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Abstract: Many researchers and practitioners agree that a specific skillset helps to provide good
healthcare to migrant and minority patients. The sciences offer multiple terms for what we are calling
‘diversity competence’. We assume that teaching and developing this competence is a complex,
time-consuming task, yet health professionals’ time for further training is limited. Consequently,
teaching objectives must be prioritised when creating a short, basic course to foster professionals’
diversity competence. Therefore, we ask: ‘What knowledge, attitudes and skills are most important
to enable health professionals to take equally good care of all patients in evermore diverse, modern
societies that include migrant and (ethnic) minority patients?’ By means of a modified, two-round
Delphi study, 31 clinical and academic migrant health experts from 13 European countries were
asked this question. The expert panel reached consensus on many competences, especially regarding
attitudes and practical skills. We can provide a competence ranking that will inform teaching
initiatives. Furthermore, we have derived a working definition of ‘diversity competence of health
professionals’, and discuss the advantages of the informed and conscious use of a ‘diversity’ instead
of ‘intercultural’ terminology.

Keywords: Delphi study; diversity competence; training objectives; competence prioritisation; health
professionals; migrant health; minority health; further education

1. Introduction

Societies are diverse. All members of societies are part of a multitude of collectives [1]
(p. 196), [2,3] (p. 48) such as age group, sex, gender, sexual preference, education, profes-
sion, and workplace. People have different political orientations, phenotypes, worldviews,
and spiritual orientations; belong to different lifestyle milieus, peer groups, etc. Everyone
has certain habits of thinking, evaluating, feeling about, and doing things in daily life,
and these might be related to the collectives of which one is a part. If people move ‘away
from their place of usual residence, whether within a country or across an international
border’ [4], they add—with their individual patchwork of identities [5]—to the diversity
of their new social environment and even add a new collective, since they are now cate-
gorised and perceived as ‘migrants’ coming from a certain region or country of origin, with
certain assigned or self-perceived structures of belonging, such as to a subgroup of that
society, a religious tradition, or a language community. Each person undergoes a specific
experience during transit, comes in a certain way and for specific reasons, fleeing from
and/or striving towards something. In the case of transnational migration, everyone is
additionally assigned a specific legal status with certain entitlements and restrictions, as
well as possibilities to change this status [6] (p. 171), [7] (p. 1025). In accordance with
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socially constructed classifications of humans—such as the mentioned examples—people
might be perceived and treated by fellow members of the host society in a specific way.

Many scientists and practitioners assume that special competences are needed to deal
with the ‘differences’ that migrants add to societies in professional settings. Since societies
are shaped by migration, ‘it is no longer possible to imagine debates on the requirement
profiles of skilled workers’ without reference to ‘intercultural competence’, which ‘has
become a much-used term and a central concept in a wide variety of practical fields’ [8]
(p. 13). Educational, linguistic, psychological, economic as well as health sciences reflect
on this competence and state demand for it (e.g., [9–11] (p. 490)). In the health sciences
literature, there seems to be an understanding that a specific skillset is needed to meet
the needs of all patients equally (cf. [12–14] (p. 225)). However, as in other fields (see [15]
(p. 284), [16,17]; for an overview on concepts, see [18] (pp. 413–414)), there is no agreement
on what to call this skillset, for example inter- or transcultural competence (e.g., [19–21])
or congruence [22,23], cultural competence [24], intercultural safety [25], and cultural
humility [26]). There also is no consistency regarding specific skills the concepts include
(cf. [27] (p. 45), [28] (p. 255).

The mentioned descriptors refer to ‘culture’, but the perceived and attributed dimen-
sions of ‘differences’ within a diverse population exceed those that are framed as being
‘cultural’. The term ‘diversity competence’ points to a realisation that when we reflect on
useful or even necessary professional competences in plural societies, we should consider
the above-indicated multitude of collectives that all individuals are part of, and therefore
the multitude of factors shaping their identities—be they those of a medical doctor or of a
patient. However, ‘diversity competence’ also does not come with a common, agreed-upon
definition (for a historical and analytical overview on the concept, see [29,30]).

If there is a need for a specific (professional) skillset within the health sector, the
question is: What competences should health professionals possess to take good care of all
their patients in evermore diverse, modern, differentiated, plural and democratic societies
which include migrants and (ethnic) minorities? Additionally, since there are different
concepts and potentially extensive lists of skills to be fostered: What are the most important
skills to ensure everyone is being taken care of equally?

