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ABSTRACT

Objective: The educational needs of nursing undergraduate students from South Korea, Vietnam, and the United States were
assessed to develop an educational program for Global Nursing to improve undergraduate nursing education internationally.
Methods: Borich’s needs assessment tool was used to measure and validate present and required competency levels of participants’
perceptions of educational needs. Data were collected from December 2014 to March 2015.
Results: Educational needs significantly differed by overseas study experience (higher for those with such experience) but not by
gender. The three countries significantly differed in terms of educational needs (South Korea > the United States > Vietnam) on
global health nursing. Educational needs by country showed that variables pertaining to healthcare competencies in developing
countries were highest in the US, followed by Vietnam, and South Korea. The variables with the highest scores were globalization
of health in the US, health implications of migration in Vietnam, and globalization of health in South Korea. Global nursing
education needs slightly differed between the three countries. This could be due to differences in educational environments.
Conclusions: An international strategy for standardizing undergraduate global nursing curriculum is needed. Additionally, a
mechanism to compare and contrast curriculums using global standards recognized by accrediting bodies and organizations,
such as the International Council of Nurses, is required. Furthermore, core curriculum should direct nursing schools offering
international programs to consider cultural differences and define differences in health care systems, societal norms, and
environmental complexities that students will encounter abroad. Future studies should examine similarities and differences that
these students might encounter when entering a host country.
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1. INTRODUCTION
An important achievement of nursing education programs
today is the recognition of integrating cultural competency
and global health nursing into the curriculum. In fact, the
American Association of Colleges of Nursing (AACN), in
their white paper on Cultural Competency in Baccalaure-
ate Nursing Education,[1] highlights cultural competence as

a necessary skillset for nursing graduates in several of its
documents. Additionally, the AACN suggests that utilizing
elements of cultural competency within nursing curriculum
enables nursing graduates to identify, respect, and address
differences in patients’ values, preferences, and expressed
needs.[1] Furthermore, programs that include cultural com-
petency in their curriculum are more apt to provide students
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with a deeper understanding of social justice and human
rights.[2] Inclusion of cultural competence in nursing pro-
grams is required now more than ever to ensure that our
current nursing graduates are able to bring their expertise to
a global healthcare market.

Cultural competency is defined as “the capacity to provide
effective healthcare taking into consideration people’s cul-
tural beliefs, behaviors, and needs”.[3] According to Pa-
padopoulous, Tilki and Taylor,[3] developing skills in cultural
competency is a result of synthesizing knowledge acquired
during experiences in an individual’s personal and profes-
sional experiences in life. To help broaden these experiences
and to achieve such competency, a global perspective on
nursing should be incorporated into the nursing education
program on a graded or non-graded basis.[4, 5] Countries
such as South Korea, the United States, and Vietnam are
particularly aware of the need to prepare global nursing
competencies at an undergraduate level. These countries
as well as others throughout the world have been preparing
study abroad programs or overseas field practice experiences
in collaboration with overseas partner institutions, or have
created combined global health nursing programs in part-
ner countries.[6] However, education programs in nursing
colleges throughout South Korea are often operated as unidi-
rectional programs rather than bidirectional ones when col-
laborating with overseas educational institutions for building
competency in global health nursing.[7] Moreover, providing
an adequate educational environment for enhancing global
health nursing competency, it will not only enhance students’
self-efficacy, but also serve as a method of promoting the
substantiality of nursing education programs in general.[8–10]

The development of global nursing education programs re-
quires a multi-directional approach. Curricular content needs
to cultivate a deeper understanding among students regard-
ing public health care systems, insurance-related legislation,
health management in individual countries, and international
public health organizations by gathering students from col-
laborating colleges via global institutional networks. In addi-
tion, developmental efforts on the content of such programs
must involve applying a learning model based on program
objectives, creating core content pertaining to global nursing,
and accounting for the characteristics of both the program
and students.[11] Most existing global nursing education pro-
grams involve multinational joint operation and participation
and are short-term, i.e., span for 3 to 4 weeks.[12, 13]

Literature review
In a literature review related to research on global nursing
education programs conducted with foreign colleges, pro-
grams were found to have been developed with the goal of

enhancing students’ cultural competency through cultivating
their knowledge and attitudes.[9] Some studies measured the
outcomes of these programs by developing specialized work
related to the program for students or by measuring their per-
sonal development and understanding levels; however, in the
majority of studies, the measured outcome was “understand-
ing of culture or cultural competency”.[12, 14, 15] In addition,
the nature of global nursing education in overseas programs
allows only a small percentage of students to participate.
Given this inherent limitation in participants, the methodol-
ogy of such studies is often difficult to design. Therefore,
numerous studies have employed a qualitative approach or
a combination of qualitative and quantitative approaches to
examine program outcomes.[7, 16, 17] This can be interpreted
as resulting from interest in the global nursing field being
raised to a relatively higher level through overseas program
participation. This is similar to preceding study results that
indicated that students’ understanding of culture and cultural
competency were enhanced through participation in overseas
study programs for global health nursing competence.[18]

Several articles look to integrate cultural competence into the
nursing curriculum in a systematic and formalized manner.
The goal of these models is to provide a systematic approach
to evaluating global health experiences. One researcher calls
for adoption of a model designed to include global health
content and specific program characteristics that will lead
to evaluation of global experiential education, both locally
and internationally.[19] Another model focuses on the tenets
of advocacy, activism, and professional accountability in
preparing for global health leaders and nursing education
partnerships that lead to cultural competency.[20] Yet another
calls for the development of a “Nursing Supercourse” in
global education.[21] This proposal suggests a virtual lecture-
ship on global health education, educating nursing students
around the world in their own languages to develop clinical
expertise and cultural competency.

