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Pharmacists must possess the attitudes, knowledge, and skills required to deliver culturally intelligent, patient-centered care; 

however, formal training in this area remains limited. To effectively prepare future pharmacists, clear standards and structured 

curricula for cultural intelligence are needed within pharmacy education. The purpose of this study was to develop a cultural 

intelligence framework (CIF) tailored to pharmacy education and to examine its relevance to Doctor of Pharmacy (PharmD) 

training. A comprehensive review of the literature examining existing approaches to cultural intelligence education informed 

the development of the CIF. The framework integrates established cultural intelligence models used in health professions 

education with Bloom’s Taxonomy. Five student focus groups were conducted to explore learners’ cultural experiences and to 

map these experiences to the CIF. All focus group sessions were audio-recorded, transcribed verbatim, deidentified, and 

deductively coded using the CIF as an analytic guide. All four CIF domains—awareness, knowledge, practice, and desire—

were represented across the five focus groups, although individual participants did not consistently demonstrate all domains in 

their narratives. Most students described experiences reflecting cultural awareness, knowledge, and motivation, while fewer 

participants reported engagement in cultural practice. Differences in responses were noted based on participants’ racial 

backgrounds and their stage within the pharmacy curriculum. This study provides an initial contribution to understanding how 

cultural intelligence is taught and experienced in pharmacy education. The proposed CIF offers an evidence-based framework 

that may support the intentional development of cultural intelligence and assist in preparing pharmacy students to become 

socially responsible and patient-centered health care professionals. 
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Introduction 

The growing racial and cultural heterogeneity of the 

United States health care landscape requires practitioners 

to develop cultural intelligence as a core professional 

competency to ensure equitable and effective care [1,  2]. 

Cultural intelligence encompasses the capacity to 

interpret and respond appropriately to diverse cultural 

values, belief systems, attitudes, and nonverbal 

behaviors, and to apply this understanding with empathy 

in cross-cultural interactions [3-6]. In the absence of 

intentional education and skill development, health care 

professionals may unconsciously reinforce dominant 

norms rooted in White, ableist, and heteronormative 

frameworks, which continue to contribute to persistent 

and well-documented inequities in health care delivery 

[7,  8]. These inequities are reflected in national quality 

metrics, as White patients received higher-quality care on 

approximately 40% of evaluated measures in 2019 

compared with Black patients and American 

Indian/Alaska Native populations [9]. 

Pharmacists occupy a unique position within the health 

care system due to their accessibility and frequent 

interactions with patients, particularly in providing 

medication counseling and supporting adherence [10]. 

Because of this trusted and frontline role, pharmacists 

must be prepared to engage patients using culturally 
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intelligent approaches [2,  3]. Despite this need, pharmacy 

education has historically provided limited instruction in 

cultural intelligence, especially in areas related to 

identifying implicit bias and addressing social 

determinants that influence health outcomes [11]. 

Evidence suggests that unexamined stereotypes, 

prejudicial attitudes, and implicit biases among health 

care providers can directly contribute to racial and ethnic 

disparities in care [12,  13]. 

Although concepts such as cultural competence, cultural 

awareness, cultural humility, and cultural sensitivity have 

been widely used to describe culturally responsive 

practice, cultural intelligence is conceptually distinct due 

to its grounding in intelligence theory [3]. This 

framework emphasizes four interconnected 

dimensions—metacognitive, cognitive, motivational, 

and behavioral—that collectively enable individuals to 

function effectively in culturally diverse environments 

[4-6]. As articulated by Richard-Eaglin, cultural 

intelligence serves as a foundational approach that 

encourages practices aligned with diversity, equity, 

inclusion, and a sense of belonging within health care 

settings [14]. 

Several models intended to support culturally responsive 

health care, including cross-cultural competence [15] and 

cultural competence [16], have informed professional 

practice. However, research focusing specifically on 

health professions students has remained limited and has 

largely prioritized efforts to increase student diversity 

rather than transform educational content or pedagogy 

[15 -17]. While strengthening diversity within the future 

health care workforce is essential [18], representation 

alone does not ensure that graduates are prepared to 

deliver culturally intelligent care. 

