cox et al., 2023). 
Beyond their descriptive use, video vignettes have been recognised as a form of experiential learning, 
allowing learners to engage with realistic clinical scenarios in a safe and controlled environment. 
Previous studies in healthcare education have demonstrated that vignettes can enhance empathy, criti
cal thinking, and reflective practice, particularly when addressing complex topics such as cultural diver
sity and intercultural communication. This approach was supported by Bandura’s Social Learning Theory 
(Bandura, 1977) and research, highlighting that video vignettes provide a more interactive experience 
and the opportunity to role-play (Arif et al., 2017; Bandura, 1977; Nkhoma et al., 2023). This approach 
was also supported by Collins et al.’s Cognitive Apprenticeship Framework, that learning is most effect
ive when students observe modelled behaviour by a trained professional and execute the same with 
guidance (Collins et al., 1989). Students reflect on the scenario and write observations and solutions to 
improve their practice. This practice also aligns with Schon’s reflective framework (Sch€on, 1983).

Since pharmacists work as part of multidisciplinary teams in practice, pharmacy students also work in 
groups, and their interpretations within the group help in understanding individual perspectives, experi
ences, and acknowledging biases. As a result, a new meaning or a way forward to improve cultural com
petence is constructed as a result of group discussion. This practice is supported by the Constructivist 
Learning Theory (Bruner, 1966; Vygotsky, 1978). Despite their increasing use in other healthcare disci
plines, the application of video vignettes in pharmacy education particularly in relation to non-verbal 
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cultural competence remains underexplored. This study therefore seeks to address this gap by utilising 
video vignettes as a structured pedagogical tool to support pharmacy students in recognising and 
responding to culturally influenced non-verbal cues in practice.

1.6. Rationale for the study

Pharmacy schools in the UK must demonstrate how equality, diversity, and inclusion (EDI) are integrated 
into the Master of Pharmacy (MPharm) curricula. The MPharm programme learning outcomes (LOs) 
include treating people equally and respecting diversity and cultural differences. Reading School of 
Pharmacy integrated sessions on cultural competence throughout the MPharm programme, with ses
sions introduced in the 2023–2024 academic year (Naqvi et al., 2025). The content of the session was 
designed based on the student feedback from placements and the foundation training year 
(Mohammed et al., 2024). Student feedback highlighted the need for a more practical learning experi
ence, particularly in recognising non-verbal and cultural cues. Recognising non-verbal cultural cues is a 
skill for which video-based cases are often perceived as more effective than traditional written case stud
ies, as they can better capture visual and contextual elements of communication (Rodr�ıguez-Bail�on et al., 
2021). Therefore, to develop observational skills among students, a simulation approach, i.e. video 
vignettes, was considered. The available literature on this topic, i.e. studies using vignettes to teach cul
tural competence, either did not include non-verbal communication skills or were filmed for healthcare 
systems different from the UK. This highlighted two key lessons. First, there is a clear gap in the integra
tion of non-verbal communication within vignette-based cultural competence education. Second, the 
contextual differences in healthcare systems limit the transferability of existing vignette resources to the 
UK setting. Therefore, no suitable video vignettes were available to teach cultural competence within 
pharmacy, tailored to UK healthcare. These insights informed the design of the video vignettes, which 
explicitly incorporate non-verbal cues and were grounded in UK clinical practice. These video vignettes 
showing simulated interactions of patients from different cultural backgrounds with healthcare professio
nals were developed, focusing on cultural cues such as non-verbal gestures and cultural beliefs impact
ing treatment. This study primarily focuses on the pedagogical use of video vignettes as a tool to 
support the development of cultural competence among pharmacy students. Elements of EDI were 
embedded in the videos. Notwithstanding the important contextual framing EDI provided as standalone 
concepts, they were considered here in relation to their role in informing culturally responsive educa
tional practice.

2. Aims and objectives

This study aimed to evaluate the use of video vignettes in teaching cultural competence in non-verbal 
cross-cultural healthcare situations to MPharm students at a UK School of Pharmacy using student feed
back. The objectives were:

i. To evaluate the effectiveness of video vignettes as a teaching approach to support students’ ability 
to recognise non-verbal cultural cues and apply cultural competence in patient care.

ii. To assess the quality of video vignettes in identifying non-verbal cultural cues and their applicability 
to real-life practice.

