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Introduction

In the latest years an increase of the phenomenon of immigration at an 
international level has been observed, which severely affects the South 
European countries, including Italy and Spain.

According to the most recent estimates of the ISTAT1 (2009), after an 
increase of approximately half a million respect to 2007, immigrants 
regularly residing in Italy, totaled almost 3,9 million, including citizens from 
other EU member states. Data on January 1st, 2009 refer that foreign resi-
dents coming from EU countries represent the 53, 6% (predominance of 
Rumanians with 20, 5% and Albanians with 11, 5%). At the same time, 
as demonstrated by INE2 data (2009) 12% of the Spanish population is 
foreign. In Spain the number of immigrants has increased from 1,3 mil-
lion in 2001 to 5, 7 million in 2009. Thus, during the last years Italy and 
Spain, were considered countries of emigration until the beginning of the 
1970s-80s, are increasingly becoming a multiethnic society. The diversity of 
these populations regarding provenance and immigration characteristics 
has become an increasingly visible aspect of the Spanish and Italian society 
over the recent years, bringing the potential challenges in terms of adapta-
tion, attitudes and behaviors on the part of the native population causing 
different issues related to acceptance, security and peaceful cohabitation. 
In this context, the integration of migrants into existing health system has 
become a fundamental issue for western democracies. If one takes into 
consideration the process through which immigrants are included in the 
health setting of their host countries, it can be noted how, in the majority 
of cases, there are significant differences between foreign and native pop-
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ulation regarding the real access and equal enjoyment in a public system. 
Here one can identify what is defined in the literature as the implementa-
tion deficit that refers to a situation in which a fundamental right exists 
and is recognized, but its effective application becomes difficult to realize 
in concrete terms. The field of cultural competence has recently emerged 
as a key requirement that can be useful to overcome the barriers in access 
and to promote the integration and transformation of knowledge about 
individuals and groups of people into specific standards, policies, practices 
and attitudes used in appropriate cultural settings to increase the quality of 
services, thereby producing better outcomes (Davis & Donald, 1997). 

A step beyond cultural competence training required also involves reducing 
or eliminating racial and ethnic health disparities that have been well docu-
mented in the scientific literature (Smedley et al., 2003, Adler & Rehkopf, 
2008). Although universal access to healthcare is a main factor in the 
elimination of racial and ethnic disparities in health care, an equal access 
to healthcare does not ensure equal care to different segments of the 
population. In this paper, when we mention racial and ethnic disparities in 
health care, we refer to the differences in quality of care (IOM3, 2003).

The causes of disparities are broad and complex. They range from soci-
etal and personal issues like racism, prejudice (IOM, 2003; Williams, 
2005) and burnout to health system factors like the lack of cultural 
competence (Cooper et al., 2002) of health care professionals. Given the 
important role that interpersonal processes, including manifestations of 
prejudice, cultural competence (Taylor, 2003; Kagawa-Singer & Kassim-
Lakha, 2003; van Ryn; 2003) and burnout (Leiter et al., 1998) may play 
in the disparities of health care, measures of these phenomena might be 
important indicators to address strategies to achieve good and quality 
provider-patient interactions.

The research explores the individual and combined effects of prejudice, cul-
tural competence and burnout in two different contexts: Italy and Spain. 
Reason-based choice is that, despite similar geographical location and 
their modern migration history with large numbers of migrants from quite 
diverse cultures, in Italy and Spain there are obvious differences concerning 
the actual political approach and debates on immigration. Given the preva-
lence of stereotypic and racist public discourses among members of Italian 
government, which mainly targeted non EU-migrants and minority groups 
and which compromised the difficult process of peaceful integration and 
coexistence, we retained that Italian nurses’ perception on immigration 
could have an impact on three dimensions explored. Public discourses, 
as political debates or speeches, could be, in fact, the privileged place of 
expression of a public opinion, encouraging dialogue, integration and par-
ticipation. On the contrary, such as in the Italian case, in pose of favoring 
a national identity, politicians do not hesitate to resort a stereotyped lan-
guage that encourages discriminatory and hostile manifestations towards 
minority group members (Douglas et al. 2008; Douglas and Sutton, 2003; 
Maass et al., 1996; Maass et al. 1989). 