Intentional curricular design is therefore necessary to 

support the development of cultural intelligence within 

pharmacy education [19 -22]. National organizations 

have acknowledged this need. The American Association 

of Colleges of Pharmacy (AACP) incorporated cultural 

sensitivity into its 2013 Center for the Advancement of 

Pharmacy Education (CAPE) Outcomes, emphasizing 

students’ ability to recognize social determinants of 

health as a mechanism to reduce inequities in care [19]. 

Similarly, the Accreditation Council for Pharmacy 

Education (ACPE) 2016 Standards identify cultural 

awareness as an essential component of pharmacy 

training, defining it as the examination of how cultural 

values, beliefs, and practices influence patient care 

outcomes [20]. The American College of Clinical 

Pharmacy (ACCP) has also emphasized the importance 

of patient-centered and culturally sensitive care and 

highlighted the responsibility of pharmacy education in 

preparing practitioners to meet these expectations [21,  

22]. Nevertheless, despite agreement across accrediting 

and professional bodies, limited direction exists 

regarding how these expectations should be 

operationalized within pharmacy curricula [21 -23]. 

Existing cultural initiatives in pharmacy education have 

often been episodic, outdated, and insufficiently 

grounded in a unifying theoretical framework capable of 

supporting long-term and meaningful change [21,  23]. 

Many curricular approaches have emphasized health 

disparities without adequately addressing the systemic, 

structural, and historical factors that give rise to those 

disparities, which may inadvertently lead students to 

associate cultural diversity with adverse health outcomes 

[13]. Furthermore, empirical evidence examining the 

relationship between cultural intelligence training, 

student experiences, and health care outcomes within 

professional education remains sparse [15,  24]. 

Accordingly, the purpose of this study was to develop a 

cultural intelligence framework (CIF) tailored to 

pharmacy education and to evaluate its alignment with 

the experiences of Doctor of Pharmacy (PharmD) 

students. 

Materials and Methods  

The cultural intelligence framework (CIF) presented in 

this study was constructed using an in-depth synthesis of 

scholarly literature related to cultural education within 

health care. A broad literature search was conducted 

using keywords and phrases including cross cultural 

competen*, cultural competen*, health care cultural 

education, cross cultural education, cultural competenc* 

framework, and cultural competen* education. The 

framework intentionally adopts the term cultural 

intelligence rather than cultural competence or cross-

cultural competence to underscore the concept of cultural 

development as a dynamic and ongoing process, rather 

than a fixed endpoint that can be fully achieved. 

Although the scope of the search was limited to health 

care–related literature, it was not restricted to any single 

professional discipline such as medicine, nursing, or 

pharmacy. 

Framework development involved combining the 

Association of American Medical Colleges (AAMC) 

guidance on cultural competence education with the Four 



Ann Pharm Educ Saf Public Health Advocacy, 2025, 5:203-211                                                    Morales et al. 
 

 

 

205 

Factor Model of Cultural Intelligence proposed by Van 

Dyne and colleagues, alongside additional foundational 

studies [5,  6,  16,  17,  25]. These sources were critically 

evaluated and integrated by the research team into a 

cohesive conceptual model tailored to pharmacy 

education. The finalized CIF identifies four 

interconnected domains that collectively represent 

cultural intelligence as a lifelong learning continuum 

(Figure 1). Cultural awareness is defined as an ongoing 

process of introspection and critical evaluation of one’s 

personal cultural identity and assumptions [17,  26]. 

Cultural knowledge refers to the active and continuous 

pursuit of information about diverse cultural groups [5,  

6,  17,  26]. Cultural practice encompasses meaningful 

engagement with patients from varied cultural 

backgrounds, including the ability to elicit culturally 

relevant information related to the patient’s condition and 

to conduct assessments that are informed by cultural 

context [17,  26]. Cultural desire represents the internal 

drive of health care professionals to willingly and 

consistently engage in the process of developing cultural 

intelligence over time [5, 6,  17]. 

