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Context: Cultural intelligence (CQ) and cultural agility (CA) are essential for effective health care. Cultural intelligence is
the capacity to effectively navigate and adapt to diverse cultural contexts, while CA involves actively engaging with individ-
uals from diverse cultural backgrounds and integrating cultural distinctions into practice.

Objective: To measure CQ and CA in practicing athletic trainers (ATs) using self-assessments and open response sce-
nario-based questions.

Design: Cross-sectional.

Setting:Web-based survey.

Patients or Other Participants: The survey was distributed to 3000 ATs through the National Athletic Trainers’
Association Survey Service; 214 people accessed it (7.1%), and 199 participants finished it (93.0% completion rate; age ¼
39.7 6 0.4 years, experience ¼ 13.3 6 9.6 years).

Main Outcome Measure(s): Cultural agility was measured with the Cultural Agility Scale and CQ was measured using the
Cultural Intelligence Scale (CQS). The Cultural Agility Scale, developed by our team (Content Validity Index scale ¼ 1.0),
assessed the 9 attributes of CA through a 14-item scale and 2 open response questions. The CQS measured CQ across
4 dimensions using a 20-item scale. Demographic subgroups were compared using parametric inferential statistics (P ,
.05 a priori).

Results: For CA, men (n ¼ 31) and women (n ¼ 45) scored significantly differently on curiosity (men ¼ 4.0 6 0.8, women ¼
4.4 6 0.6, P ¼ .008, Cohen d ¼ 0.7 [moderate]), adaptation (men ¼ 3.2 6 0.7, women ¼ 3.7 6 0.8, P ¼ .002, Cohen d ¼
0.8 [large]), and minimization (men ¼ 4.0 6 0.7, women ¼ 3.6 6 0.8, P ¼ .049, Cohen d ¼ 0.8 [large]). Participants demon-
strated about half of the attributes in the scenario responses (scenario 1 ¼ 4.3 6 1.6; scenario 2 ¼ 4.1 6 1.5). For CQ, no
significant differences were found between gender identities or race on the CQS or its subscales (P . .05). When excluding
groups with ,5 respondents, we identified a main effect for educational level on CQS action (F4,70 ¼ 3.901, P ¼ .006, h2 ¼
0.182), in which those with bachelor’s degrees (n ¼ 6, mean ¼ 5.5 6 0.9) showed a higher inclination toward action than
those with a professional master’s (n ¼ 16, mean ¼ 4.1 6 0.8; P ¼ .006).

Conclusions:While ATs show moderate levels of CQ and CA, room for improvement exists for applying these constructs
in diverse settings.
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Cultural Intelligence and Cultural Agility in Practicing Athletic Trainers

Zoe E. Laferriere, MS, LAT, ATC; Lindsey E. Eberman, PhD, LAT, ATC, FNATA; Kenneth E. Games, PhD, LAT, ATC

KEY POINTS

� Cultural intelligence is the capacity to effectively navigate
and adapt to diverse cultural contexts, while cultural agil-
ity involves actively engaging with individuals from
diverse cultural backgrounds and integrating cultural dis-
tinctions into practice. These constructs may help us bet-
ter understand how athletic trainers apply knowledge,
skills, and abilities in diverse situations.

� Athletic trainers show moderate levels of cultural intelli-
gence and self-report moderate to high levels of cultural
agility.

� When responding to scenarios, athletic trainers are less
culturally agile and could benefit from training to adapt
to diverse cultural contexts.

INTRODUCTION

In the increasingly diverse health care landscape, the ability to
understand and respond to cultural differences is essential for
providing high-quality, patient-centered care.1 Culture is a
complex and dynamic system of shared beliefs, values, prac-
tices, behaviors, and communication patterns that are learned
and passed down through generations.1–3 Culture influences
how individuals perceive the world, interact with others, and
make decisions, particularly within specific contexts such as
health care and professional settings.4,5 The concept of cul-
tural competence has been recognized as a critical factor influ-
encing patient care and outcomes in health care.1,4 Cultural
competence refers to the ability to effectively collaborate with
people from different cultures.1,6–9 This concept has been crit-
icized for being static and relying on previously established
knowledge.10 Additionally, the idea of being competent in
any culture implies that 1 core set of beliefs and values
remains unchanged and shared within a specific group.10