The goals of this paper were, in the first place, to examine the prejudice, 
cultural competence and burnout of health providers within two dif-
ferent hospital settings: the San Sebastian Hospital of Caserta and the 
Virgen Macarena Hospital of Seville. Participants in the study were 200 
Italian and Spanish nurses, who daily face health challenges posed by the 
massive influx of immigrant patients. 
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Taking these factors into account, the second purpose of this paper 
was to provide a perspective on the literature regarding the relationship 
between these dimensions and to generate an equation structural model 
which predicted a causal link where we assumed that the prejudice affect 
burnout through the mediator role of cultural competence. 

The final section summarized our analyses research and some questions 
about the diversity in heath care systems. It also contains the limitations 
of our study and recommendations on how to examine other measures 
to better assist the research community in answering these questions.

Blatant and subtle prejudice, cultural competence and 
burnout: a starting point for a theoretical framework

Based on the foregoing, we suggested a conceptual framework informed 
largely by a social psychological perspective and health literature which 
connected ethnic prejudice, cultural competence and burnout. 

Figure 1 details a conceptual framework that includes the domains of: 

•	Prejudice 
•	Cultural competence
•	Burnout

Each domain is related to another in a way that the presence or absence of 
an earlier domain can affect the subsequent ones. In other words, a high 
level of prejudice may be an indicator of high levels of burnout. This relation-
ship is not direct but mediated by a negative attitude towards immigrants.

Figure 1. Conceptual Framework of Prejudice, cultural competence and burnout

PRE CC-

+ +BRN

These three circles depict the link between prejudice, cultural compe-
tence and burnout. The figure illustrates as prejudice is negatively related 
to cultural competence while positively related to burnout, whereas 
the cultural competence is negatively related to burnout. Finally, these 
dimensions lead to quality and effectiveness improvement oriented 
to the achievement of equity in health care services. In the following 
sections we have described the implication of three dimensions in pro-
viders-patient’s interaction.
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An important implication of this framework is that the relationship between 
prejudice and burnout, mediated by cultural competence, fundamentally 
influence the ways professionals interact with immigrant patients. Starting 
from this conceptual framework, we reviewed the literature referring these 
three domains related to quality care.

a) Could prejudice affect the quality of care for immigrant patients?

In this paragraph, we attempted to connect research on the social effects of 
ethnic prejudice with the literature on racial disparities in health care, with 
a particular focus of attention on studies published since the Institute of 
Medicine Report (2003).

The Institute of Medicine Panel (2003) identified race-based prejudice as a 
major cause of health disparities.

It has been well documented that stereotyping, prejudice, and discrimi-
nation4 exist in nursing and health care (Abrums&Leppa, 2001; Barbee& 
Gibson, 2001; Bolton, Giger, & Georges, 2004; Huff & Kline, 1999; Porter & 
Barbee, 2004). 

The IOM (International organization for migration) in the Unequal Treatment 
report (2003) expressed that “(al)though myriad of sources contribute to 
disparities in health care, some evidence suggests that bias, prejudice, and 
stereotyping on the part of healthcare providers may contribute to differ-
ences in care.” 

Balsa & McGuire (2001) assumed that one view of the origin of causes 
of disparities in health care is that providers are simply prejudiced against 
members of minority groups and treat these patients with lower regard than 
majority groups. 

Other studies [Healy (1991), Schulman et al. (1999), van Ryn and Fu (2003), 
Fincher et al. (2004) and Green et al. (2007)] shared that disparities and inef-
ficiency of treatment are often ascribed to prejudicial providers.