In order to address these questions, we want to report on a specific part of a Delphi study
that was undertaken as part of a project, funded by the European Institute of Innovation
and Technology (EIT-Health), called ‘Improving Diversity Sensitivity in healthcare—Training
for health professionals’ (IMPRODISE). The project aimed to respond to the health-related
challenges of an increasingly diverse European population by improving health professionals’
ability to deliver equitable care. It involved partners from Ghent University in Belgium,
Heidelberg University Hospital in Germany as well as Hvidovre Hospital and the Univer-
sity of Copenhagen in Denmark. The research partners were aware that because of the
multidimensionality of the topic and its complexity, intercultural or diversity competence
courses regularly take a least a few days, often stretching over months [31] (p. 43). However,
many health professionals have just one to six days a year allotted for continuing medical
education [32] (p. 4). Moreover, they regularly work shifts and many hours, so they do
not have much time, and appreciate flexibility [32] (p. 6). Thus, we aim at designing an
eight-hour Massive Open Online Course (MOOC) for diversity sensitisation that meets the
requirements of these adult learners in terms of compactness and flexibility.

To find out what the most important competences and therefore teaching objectives
are, we wanted to explore how academic and professional experts in migrant health define
diversity competence, especially regarding care for migrants and (ethnic) minority patients,
and what competences they prioritise. The outcome of these questions will be reported
here, and the results of the remaining study in a forthcoming article.
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2. Methods
2.1. Sample Size and Selection of Experts

Data for this modified online Delphi study with two rounds were collected from
9 September 2020 to 10 January 2021. We invited experts who were likely to be able to
contribute to the discussion from their specialist background and experience. Therefore,
we aimed at including academic as well as practice experts in the field of migrant health
and diversity. To be considered an expert, academic participants were to have diversity as a
focus area of their scientific work, and to have published at least one academic article or
taught a course related to diversity as the main topic. Health professionals were to have
regular encounters in their daily work with migrant and ethnic minority patients. We also
wanted our panel to be composed of experts working in various European countries. We
used purposive and snowball sampling techniques to reach the desired composition of the
panel. Academic experts were identified mainly through existing research networks related
to migration and diversity topics, as well as through online searches. Health professionals
were identified via networks of authors and project partners within clinical sectors: these
professionals were asked to nominate two to four nurses, clinicians and registered physicians
within their country who met our inclusion criteria. In each case, we also encouraged
further referrals.

2.2. Expert Panel and Study Schedule

A total of 89 experts from 20 countries, including 50 academics and 39 health profes-
sionals, were identified as meeting our criteria, and were invited to participate via email.
The invitation letter consisted of a brief outline of the project and its objectives, the number
of rounds and an estimated time commitment, as well as a guarantee of anonymity of
responses. Of the invitations, five went to invalid email addresses, 29 people did not
respond to our invitation, and six people declined to participate. From the 49 experts who
agreed to participate, 31 actually filled out the questionnaire (response rate 37%).

This final panel consisted of 18 academics and 13 health professionals, working in
13 European countries (see Table 1). Nine of the panellists had a migration background
themselves (for more detailed socio-demographic data, see Supplementary Table S1). The
majority had been involved in teaching activities on diversity topics (26) as well as in
research (27) and had published on the topic. A total of 18 of the participants were or had
been involved in providing medical care to migrant and ethnic minority patients.

Table 1. Overview of the characteristics of the 31 participating experts (for full socio-demographic
table—see Supplementary Table S1).

N % Missing Data

Age 3
25–34 years 1 4
35–44 years 7 25
45–54 years 13 46
55–64 years 4 14
65–74 years 3 11

Sex 3
Male 12 39
Female 19 61
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Table 1. Cont.

N % Missing Data

Country of residency 5
Austria 1 3
Bulgaria 1 3
Denmark 4 13
France 2 6
Germany 5 16
Greece 1 3
Italy 1 3
The Netherlands 3 10
Norway 1 3
Spain 3 10
Sweden 5 16
Switzerland 3 10
United Kingdom 1 3

Academic Degree
MSc, MA, MD 15 48
Ph.D. and Dr. 14 45
Other 1 3

Discipline (multiple possible)
Medicine and public health 17 55
Nursing and nursing sciences 3 10
Psychology 2 6
Social and cultural sciences 10 32

Current job position (multiple
possible)

Administrator 2 6
Teacher 8 26
Nurse 2 6
Medical doctor 8 26
Research/academic expert 23 74
Diversity trainer 4 13
Other (specified in attachment) 6 19

Years of experience in this position 2
min. = 2; max. = 36
average = 14.6 years

(Past or present) involvement in the
medical care of migrant and ethnic
minority patients?