At the same time, it is difficult to find examples of global
health nursing programs being developed according to em-
pirical investigations of educational needs, which can be
done by identifying the gap between the students’ current
knowledge and the knowledge they require to graduate. In
other words, educational needs represent the discrepancy
between “what should be” and “what is”. Using this concept,
Borich[22] in 1980, developed Borich’s Needs Assessment
Model. This model helps determine the difference between
individuals required competence levels and their present com-
petence level for target goals in an education program. Cur-
rently, Borich’s model is widely used in educational needs
studies in diverse academic fields, including education and
engineering and results from these studies are used in the

96 ISSN 1925-4040 E-ISSN 1925-4059



www.sciedu.ca/jnep Journal of Nursing Education and Practice 2016, Vol. 6, No. 3

development of effective educational programs.[23–27]

In terms of global health nursing competency models, Wilson
et al.[5] modified the instrument developed by the Associa-
tion of Faculties of Medicine of Canada Resource Groups on
Global Health and the Global Health Education Consortium.
This instrument assesses global public health competency in
the nursing field in terms of six categories[5] and was shown
to have Cronbach’s alphas of 0.81 to 0.96 for each of the six
areas.

The first step to realizing the development and operation of
global health nursing programs can be realistically initiated
among partner universities in different countries. One of
the researchers involved in the present study, Kang, worked
during the study period in a Korean private university; this
university has been in a partnership with a state university
in the United States since 2006, and recently forged a col-
laborative relationship with a national university in Vietnam.
Faculty members of these universities have considered co-
operatively initiating a global health nursing program in the
form of a non-credit or two-credit course to ensure that stu-
dents obtain global health nursing competency.

The purpose of this explorative study was to identify under-
graduate nursing students’ perceived competency levels–both
current and required–in global health nursing and to priori-
tize content need during program development. The detailed
objectives are as follows: (1) describe respondents’ demo-
graphic characteristics; (2) identify respondents’ perceived
present and required competency levels; and (3) identify the
discrepancy in scores between present and required compe-
tency levels and determine differences in scores by country,
sex, and prior experience.

2. METHOD

2.1 Research design
The study utilized an exploratory descriptive survey that was
led by three faculty at three different international schools of
nursing, South Korea, Vietnam and the United States.

2.2 Subject characteristics
The inclusion criterion of this study was being a nursing
student interested in participating in a global health nursing
program in order to improve global health nursing compe-
tency.

2.3 Sampling procedures
Undergraduate nursing students in different countries were
targeted. These students were randomly selected from the
partnership universities in Vietnam, the United States, and
South Korea according to their awareness of global nursing

program and their interest in creating a global health nursing
program among these universities. First, notices explain-
ing the study purpose were given to students, regardless of
their year in school, by researchers in the nursing program
of each university. All participants received explanations
from the professor in charge of the study at their respective
universities and gave their voluntary consent to participate.
Furthermore, the institutional review board of the Univer-
sity of South Korea reviewed and approved the method of
participant selection for this study, finding no violation of
bioethical guidelines.

2.3.1 Sample size, power, and precision
In terms of the required sample size, a total of 135 partici-
pants was derived using the G*Power sample size calculation
program. This sample size was determined for an ANOVA
with three independent groups, using a significant level of
.05, a statistical power of 80%, and an effect size of .25
(which indicates a moderate effect for an ANOVA). To ac-
commodate dropouts, a minimum of 50 participants had to
be recruited from each country.

2.3.2 Measures and covariates
Data were collected using a questionnaire modified by the re-
searchers from the instrument developed by Wilson et al.
(2012). After obtaining permission from the developers
to use the lists of global health competencies, these lists
were used to assess the perception of nursing students with
Borich’s method.

3. RESULTS
There were 192 participants in this study. As shown in Table
1, 173 women (90.10%) and 19 men (9.90%) participated; 69
participants (18 men [28.1%] and 51 women [73.9%]) were
American, while 61 (all women) were Vietnamese and 62 (1
man and 61 women [98.4%]) were Korean. Questionnaires
were collected at the end of the semester between November
20 and December 20 in Vietnam and South Korea, and March
30 in America.

Table 1. Demographic characteristics of the participants
 

 

Variable N % 

Gender 
Male 19 9.90 

Female 173 90.10 

Overseas educational 
experience 

No 173 90.10 

Yes 19 9.90 

Nationality 

USA 69 35.94 

Vietnam 61 31.77 

Korea 62 32.29 

 

Educational needs for global health nursing competency by
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country were analyzed using Borich’s model. The global
health nursing education needs of undergraduate nursing stu-
dents in three countries were measured to calculate the mean
weighted discrepancy scores.[28] Borich’s method of calculat-
ing students’ perceived educational needs is such that greater
educational needs are present when the required competency
level for a specific item is higher than the student’s present
competency level for that same item.