3. Methods

3.1. Design and venue

A cross-sectional survey was conducted to evaluate the video vignettes from May 2025 to June 2025. 
The study was conducted at the Reading School of Pharmacy. The survey was conducted online using 
the Online SurveysVR platform.
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3.2. Participants and eligibility criteria

The study was conducted among current Year 3 and Year 4 students at the Reading School of 
Pharmacy. All currently enrolled students who attended the workshop and/or reviewed workshop mate
rials at home on the virtual learning platform (BlackboardVR ) were invited to participate.

3.3. Preparation of the video vignettes

The video vignettes were developed using a research-informed and practice-based approach, drawing 
on real-life interactions in pharmacy and healthcare settings observed in previous research (Mohammed 
et al., 2024). At first, scripts were written and reviewed by researchers in the School of Pharmacy; these 
were then shared with the researchers in the Department of Films, Theatre & Television (FTT), and later 
with two FTT undergraduate student teams. Suitable simulated filming locations were identified, and 
filming was undertaken by the FTT undergraduate team utilising patient actors. As a result of this inter
disciplinary collaboration, four video vignettes were prepared and are described below.

3.3.1. Vignette 1: Unspoken barriers 
In this vignette, a pharmacist supports a transgender patient seeking medication while navigating subtle 
discomfort, hesitation, or lack of clarity in communication due to assumptions and unconscious bias.

3.3.2. Vignette 2: Bridging the silence 
In this vignette, a deaf patient visits the pharmacy for test results and prescription advice. The pharma
cist must communicate effectively using inclusive strategies and demonstrate awareness of the commu
nication access needs of all individuals.

3.3.3. Vignette 3: The pain behind the smile 
In this vignette, a pharmacist interacts with a patient to collect long-term pain medication. Although the 
patient smiles and appears composed, non-verbal cues reveal discomfort.

3.3.4. Vignette 4: Silent signals
This vignette presents a scenario during a consultation, the pharmacist notices clear signs of physical 
discomfort in a patient who insists they are “fine.” 

3.4. Structure of the video vignettes

The design of the vignettes was also informed by existing literature on vignette-based learning in 
healthcare education (Arif et al., 2017; Nkhoma et al., 2023), which highlights the value of realistic, sce
nario-based representations in facilitating reflection, discussion, and critical thinking. In line with this lit
erature, the vignettes were intentionally developed to depict authentic clinical situations involving 
cultural and communication challenges, with a particular focus on non-verbal cues and implicit bias. The 
video vignettes had the following structure:

An opening credits page, which was the starting point where the title of the vignette and the credits 
were shown. This was followed by the main scenario segment showing a scripted, filmed interaction 
between a pharmacist and a person from a diverse background (examples above). A feedback section 
follows at this point in the video, where there is feedback about what went wrong in the interaction. 
This is again followed by another vignette segment, and this time the section depicts a culturally com
petent interaction between a pharmacist and a person from a diverse background. This is followed by 
another feedback section, narrating what was good about the interaction. This structured approach, 
incorporating both suboptimal and culturally competent interactions, was designed to promote com
parative reflection and aligns with educational approaches that emphasise modelling, feedback, and 
reflective learning in professional training. All vignettes had closed captions for accessibility.
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3.5. Validation

These vignettes were also showcased at a community event organised by the Department of Film, 
Theatre & Television (FTT), which included stakeholders and members of the public (University of 
Reading, 2025). Feedback from this event provided an opportunity to assess the clarity, realism, and rele
vance of the scenarios, contributing to informal face validation of the vignettes prior to their use in 
teaching. Informal observations and feedback from this event were taken back to the research team and 
used to refine the vignettes.

3.6. Details of the session

A face-to-face 2-hour workshop on ‘Cultural Competence’ was delivered to the students, utilising these 
vignettes, as part of the compulsory programme modules. It was conducted in three iterations, in May 
(1st, 2nd, and 14th), 2025. The workshop was delivered by an academic with postgraduate subject and 
teaching qualifications and 10þ years of experience in teaching pharmacy subjects, including cultural 
competence, in higher education. The workshop was delivered in a large classroom with four large 
screens and circular table sitting arrangements for facilitating discussions. Attendance was recorded, and 
the session was observed by a staff member. A brief and a debrief were provided to the audience.