Many times the vast majority of healthcare providers do not recognize 
manifestations of prejudice in their work (Lurie, 2005) and they find 
them morally and politically incorrect and in contrast with their profes-
sional values. The reason of this is that explicit expressions of prejudice 
is being replaced by subtle forms of prejudice (Pettigrew and Meertens, 
1995), a contemporary form of prejudice that is less conscious and more 
indirect. In our study, we assumed that prejudice not only systematically 
affect the provider-patient interactions with a negative consequence on 
quality of care for minorities (IOM, 2003), but is also related with cultural 
competence and burnout of health professionals. In particular, we expect 
that subtle prejudice, considered as a result between negative implicit 
attitudes and egalitarian explicit attitudes can significantly impact on 
burnout syndrome through the mediation role of cultural competence.

b) Cultural competence as a prerequisite for a good provider-
patient interaction

There is significant evidence that highlights the impact of providers’ 
cultural competence on health and health care. Cultural competence 
has gained attention as a potential strategy to improve the quality and 
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eliminate racial/ethnic disparities in health care (Betancourt et al., 2005). 
“Cultural competence refers to an ability to interact effectively with 
people of different cultures. Cultural competence comprises four com-
ponents: (a) Awareness of one’s own cultural worldview, (b) Attitude 
towards cultural differences, (c) Knowledge of different cultural prac-
tices and worldviews, and (d) Cross-cultural skills. Developing cultural 
competence results in an ability to understand, communicate with, and 
effectively interact with people across cultures” (Martin and Vaughn, 
2007). It encompasses a set of values, behaviors, attitudes, knowledge 
and skills which enable the health care providers to offer patients the 
kind of care that is respectful and inclusive of their cultural backgrounds 
(Shakeri Shemariani, 2004). Numerous researches have indicated that, in 
order to work effectively with the immigrant population, professionals 
need to develop the knowledge, understandings and skills (Sonn, 2004; 
Sutton, 2000; Tyler, 2002; Westerman, 2004). 

“The goal of cultural competence is to create a health care system and 
workforce that are capable of delivering the highest-quality care to 
every patient regardless of race, ethnicity, culture, or language proficien-
cy” (Betancourt et al., 2005). Although cultural competence was not 
seen as one only strategy to increase access to quality care for all patient 
populations, there is many evidence of a link between cultural compe-
tence and eliminating racial/ethnic disparities in health care (Betancourt 
et al., 2003).

c) Burnout and job performance of health providers.

Finally, we have considered the burnout syndrome as another per-
sonal factor that may affect a cross cultural interaction between health 
providers and immigrant users. Burnout is “a process in which the pro-
fessional’s attitudes and behavior change in negative ways in response 
to job strain” (Cherniss, 1980). According to Maslach’s multidimensional 
model (Maslach et al., 1996) consists of emotional exhaustion, deper-
sonalization and reduced personal accomplishment. It is highly prevalent 
among nursing professionals because of their jobs, stressful and emo-
tionally demanding, and repeatedly confronted with people’s needs, 
problems and suffering. When professionals experience burnout and 
feel unable to continue their work in an adequate way, they are more 
likely to consider quitting (Jackson et al., 1986). This dissatisfaction with 
one’s job may be reflected in the quality of care that patients receive 
and in patient ratings of satisfaction with care (Leiter, 1999). Despite 
the interest and relevance of the topic, the effects of burnout on quality 
care are not well defined by evidence. In fact, the link between burnout 
and patient satisfaction, considered as an indicator of quality, has been 
explored in few investigations (Vahey et al., 2004; Leiter et al., 1998). 
The connection between nurse burnout and concerns about quality of 
care was supported by the work of Aiken and colleagues (2004, 2002). 
They found that patients in units where nurses reported significantly 
lower burnout were more likely to report higher satisfaction with their 
care than other patients.

In line with a research conducted among a sample of teachers (Horenczyk 
& Tatar, 2002), we assumed that the stressors derived by new challenges 
for part of providers to respond to the needs of immigrant patients may 
negatively affect their personal and professional well-being and nurses’ 
behavior such as turnover and work stress impacting on quality of care. 



CHAPTER 8. UNDERSTANDING THE IMPACT OF CULTURAL COMPETENCE AND PREJUDICE TOWARDS CULTURAL 
DIVERSITY ON CASES OF BURNOUT IN PATIENT-TO-PROVIDER INTERACTIONS164

Overview of the study and hypothesis

The overall intention of this work is to investigate the way in which nursing 
professionals perceive immigrants and how they relate to them at work. 