First, rankings of Borich’s needs scores for each variable by
country are listed in Table 2. The variables in the globaliza-
tion of health and health care category were highly ranked
among respondents from South Korea and the United States;
however, of the variables for cases who have gone traveling
or have foreign birthplaces, “recognizing the patient is at risk
for rare diseases or rare presentations of common diseases
and ability to make an appropriate assessment or referral”
was highly ranked in respondents from Vietnam.

Total differences between present and required competency
levels of global health nursing competency are shown in
Table 3. The scores on Borich’s discrepancy were high for
“demonstrating the ability to adapt clinical skills and practice
in a resource-constrained setting”, and “describing the role of
syndromic management and clinical algorithms for treatment
of common illness”.

Regarding Borich’s needs scores for variables in each cate-
gory, each country had different highest and lowest scores, as
shown in Table 4. Among the 30 variables with the highest
scores were IVa (4.68 ± 0.59) in the United States, IIb (3.17
± 0.20) in Vietnam, and IVd (5.52 ± 0.49) in South Korea.
Variables with the lowest scores were VIa (1.81 ± 0.23) in
the United States, Ia (1.47 ± 0.09) and IIIc (1.47 ± 0.09)
in Vietnam, and IIIa (2.20 ± 0.20) in South Korea. Educa-
tional needs in South Korea were the highest, followed by the
United States, with Vietnam showing the lowest educational
needs. Significant differences in educational needs between
countries were observed (p < .001).

The present competency level differences between countries
were mostly statistically significant (p < .05), save for the
following items: I-a, I-b, II-e, III-d, and V-f. Additionally,
the required competency level differences among countries
that were statistically significant (p < .05) were as follows:
I-a, I-b, II-a, II-b, II-c, II-d, II-e, III-a, III-b, III-c, IV-a, IV-c,
IV-d, IV-f, V-b, V-d, and VI-b. A post-hoc test showed that
most items were the same between the United States and
South Korea, while both differed from Vietnam (see Table
5).

Educational needs between those with and without overseas
study experience were significantly different (p < .05) as
shown in Tables 6 and 7, with participants with overseas

study experience having higher needs scores. The countries
in which the students had participated in overseas studies
were diversely distributed, ranging from underdeveloped
to advanced countries. The students were asked to write
freely about what they had experienced in their global-health-
nursing-related studies and what they wished for if future sim-
ilar programs were developed. The number of respondents
was relatively low, but the responses were very meaningful:
students reported desires for the opportunity for global health
nursing education, to understand global health needs, and
to be able to adapt clinical skills in resource-constrained
settings.

4. DISCUSSION
Based on the results of the present study, the educational
needs by country for competencies pertaining to globaliza-
tion of health and health care knowledge in developing coun-
tries were highest in the United States, followed by Vietnam
and then South Korea. Students’ educational needs for a
global health nursing program should be met using well-
planned educational needs surveys, which can provide a
basic framework for guaranteeing good educational effects.
In this study, educational needs were high for “demonstrating
the ability to adapt clinical skills and practice in a resource-
constrained setting”, suggesting that the nursing students in
our universities perceive themselves as encompassing both
global and national communities.

All three nursing programs were four-year bachelor’s pro-
grams, and improvement in global health nursing compe-
tency was one of these nursing programs’ educational objec-
tives. However, there were clear differences in the programs’
highest and lowest educational needs.

Among the responses, the items with the lowest educational
needs scores were “addressing human rights in health care”
(1.81 ± 0.23) in the United States, as shown in Tables 2 and
4. The details reveal that nursing students from the United
States had sufficient prior learning in areas of human rights;
thus, it is understandable that, in the context of global health
and human rights relationships, their present and required
competency levels did not show major differences. In the
case of Vietnam, present competency levels were low with
regard to “disease morbidity and mortality”, which represent
important global health and nursing issues along with disease
ranking. However, Vietnamese nursing students’ perceived
required competency level for this item was assessed as mod-
erate, which led the educational needs to be assessed as low.
Thus, it would appear that Vietnamese nursing students’ ar-
eas of interest in global health issues were limited to specific
regions and did not extend to fully cover global health and
nursing.
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Table 2. Educational needs by rank
 

 

Category Variable America Vietnam Korea

I. Global 
burden of 
disease 

a. Describe the major causes of morbidity and mortality around the world and how the risk of 
disease varies with regions 

14 30 24 

b. Describe major public health efforts to reduce disparities in global health (such as 
Millennium Development Goals and Goals Fund to Fight AIDS, TB, and malaria) 

9 14 26 

c. Discuss priority setting, health care rationing, and funding for health and health-related 
research 

10 2 9 

II. Health 
implications 
of migration, 
travel, and 
displacement 

a. Demonstrate an understanding of the health risks posed by international travel or foreign birth 21 21 16 

b. Recognize when travel or foreign birth places a patient at risk for unusual diseases or unusual 
presentation of common diseases and make an appropriate assessment or referral 

19 1 22 

c. Describe how cultural context influences perceptions of health and diseases 25 18 23 

d. Elicit individual health concerns in a culturally sensitive manner 28 7 14 

e. Communicate effectively with patients and families using a translator 24 25 25 

f. Identify world regions and/or travel activities associated with increased risk of 
life-threatening diseases including HIV/AIDS, malaria, and multidrug-resistant tuberculosis 

22 24 15 

III. Social and 
environmental  
determinants 
of health 

a. Describe how social and economic conditions such as poverty, education, and lifestyles affect 
health and access to health care 