Yes 18 58
No 13 42

Number of publications published
on diversity and/or transcultural
competence topics

None 4 13
1–5 9 29
6–10 4 13
More than 10 14 45
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Table 1. Cont.

N % Missing Data

Involvement in training or teaching
activities regarding diversity
sensitivity for (health) professionals

Yes 25 81
No 6 19

Responsibilities (multiple possible) 6
Course development 23 92
Course implementation/teaching 25 100
Advisory role 13 52

The experts received a link to the online survey containing a brief introduction, a
description of the structure of this study, including relevant technical and organisational in-
formation, and a consent form, to agree on the usage of the gathered data in pseudonymised
form. Analysis was performed anonymously, without matching personal information to the
data. Professional affiliations were only subsequently assigned to the reported quotations
and to analyse the response behaviour with regard to a single question (see discussion, p. 16).
We allocated three to four weeks of response time for each round. To non-respondents,
we sent weekly reminders after 10 days. Of the 31 experts participating the first round of
the Delphi Study, 26 fully completed the second round. Three people partly filled out the
second survey, another two did not respond to the final survey link and reminders.

2.3. Design and Analysis of Round 1: Collection of Most Important Diversity Competences

We started with a ‘classical’ qualitative round, meaning an open-ended question, to
‘generate ideas’ on how to define diversity competence, and gather comments on the panel’s
understanding of the issue [33] (pp. 69–70). In reference to structural models of intercultural
competence (e.g., [34] (p. 347), [35] (p. 23), [36], which are also widely agreed upon in
the healthcare literature [37] (p. 120), we wanted to make sure that cognitive, affective,
and pragmatic dimensions of diversity competence were considered, so we provided a
simplified definition of those dimensions:

‘Diversity competence is most commonly described as consisting of three key
dimensions: affective, cognitive, and pragmatic. The affective dimension includes
what we want, what we think about things and people, how we feel and how
we deal with these feelings. The cognitive dimension includes what we know,
consider and reflect upon. The pragmatic dimension includes what we are able
to do. With this in mind, what are—in your opinion—the three most important
qualities/abilities/skills that a health professional should possess in order to
provide good and diversity-sensitive healthcare, especially to migrant and ethnic
minority patients?’

Content analysis of 106 generated statements was performed by SZ. Each analysis
step was discussed with JS and CM. Firstly, statements that referred to similar topics were
grouped together via copy and paste. Sometimes part sentences had to be grouped within
different (and therefore two or more) categories. Afterwards, a summarising statement or
category was assigned to each group. Secondly, the team collectively collapsed statements
that carried the same meaning into one statement, trying to stay true to the most commonly
used wordings of the panel [33] (p. 85). Unique statements were kept as worded. Categories
and subcategories were refined using the new collapsed list of statements (ibid.). Condens-
ing the statements into items, the round 2 questionnaire was created, which was structured
according to affective, cognitive, and pragmatic dimension as well as the headline/category
of the identified themes (see Table 2). Free-text comments elaborating on suggested items
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were also grouped under the categories and kept as full-text quotations to be provided to
the panel under each item block in the round 2 questionnaire.

2.4. Design and Analysis of Round 2: Prioritisation of Diversity Competences

After gathering opinions as to what the most important diversity competences were
considered to be, we categorised them. The category system (Table 2) in turn became the
structure of the second-round questionnaire, which looked as follows:

Table 2. Categorisation of first round content analysis.