 
Figure 1. The four interconnected domains of the 

cultural intelligence framework 

To operationalize the Cultural Intelligence Framework 

(CIF) for instructional use, domain-specific learning 

objectives were constructed using Bloom’s taxonomy as 

an organizing principle (Table 1) [27,  28]. Rather than 

limiting objectives to a single cognitive level, each CIF 

domain was mapped across multiple levels of learning 

complexity. Within the cultural awareness domain, 

objectives span the full taxonomy, including 

remembering, understanding, applying, analyzing, 

evaluating, and creating. Development within this 

domain begins with the identification of cultural 

variation both between and within groups, advances to 

comprehension of how cultural factors influence patient 

care and contribute to health inequities, and culminates 

in higher-order cognitive engagement. For each learning 

objective, the research team outlined representative 

assessment approaches to illustrate potential methods for 

evaluating student performance. 

Once the CIF was finalized, qualitative inquiry was used 

to examine how pharmacy students’ lived experiences 

aligned with the framework. Participant recruitment 

occurred at the UNC Eshelman School of Pharmacy 

using a combined purposive and chain-referral strategy. 

Initial participants were identified by the Associate Dean 

for Organizational Diversity and Inclusion based on 

demonstrated involvement in diversity, equity, and 

inclusion (DEI) efforts. These students were then invited 

to recommend additional peers with similar interests. All 

identified students received email invitations to 

participate in a virtual, 60-minute focus group hosted via 

Zoom (Zoom Video Communications, Inc). 

Fifteen PharmD students across all professional years 

(P1–P4) participated in the study and were distributed 

across five focus groups conducted in July 2020. 

Individual focus groups included between two and four 

participants, with scheduling determined by student 

availability. In the interest of reflexivity, it is noted that 

the facilitator of the focus groups self-identified as a 

White female and was serving as a postdoctoral research 

fellow at the time of the study, with no instructional, 

evaluative, or supervisory relationship with participants. 

The focus group discussion guide was intentionally 

designed to elicit examples of cultural intelligence 

corresponding to each of the four CIF domains. Students 

were asked to reflect on positive clinical encounters with 

patients whose cultural backgrounds differed from their 

own and to describe elements that contributed to 

successful communication. To further explore the 

cultural awareness domain, participants were prompted 

to consider how their own cultural identities influenced 

these interactions. Students were also reminded that 

cultural difference encompasses a broad range of 

attributes, including but not limited to race, ethnicity, 

nationality, religion, age, and sexual orientation. 



Morales et al.                                                    Ann Pharm Educ Saf Public Health Advocacy, 2025, 5:203-211  
 

 

 

206 

Throughout data collection, detailed observational notes 

were maintained, and all focus group sessions were audio 

recorded, transcribed verbatim, and stripped of 

identifying information prior to analysis. A deductive 

analytic approach was employed, with two members of 

the research team (DL and LM) adapting the CIF into an 

analytic codebook [29]. Using MAXQDA software 

(VERBI Software, Berlin, Germany), both researchers 

jointly coded 60% of the transcripts to promote analytic 

consistency and shared interpretation. The remaining 

transcripts were coded independently by both 

researchers, with intercoder reliability exceeding 80%, 

meeting established standards for agreement [29]. 

Discrepancies were resolved through discussion until 

consensus was achieved. Analytic memo writing was 

used continuously to capture evolving interpretations and 

emerging themes [30]. Frequency analysis was 

subsequently conducted to identify the CIF domains and 

learning objectives most frequently represented in the 

dataset. The study was reviewed and deemed exempt by 

the Institutional Review Board at the University of North 

Carolina at Chapel Hill. 

Results and Discussion 

Most study participants (N=15) were women (n=11, 

73%), the majority identified as Black, Indigenous, or 

People of Color (BIPOC) (n=9, 60%), and over half had 

finished at least three years of pharmacy school (n=8, 

53%). The four domains of the Cultural Intelligence 

Framework (CIF) appeared across all focus groups, 

although individual participants did not necessarily touch 

on every domain or objective. Coding revealed cultural 

awareness as the most prominent (n=98 out of 257 codes, 

38%), followed by cultural knowledge (n=78, 30%), 

cultural desire (n=54, 21%), and cultural practice (n=27, 

11%). 

Responses varied noticeably by racial and ethnic 

background. White students’ remarks on cultural 

awareness generally reflected recognition of differences 

among cultures (remember) and insight into how those 

differences might influence patient care (understand). 