However, culture itself is dynamic and evolving. Furthermore,
cultural competence training often assumes that most US pro-
viders are White, non-Hispanic, male, heteronormative, and
English-speaking; cultural competence trainings try to expose
them to the cultures of other social groups.10 However, as
health care evolves and patient populations become more
diverse, a growing need exists to focus on cultivating cultural
intelligence (CQ) and cultural agility (CA) among health care
professionals rather than cultural competence.11,12

Cultural competence is a foundational concept of CQ and
CA, but these constructs offer a more comprehensive and
dynamic framework for addressing cultural diversity in health
care.9,12–14 Cultural agility refers to the capacity to effectively
navigate and adapt to diverse cultural contexts, enabling indi-
viduals to understand and respond to culturally based behav-
iors and expectations.9 It is a multidimensional construct
consisting of cognitive, metacognitive, behavioral, and moti-
vational dimensions that draw on individuals’ awareness,
knowledge, inclination, and adeptness in those cross-cultural
interactions.14 Cultural intelligence incorporates cultural dis-
tinctions into practice and fosters inclusive and equitable
health care environments.9 Cultural agility is the active

application of cultural knowledge and adaptability in real-
time interactions.4,12 It is a dynamic and adaptive process
that encompasses the ability to swiftly learn from and adapt
to new cultural contexts.4,12 Cultural agility involves actively
engaging with individuals from diverse cultural backgrounds
and integrating cultural distinctions into practice to provide
inclusive and equitable health care environments.9 Rather
than just recognizing cultural differences, CA requires indi-
viduals to modify their behaviors, communication strategies,
and clinical decision-making to meet the demands of these
cultural contexts.9 Nine attributes of CA can give individuals
the tools to effectively modify their approaches and create
new norms within culturally diverse settings.9 Rather than
relying on the static process of cultural competence, CQ and
CA emphasize adaptably, which requires health care profes-
sionals to continuously refine their behaviors and approaches
to culturally diverse contexts. Unlike traditional cultural com-
petence training, which often focuses on knowledge acquisi-
tion, CQ and CA promote an ongoing process of engagement,
self-reflection, and applied learning which can enhance health
care professionals ability to provide culturally sensitive
patient care.15–17 These constructs of CA and CQ equip
health care professionals with a deeper understanding of cul-
tural differences and the necessary skills and mindsets to
effectively navigate in diverse health care settings.9

Diversity shapes cultural interactions in health care; thus, it is
important for providers of all cultures to engage in CA and
CQ.1 Cultural misunderstandings between providers and
patients can result in misdiagnoses, ineffective treatment
plans, and overall decrease patient satisfaction.18 Health care
providers who engage in culturally agile and intelligent prac-
tice can adapt their approach to meet their patients’ needs,
which can increase engagement with patients, increase patient
compliance, lead to more accurate diagnosis, and help
improve health outcomes.2,19 Cultural intelligence and CA
are not benchmarks that are achieved in practice; rather, they
are continuous dynamic processes that allow clinicians to
grow through their knowledge and experiences within their
practice.5

Practicing athletic trainers (ATs) operate in diverse settings,
emphasizing the necessity for CQ and CA to facilitate effec-
tive interactions with individuals from various ethnic and cul-
tural backgrounds.15,20 According to the 2024 Board of
Certification race and ethnicity demographic data, ethnic
minority ATs represent approximately 20% of the total popu-
lation of ATs.21 Researchers in athletic training have demon-
strated that practicing ATs self-reported high levels of
cultural competence but lacked in delivering culturally com-
petent care and that behaviors demonstrated in practice were
not culturally aware or sensitive.18 Authors of numerous stud-
ies have analyzed cultural competence among athletic training
students (ATSs).2,18–20 The authors of each of these studies
reported that ATSs are aware of cultural differences but lack
proficiency in delivering culturally competent care.3,22–24