Affective Dimension Number of Items

ATTITUDES
• General attitudes 7
• Leaving one’s own comfort zone 3

AWARENESS
• Diversity awareness 2

• Awareness of bias and prejudice 5
• Self-awareness and reflection 7
• Avoiding generalisation and depreciation 4

Cognitive Dimension

KNOWLEDGE
• Knowledge on diversity topics 6
• Knowledge on migrant health differences 6
• Knowledge on structural factors 4
• Public health approach 3

Pragmatic Dimension

SKILLS
• Overcoming language barriers professionally 3
• Listening skills 1
• Communication skills 4
• Trans- and cross-cultural enquiries 3
• Suggested readings 2
• Patient centredness and change of perspective 4
• Flexibility and pragmatism 3
• Stress- and trauma-sensitive care 2

A total of 65 items were generated for this second-round questionnaire (for the gen-
erated items of both rounds, see Supplementary Data S2; full-text elaborations that were
also provided to the panel are omitted in the Supplementary to ensure anonymity). The
questionnaire was pre-tested by, and discussed with, three academic and practice migrant
health experts for refinement. The pre-testers were asked to assign a degree of unim-
portance/importance to the generated items on 6-point Likert scales. This turned out to
be a challenging task since they considered all items to be important. Consequently, we
presumed that panellists would also have a hard time rating items such as ‘open mind-
edness’ or ‘knowledge about the network of local actors’ or ‘listening’ to be unimportant
competences. The added explanatory comments of colleagues would additionally remind
participants that fellow experts had already deemed the suggested competences essential.
We therefore decided to use a unipolar, fully verbalised 3-point scale for this part of the
study, asking participants to rate only on the degree of importance (‘somewhat important’,
‘important’, ‘very important’).
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After round 2, we descriptively analysed the data to show expert rankings and pri-
oritisations, as well as consensus levels. In the Section 3, firstly we will provide a list
of key competences deemed most important across all competence dimensions—for this
purpose, we have calculated and ranked the mean (m) [33] (p. 90)—and we will also
report the standard deviation (SD) to denote the homogeneity of responses. Secondly, we
are interested in the level of agreement on the items within each competence dimension.
There are different ways of measuring consensus [38]. To further prioritise content and,
accordingly, to develop teaching objectives for a short course, we defined consensus on
importance as 80% of participants either voting ‘important’ or ‘very important’. As an
additional measure of central tendency, we also calculated the mode for each item, which
represents the most frequently occurring value [33].

3. Results

Of all the competences that the group has suggested across competence dimensions,
experts considered the following diversity competences (Table 3) to be the most impor-
tant ones:

Table 3. Highest ranked competences (according to mean value) across dimensions.

Mean SD

1 Respectfulness 2.96 0.522
2 Ability to communicate understandably (for this patient) 2.93 0.258
2 Ability to find out what this individual patient needs 2.93 0.621
2 Ability to address the individual needs of the patient 2.93 0.258
3 Self-reflection skills of own biases 2.90 0.305
3 Non-discrimination 2.90 0.402
4 Working with interpreters properly 2.89 0.309
4 Finding solutions together with the patient 2.89 0.309
5 Ability to listen 2.81 0.393
6 Being empathetic towards each patient 2.79 0.410
6 Avoiding generalisation 2.79 0.483
6 Open-mindedness 2.79 0.550

For nine of the 12 items on this list, we also observed the highest possible level of
agreement, meaning 100% of the panel regarded them as either important or very important
(see Supplementary Data S2 for full quantitative results). Only ‘non-discrimination’ and
‘avoiding generalisation’ received one and ‘open mindedness’ two ‘somewhat important‘
ratings. Assigning these highest-ranked competences to the respective categories and
diversity dimensions shows that they are affective and pragmatic in nature, and no solely
knowledge-based competence made this high-priority ranking list (see Figure 1).

Since the consensus of the experts is supposed to help us to prioritise competences
and therefore teaching objectives, we will show further results using a ranking according
to the level of consensus within each diversity dimension, occasionally accompanied by
some expert comments on suggested items.
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Figure 1. Highest-ranked diversity competences (rank number, see outer ring) according to mean
value grouped by thematic categories and diversity dimensions.

3.1. Affective Dimension

In the affective dimension, the panellists stated ‘attitudes’ they considered as defining
for diversity-competent professionals. Additionally, self-reflective skills and the ability to
avoid generalisation, prejudice and discrimination were considered as being significant in
managing affects. One of the free-text suggestions depicts these themes:

In the affective dimension, the professional should be open-minded and be curious so
[as] to allow them to learn from the patient, especially around health issues affecting
patient’s life and how to solve them even when the strategies might be different from
those of biomedicine. The first step is to be reflective and critical about [the] professional’s
power position in relation to patients, and the second, the willingness to change (AER11)