BIPOC students, however, went further: they not only 

identified and comprehended cultural distinctions but 

also explained how their personal cultural identity 

informed their worldview and interactions (apply), 

reflected on their own potential biases (analyze), and 

considered how their level of awareness influenced their 

clinical behavior (evaluate). One BIPOC student 

explained, “I have an innate connection to my 

community because it reflects my own background. The 

school curriculum didn’t provide that understanding—it 

comes from my identity and lived experience, which 

helped me navigate and respond effectively in certain 

patient situations.” 

Differences also emerged related to other identity factors, 

such as religion, sexual orientation, gender identity, and 

age. For instance, one participant described: “Being gay, 

I’ve personally faced stigma when accessing healthcare. 

Discussing sexual health issues with some providers left 

me feeling judged and uneasy, while others were 

welcoming and nonjudgmental, which encouraged me to 

be more forthcoming about my needs and led to better 

conversations. I now apply that lesson in my own 

pharmacy practice—patients seem more willing to share 

openly when they sense genuine openness from me.” 

This account showed cultural awareness by 

acknowledging personal experiences of stigma and its 

effect on healthcare interactions (understand), examining 

how the participant’s identity affected their comfort level 

and communication with providers (analyze), and 

reflecting on how those insights now guide their 

approach to building rapport with patients (evaluate). 

Year-in-program differences were apparent as well. 

Third- and fourth-year (P3 and P4) students described 

experiences that aligned with almost all six objectives 

within the cultural knowledge domain, whereas first- and 

second-year (P1 and P2) students mostly addressed basic 

comprehension of cultural variation (understand), 

barriers in intercultural exchanges (apply), and culture’s 

role in care quality. Higher-level objectives (evaluate and 

create) were rarely mentioned by earlier-year students. 

Detailed findings are structured below by CIF domain, 

illustrated with participant examples. Every participant 

displayed cultural awareness, typically by identifying 

cultural variations (remember), grasping their potential 

impact on care delivery (understand), and reflecting on 

how their own background shaped their behavior 

(analyze). One BIPOC student remarked, “Mental health 

carries significant stigma in many African American 

communities. Drawing from my own cultural experience, 

that awareness guided me when supporting a patient of 

African descent—I made a deliberate effort to offer 

support without judgment and to act as an ally.” 

In this case, the student reflected on cultural norms within 

their community and then considered how that insight 

enabled them to create a safer, more supportive 

interaction with the patient. 
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Regarding cultural knowledge (six objectives: 

understand, apply, analyze, evaluate–culture, evaluate–

disparities, and create), participants most often discussed 

practical approaches to overcoming cultural obstacles for 

patients (create), situations that required examining 

culture’s influence on care outcomes (analyze), and 

typical difficulties in cross-cultural dialogue (apply). A 

BIPOC student illustrated this by saying, “When 

counseling a Hispanic patient with diabetes, it’s essential 

to understand their typical diet so you can offer realistic 

advice for healthier eating and better glucose control. 

You can’t simply advise everyone to shop at upscale 

grocery stores for fresh produce if their access is limited 

to canned options.” 

This example addressed all six objectives: assessing 

cultural dietary patterns and related socioeconomic 

disparities, examining culture’s effect on care 

effectiveness and communication hurdles, and 

suggesting a practical adjustment, such as rinsing canned 

vegetables to lower sodium intake. 

Some responses covered only one or two objectives. A 

white student noted, “In the pharmacy assistance 

program where many patients speak Spanish, we’re 

trained to always use professional interpreters—even for 

simple transactions like checkout—because critical 

details can easily be missed otherwise.” This reflected 

knowledge of an effective barrier-reduction strategy 

through reliable interpretation. 

Cultural desire was evident in all participants, who could 

describe the concept (remember) and explain why 

pursuing cultural intelligence matters for pharmacists 

(understand). One white student shared, “Last summer I 

completed a rewarding rotation at a federally qualified 

health center serving mostly uninsured or Medicaid 

patients. It was eye-opening to learn about their unique 

challenges and how pharmacists can serve as a vital 

community resource to address them.” Fewer 

participants, however, outlined concrete steps to build 

their cultural intelligence (create), assessed their current 

abilities (analyze), or described applying it directly with 

patients (apply). A BIPOC student commented, “I’m not 

sure what resources exist for learning about cultures 

different from my own, and I don’t recall the curriculum 

highlighting any. For me, the richest exposure has come 

from volunteering at a clinic with a highly diverse patient 

population.” 