While cultural competence is taught in athletic training educa-
tion programs, a gap exists in evaluating its practical
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application among practicing clinicians. In the only other
study in which CA was examined in athletic training, the
research team explored ATs’ experiences in delivering care to
patients who were nonnative English speakers.5 The ATs
reported that they had little formal training and had to be
more resourceful, which diversified communication strategies
to provide quality care.5 The participants also reported that
adapting their care to meet cultural needs and creating a wel-
coming environment for nonnative English speakers were
important when cultivating a patient-centered experience.5 To
date, no authors of studies have explored the levels of CQ and
CA in practicing ATs. In today’s rapidly evolving health care
landscape, where patient and provider populations are
becoming increasingly diverse, CQ and CA are no longer
optional but essential for providing high-quality, equitable
care. The purpose of this study is to measure the levels of CQ
and CA in practicing ATs.

METHODS

Design

We conducted a cross-sectional survey in 2024 with certi-
fied ATs recruited from the National Athletic Trainers’
Association (NATA) survey database. Indiana State Uni-
versity Institutional Review Board deemed the project
exempt. The survey included an investigator-developed
questionnaire and the Cultural Intelligence Scale (CQS) to
assess CQ and CA within their practice. We followed the
Strengthening of Reporting of Observational Studies in
Epidemiology (STROBE) to guide the research design.23

Participants

Eligible participants were practicing ATs, including those
working full-time, part-time, or on a per diem basis and mem-
bers of the NATA. Participants were not currently practicing.
Recruitment was conducted via e-mail using contact informa-
tion obtained from the NATA database. Only completed sur-
veys were included in the final analysis. Of the 3000 contacted,
214 started the survey, and 199 (age ¼ 39.7 6 10.4 years, expe-
rience ¼ 13.3 6 9.57 years) completed the survey (Table 1).
Participants needed to complete at least 1 of the written sce-
nario questions for CA to be included in analysis. Due to this
inclusion criterion, 100 participants were excluded. The overall
access rate was 7.13%, with a completion rate of 93.0%.

Instruments

Cultural Intelligence Scale.We used the CQS to evaluate
CQ among practicing ATs. The instrument uses 20 questions
evaluated using a 7-point Likert scale (1 ¼ strongly disagree
to 7 ¼ strongly agree) to assess 4 dimensions of CQ: strategy,
knowledge, drive, and action. These dimensions encompass
metacognitive, cognitive, motivational, and behavioral aspects,
reflecting individuals’ awareness, knowledge, inclination, and
adeptness in cross-cultural interactions.24,25 The CQS has dem-
onstrated high internal consistency (Cronbach a ¼ 0.94–0.95)
and satisfactory theoretical and criterion validity across diverse
cultural contexts.17,20,26 Authors of previous studies have
affirmed its discriminant and incremental validity.16,17,20,25 In
clinical practice, the strong psychometric properties of the CQS
allow for a reliable measurement and assessment of CQ while
highlighting areas of improvement in clinical practice.

Cultural Agility Scale. To assess CA among health care
professionals, we developed and validated a Cultural Agility
Scale (CAS) comprised of 14 items evaluating confidence in
the attributes associated with CA, tolerance of ambiguity,
curiosity, resilience, relationship building, perspective taking,
humility, adaptation, and integration.9 Each item was rated
on a 5-point Likert scale (Table 2), assessing each attribute of
CA. We also established 2 scenarios (Appendix) whereby the
participants were asked to reflect on the cases and consider
how they would navigate the situation, collaborate with other
providers, establish trust and rapport, and educate the patient
with respect for the patient’s cultural beliefs and preferences.
The CAS underwent development, numerous revisions, and
validation by expert evaluation and Content Validity Index
(CVI) assessment.27 Three experts within the cultural compe-
tence and health care space assessed the CAS for clarity and
relevance, ensuring alignment with the intended construct.
Subsequent revisions based on expert feedback aimed at rais-
ing the CVI-item clarity scores over the expected 0.8 index
(CVI scale ¼ 1.0) benchmark for 7 items by clarifying lan-
guage and refining item phrasing. All items achieved satisfac-
tory CVI-item relevance scores (.0.80) and the overall CVI-
scale score was 1.0, indicating strong content validity.