27 20 30 

b. List major social determinants of health and their impact on differences in life expectancy 
between and within countries 

13 27 10 

c. Describe the impact of low income, education, and communication factors on access to and 
quality of health care 

25 29 29 

d. Describe the relationship between environmental degradation and human health 17 26 28 

e. Describe the relationship between access to clean water, sanitation, food, and air quality, and 
individual and population health 

29 23 27 

IV. Globali- 
zation of 
health and 
health care 

a. Analyse how global trends in health practice, commerce and culture, and multinational 
agreements contribute to the quality and availability of health and health care locally and 
internationally 

2 19 3 

b. Describe different national models or health systems for provision of health care and their 
respective effects on health and healthcare expenditure 

3 17 8 

c. Analyse how travel and trade contributes to the spread of communicable and chronic diseases 23 22 12 

d. Analyse general trends and influences in the global availability and movement of healthcare 
workers 

11 16 1 

e. Describe national and global healthcare worker availability and shortages 5 13 4 

f. Describe the most common patterns of healthcare workers’ migrations and their impact on 
healthcare availability in the country that the healthcare worker leaves and the country to which 
he or she migrates 

1 10 17 

V. Healthcare 
in low- 
resource 
settings 

a. Articulate barriers to health and healthcare in low-resource settings locally and 
internationally 

18 15 13 

b. Demonstrate an understanding of cultural and ethical issues in working with disadvantaged 
populations 

20 5 19 

c. Demonstrate the ability to adapt clinical skills and practice in a resource-constrained setting 6 9 7 

d. Identify signs and symptoms for common major diseases that facilitate nursing assessment in 
the absence of advanced testing often unavailable in low-resource settings (cardiovascular 
disease, cancer, and diabetes) 

15 12 6 

e. Describe the role of syndromic management and clinical algorithms for treatment of common 
illnesses 

4 6 2 

f. Identify clinical interventions and integrated strategies that have been demonstrated to 
substantially improve individual and/or population health in low-resource settings (e.g., 
immunization, essential drugs, maternal child health programs) 

12 4 18 

g. For students who participate in electives in low-resource settings outside their home 
situations, a demonstration that they have participated in training to prepare for this selective 

7 28 5 

VI. Health as 
a human right 
and develop- 
ment resource 

a. Demonstrate a basic understanding of the relationship between health and human rights 30 11 11 

b. Demonstrate familiarity with organizations and agreements that address human rights in 
healthcare and medical research 

16 3 20 

c. Describe the role of WHO in linking health and human rights, the Universal Declaration of 
Human rights, International Ethical Guidelines for Biomedical Research Involving Human 
Subjects, Declaration of Helsinki 

5 8 21 
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Table 3. Differences between present and required competency level of global nursing competency
 

 

Variable 
PCL RCL Borich’s 

Index 
Borich’s 
Ranking 

paired-test  
(PCL-RCL) 