3.7. Sampling and recruitment

A census approach was selected, whereby all students who attended the workshop or accessed the 
workshop materials on BlackboardVR were invited to participate. In total 216 students were eligible (100 
students in Year 3 and 116 in Year 4), representing the study population. Using an online sample size 
calculator, and assuming a 5% margin of error and a 95% confidence level, the required sample size was 
estimated at 139 participants. However, a total of 37 responses were received. Based on this achieved 
sample size, the margin of error was recalculated at 14.07%, indicating that there is a 95% probability 
that the true population value lies within ±14.07% of the observed survey results.

3.8. Research instrument

The survey was designed as a single online questionnaire that contained three (3) sections. Section 1
contained the participant information sheet (PIS) and the consent form. Section 2 contained questions 
related to the demographic information of the participant. This included questions related to the stu
dents’ age, gender identity, ethnicity, student status, work experience with culturally diverse groups dur
ing placements, and their preference to work with culturally diverse people. Section 3 contained a 
feedback form that asks participants about their opinion on the effectiveness of the vignettes. This sec
tion contained 24 Likert items related to the vignettes.

These Likert items encompassed a variety of aspects about the video vignettes, and could broadly be 
classified as overall satisfaction and relevance (items 1, 2, 12, 13, and 24), impact on cultural competence 
learning (items 3, 4, 11, 17–23), representation of diverse groups (items 5, 10, 14), and vignettes’ tech
nical and acting quality (items 6–9, 15, 16). For purposes of quantitative scoring, each item had a max
imum score of 5, and each score had a label, namely, strongly agree ¼ 5, agree ¼ 4, neutral ¼ 3, 
disagree ¼ 2, and strongly disagree ¼ 1. The minimum achievable score was 66, and the maximum 
achievable score was 120. No cut-offs were defined. These items were grouped for clarity and organisa
tion, and not on a statistical basis.

3.9. Data collection

The survey opened after the completion of the taught session. A QR code was shared at the end of the 
session that directed to the online survey. The last 15 minutes of the session were allocated for the sur
vey. This was followed by a study invitation email using the student mailing list, containing the weblink 
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to the online survey. Students had the choice to fill in their response at the time of the session or later 
in their free time. The data were collected once without any follow-ups.

3.10. Data analysis

All data were downloaded as a .sav file and analysed using IBM SPSS version 27 statistical software. The 
data were presented as sample counts (N) and frequencies (%). Data distribution was checked, and dis
crete data were presented as mean (x̅) and standard deviation (SD). The validity of the Likert data was 
assessed using Cronbach’s alpha. Bivariate analysis, such as an independent sample t-test, and multivari
ate analysis, such as regression, were conducted on the data. The bivariate analysis results compared 
the demographic variables, namely (age, gender identity, ethnicity, student status, year of study, previ
ous experience or working with diverse patients, and preference to work with diverse patients), based 
on Likert score reported as mean (standard deviation). The demographic variables were treated as inde
pendent variables, and the Likert scale score was treated as a dependent variable. The independent vari
ables were categorical in nature, while the dependent variable was continuous. Statistical significance is 
reported as p-values and considered statistically significant if p< 0.05.

The data that were significant in bivariate analysis were further analysed using multivariable linear 
regression to examine the association between participants’ demographic characteristics and their 
responses to the Likert scale items. Independent variables were entered as predictor variables. The 
dependent variable was treated as a continuous outcome. Regression coefficients (b), 95% confidence 
intervals (CI), and p-values were reported to indicate the strength and statistical significance of associa
tions. Model fit was assessed using the F-statistic, coefficient of determination (R2), and adjusted R2. To 
ensure the robustness of the model, collinearity diagnostics were conducted, with tolerance values and 
variance inflation factors (VIF) used to assess potential multicollinearity between predictors.

3.11. Ethics and consent

The participants had to provide their consent before they could proceed to the survey. The participants 
were briefed about the study objectives through the participant information sheet available on the first 
page of the survey before the consent page. The vignette scripts were reviewed to ensure they were 
not distressing. However, we acknowledge that the themes may resonate differently with individuals. A 
brief and a debrief were provided. The study was granted ethical clearance from the Reading School of 
Pharmacy Research Ethics Committee (study number SREC 08/2025) at the University of Reading on Feb 
25, 2025. The study methodology was designed following the Strengthening the Reporting of 
Observational Studies in Epidemiology (STROBE) and Guideline for reporting evidence-based practice 
educational interventions and teaching (GREET) checklists (Phillips et al., 2016; von Elm et al., 2007).