Procedures

The CQS and CAS were administered electronically to eligible
participants via the Qualtrics platform, accessible through a
dedicated survey link distributed to ATs using contact infor-
mation obtained from the NATA database. The survey

Table 1. Demographics of Certified Athletic Trainers
by Cultural Ethnicity, Gender, Years of Experience, and
Age

Characteristic No. (%) Mean 6 SD

Ethnicity
Asian or Asian American 2 (2.1)
Black or African American 5 (5.2)
Hispanic, Latin(a/o), or Latinx 7 (7.2)
Indigenous or Native American 0 (0.0)
Pacific Islander 1 (1.0)
White or European American 78 (80.4)
$2 cultural identities 3 (3.1)
Other 1 (1.0)

Gender
Woman 56 (57.1)
Man 42 (42.9)

Highest degree earned
Bachelor’s 6 (6.2) 5.1 6 0.9
Master’s (professional AT) 19 (19.6) 3.5 6 1.1
Master’s (postprofessional) 23 (23.7) 4.3 6 1.2
Master’s (other or non-AT) 38 (39.2) 4.2 6 1.4
Clinical doctorate 9 (9.3) 4.4 6 1.0
Research doctorate 2 (2.1) 3.3 6 3.2

Years of experience
Range 1–43
Average 12.7

Age
Range 23–67
Average 39.7

Abbreviation: AT, athletic trainer.

Journal of Athletic Training Education and Practice j Volume 21 j Issue 2 j July–September 2025 155

D
ow

nloaded from
 https://prim

e-pdf-w
aterm

ark.prim
e-prod.pubfactory.com

/ at 2025-10-27 via free access



introduction provided a detailed overview of the study objec-
tives and procedures, followed by informed consent instruc-
tions. The total survey included 45 questions and took
approximately 10 minutes to complete. A follow-up e-mail
reminder was sent weekly for 3 weeks after the initial distribu-
tion to prompt participants who had not yet completed the
survey. Data were collected for a period of 5 weeks between
April and May 2024 and again for a period of 4 weeks
between August and September 2024. All responses were

securely collected and stored on the Qualtrics platform, ensur-
ing the anonymity of participant data (Figure).

Data Analysis

We hypothesized that we would find statistical differences
between genders, cultural ethnicities, and education levels.2,3,28–30

However, the participant population did not demonstrate suffi-
cient demographic diversity in terms of cultural ethnicities, and

Table 2. Cultural Agility Attributes9

Attribute Definition Scale

CA Self-
Report

CA Case-Based
Assessment Frequency

Count

Mean 6 SD
Scenario 1,
No.(%)

Scenario 2,
No.(%)

Tolerance of ambiguity The level of comfort one feels
when in situations of novelty

1 ¼ uncomfortable
5 ¼ very comfortable

3.9 6 0.7 9 (9.1) 12 (15.4)

Curiosity The desire to know, understand,
or learn more about a subject
or person

1 ¼ very weak
5 ¼ very strong

4.2 6 0.7 71 (71.7) 24 (30.8)

Resilience The ability to bounce back in the
face of setbacks

1 ¼ very poorly
5 ¼ very well

4.0 6 0.6 4 (4.0) 8 (10.3)

Relationship building The ability to foster trusting and
supportive bonds with others

1 ¼ very ineffective
5 ¼ very effective

4.3 6 0.6 83 (83.8) 69 (88.5)

Perspective-taking The ability to see something
from another person’s point of
view, even if you do not agree.