The approach underlying the research is psycho-political: the starting point 
is the assumption that  the relationship of health care - which covers an 
area of primary importance in health - reflects the state of relationships 
present in a society between natives and immigrants. If healthcare providers 
are more open towards other cultures and willing to accept and exchange, 
working with foreign users should be less problematic. As suggested, state 
and governmental policies and political discourses may affect the construc-
tion of the social representation towards immigrants, their culture and 
lifestyle, as well as the overall idea of their nation as an entity mono-or mul-
ti-cultural. Hence, this research was carried out in two countries - Spain and 
Italy - with a high degree of similarity in terms of geo-cultural countries but 
that are currently pursuing opposing government policies with respect to 
immigration: the Spanish is marked by the tension towards acceptance and 
the integration of immigrants, while the Italian is marked by diffidence and 
the closure of identity.  We compared two relatively small inland cities in the 
South of both countries, with a high number of immigrants - Seville and 
Caserta - and two hospitals with similar characteristics (two public hospitals 
with similar hierarchical and administrative organization): Hospital Virgen 
Macarena of Seville and San Sebastian hospital of Caserta. We considered 
the cultural competence and ethnic prejudice as indicators of multicultural 
behavior towards immigrants and the level of burnout as indicators of the 
perception of their work and the difficulties associated with it. In addition, 
we have evaluated a possible relationship between three dimensions. Based 
on the literature about factors which may affect the quality of interactions 
between nurses and immigrant patients, we assumed that ethnic preju-
dice, cultural competence and burnout in nurses are interrelated and vary 
depending on the socio-political context. Specifically, we hypothesize that a 
high degree of prejudice and a low level of cultural competence are directly 
proportional to burnout. From these considerations, and using structural 
equation modeling, we tested a theoretical model of relationships between 
the variables considered in which prejudice affects burnout through the 
mediation role of cultural competence. 

Method

Participants and Procedure

The target population consisted of full-time or part-time registered hos-
pital professionals, who worked as nurses in different wards (Emergency 
Room, Oncology, Traumatic room, Obstetrics and Pediatrics). Respondents 
were 200 Italian and Spanish female nurses of two public hospitals (San 
Sebastian of Caserta and Virgin Macarena of Seville). The average age was 
36.28 and 43.86 years old for Spanish and Italian nurses, respectively. The 
average professional experience was 14.22 and 19.43 years for Spanish 
and Italian nurses, respectively. Only women were included in this study 
because both samples showed a female predominance. After the authori-
zation by the supervisor of wards, participants were asked to return the 
completed questionnaires in the envelope provided to a collection box 
located in the hospital research unit. 
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Data collection instruments

Respondents were asked to complete a self-report questionnaire consist-
ing of four sections:

Socio-demographic information. Participants provided personal informa-
tion regarding age, knowledge of languages, years of experience.

Blatant and Subtle Prejudice Scale (Pettigrew & Meertens, 1995): Each 
scale – subtle and blatant - consists of 10 Likert-type items which options 
range from 1 («strongly disagree») to 4 («strongly agree»). Four of the 
10 items in the subtle prejudice scale correspond to the «traditional 
values» dimension; four correspond to the «cultural differences» dimen-
sion; and two to the «denial of positive emotions» dimension. In the 
case of the blatant prejudice scale, six items were included in the «threat 
and rejection» dimension and four in the «anti-intimacy» dimension. 

Cronbach alpha coefficients were 0.88 for the blatant scale and 0.63 for 
the subtle one and were used to assess the reliability levels of the meas-
uring instruments. 

Maslach Burnout Inventory (Maslach and Jackson, 1986): It is designed 
to assess the three components of the burnout syndrome: emotional 
exhaustion, depersonalization and reduced personal accomplishment. 