Under the highest-ranking items according to consensus levels were ‘respectfulness’
and ‘self-reflection skills of own biases’ (also see key competences in Table 3). Several
experts commented that being ‘aware’ of own prejudices was more important than trying
to ‘avoid’ biases (especially in asymmetrical relationships). Another item, which did not
already make the cross-dimensional mean ranking list (Table 3) was highly prioritised
within the affective dimension, according to consensus level: ‘diversity awareness’, which
experts explained like this:

Develop more understanding of the effects of the diversity dimension on conflicts, tension,
misunderstandings, or opportunities (AETR1)

To gain information about the meaning of the diversity dimensions in the healthcare
system (including: knowledge about Diversity Self-Awareness) [ . . . ] (AETR1)

None of the experts regarded this as only ‘somewhat important’, and it showed
a slightly higher number of (just) ‘important’ ratings than the other two most highly
prioritised competences shown in Table 4.
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Table 4. Ranking according to consensus in the affective dimension 1.

Competence M SD Mode Consensus

Respectfulness 2.96 0.522 3 100.0

Self-reflection skills of own biases 2.90 0.305 3 100.0

Diversity awareness 2.76 0.532 3 100.0

Non-discrimination 2.90 0.402 3 96.6

Avoiding generalisation 2.79 0.483 3 96.6

Ability to change the perspective (get to know and emphasise with the
position of the ‘other’)

2.76 0.502 3 96.6

Being non-judgemental 2.76 0.502 3 96.6

Cross-/cultural awareness 2.69 0.532 3 96.6

Open-mindedness 2.79 0.550 3 93.1

Self-reflection skills of own (power) position in the medical encounter 2.72 0.581 3 93.1

Avoiding prejudice 2.66 0.603 3 93.1

Self-reflection skills of own sociocultural background 2.59 0.628 3 93.1

Self-reflection skills of own cultural habits of thought, evaluation
and practice

2.59 0.617 3 93.1

Humility 2.48 0.623 3 93.1

Curiosity 2.45 0.621 3 93.1

Self-reflection skills of own behaviour 2.45 0.621 3 93.1

Readiness to work with uncertainty 2.54 0.626 3 92.9

Self-reflection skills of own context 2.45 0.674 3 89.7

Self-reflection skills of own feelings 2.21 0.663 2 86.2

Self-reflection skills of own cultural health beliefs 2.41 0.720 3 86.2

Patience 2.32 0.710 3 85.7

Politeness 2.07 0.640 2 82.8

Compassion 2.14 0.742 2 78.6

Readiness to be courageous 2.03 0.809 nm * 69.0

1 Items which did not reach consensus are displayed in grey, * nm = no mode, same number of clicks for different
scale-values.

Three of the items in the affective dimension reached a consensus of 100%, 14 of the
suggested items higher than 90%. Almost all the proposed items in the affective dimension
reached our consensus threshold, in the sense that at least 80% of the experts considered them
important or very important. Only regarding the items ‘courageousness’ and ‘compassion’
did opinions vary more widely. The former was explained by the panellist who suggested
it (and therefore in the questionnaire) as ‘courage—to reach out to patients, see one’s own
vulnerability and create a valuable relationship [that] can result in [an] encouraging encounter and
be helpful in giving healthcare’ (AETR1). Here, approximately one-third of the participants
voted for each importance option. Regarding the latter (‘compassion’), another panellist
suggesting it defined it as ‘spreading wings of mercy to all patients’, which prompted a critical
reaction from a colleague: ‘I do think we need empathy but not compassion, otherwise it means we
are too close to the patient (HPR2)’.

When reporting the results of each competence dimension, we will also look at the
outcomes within the thematic areas that all our items were previously grouped by (see
category system, Table 2) and point to the most important (mean) and most disputed items
(SD) within each thematic category. The most important attitudes were: ‘respectfulness’
and ‘open-mindedness’; the most disputed ones (according to deviation of opinions) were
‘politeness’ and ‘compassion’. Being able to leave one’s comfort zone was considered as
important in the sense of being ‘ready to change the perspective towards empathy for the patient’
and to ‘admit there may be things we don’t know’ (HPR1); more disputed here was the necessity
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to be courageous. Diversity and cross-cultural awareness were agreed to be relevant; and
of the proposed self-reflection skills, reflection on own biases and own power positions
were considered most important. A little more disputed here (but still reaching a high level
of agreement) was the necessity to reflect on own cultural health beliefs, own feelings, and
own behaviour.