1 ¼ never
5 ¼ always

4.1 6 0.7 84 (84.8) 66 (84.6)

Humility The ability to recognize the limits
of one’s knowledge and skills

1 ¼ very poorly
5 ¼ very well

4.2 6 0.7 26 (26.2) 13 (16.7)

Adaptation The ability to behave in a way
that is expected, even if those
behaviors are not consistent
with your own norms

1 ¼ not willing at all
5 ¼ extremely willing

3.5 6 0.8 36 (36.4) 52 (66.7)

Minimization The ability to maintain a standard
and uphold a norm irrespective
of what others are doing

1 ¼ not important at all
5 ¼ extremely important

3.7 6 0.9 32 (32.3) 13 (16.7)

Integration The ability to create a new set of
norms across a diversity of
approaches

1 ¼ very incapable
5 ¼ very capable

3.9 6 0.7 75 (75.6) 59 (75.6)

Figure. Data collection timeline.

Projecct Opens
Initial Survey 
Distribution

5/9/2024

Reminder #1 is 
sent out

5/16/2024

Reminder #2 is 
sent out

5/23/2024

Reminder #3 is 
sent out

5/30/2024

Project Closed
Survey Distribution 
and Reminders end

6/6/2024

Project Opens for 
Second 

Distribution 
8/27/2024 

Reminder #1 is 
sent out 9/3/2024

Reinder #2 is sent 
out 9/10/2024

Reminder #3 is 
sent out 

9/17/2024

Project Closed
9/24/2024
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therefore, an independent t test (1-tailed, P , .05 a priori)
was used to compare gender identities on the CQS and CQ
subscales and a 1-way analysis of variance was used to com-
pare educational levels on the CQS and CQ subscales (P ,
.05 a priori). We used separate 2-tailed t tests to compare
gender identities on each of the CAS self-assessment items
and the average performance on the case-based scenarios;
significance was set at P , .05 a priori.

Cultural Intelligence Scale (CQS). The CQS was scored
according to the provided instructions. Subscores for each
dimension of CQ (strategy, knowledge, drive, and action)
were calculated by taking the average of responses to the
respective sets of questions. The total CQ score was calculated
by averaging the subscores obtained from each dimension.
Descriptive statistics, including mean 6 SD and quartile val-
ues, were computed using commercially available statistical
software (SPSS, version 28.0.1) for each subscore and the
total CQ score to summarize participants’ CQ levels. Quartile
values were used to examine how CQ scores were distributed
across participants to identify potential outliers.

Cultural Agility Scale (CAS).A thematic analysis approach
was used to analyze qualitative data obtained from the CAS.
Qualitative responses provided by participants were analyzed
using a coding process involving multiple coders. The coders
independently reviewed and coded qualitative responses from
the CAS. An initial round of open coding was conducted to
identify and label the emergent themes and patterns within
the data. Coders then engaged in a collaborative process to
compare and refine codes, fix discrepancies, and reach a con-
sensus on the final codebook. Once consensus was reached on
the coding framework, qualitative responses were scored
dichotomously based on the identified themes and patterns
using 0 ¼ no, 1 ¼ yes. Frequency counts were conducted to
quantify the prevalence of each CA attribute among partici-
pants. This involved tallying the number of occurrences of
each theme across participant responses to determine the fre-
quency of occurrence.

Quantitative data from the CAS were analyzed using com-
mercially available statistical software (SPSS). Descriptive
statistics, including mean scores 6 SD and quartile values,
were computed to summarize participants’ CA levels and the
distribution of CA scores among participants. Quartiles
allowed us to examine how CQ scores were distributed across
the participants. A v2 test was used to assess the associations
between demographics or themes in the responses and CA
variables. We used the qualitative insights from the CAS to
help explain the quantitative and provide context for the
emergence of certain themes.

RESULTS

Cultural Intelligence

Participants indicated moderate levels of CQ (Table 3). The
highest mean score was observed in the CQ strategy dimen-
sion (M ¼ 5.3 6 0.9), while the lowest was in the CQ knowl-
edge dimension (M ¼ 3.8 6 1.2). The total CQ score had a
mean of 4.7 6 0.8, reflecting moderate levels of CQ overall.
No statistically significant differences were identified between
gender identities and race on the CQS and CQ subscales (P .
.05). When excluding groups with less than 5 respondents, we

identified a main effect for educational level on CQS action
(F4,70 ¼ 3.901, P ¼ .006, h2 ¼ 0.182), whereby the group with
bachelor’s (M ¼ 5.5 6 0.9) as their highest degree earned
showed a higher inclination toward action than those with a
professional master’s (M ¼ 4.16 0.8; P ¼ .06).