Min Max Mean SD Min Max Mean SD t  p 

I. Global 
burden of 
disease 

a 1 4 2.62 0.73 1 4 3.41 0.54 2.7 27 14.220 < .001

b 1 4 2.46 0.70 1 4 3.42 0.60 3.27 17 16.503 < .001

c 1 4 2.43 0.78 1 4 3.58 0.56 4.1 3 18.821 < .001

II. Health 
implications of 
migration, 
travel and 
displacement 

a 1 4 2.44 0.82 0 4 3.33 0.68 2.95 23 12.948 < .001

b 0 4 2.46 0.73 1 4 3.42 0.58 3.3 16 17.859 < .001

c 1 4 2.72 0.75 2 4 3.52 0.55 2.78 25 15.186 < .001

d 0 4 2.54 0.87 0 4 3.43 0.66 3.05 21 16.210 < .001

e 1 4 2.84 0.75 2 4 3.59 0.55 2.71 26 13.014 < .001

f 1 4 2.68 0.73 1 4 3.54 0.59 3.02 22 16.530 < .001

III. Social and 
environ-mental 
determinants 
of health 

a 1 4 2.95 0.66 2 4 3.61 0.57 2.37 29 14.111 < .001

b 1 4 2.49 0.69 2 4 3.45 0.56 3.31 14 17.525 < .001

c 1 4 2.96 0.68 2 4 3.60 0.54 2.29 30 13.085 < .001

d 0 4 2.82 0.76 0 4 3.61 0.59 2.84 24 13.734 < .001

e 1 4 2.99 0.74 2 4 3.70 0.48 2.6 28 13.882 < .001

IV. Globali- 
zation of 
health and 
health care 

a 1 4 2.10 0.68 1 4 3.31 0.63 4 5 22.096 < .001

b 1 4 2.16 0.71 0 4 3.30 0.62 3.78 8 19.251 < .001

c 1 4 2.49 0.75 2 4 3.39 0.60 3.06 20 15.304 < .001

d 1 4 2.21 0.74 1 4 3.35 0.64 3.8 7 17.844 < .001

e 0 4 2.19 0.73 0 4 3.39 0.71 4.04 4 19.042 < .001

f 1 4 2.17 0.71 2 4 3.31 0.58 3.78 8 20.713 < .001

V. Health care 
in low- 
resource 
settings 

a 1 4 2.49 0.72 1 4 3.46 0.62 3.36 13 18.386 < .001

b 1 4 2.40 0.71 1 4 3.34 0.59 3.15 18 18.020 < .001

c 1 4 2.45 0.75 2 4 3.63 0.55 4.25 2 20.718 < .001

d 1 4 2.50 0.77 1 4 3.57 0.59 3.83 6 18.528 < .001

e 1 4 2.21 0.76 1 4 3.45 0.66 4.30 1 22.376 < .001

f 1 4 2.45 0.69 1 4 3.48 0.61 3.59 12 19.968 < .001

g 1 4 2.32 0.83 1 4 3.42 0.66 3.76 10 19.282 < .001

VI. Health as a 
human right & 
development 
resource 

a 1 4 2.77 0.77 0 4 3.62 0.58 3.07 19 14.682 < .001

b 1 4 2.40 0.72 1 4 3.38 0.60 3.31 14 20.230 < .001

c 1 4 2.46 0.83 0 4 3.50 0.69 3.65 11 18.710 < .001

 

On the other hand, in South Korea, students’ present compe-
tency level for the item, “explain how socioeconomic factors,
such as poverty, education, and lifestyle, affect accessibility
to public health”, was almost equal to the required compe-
tency level. These results were perhaps due to the unique
and multicultural socioeconomic and cultural environment
of South Korea.

In particular, Vietnamese students were highly in need of
improvement of their knowledge and understanding of the
health implications of migration, travel, and displacement,
especially in recognizing a patient at risk for rare diseases

or rare presentations of common disease. This can be ex-
plained in part by the fact that Vietnam is a socialist country
with relatively limited freedom of residence and movement,
which does not apply to the other two countries in this study.
Furthermore, Vietnamese students had little need of improve-
ment in knowledge and understanding of the socioeconomic
determinants of health, such as “describing how socioeco-
nomic factors such as poverty, education, and lifestyles affect
health and access to health care”. This is perhaps because
Vietnamese students, living in a socialist system, cannot
easily determine which health care services or education to
obtain except those who live in Ho Chi Minh City, wherein a
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free economy operates as special governance.

Respondents from the United States and South Korea had
similar educational needs. In the former, students’ needs
were mainly in the globalization of health and health care,
particularly in describing the most common patterns of health
care workers’ migrations and their impact on health care
availability. In contrast, in the latter, needs relate to analyz-
ing general trends and influences in the global availability
and movement of health care workers. These results are
doubtlessly influenced by these countries’ global work re-
cruitment and students’ overseas job-seeking efforts, and
students’ exposure to multicultural families and populations
in their daily lives.

Although previous studies did not investigate needs associ-
ated with global health nursing competency in undergraduate
nursing students, it can be interpreted from the results of
such studies,[17] that the interest in global health and global
health nursing educational needs of underdeveloped coun-
tries would be relatively high. Moreover, only slight dif-
ferences in the education needs for global health nursing
in other variables were seen between the studied countries.
This finding can be interpreted as resulting from educational
environments that allow students easy access to diverse for-
eign students inside their own communities without having
to participate in overseas studies as well as the possibility for
easy participation in overseas study.

Table 4. Differences in educational needs among America, Vietnam, and Korea
 

 

Vari- 
able 

America Vietnam Korea 

PCL* RCL** 
Borich’s 
needs 

PCL* RCL** 
Borich’s 
needs 

PCL* RCL** 
Borich’s 
needs 

M SD M SD M SD M SD M SD M SD M SD M SD M SD 

I-a 2.59  0.79  3.57†  0.53  3.37 0.42 2.77  0.72 3.21‡ 0.52 1.47 0.09 2.50  0.65  3.44†,‡  0.53 3.26 0.29 

I-b 2.38  0.86  3.57†  0.53  4.13 0.52 2.46  0.59 3.20‡ 0.57 2.46 0.15 2.55  0.59  3.47‡  0.65 3.21 0.29 

I-c 2.38†,‡  0.75  3.54  0.63  4.03 0.50 2.69†  0.70 3.61 0.49 3.06 0.19 2.24‡  0.82  3.60  0.56 4.73 0.42 

II-a 2.68†,‡  0.80  3.51† 0.80  2.87 0.36 2.46†  0.72 3.13‡ 0.53 2.24 0.14 2.16‡  0.87  3.32†,‡  0.62 4.05 0.36 

II-b 2.74†  0.72  3.62† 0.55  3.07 0.38 2.25‡  0.62 3.20‡ 0.51 3.17 0.20 2.35†,‡  0.75  3.42†,‡  0.62 3.71 0.33 

II-c 3.09†  0.66  3.75†  0.47  2.32 0.29 2.56‡  0.79 3.26# 0.54 2.35 0.15 2.48‡  0.65  3.50‡  0.54 3.55 0.32 

II-d 3.04†  0.78  3.68†  0.65  2.22 0.28 2.21‡  0.76 3.03‡ 0.58 2.73 0.17 2.29‡  0.82  3.53†  0.56 4.33 0.39 

II-e 2.96  0.79  3.70  0.58  2.57 0.32 2.87  0.64 3.46 0.56 1.97 0.12 2.68  0.78  3.61  0.49 3.26 0.29 

II-f 2.87†  0.66  3.67  0.56  2.77 0.35 2.87† 0.62 3.46 0.53 1.97 0.12 2.29‡  0.76  3.47  0.65 4.11 0.37 