It was evaluated using the Spanish (Seisdedos, 1997) and Italian (Sirigatti 
e Stefanile, 1988) versions. It consists of 22 items, which are divided into 
three subscales: nine items for Emotional Exhaustion (EE); five items for 
Depersonalisation (DP); and eight items for Personal Accomplishment 
(PA). 

The items are answered in terms of the frequency with which the 
respondent experiences these feelings, on a 7-point, fully anchored scale 
(ranging from 0, “never” to 6, “every day”). Higher scores of EE, DP and 
a lower score of PA indicate a higher level of burnout. 

The internal consistencies (Cronbach’s a) of scales were good: 0.77 for 
emotional Exhaustion, and alpha coefficient was 0.62 for depersonaliza-
tion and 0.76 for Personal Accomplishment (PA). 

Questionnaire of cultural competence: We developed a self-administered 
questionnaire consisting of 57 Likert-type items with responses rang-
ing from one to six. The response sets included: 1 (strongly disagree) 
to 6 (strongly agree) to evaluate the multicultural attitudes of health 
professionals. The items formulations were designed to investigate the 
problems concerning the relationship between the health professional 
and immigrant users considering not only the difficulties associated to 
operator-user relationship but also the cultural awareness of the profes-
sional. The questionnaire was pre-tested with a sample of 400 people 
related to different services - schools, social services, health services and 
centers employment - to ensure the relevance and comprehensibility of 
the questions. Component Factor analyses (with varimax rotation) were 
conducted. An extraction procedure was used for main components; 
however, the best explanation for the existence of predicted factors 
occurred with a rotate model. The two-factor model produced the fol-
lowing factor labels: Cultural awareness and discomfort and inadequacy. 
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Items were retained if they maintained an adequate factor loading and 
fit conceptually with the other items that were identified as part of a fac-
tor. Items with low communalities (below .30) were not retained. 

The measure of internal consistency assessed by Cronbach’s alpha was 
0.85 for the first subscale and 0.66 for the second.

Results

Statistical analysis was carried using the SPSS 15 and LISREL 8.71.  
The primary analysis involved descriptive summary statistics for evaluat-
ing differences among Spanish and Italian nurses using t-tests (age, work 
experience) and chi square tests (language and working area).

Table 1 shows means and Table 2 shows frequency distributions of the 
variables considered.

Table 1. Means related of the age and work experience of Italian and Spanish nurses

  City N Means F d.f p

Age 
Seville 100 36,28

8,217 198 0,005
Caserta 100 43,86

Work experience 
Seville 100 14,22 8,303 198 0,004

Caserta 100 19,43         

Table 2. Frequency distributions of language and working area in a sample of Italian and Spanish nurses

  City
Total

  Seville Caserta

Languages 

.00 49 75 124

Portuguese 11 1 12

English/ French 40 22 62

Other 0 2 2

Working Area
Hospitalization 85 90 175

Emergency 15 10 25

The t-test showed that among the Italian nurses age (t = 6081, df = 198, 
p <.001) and work experience (t = 4056, df = 198, p <.001) were higher 
than in Spanish nurses. Chi square analyses indicated that Spanish nurses 
with at least one foreign language were more numerous than Italian 
nurses (χ2 = 16.82, df = 1, p <.001). 

The two t-tests for cultural competence factor scores (see table 3) for the 
comparison of Italian and Spanish nurses means showed a significant 
difference for the “disease and inadequacy” factor: the Italian sample 
reports higher scores than the Spanish one (t = 5.75, df = 198, p <.001).

Table 3. t-test results on dimensions of cultural competence in Italian and Spanish nurses

  City N Means F d.f p

Cultural 
awareness

Seville 100 -0,0268418
3,251 198 .705

Caserta 100 0,0268418

Disconfort 
and inadequacy

Seville 100 -0,3770901
1,902     

198 .000

Caserta 100 0,3770901    
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The t-test on blatant and subtle scale and burnout scale (see table 4) 
indicated that Italian nurses scores are significantly higher than Spanish 
scores in the blatant prejudice scale (t = 4:54, df = 198, p <.001), in 
the subtle prejudice scale (t = 4:43; df =198, p <.001) and in emotional 
exhaustion (t = 1.99, df = 198, p <.05).