Cultural Agility

The attributes of CA indicated in the CAS show a consistent
performance across the 2 scenarios. Participants reported
moderate to high levels of confidence in their self-reported
CAS behaviors, with 8.1% report feeling extremely confident,
21.2% feel very confident, 40.4% feel moderately confident,
and 8.1% feel slightly confident, as shown in Table 2. The
highest levels of agility were seen with curiosity (M ¼ 5.0 6
1.1), while the lowest scores were seen in minimization (M ¼
3.6 6 0.8). The most frequently noted attributes in scenario 1
were relationship building (n ¼ 84/99, 84.8%), perspective-
taking (n ¼ 83/99, 88.5%), and integration (n ¼ 75/99,
75.6%), while resilience (n ¼ 4/99, 4.0%) and tolerance of
ambiguity (n ¼ 9/99, 9.1%) were the least frequently noted.
The most frequently noted attributes in scenario 2 were per-
spective-taking (n ¼ 69/99, 88.5%), relationship building (n ¼
66/99, 84.6%), and integration (n ¼ 59/99, 75.6%), while the
least were resilience (n ¼ 8/99, 10.3%) and tolerance of ambi-
guity (n ¼ 12/99, 15.4%). In the evaluation to ensure consistency
between scenarios, we identified no significant differences between
participant performance (P , .05). When comparing groups on
an average score between the scenarios, we identified a statistically
significant difference (F1,96 ¼ 9.684, P ¼ .002, h2 ¼ 0.092)
between gender identities, in which women (n¼ 56) demonstrated
a higher average agility score (M ¼ 4.56 1.1) than men (n ¼ 43,
M¼ 3.76 1.4). We did not identify statistically significant differ-
ences (F5,91 ¼ 2.018, P¼ .083, h2 ¼ 0.100) between different edu-
cational levels. Also, no statistical differences were found between
White and non-White participants (P. .05).

DISCUSSION

In this study, we explored CQ and CA in ATs through self-
assessment and case-based scenarios, as outlined in the
Appendix. Both CQ and CA are essential for fostering cul-
tural, patient-centered care in diverse health care environ-
ments.4,9,12,14 While previous researchers have focused on
cultural competence in ATSs and health care professionals
broadly, in this study, we are among the first to specifically
examine CQ and CA among practicing ATs.2,19–21 By evalu-
ating self-reported and case-based responses, in this study, we
provide insights into how ATs perceive and apply these con-
structs in practice.

Table 3. Cultural Intelligence Scale and Subscale Means

Dimension Scale Mean6 SD
Minimum,
Maximum

Total 1 ¼ very strongly
disagree

7 ¼ very strongly
agree

4.7 6 0.8 2.80, 6.35
Strategy 5.3 6 0.9 2.00, 7.00
Knowledge 3.8 6 1.2 1.00, 6.33
Drive 5.3 6 0.9 3.20, 7.00
Action 4.7 6 0.9 2.20, 7.00
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The findings demonstrated moderate levels of CA, with par-
ticipants demonstrating strengths in relationship building,
perspective-taking, and integration. These attributes suggest
that ATs may excel in fostering interpersonal relationships
and adapting to different perspectives, which could help build
rapport and adherence to the treatment plan. Prior research-
ers have suggested that women tend to exhibit higher empathy
and emotional intelligence, which may enhance attributes like
relationship-building and perspective-taking.16,25,26 The results
also revealed significant gender differences, in which female
participants demonstrated higher levels of CA attributes than
their male counterparts. While, in this study, we only analyzed
differences between men and women, future researchers should
explore how CA and CQ manifests across diverse gender iden-
tities to develop a more inclusive understanding of CA and CQ
in clinical practice. The lower levels of tolerance of ambiguity
and resilience suggest a need for focused enhancement in these
areas. Tolerance of ambiguity is the ability to remain comfort-
able in uncertain or new situations without rigid assumptions.9

In clinical practice, low tolerance of ambiguity could lead to
reliance on stereotypes, premature decision-making, and may
reduce trust among patients. Similarly, resilience refers to the
ability to recover from setbacks, persist through challenges,
and navigate adversity without disengaging.9 In clinical prac-
tice, this could manifest as difficulty adapting to challenging
patient interactions, frustration in cross-cultural exchanges, or
emotional fatigue when navigating complex cases. The low per-
formance here may stem from structured clinical experiences
that may prioritize diagnostic thinking over adaptability.