III-a 3.16†  0.63  3.81†  0.39  2.27 0.28 2.67‡  0.68 3.36‡ 0.68 2.29 0.14 3.00†  0.57  3.63†  0.52 2.20 0.20 

III-b 2.67†  0.74  3.65†  0.48  3.42 0.43 2.59†  0.56 3.15‡ 0.57 1.86 0.12 2.21‡  0.68  3.53†  0.50 4.62 0.41 

III-c 3.10†  0.57  3.78†  0.45  2.37 0.30 3.00‡  0.61 3.44‡ 0.59 1.47 0.09 2.77‡  0.82  3.55‡  0.53 2.70 0.24 

III-d 2.72  0.75  3.62  0.67  3.12 0.39 2.98  0.65 3.56 0.53 1.91 0.12 2.77  0.86  3.65  0.55 3.04 0.27 

III-e 3.16†  0.66  3.74  0.47  2.01 0.25 3.08†  0.74 3.70 0.49 2.08 0.13 2.73‡  0.77  3.65  0.48 3.21 0.29 

IV-a 2.10†,‡  0.62  3.45†  0.63  4.68 0.59 2.34†  0.66 3.03‡ 0.60 2.29 0.14 1.85‡  0.67  3.42†  0.56 5.46 0.49 

IV-b 2.06‡  0.76  3.38  0.81  4.58 0.57 2.51†  0.62 3.21 0.49 2.35 0.15 1.92‡  0.58  3.31  0.46 4.84 0.43 

IV-c 2.84†  0.70  3.64†  0.54  2.77 0.35 2.44‡  0.70 3.07‡ 0.54 2.08 0.13 2.15‡  0.70  3.44†  0.59 4.50 0.40 

IV-d 2.28‡  0.76  3.39†,‡  0.71  3.88 0.49 2.48†  0.65 3.18‡ 0.62 2.35 0.15 1.89‡  0.68  3.47†  0.53 5.52 0.49 

IV-e 2.09‡  0.80  3.36  0.92  4.43 0.56 2.61†  0.56 3.36 0.61 2.51 0.16 1.90‡  0.62  3.44  0.50 5.35 0.48 

IV-f 1.94‡  0.73  3.39†  0.71  5.04 0.63 2.36†  0.63 3.13‡ 0.46 2.57 0.16 2.24†,‡  0.72  3.40†  0.49 4.05 0.36 

V-a 2.62†  0.79  3.52  0.72  3.12 0.39 2.69†  0.56 3.41 0.59 2.40 0.15 2.16‡  0.66  3.45  0.53 4.50 0.40 

V-b 2.65†  0.76  3.54†  0.70  3.07 0.38 2.34‡  0.60 3.18‡ 0.47 2.79 0.18 2.16‡  0.66  3.27‡  0.52 3.88 0.35 

V-c 2.39‡  0.75  3.65  0.61  4.38 0.55 2.89†  0.55 3.66 0.51 2.57 0.16 2.10‡  0.72  3.56  0.50 5.12 0.46 

V-d 2.71†  0.86  3.68†  0.61  3.37 0.42 2.64†  0.63 3.39‡ 0.61 2.51 0.16 2.13‡  0.66  3.63†,‡  0.52 5.23 0.47 

V-e 2.10‡  0.81  3.42  0.83  4.58 0.57 2.64†  0.58 3.46 0.59 2.73 0.17 1.90‡  0.67  3.48  0.50 5.52 0.49 

V-f 2.45  0.80  3.52  0.66  3.73 0.47 2.54  0.67 3.43 0.59 2.95 0.19 2.37  0.58  3.50  0.59 3.94 0.35 

V-g 2.19‡  0.81  3.41  0.77  4.23 0.53 2.95†  0.62 3.49 0.62 1.80 0.11 1.85#  0.65  3.37  0.55 5.29 0.47 

VI-a 3.13†  0.78  3.65  0.64  1.81 0.23 2.82‡  0.62 3.57 0.56 2.51 0.16 2.32#  0.67  3.63  0.55 4.56 0.41 

VI-b 2.59†  0.75  3.55†  0.70  3.32 0.42 2.20†,‡ 0.65 3.08‡ 0.46 2.95 0.19 2.39‡  0.69  3.48†  0.50 3.83 0.34 

VI-c 2.28‡  0.92  3.49  0.85  4.23 0.53 2.74† 0.66 3.52 0.57 2.62 0.17 2.39†,‡  0.82  3.48  0.59 3.83 0.34 

* PCL differences among counties were done by ANOVA: p < .05, Duncan grouping test: †>‡>#;  
** RCL differences among counties were done by ANOVA: p < .05, Duncan grouping test: †>‡>#. 
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Table 5. Scheffe test for differences in educational needs by nation
 

 