Outside the framework, participants of all backgrounds 

expressed hope that classmates would strengthen their 

cultural intelligence. One BIPOC student observed, “My 

own needs for growth differ greatly from what I believe 

my white classmates without minority experience 

require. My background already gives me familiarity 

with many of these issues, so my priority is for peers to 

acquire foundational awareness before they begin caring 

for patients from marginalized groups.” Students often 

mentioned seeking out elective opportunities themselves 

while noting low participation from others. A white 

student said, “Much of what I’ve learned came from 

choosing extra experiences because I wanted to grow in 

this area. I’m thankful for those opportunities, but I truly 

wish every classmate had access to the same.” 

Cultural practice appeared far less frequently. Few 

participants showed clear understanding of cultural 

variations likely to arise in practice settings (understand), 

ways to elicit relevant cultural details during encounters 

(understand), ability to perform patient cultural 

assessments (apply), or suggestions for team-level barrier 

reduction (create). 

When cultural practice did surface, it mainly involved 

reviewing the success of communication strategies in 

patient interactions (evaluate). A bilingual BIPOC 

student pointed out, “Even with professional interpreters, 

key nuances can be lost, especially when patient and 

interpreter speak significantly different regional dialects. 

I’ve observed consultations where the patient’s words 

were translated in a way that changed their intended 

meaning.” This highlighted limitations of interpretation 

services. 

In instances where participants addressed understand, 

apply, evaluate, and create objectives, they frequently 

highlighted their restricted authority as learners. One 

BIPOC student recounted, “As a student working under 

a preceptor, your influence is limited—you can speak up 

and advocate, but the pharmacist makes the final call. At 

a pain clinic, I felt the preceptor was dismissing the 

reported pain severity of a Black female patient. I was 

upset, pushed back, and tried to support her perspective, 

but ultimately I couldn’t change the outcome.” This 

demonstrated recognition of a potential cultural issue and 

an attempt to intervene, despite lacking final decision-

making power. 

To our knowledge, this investigation is the first to design 

a Cultural Intelligence Framework (CIF) specifically for 

pharmacy education and to examine how well this 

framework aligns with the lived experiences of Doctor of 

Pharmacy students. Drawing on established models of 

cultural intelligence within health professions education, 

the CIF was adapted for PharmD training and 
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intentionally aligned with Bloom’s taxonomy to 

articulate concrete and progressive learning outcomes. 

Analysis of student experiences revealed that participants 

most frequently described elements of cultural 

awareness, cultural knowledge, and cultural desire. This 

emphasis on cultural awareness aligns with prior 

scholarship indicating that cultural intelligence 

development begins with self-awareness and reflection 

on how one’s cultural background influences perceptions 

and behaviors [31, 32]. 

In contrast to prior research that has relied primarily on 

quantitative instruments such as surveys or 

questionnaires (eg, the Clinical Cultural Competency 

Questionnaire) [33], this study employed focus groups to 

examine cultural intelligence. The qualitative approach 

created opportunities for students to articulate their 

perspectives in a personal and contextualized manner, 

allowing for richer discussion of their experiences, 

concerns, and reflections [2,  34-36]. This method 

captured nuances that may not emerge through survey-

based approaches alone, including participants’ 

recommendations for curricular integration and their 

expressed concern that cultural intelligence development 

should extend to their peers [37]. 

Although most participants demonstrated learning 

objectives across all four CIF domains, both the depth 

and frequency of these expressions varied by race and 

ethnicity. These findings mirror previous research 

showing that students from BIPOC backgrounds often 

demonstrate more advanced levels of cultural awareness 

compared with their White counterparts [2,  32,  34]. Such 

variation suggests that cultural intelligence instruction 

should be responsive to the characteristics and needs of 

the student population. Differences across program year 

cohorts may also reflect the increased exposure of P3 and 

P4 students to experiential learning environments, which 

provide more frequent opportunities to engage in 

culturally complex practice situations [2,  38]. 