4. Results

4.1. Participants’ information

A total of 37 responses were received and analysed, giving a response rate of 17%. Most participants 
were in the 21–23 year group (N¼ 22, 59.5%), identified as female (N¼ 31, 83.8%), and had Asian heri
tage (N¼ 19, 51.4%). Slightly more than half of the participants were in study year 4 (N¼ 19, 51.4%). 
Most of them were home students (N¼ 30, 81.1%), had experience caring for culturally diverse patients 
(N¼ 35, 94.6%), and had no preference in working with people from similar or diverse cultural back
grounds (N¼ 24, 64.9%) (Table 1).

4.2. Descriptive analysis of participants’ responses

The mean overall score obtained was 95.63 (SD ¼ 13.77). The overall reliability (a) of the Likert scale was 
0.961. The detailed descriptive statistics are presented in Table 2.
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4.3. Association of participants’ demographics with their responses

The bivariate analysis comparing demographic characteristics based on the overall Likert score yielded 
significant p-values for a few variables, namely ethnicity (Asian versus others and White versus others), 
and preference to work with culturally diverse patients (p< 0.05). On average, participants with Asian 
heritage scored higher than those from all other ethnicities combined (p< 0.05). At the same time, par
ticipants with a White background scored lower than those with non-White backgrounds (p< 0.05). 
Furthermore, those who preferred to work with culturally diverse patients scored higher than those who 
had no preference (p< 0.05). All others variables were not statistically significant (Table 3).

4.4. Predictors of a higher Likert score interpreted as a positive outcome

A multivariable linear regression analysis was conducted to examine the predictors of a Likert scale score 
(Table 4). The overall model was statistically significant (F¼ 7.71, p¼ 0.001), explaining 41% of the vari
ance in the dependent variable (R2 ¼ 0.41, adjusted R2 ¼ 0.36). Collinearity diagnostics confirmed no 
evidence of multicollinearity among the predictors (tolerance values � 0.714; VIF � 1.40).

Ethnicity (Asian vs. non-Asian) was not a significant predictor of the outcome (b¼ 0.106, 95% CI: 
–5.29 to 10.97, p¼ 0.483). However, White ethnicity (vs. non-White) was a significant negative predictor, 
indicating that White participants scored lower (b ¼ –0.339, 95% CI: –19.38 to –0.51, p¼ 0.039). A prefer
ence for working with culturally diverse people was a significant positive predictor, with those express
ing such a preference scoring higher (b¼ 0.361, 95% CI: 0.174 to 0.19, p¼ 0.021).

5. Discussion

Despite the relatively small sample size, this study offers a novel contribution by presenting an inter
disciplinary approach to developing bespoke video vignettes specifically focused on non-verbal cultural 
competence in pharmacy education. It also provides practical insights into how such resources can be 
integrated into teaching to support reflective and experiential learning. The GPhC has included recognis
ing cultural aspects in healthcare delivery as part of the learning outcomes it envisages for the MPharm 

Table 1. Participants’ information (N¼ 37).
Demographics Sample counts (N) Frequency (%)

Age
20 years 1 2.7
21–23 years 22 59.5
24 years and above 13 35.1
Prefer not to say 1 2.7
Gender identity
Male 6 16.2
Female 31 83.8
Ethnicity�

Asian 19 51.4
Black 5 13.5
White, 9 24.3
Other 1 2.7
Prefer not to say 3 8.1
Student Status
International student 7 18.9
Home student 30 81.1
Year of study
Part 3 18 48.6
Part 4 19 51.4
Experience of caring for culturally diverse patients during placements
Yes 35 94.6
No 1 2.7
I am not sure 1 2.7
Preference to work with culturally diverse people
Prefer to work with people of my own culture 1 2.7
Prefer to work with culturally diverse people 12 32.4
No preference 24 64.9
�As per the 2021 Census of England and Wales.
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programmes. This means that pharmacy students must demonstrate an ability to recognise and address 
the cross-cultural healthcare needs of people. To deliver this skill, we considered the simulation medium 
as an appropriate method to inculcate observational skills among students. This study was conducted in 
a UK higher education institution (HEI) to introduce a simulation-based teaching activity to enable phar
macy students to learn non-verbal cultural competence. Teaching non-verbal cultural competence 
through traditional written workshop materials is not authentic, as it does not convey the necessary 
observation skills required to become aware of cultural cues and gestures that may seem insignificant 
but can significantly impact the outcome of the consultation.