Another key finding was that ATs demonstrated high CQ
strategy, which indicates a strong awareness of and planning
for culturally diverse encounters; however, a notable gap was
found in CQ knowledge, which is the ability to understand
cultural differences and how effective in different environ-
ments. This gap raises the question of whether ATs struggle
with knowledge retrieval, accessing stored cultural knowl-
edge, knowledge use, or applying this knowledge in practice.
Social learning theory, a basic principle of clinical observa-
tion, which can be the only exposure some students have to
varying populations, is insufficient without practical rein-
forcement.31 To bridge this gap, experiential learning methods
should be integrated into educational training, professional
development, and continuing educational opportunities. This
could enhance CQ application in real-world settings, and this
means doing and reflection, not just observing in clinical edu-
cation. This specific practice gap may reflect a persistent issue
in which health care professionals may recognize the impor-
tance of CQ but lack the ability and knowledge to effectively
implement it into their interactions.1,7,10,32

Interestingly, participants with bachelor’s degrees as their
highest level of education performed better than those with
more advanced degrees, but the effect size was low, meaning
the differences may not be substantive. This finding raises
questions about how educational experiences influence CA
and CQ or if this is an anomaly in the data. However, it is
important to consider the origins of the differences. Given the
professional master’s degree has become the predominant
degree, it is possible that the current curriculum may not ade-
quately prepare professionals for culturally complex clinical
encounters. It is also possible that the folks with bachelor’s
degrees may have more years of experience, which aligns with
the recent change in the entry-level degree for practice. Upon

contemplating this finding, we did analyze the results relative
to years of experience and found no significant differences.

Cultural intelligence and CA play a crucial role in how ATs
and other health care professionals effectively navigate
diverse clinical situations and collaborate with colleagues.33,34

In health care, professionals are frequently interacting with
not only patients but also families and interdisciplinary teams
with differing cultural values, communication styles, and
expectations. Strong CA and CQ may enable ATs and health
care professionals to adapt their approaches in these situa-
tions to effectively communicate with and develop treatment
approaches that align with patients’ cultural values and
beliefs. In interprofessional collaboration, having CA and CQ
ensures that ATs can effectively engage with colleagues from
different backgrounds and perspectives. As health care con-
tinues to become more diverse, the ability to adapt to cultural
contexts must be considered a core competency rather than
an accessory skill. While traditional cultural competence
training often relies on static knowledge, CA and CQ require
continuous learning, self-reflection, and real-time behavioral
adjustments.1,9,12

LIMITATIONS

The limitations of this study include a low response rate of
7.1%, but the sample is representative of ATs. According to
the Board of Certification 2023–24 Certification Maintenance
Data, as of April 2024, the AT profession is predominantly
female (57.9%) and White (80.0%), with smaller proportions
identifying as Hispanic or Latino (5.9%), Black or African
American (4.6%), or Asian (3.7%). Additionally, gender iden-
tity data show that 57.3% of ATs identify as women, 41.0% as
men, and 0.1% as nonbinary. Age distribution data indicate
that 28.8% of ATs are between 20 and 29 years old, while
37.2% fall within the 30–39 age range. Many ATs (47.6%)
have been certified for fewer than 10 years, highlighting a rel-
atively young workforce.35 The lack of diversity among the
participants in this study is representative of the athletic train-
ing profession, and it limited our ability to fully explore the
effects of cultural background on CA and CQ. Diversity-sen-
sitive care requires an understanding of patient perspectives
across a broad range of cultural backgrounds.33 The lack of
diversity in this study is reflective of a more widespread issue
in health care research, in which underrepresentation of
diverse populations hinders progress in addressing health dis-
parities.30 Evidence suggests that ethnically diverse health
care teams are better equipped to meet the needs of diverse
patients.25 Our sample included a majority of White ATs, but
cultural diversity extends beyond race and ethnicity and
includes gender identity, language, socioeconomic status, and
other lived experiences. Future researchers should include dif-
ferent methodological approaches to access a more diverse
sample, even if it is not representative or cross-sectional.
Lastly, the reliance on self-assessment measures is inherently
subjective and may not accurately capture participants’ true
capabilities. The case-based scenarios provide a limited snap-
shot of participants’ performance but may not reflect real-
world interactions. Ideal research of this phenomenon would
include observation, peer evaluations, and qualitative inter-
views to provide a more comprehensive assessment of CA and
CQ in practice.
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IMPLICATIONS FOR FUTURE RESEARCH