Accordingly, educational strategies should move beyond 

foundational knowledge and provide structured 

opportunities for students to apply, analyze, and critically 

evaluate how culture influences professional practice. 

The cultural practice domain was less evident in 

participant narratives. This may indicate limited 

opportunities for students to exercise agency in clinical 

settings or insufficient preparation to translate cultural 

intelligence into practice-based decision making. Prior 

research has shown that inconsistent integration of 

cultural competency and health literacy content across 

curricula is associated with declines in student 

performance on validated assessment tools [38, 39]. 

Despite limited discussion of cultural practice, 

participants identified multiple strategies for 

strengthening curricular integration, including exposure 

to diverse faculty, practitioners, and patients through 

panel discussions; structured reflection during 

introductory pharmacy practice experience (IPPE) 

preparation courses; and deliberate incorporation of 

health disparities and structural barriers (eg, insurance 

limitations, language access) into patient case scenarios. 

Culture is inherently complex, fluid, and 

multidimensional. Evidence indicates that achieving full 

“competence” in any single culture is unrealistic and may 

inadvertently reinforce stereotyping or 

oversimplification [7,  8,  11-13]. Findings from this study 

underscore the importance of embedding cultural 

intelligence education longitudinally across both didactic 

and experiential components of the PharmD curriculum 

and assessing it systematically to ensure students are 

developing appropriate knowledge, skills, and 

professional behaviors. The CIF, in conjunction with the 

UNC Eshelman School of Pharmacy’s DEI Strategic 

Plan, is currently being used to guide the integration of 

culturally intelligent instruction, training, and 

assessment. Because participants reported encountering 

culturally relevant experiences across multiple 

contexts—including coursework, experiential education, 

and co-curricular activities—the school is actively 

exploring strategies to intentionally incorporate cultural 

intelligence development across all learning 

environments. 

Looking ahead, the CIF offers a potential mechanism for 

standardizing cultural intelligence education, 

assessment, and training across colleges and schools of 

pharmacy, while remaining adaptable for use in other 

health professions programs. For such efforts to be 

effective, they must be embedded within broader 

institutional strategies that promote shared 

accountability, support the recruitment and retention of 

diverse learners, and foster a workforce prepared to 

address health inequities. Ultimately, advancing cultural 

intelligence among health care practitioners may enhance 

their ability to engage respectfully and effectively with 

the increasingly diverse populations they serve and 

contribute to more equitable health outcomes for 

historically marginalized communities. 

Further research is warranted to evaluate the CIF across 

additional schools and colleges of pharmacy, as well as 
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within other health professions education settings. 

Longitudinal studies examining changes in students’ 

cultural intelligence before and after targeted training are 

also needed. Given observed differences across 

demographic groups and program cohorts, future work 

should explore how cultural intelligence development 

varies among students from diverse backgrounds [18,  

40]. Additional research is needed to identify and refine 

inclusive pedagogical strategies that effectively reduce 

bias and address disparities within pharmacy education. 

Such efforts are essential to expanding the emerging 

body of literature focused on diversity, bias, and cultural 

education in the pharmacy profession [41]. 

Several limitations should be considered when 

interpreting these findings. The study was conducted at a 

single institution with a relatively small sample size, 

which may limit generalizability. Purposeful recruitment 

may have introduced selection bias, as participants were 

likely more interested in diversity-related topics. Social 

desirability bias may also have influenced participant 

responses. Additionally, the focus group facilitator self-

identified as a White female postdoctoral fellow, which 

may have shaped participant engagement. Despite these 

limitations, students appeared willing to engage 

candidly, and many expressed appreciation for the 

opportunity to share their experiences and perspectives. 

Conclusion 

The Cultural Intelligence Framework provides a theory-

informed foundation for designing, implementing, and 

evaluating cultural intelligence education within 

pharmacy programs. By offering a structured yet flexible 

approach, the CIF supports the preparation of pharmacy 

students as socially responsible and culturally responsive 

health care professionals. This study contributes to the 

growing understanding of how cultural intelligence is 

experienced and conceptualized within pharmacy 

education. Future research will expand this work through 

additional qualitative inquiry and by examining the 

applicability of the CIF across PharmD curricula at other 

institutions. 
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