3.2. Cognitive Dimension

Regarding what professionals should know in order to provide diversity-sensitive
healthcare, especially to migrant and ethnic minority patients, consensus was generally
not as high as in the affective dimension. Mean values and standard deviation also show a
higher variance of opinions (see Table 5).

Table 5. Ranking according to consensus in the cognitive dimension.

Competence M SD Mode Consensus

Knowledge about social determinants of health 2.72 0.447 3 100.0

Ethical and human rights competence 2.46 0.566 3 96.4

Knowledge of migrant-health differences such as psychosocial stressors
in exile

2.62 0.611 3 93.1

Knowledge of migrant-health differences such as the influence of social
exclusion and discrimination

2.66 0.603 3 93.1

Knowledge of migrant-health differences such as influence of (forced)
migration

2.55 0.621 3 93.1

Knowledge about the influence of policies on own field of activity 2.34 0.603 2 93.1

Knowledge about the legal context in the country in which you are
working as a health professional

2.38 0.715 3 86.2

Knowledge about the asylum process in the country in which you are
working as a health professional

2.31 0.700 3 86.2

Knowledge of migrant-health differences such as special diseases 2.21 0.663 2 86.2

Knowledge of migrant-health differences such as differences in
effective treatment

2.34 0.708 3 86.2

Knowledge about the network of local actors 2.34 0.708 3 86.2

Knowledge about clinically applied ethnography * 2.31 0.748 3 82.8

Knowledge about different belief-systems/world views/cosmovisions 2.24 0.727 nm 82.8

Knowledge of migrant-health differences such as differences in morbidity 2.14 0.681 2 82.8

Knowledge about different religions 1.79 0.609 2 69.0

Being able to circumscribe own field of professional activity from the
influence of the political sphere (quote: ‘evidence-based more than
policy-based medicine’ AETR1)

2.04 0.838 3 66.7

Knowledge on critical theoretical approaches to ‘culture’ 2.00 0.871 nm 62.1

Knowledge about different cultures 1.66 0.603 2 58.6

Knowledge about anthropology (how social and cultural habits are
studied scientifically)

1.71 0.795 1 50.0

Items which did not reach consensus are displayed in grey.

The only item reaching 100% consensus, since all participants deemed it to be im-
portant or very important, was ‘knowledge about social determinants of health’; and of
the two other items we considered as being part of a public health approach, ‘ethical and
human rights competence’ was also highly prioritised by almost all panellists. Almost
equally distributed between all answer options, and therefore more controversial, was
the reaction to the necessity to demarcate the medical and political sphere, explained as:
‘evidence-based more than policy-based medicine’ (AETR1). However, of the structural factors
that could be essential to know, ‘knowledge about the influence of policies on own field
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of activity’ ranked highest, followed by ‘knowledge on national legal contexts’, and the
‘network of local actors’ as well as ‘the asylum process.’

Regarding ‘knowledge on specific migrant-health differences’, the experts considered:
‘psychosocial stressors in exile’, ‘the influence of social exclusion and discrimination’ as
well as ‘the influence of (forced) migration’ as most essential. Disease, treatment, and
morbidity differences were not prioritised as highly.

The opinions on the relevance of knowledge about issues often summed up as ‘cultural’
aspects were a little more divided. Many experts agreed that knowledge on different
belief systems as well as techniques to explore the patient perspective are relevant (see
respective item * in Table 5). To carry out the latter, ‘clinically applied anthropology’ was
proposed, meaning the utilisation of perspectives and methods of anthropology to explore
the patients’ point of view. In connection to this, panellists suggested two texts, which we
provided to the group to be rated via a ‘yes/no’ option as to whether health professionals
should be familiar with them. The first was Kleinman and Benson’s ‘Anthropology in
the Clinic’ (2006) [39]. Here, the authors warn against simplistic notions of intercultural
competence which offer one-size-fits-all solutions and are prone to stereotyping, suggesting
instead that professionals should find out what is at stake for patients and explore the
patient perspective of their illness and therapy. A total of 24 (83%) of our experts agreed
that health professionals should be familiar with this concept. Experts also proposed
and rated the importance of being familiar with, secondly, the ‘Cultural Formulation
Interview (DSM-5)’ [40], an interview guide that is supposed to help explore the influence
of migration experience and the explanatory model of patients (developed and used
especially in psychological settings): here, 23 experts (79%) voted diversity-competent
health professionals should be familiar with this guide.