Table 4. t-test results on blatant and subtle prejudice and burnout’dimensions.

  City N Means F p

Blatant prejudice 
Seville 100 18,83

2,004 0,000
Caserta 100 22,70

Subtle prejudice 
Seville 100 25,89

0,001 0,000
Caserta 100 29,07

Personal Accomplishment 
Seville 100 35,34

0,428 0,732
Caserta 100 34,92

Depersonalization 
Seville 100 6,24

5,921 0,575
Caserta 100 6,69

Emotional Exhaustation 
Seville 100 18,32

4,921 0,047
Caserta 100 20,99

Correlation between blatant and subtle prejudice, cultural compe-
tence and burnout dimensions.

The Pearson correlation coefficient was applied to determine if any rela-
tionship existed between prejudice, cultural competence and burnout. 
The correlations between results were measured on the dimensions’ fac-
tor points derived from the factorial solutions of each instrument.

Cultural awareness was significantly negatively correlated with the bla-
tant prejudice (r =-. 209, p =. 003), the subtle prejudice (r =-. 229, p =. 
001), depersonalization (R =-. 293, p =. 000), emotional exhaustion (r =-. 
228, p =. 001) and inadequacy (r =-. 317, p =. 000), while positively cor-
related with personal accomplishment (r =. 433, p =. 000).

In addition, discomfort and inadequacy was positively correlated with 
the blatant prejudice (r =-. 209, p =. 003), the subtle prejudice (r =. 
215, p =. 002) and the emotional exhaustion (r =. 177, p =. 012), and 
showed a negative correlation with the  nationality (r =-. 378, p =. 
000).   The results showed a positive correlation between the blatant 
prejudice and depersonalization (r =. 194, p =. 006), emotional exhaus-
tion (r =. 145, p =. 000) and inadequacy (r =. 161, p =. 023) while it 
showed a negative correlation between the blatant prejudice and  the 
realization (r =-. 160, p =. 024), and nationality  (r =-. 307, p =. 000).  
Similarly, the subtle prejudice showed a positive correlation with deper-
sonalization (r =. 359, p =. 000) and the emotional exhaustion (r =. 300, 
p =. 000), while it was negatively correlated with the personal accom-
plishment (r =.- 192,  p =. 007), and nationality (r =-. 300, p =. 000). 
Concerning burnout dimensions, the emotional exhaustion was negatively 
correlated with nationality (r =-. 140, p =. 047).  

Mediation analyses (SEM)

The structural equation modeling techniques were used to assess the 
relationships across the factors: blatant and subtle prejudice; cultural 
competence subscales and dimensions of burnout. LISREL 8.71 (Joreskog 
and Sorbom, 2004) was used to construct this model. 
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First, we tested a fully mediated model in which we hypothesized that 
ethnic prejudice (blatant and subtle) affects burnout indexes through a 
mediation role of cultural competence dimensions. Results indicate that 
this model demonstrates reasonable fit to the sample data (RMSEA: 
0.070 Chi-Square: 9377.14; d.f: 4743; p-value: .00). The structural 
effects are shown in Fig 2. 

 
Figure 2. Structural equation model. Coefficient are standardized. Only significant 
paths are reported 

Blatant Prejudice
-2.90

-2.96

4.83

4.83

3.24

3.15 3.39

Cultrual
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Accomplishment

Depersonalization

Emotional
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Subtle Perjudice

-3.32

Figure 2 showed a significant initial direct effect of blatant prejudice on 
cultural awareness (standardized effect= -2.90)  and a significant initial 
direct effect of subtle prejudice on inadequacy (standardized effect= 
4.83). This suggests that a lower or a higher level of ethnic prejudice 
could determine a lower or higher level of multicultural ideology. The 
association between blatant and subtle prejudice and three dimension of 
burnout was mediated by multicultural ideology dimensions.