This notion is supported by Bandura’s Social Learning Theory, which highlights the impact of observa
tional learning (Bandura, 1977). Previous studies conducted in the USA (Arif et al., 2017) and Australia 
(Nkhoma et al., 2023) have explored video vignettes as a medium to teach cultural competence and 
cross-cultural communication skills to pharmacy students. These findings are consistent with broader lit
erature in health professions education, which suggests that simulation-based and video-assisted learn
ing approaches can enhance learners’ ability to engage with complex, context-dependent scenarios such 
as cross-cultural communication. In particular, video vignettes have been shown to support reflective 
learning and improve learners’ confidence in navigating sensitive interactions. Jarrar et al. identified myr
iad teaching methods used by pharmacy academics to teach cultural competence in pharmacy 

Table 2. Descriptive analysis of the Likert scale.
Item# Likert scale items Mean SD Corrected ITC a if item deleted

Overall (1–24) 95.63 13.77 0.961 0.965
Overall satisfaction and relevance

1 Overall, I was satisfied with the video vignettes. 4.00 0.642 0.785 0.959
2 The video vignettes were relevant to the workshop content. 4.29 0.622 0.771 0.959
12 The introduction of the video provided sufficient context for the 

scenario.
3.94 0.873 0.785 0.958

13 The patient case scenarios were realistic and relatable to real-world 
practice.

4.06 0.684 0.596 0.960

24 I felt that the scenarios depicted realistic challenges in cross-cultural 
communication within UK healthcare.

4.14 0.601 0.745 0.959

Impact on cultural competence learning
3 The vignettes enhanced my understanding of cultural competence. 4.09 0.702 0.739 0.959
4 Watching the vignettes has improved my ability to empathise with 

patients from diverse cultural backgrounds.
4.06 0.639 0.748 0.959

11 The vignettes helped me recognise cultural cues (e.g. body language, 
tone, gestures) in patient interactions.

4.14 0.648 0.811 0.958

17 The conclusion or resolution of the vignette was clear and made me 
reflect on the learning points.

3.94 0.906 0.637 0.960

18 The video vignettes improved my confidence in handling culturally 
diverse patient interactions.

3.97 0.664 0.678 0.959

19 I feel more confident in identifying cultural cues during patient 
interactions after watching the vignettes.

3.94 0.838 0.775 0.958

20 I feel more prepared to apply cultural competence in practice after 
watching the video vignettes.

4.14 0.648 0.822 0.958

21 The video vignettes contributed significantly to my learning. 3.89 0.867 0.784 0.958
22 The video vignettes helped me reflect on my own assumptions or 

biases in healthcare settings.
3.83 0.857 0.644 0.960

23 The vignettes encouraged me to think about how I would respond 
differently in a real-world clinical scenario.

3.97 0.707 0.768 0.959

Representation of diverse groups
5 The inclusion of underrepresented groups was handled respectfully 

and thoughtfully in the video.
4.17 0.747 0.417 0.962

10 The characters in the video represented a range of diverse 
backgrounds effectively.

3.80 0.901 0.660 0.960

14 The credits page at the end of the video added value to the learning 
experience (e.g. acknowledging the cast, cultural consultants, etc.).

3.49 1.337 0.710 0.961

Technical and acting quality
6 The video vignettes were clear and engaging. 4.09 0.658 0.745 0.959
7 The vignettes depicted non-verbal cross-cultural interactions well. 4.20 0.759 0.712 0.959
8 The acting in the vignettes felt natural and believable. 3.63 0.843 0.642 0.960
9 The actors’ eye movements and body language effectively 

communicated cultural dynamics.
4.17 0.514 0.719 0.959

15 I feel more confident in identifying cultural cues during patient 
interactions after watching the vignettes.

3.86 1.033 0.783 0.958

16 I feel more prepared to apply cultural competence in practice after 
watching the video vignettes.

3.83 0.857 0.715 0.959

ITC ¼ item − total − correlation, a ¼ Cronbach�s alpha:
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programmes worldwide (Jarrar et al., 2024). These were mostly implemented in pharmacy schools in the 
US and incorporated videos as a means to deliver the skill. Hence, there is evidence of videos being 
effective in delivering this learning, albeit in a different country from the UK. To date, this is the first ini
tiative to develop bespoke video vignettes through an interdisciplinary collaboration between the 
Pharmacy and Film, Theatre & Television departments at the University of Reading.