 Variable 
PCL RCL 

America Vietnam Korea   America Vietnam Korea   

I. Global burden of 
disease 

a       0.112 b a a, b 0.001  

b       0.377 b a b 0.001  

c a, b a b 0.004       0.742  

II. Health implications 
of migration, travel and 
displacement 

a a, b a b 0.001 b a a, b 0.007  

b b a  a,b 0.000 b a a, b 0.000  

c b a  a  0.000 c a b 0.000  

d b a a 0.000 b a b 0.000  

e       0.098       0.048  

f a  a b 0.000       0.070  

III. Social and 
environ-mental 
determinants of health 

a b a b 0.000 b a b 0.000  

b a  a b 0.000 b a b 0.000  

c b a a 0.020 b a a  0.001  

d       0.126       0.690  

e b b a 0.002       0.536  

IV. Globalization of 
health and health care 

a a, b a b 0.000 b a b 0.000  

b b a b 0.000       0.320  

c b a a 0.000 b a b 0.000  

d b a b 0.000 a, b a b 0.034  

e b a b 0.000       0.796  

f b a a, b 0.002 b a b 0.013  

V. Health care in low- 
resource settings 

a a  a b 0.000       0.584  

b b a a 0.000 b a a 0.001  

c b a b 0.000       0.573  

d a  a b 0.000 b a a, b 0.014  

e b a b 0.000       0.858  

f       0.397       0.658  

g b a c 0.000       0.580  

VI. Health as a human 
right & development 
resource 

a b a c 0.000       0.741  

b b a, b a 0.006   a b 0.000  

c b a a, b 0.004       0.942  

 

Table 6. Overseas training experience by nationality
 

 

 
America (n = 10) Vietnam (n = 2) Korea (n = 7)  Total (n = 19) 

n % n % n %  n % 

Nepal 1 10.0 0 0.0 0 0.0  1 5.26 

Jamaica 1 10.0 0 0.0 0 0.0  1 5.26 

Jordan 1 10.0 0 0.0 0 0.0  1 5.26 

Spain 1 10.0 0 0.0 0 0.0  1 5.26 

Tanzania 1 10.0 0 0.0 0 0.0  1 5.26 

Southeast Asia 1 10.0 0 0.0 0 0.0  1 5.26 

Italy 1 10.0 0 0.0 0 0.0  1 5.26 

Finland 0 0.0 2 100.0 0 0.0  2 10.52 

Thailand 0 0.0 0 0.0 3 42.8  4 21.10 

Philippines 0 0.0 0 0.0 2 28.6  2 10.52 

America 0 0.0 0 0.0 2 28.6  1 5.26 

None 3 30.0 0 0.0 0 0.0  3 15.78 
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Table 7. Differences in educational needs by overseas training experience
 

 

Variable 

PCL RCL 

Yes  
(n = 19) 

No  
(n = 173) 

t-test (oversea’  
study experience) 

Yes  
(n = 19)

No  
(n = 173)  

 

t-test (oversea’ study 
experience) 