The indirect effects model for the blatant prejudice showed that it was 
positively related to personal accomplishment through cultural awareness 
(standardized effect= 3.39)  and it was negatively related to emotional 
exhaustion (standardized effect= -2.96) and to depersonalization (stand-
ardized effect= -3.32)  through cultural awareness. The indirect effects 
model for the subtle prejudice showed that it was positively related to 
emotional exhaustion (standardized effect= 3.24) and to depersonaliza-
tion (standardized effect= 3.15) through discomfort and inadequacy. 

Discussion

The first aim of this study was to explore the prejudice, the cultural com-
petence and the burnout among a sample of 100 Italian nurses and 
100 Spanish nurses. To measure ethnic prejudice the Subtle and Blatant 
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Prejudice Scale was used; for Burnout measurement we used the Maslach 
Burnout Inventory and to examine cultural competence, we have devel-
oped a 57-items questionnaire after adapting it and validating it in two 
different countries: Italy and Spain. The high alpha coefficients obtained 
in every sub-scale demonstrated the strong internal consistency. We have 
compared two different socio-political contexts concerning the prejudice, 
cultural competence and burnout of nurses working in two public hospitals. 
The two samples of nurses differ regarding three dimensions that we have 
retained as important factors to influence the quality of care. The analyses 
showed significant differences between the Italian and the Spanish sample: 
Italian nurses have greater difficulties and feelings of inadequacy in their 
work with immigrant users, higher prejudice against immigrants and higher 
emotional exhaustion than Spanish nurses.

These results may support our suggestion that political speeches and 
debates of the Italian government may have encouraged discriminatory and 
hostile manifestations in certain groups of health providers with a repercus-
sion on their work. We should, however, be cautious in our interpretation 
because we have not used a tool which has operationalized and measured 
the relationship between the socio-political context and public political 
debates, on the one hand, and the variables examined, on the other. 

The second aim of the study was to test a theoretical model where preju-
dice affects burnout through the mediation role of cultural competence. 
The structural equation model shows that there is a link between three 
dimensions. More specifically, we tested a theoretical model in which 
subtle and blatant prejudice affect burnout through the mediation of the 
components of cultural competence.  

Future directions and questions

It is evident that the increase of diversity in private and public organi-
zations has raised challenges for health providers. Italy and Spain, as 
relatively recent immigration countries, need a workforce that is ade-
quately trained and equipped to respond adequately and effectively to 
the needs of their multiethnic society. Our role in reducing disparities in 
health care is crucial. First, as social psychologists, our role is to integrate 
topics of social psychology as prejudice and burnout with topics related 
to health and healthcare as cultural competence. Traditionally, the two 
approaches have been studied separately and the practical consequences 
derived by interaction perspectives have generally been secondary. 

Although these two areas are different, they have the common focus in 
the “diversity”. 

1)	 Diversity in healthcare is considered with the equitable provision of 
healthcare and services for members of diverse social groups. In our 
study, we assumed that prejudice, the lack of cultural competence 
and burnout syndrome may affect this equitable provision and may 
differ according to the socio-political context. Thus, measurement of 
community and environmental indicators will be important for evalu-
ating differences in two contexts. We suggested an integration of 
these two perspectives that is likely to produce a more accurate and 
comprehensive understanding of the problem, which may ultimately 
yield viable solutions to the problem. 
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2)	 In addition, we have a critical need to develop ecological strategies 
that integrated individual, collective and political factors. Ecological 
approaches (Bronfenbrenner, 1989) in health promotion view health 
care as a product of the interdependence between the micro-meso 
and macro systems (e.g.,family, community, culture, and the social 
and political environment). To promote “diversity” in health, a macro-
system must offer economic and social conditions leading to an 
equity access and care for the minority groups. In turn, meso system 
must also provide organizations culturally competent and health 
providers (micro) that engage in healthful behaviors. In an ecological 
context, such elements are viewed as determinants of health. They 
also provide support in helping individuals to modify their behaviors 
and reduce their exposure to risk factors.

3)	 Starting from these considerations, we suggest the need for inter-
ventions directed at several levels and with possible extensions to 
multiple sectors of a social system (e.g., health, education, welfare, 
commerce, and transportation).
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