These video vignettes were delivered as part of a workshop on non-verbal cultural competence to 
pharmacy students in Years 3 and 4. Additionally, they were also made available on the virtual learning 
platform (BlackboardVR ) to maximise reach, potentially reaching all students (N¼ 216). We received a 
response from slightly less than a fifth of participants (17%). The aim was to assess the suitability of 
these bespoke video vignettes in teaching non-verbal cultural competence, which further included their 
effectiveness in enabling students to recognise non-verbal cues (skill), and also the quality of the videos 
(quality assurance) as an exercise to further improve these videos going forward.

The response was generally positive. Our findings suggest that participants’ cultural attitudes and eth
nic background influenced the outcome in meaningful ways. Being of Asian ethnicity did not appear to 
make a difference, whereas White participants tended to score lower on the outcome measure com
pared to their non-White peers. There could be multiple explanations for this pattern. There is a possibil
ity that the non-White participants may have found the video vignettes resonated more closely with 
them, owing to their personal experiences, which may have enhanced their engagement. Further, being 
in a predominantly White population, non-White participants may have to navigate cultural differences 
more frequently compared to the participants with a White background. The non-White participants 

Table 3. Bivariate analysis.
Demographics Mean (SD) p-Value�

Age 0.476
Up to 23 years 96.35 (14.08)
Others 93.00 (13.02)
Gender identity 0.834
Male 96.17 (16.52)
Female 94.87 (13.28)
Ethnicity (Asian) 0.032
Yes 99.68 (9.95)
No 90.22 (11.48)
Ethnicity (Black) 0.718
Yes 93.00 (15.56)
No 95.41 (13.52)
Ethnicity (White) 0.001
Yes 84.01 (11.32)
No 99.77 (11.76)
Student Status 0.917
International student 95.57 (10.39)
Home student 94.97 (14.39)
Year of study 0.436
Part 3 94.72 (15.45)
Part 4 95.42 (12.01)
Experience of caring for culturally diverse patients during placements 0.787
Yes 95.23 (13.96)
Others 92.50 (4.95)
Do you prefer to work with culturally diverse people? 0.001
Yes 106.09 (10.77)
No 91.38 (12.01)
�Independent sample t-test applied.

Table 4. Multivariable linear regression analysis.
95% CI of b

p Value

Collinearity statistics

Predictors Coefficient (b) Upper Lower Tolerance VIF

Ethnicity (Asian)
Yes, vs No 0.106 −5.29 10.97 0.483 0.803 1.25
Ethnicity (White)
Yes, vs No −0.339 −19.38 −0.51 0.039 0.714 1.40
Do you prefer to work with culturally diverse people?
Yes, vs No 0.361 19.45 1.74 0.021 0.810 1.23

ANOVA (F¼ 7.71, p¼ 0.001); R2 ¼ 0.41 and adjusted R2 ¼ 0.36.
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may have found these video vignettes less applicable to their own context. Moreover, the baseline atti
tudes of participants towards cultural differences may have been different. However, further research is 
needed to test these assumptions.

In addition, individuals who expressed a preference for working with people from culturally diverse 
backgrounds scored higher, highlighting the value of openness to diversity. This also links to the earlier 
findings that individuals who have a desire to engage with culturally diverse people are more open to 
understanding cultural differences. Campinha Bacote’s model of cultural competence considers this 
desire as one of the components of cultural competence (Campinha-Bacote, 2002). Taken together, these 
findings suggest that attitudes toward cultural diversity, rather than ethnicity alone, may play a more 
influential role in shaping the outcome.

This observation about the difference in attitudes towards cultural diversity in healthcare and engage
ment is supported by findings in a previous study conducted in the same population. The study 
reported that pharmacy students defined cultural competence in myriad ways and rated its importance 
differently. While the overall cohort agreed on the importance of teaching cultural competence, there 
were subtle differences in their perceptions regarding their understanding of cultural competence 
(Naqvi et al., 2025).