Future researchers should explore CQ and CA across diverse
health care settings and patient populations, expanding from
athletic training to other health care professions. The results
of this study align with the broader trends in health care, in
which many health care organizations have increased empha-
sis on diversity and inclusion but continue to fall short in
delivering culturally responsive care.26,36 This gap is likely not
due to a lack of awareness, but rather, it is a failure to trans-
late knowledge into practice. Tools and frameworks designed
to assess cultural competence often do not account for the
dynamic nature of cultural interactions.26,36 Additionally,
addressing the lack of cultural diversity in participant samples
is critical for future research, as it would more accurately
characterize how different ethnicities and cultures influence
CQ and CA. Future researchers should further examine the
differences between education levels across ATs and their
effect on CQ and CA. Looking beyond education, profes-
sional development should focus on equipping providers to
navigate the unpredictable nature of cultural encounters.32,36

Institutional policies must support diversity at all levels in
which CQ and CA become the norm, which will also help
reduce disparities in health care.32 However, it is not lost on
researchers focused on inclusive practices in health care that
policies are being rescinded at a time when momentum to shift
providers beyond theory into practice exists. Inclusive prac-
tices in health care are unlikely without both structural and
cultural support.

CONCLUSIONS

Cultural intelligence and CA are essential for ATs working in
increasingly diverse health care environments. In this study, we
found that, while ATs demonstrate strength in relationship-
building, perspective-taking, and integration, gaps remain in
their tolerance of ambiguity, resilience, and overall CQ knowl-
edge. These findings highlight the need for targeted education
that emphasizes real-world application of CQ and CA, rather
than relying solely on theoretical knowledge. Integrating sce-
nario-based training and using experiential learning opportuni-
ties could help bridge the gap between cultural knowledge and
practical application. Addressing these gaps requires systemic
changes in both AT education and professional development
opportunities. Additionally, organizations must commit to cre-
ating environments that prioritize cultural responsiveness by
integrating CQ and CA into continuing education, workplace
policies, and performance evaluations. Ultimately, advancing
CQ and CA within athletic training is not just about improving
individual competencies; it is also about providing equitable,
patient-centered care. By shifting from awareness to actively
using CQ and CA, ATs can better navigate diverse patient
interactions and contribute to a more inclusive health care
system.
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Appendix

Scenario 1: As an athletic trainer working with a soccer team, one of
the star players, who comes from a culture that values holistic healing
and traditional remedies, sustains a minor ankle sprain during prac-
tice. The patient expresses a preference for herbal treatments and
alternative therapies over conventional medical interventions. Using
the following prompts, please describe your approach to providing
culturally intelligent and agile care in this scenario.

Scenario 2: One day, you receive a referral to assess a patient who
has been experiencing persistent pain in their shoulder. Upon meeting
the patient, you discover that he or she comes from a cultural back-
ground in which seeking medical help for minor ailments is frowned
upon, and self-reliance and stoicism are strongly emphasized. The
patient appears hesitant to discuss his or her symptoms openly and
expresses a desire to tough it out and continue training. Using the fol-
lowing prompts, please describe your approach to providing cultur-
ally intelligent and agile care in this scenario.
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