Mean SD Mean SD t  p Mean SD Mean SD t  p 

I. Global 
burden of 
disease 

a 2.89  0.81  2.59  0.71 -1.743 .083 3.53  0.51 3.40   0.55  -0.970 .333 

b 2.68  0.89  2.43  0.68 -1.197 .245 3.53  0.51 3.40   0.61  -0.839 .402 

c 2.53  0.70  2.42  0.79 -0.555 .579 3.58  0.51 3.58   0.57  -0.007 .995 

II. Health 
implications of 
migration, 
travel and 
displacement 

a 2.74  0.73  2.41  0.83 -1.649 .101 3.63  0.50 3.29   0.69  -2.067 .040 

b 2.53  0.96  2.45  0.70 -0.427 .670 3.58  0.61 3.40   0.58  -1.240 .217 

c 3.16  0.60  2.68  0.75 -2.714 .007 3.74  0.45 3.49   0.56  -2.191 .038 

d 3.05  0.71  2.48  0.87 -3.280 .003 3.63  0.60 3.40   0.66  -1.429 .155 

e 3.32  0.58  2.79  0.75 -2.974 .003 3.84  0.37 3.57   0.56  -2.871 .008 

f 3.11  0.57  2.64  0.73 -3.318 .003 3.79  0.42 3.51   0.60  -2.643 .014 

III. Social and 
environmental 
determinants of 
health 

a 3.47  0.70  2.90  0.63 -3.758 .000 3.89  0.32 3.58   0.58  -3.735 .001 

b 2.89  0.94  2.45  0.65 -2.013 .058 3.58  0.51 3.44   0.56  -1.035 .302 

c 3.53  0.51  2.90  0.67 -3.932 .000 3.79  0.42 3.58   0.55  -2.017 .054 

d 3.26  0.81  2.77  0.74 -2.708 .007 3.74  0.45 3.60   0.60  -0.998 .320 

e 3.58  0.51  2.93  0.74 -3.739 .000 3.84  0.37 3.68   0.49  -1.375 .171 

IV. Globali- 
zation of health 
and health care 

a 2.63  0.60  2.04  0.66 -3.743 .000 3.53  0.51 3.28   0.63  -1.613 .108 

b 2.42  0.77  2.13  0.70 -1.730 .085 3.32  0.95 3.30   0.57  -0.102 .919 

c 2.84  0.83  2.45  0.73 -2.174 .031 3.53  0.70 3.38   0.59  -1.032 .304 

d 2.63  0.76  2.17  0.72 -2.639 .009 3.68  0.58 3.31   0.63  -2.619 .015 

e 2.58  0.69  2.15  0.72 -2.461 .015 3.63  0.60 3.36   0.71  -1.605 .110 

f 2.21  0.79  2.17  0.71 -0.248 .804 3.47  0.70 3.29   0.57  -1.268 .206 

V. Health care 
in low-resource 
settings 

a 2.74  0.81  2.47  0.70 -1.558 .121 3.79  0.42 3.43   0.63  -3.369 .002 

b 2.95  0.78  2.34  0.68 -3.690 .000 3.53  0.51 3.32   0.60  -1.460 .146 

c 2.53  0.84  2.45  0.74 -0.447 .655 3.74  0.45 3.61   0.56  -1.108 .279 

d 2.74  0.81  2.47  0.77 -1.411 .160 3.84  0.37 3.54   0.60  -3.065 .005 

e 2.58  0.69  2.17  0.76 -2.270 .024 3.68  0.48 3.43   0.67  -2.120 .043 

f 2.42  0.69  2.46  0.69 0.212 .832 3.63  0.50 3.47   0.62  -1.102 .272 

g 2.37  0.76  2.32  0.84 -0.251 .802 3.53  0.51 3.41   0.67  -0.727 .468 

VI. Health as a 
human right & 
development 
Resource 

a 3.16  0.69  2.73  0.77 -2.328 .021 3.95  0.23 3.58   0.60  -5.218 .000 

b 2.95  0.62  2.34  0.70 -3.609 .000 3.74  0.45 3.34   0.60  -2.767 .006 

c 2.58  0.77  2.45  0.84 -0.666 .506 3.74  0.45 3.47   0.70  -1.591 .113 

 

Notably, participants who had taken part in overseas field
study had rather high global health nursing education needs.
In previous studies, when students’ competence level, such
as their knowledge or technical capabilities, was perceived
as high, their educational needs were rather low.[24] Inter-
estingly, some variables that were not identified as having
high educational needs according to present competency lev-
els were still designated as having high educational need
because of their high perceived required competency level.
These variables included “global burden of diseases” and
“health implications of migration, travel, and displacement”.
This is perhaps because these areas of global health nurs-

ing competency are approached via both in-situ training and
in-class teaching, which have no considerable difference in
educational effects. Nevertheless, variables identified as sig-
nificantly different in terms of required competency level in
Table 7 should be included as key content when designing
global health nursing programs to better meet students’ needs
and achieve program outcomes. This would include domestic
multicultural family supportive policy experiences, partic-
ipatory programs for minority families as in-situ training,
internship training in specific projects operated outside of
students’ own country, gathering together students to discuss
or hear special lectures on human rights in healthcare, brain-
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storming alternatives to nursing interventions in low-resource
environments, and presenting and identifying differences and
any improvements in the six building blocks of the World
Health Organization’s health care system among students of
different nationalities.

In reality, it is highly impossible to provide overseas study
programs for the enhancement of global health nursing com-
petency through tuition paid by students. Research on var-
ious ways of financing global health nursing programs has
proposed a number of alternative methods for international-
izing student nurses.[29] In most nursing education programs,
overseas study programs are operated through external fund-
ing or students bear the cost themselves. Therefore, as an
alternative, educational content that students can discuss and
experience together for 2 to 3 weeks could be constructed. If
several countries form a network and operate global health
nursing education programs in each country, effective educa-
tion outcomes may be achieved.

Limitations
This study was an explorative study to identify students’ ed-
ucational needs in developing three countries’ global health
nursing programs. The findings have an inherent limitation
in generalization, because all respondents were only from
partner universities. Further research should focus on as-
sessing students’ educational needs in the development of
standardized global health nursing programs in any setting.

5. CONCLUSION
This study used Borich’s educational needs analysis model
to investigate nursing undergraduate students’ present and
required competency level in global health nursing to identify
educational needs to use the information for the development
of global nursing program. Many interesting conclusions can
be drawn from this research.

Educational needs by country showed that variables pertain-
ing to health care competencies in relation to developing
countries were highest in the United States, followed by Viet-
nam and South Korea. The variables with the highest scores
were globalization of health in the United States and South
Korea and the health implications of migration in Vietnam.
Global health nursing education needs slightly differed be-

tween the three countries. This could be due to differences in
the educational environments. Our findings regarding the cur-
rent needs for global health nursing of undergraduate nursing
students in these three countries can be utilized as basic data
for the development of global health nursing education pro-
grams in which the undergraduate nursing students from all
three countries can participate. Educational needs were also
shown to be higher in students who participated in overseas
field studies in the present study. Furthermore, we can utilize
the results as basic data for analyzing the effectiveness of
global health nursing education programs developed in the
future. Finally, the mere operation of an education program
can be used as basic data of the effects (e.g., planned or unin-
tended results) of global health nursing education programs
on students with diverse cultural backgrounds.

In the field of nursing, patients of diverse cultural back-
grounds are cared for by professional nurses. As such, stud-
ies that assist nurses in a broader understanding of patientsc
affect nurses’ duties and the development of required educa-
tional content for nurses.

In the reality of nursing education, an international strategy
for standardizing the undergraduate global health nursing cur-
riculum is needed. Additionally, a mechanism for comparing
and contrasting curriculums using global standards recog-
nized by accrediting bodies and organizations, such as the
International Council of Nurses, is required. Furthermore, a
core curriculum should be designed to direct nursing schools
offering international programs to consider cultural differ-
ences and define differences in health care systems, societal
norms, and environmental complexities that students will
encounter abroad. Future studies should examine the simi-
larities and differences that these students might encounter
when entering a host country.
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