Though the findings are encouraging, there are opportunities to further enhance the pedagogical 
approach. For example, incorporating more diverse scenarios, increasing opportunities for guided reflec
tion, and integrating qualitative feedback from students could provide deeper insights into how learners 
interpret and apply non-verbal cultural cues. Future iterations of the workshop could also explore longi
tudinal evaluation to assess the sustained impact of this approach on students’ behaviour in practice 
settings.

5.1. Implications for the future

It will be helpful to map out the minimum level of competence needed to navigate cultural conundrums 
in healthcare among undergraduate pharmacy students, as this will clarify expectations regarding the 
minimum cultural competence level pharmacy students need to have at the time of graduation. Another 
benefit of such a study would be to inform the development of minimum standards that could be used 
to evaluate one’s own competence and engagement in this area.

There is a knowledge gap when it comes to cultural competence in pharmacy education in the UK 
HEIs. Previous research studies that have strived to assess the inclusion of cultural competence teaching 
in pharmacy curricula were mostly conducted in North America (Jarrar et al., 2024). Compared to that, it 
is a relatively new area for the UK pharmacy curriculum. While there is an abundance of resources avail
able to teach and evaluate cultural competence in pharmacy in North American pharmacy schools, the 
adaptability of these resources in the UK context is difficult owing to stark differences in cultural history, 
societal constructs, laws and regulations, social policies, and ethnicities. Therefore, studies driving cur
riculum assessments for culturally competent content, training to teach pharmacy subjects in a culturally 
competent manner to diverse students, and the creation of resources, including self-evaluation checklists 
and surveys, are needed. Not only this, but the work could be scaled up for training postgraduates and 
healthcare professionals currently working in the healthcare sector.

This study concluded with positive feedback from pharmacy students. Beyond the study, there are 
plans to expand the vignette library to include more nuanced cases. Greater knowledge exchange is 
envisaged among academic institutions through the sharing of resources through institutional reposito
ries. There are opportunities for collaboration and co-creation of bespoke materials. There is potential 
for an academic partnership with other pharmacy and allied health schools with this work. This work 
could serve as a foundation for expanding research in other healthcare programmes, such as medical, 
physician associate, and nursing programmes. This work also has commercialisation potential through 
delivering bespoke workshops to healthcare professionals.

From a curriculum perspective, the integration of video vignette-based learning offers a scalable and 
adaptable approach for embedding cultural competence teaching within pharmacy programmes. This 
approach can be incorporated into existing modules and adapted across different stages of training, 
supporting the development of reflective and culturally responsive practitioners.
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5.2. Limitations of the study

This study was not without limitations. It was conducted in a pharmacy school in England among phar
macy students and received responses from roughly 17% of the target segment. The data were collected 
cross-sectionally at a single point in time, which does not capture the effect on students’ behaviour and 
skillset in the long term. The relatively low response rate may reflect voluntary participation, timing of 
data collection, or survey fatigue, and introduces the possibility of non-response bias. The survey also 
relied on students’ self-reported satisfaction and perceived benefits, which limits objectivity in assessing 
the impact of these vignettes on students. There is an element of social desirability bias as students 
may answer the question with responses they thought were more socially acceptable. Additionally, it is 
possible that students with a pre-existing interest in cultural competence or positive perceptions of the 
workshop were more likely to respond. Hence, the results may be positively skewed and should be inter
preted with caution. Also, the study did not include a comparator group using alternative teaching 
methods (e.g. traditional lectures or written case-based discussions), which limits the ability to draw con
clusions about the relative effectiveness of video vignettes compared to other pedagogical approaches. 
Furthermore, the study was designed as a survey with no open-ended response option, thereby limiting 
any capture of qualitative information. This shortcoming was somewhat addressed by employing regres
sion analysis; however, further studies are recommended to qualitatively assess the impact of the video 
vignettes on students’ ability to navigate non-verbal cross-cultural issues in practice. Although the four 
vignettes represented several cultural scenarios (transgender, d/Deaf, smiles, and communication hesi
tancy), they cannot encompass the full spectrum of cultural diversity encountered in healthcare. 
Expanding the vignette library to include broader cultural and clinical contexts would improve 
comprehensiveness.

6. Conclusion

Pharmacy students provided positive feedback on the inclusion of video vignettes for teaching non-ver
bal cultural competence in the MPharm programme. They were positive about the suitability of the 
video vignettes as a simulation-based teaching method for learning the subject. They found the video 
vignettes interesting, engaging, thought-provoking, and informative. Further avenues for the work have 
been identified.
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