A further finding in the cognitive domain was that experts considered knowledge
about different religions to be important, but this item did not reach consensus. There
was even less agreement on the importance of knowledge about ‘cultures’ and of their
critical and scientific study, which also did not reach consensus. Free-text suggestions and
comments mirror these controversies: whereas someone states that knowledge on ‘broad
cultural differences (individualistic vs. collectivist [orientations], influence of religion, importance of
family role, shame and taboo)’ (HPR1) were important, other experts fully or partly disagreed:

Self-reflection (affective, cognitive and pragmatic) about social-cultural background,
context and position (‘positionally‘) and not exclusively focusing on the ‘culture’ of the
‘other’! (AER1)

I have serious doubts if there is any useful knowledge on ‘cultures’, using the plural of this
word and thus an essentialist concept of ‘cultures’ that can be described and distinguished
one from the other. I think it’s important to talk about ‘culture’ yet problematic to talk
about ‘cultures’ (the only useful way of doing this in teaching is probably by satire and
irony for triggering reflection on stereotype etc.) (AER2)

3.3. Pragmatic Dimension

The statements and prioritisations in the pragmatic dimension received a higher level
of agreement than in the cognitive dimension, with eight items reaching a consensus of
100% and four of higher than 90% (Table 6).

According to means and consensus levels, the three most highly prioritised com-
petences address individual communication and care. The first two items point to the
importance of successful communication. All panellists regarded the ability to explain
and provide information ‘in a way that this patient understands’ as important or very
important. In addition, it was considered crucial to identify and address individual needs.

Communication skills are also important—both in listening as well as imparting informa-
tion to others, including verbal and nonverbal communication. Poor communication can
easily shut down or swing the focus of a healthcare encounter wildly off course—there are
countless examples of this—and can delay diagnosis, lead to unnecessary investigations
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and/or inaccurate diagnoses, and thus harm the patient. Poor communication also makes
healthcare encounters uncomfortable for health workers, and may influence the way they
interact with patients from other ethnic or cultural backgrounds in the future. (HPR1)

Panellists stated diversity-competent health professionals should not only communi-
cate understandably, but also in an open-ended manner, being aware of non-verbal cues,
whereas using ‘non-verbal signals’ was not endowed with the same level of importance. In
overcoming language barriers professionally, half of the experts regarded ‘language skills’
as only ‘somewhat important’. ‘Working with interpreters properly’ and ‘knowing the
pitfalls of using ad hoc and lay interpreters’ were seen as much more important. Further-
more, many panellists had suggested that the ‘ability to listen’ was essential for diversity
sensitivity (here only a few examples):

In the pragmatic dimension, professionals should listen instead of asking and talking all
the time (AER1)

Communication: listening, creating a bearing/empathic/attentive relationship to patient
and relatives (AER1)

The art of listening has been lost, in the development of cultural competence listening is
basic (AER1)

Table 6. Ranking according to consensus in the pragmatic dimension.

Competence M SD Mode Consensus

Communicate understandably (explain and provide information in a way
that this patient can understand) 2.93 0.258 3 100.0

Finding out what this individual patient needs 2.93 0.621 3 100.0

Addressing the individual needs of the patient 2.93 0.258 3 100.0

Working with interpreters properly 2.89 0.309 3 100.0

Finding solutions together with the patient 2.89 0.309 3 100.0

Ability to listen 2.81 0.393 3 100.0

Ability to be empathetic towards each patient 2.79 0.410 3 100.0

Knowledge of the pitfalls of ad hoc/lay interpreters 2.75 0.433 3 100.0

Communicate with awareness of non-verbal aspects of communication 2.64 0.549 3 96.4

Communicate in an open-ended enquiry 2.59 0.562 3 96.3

Getting to know the patient in a holistic way (understand collective and
cultural ties, know about their experiences and daily lives)

2.32 0.601 2 92.9

Being flexible and adaptive 2.75 0.575 3 92.9

Identifying if patients had traumatic experiences 2.46 0.680 3 89.3

Actively ask about patient’s personal point of view concerning the
disease (e.g., beliefs of how it came to be and how it should be treated, the
meaning of the diagnosis for the patient’s life)

2.44 0.697 3 88.0

Providing stress- and trauma-sensitive care 2.36 0.718 3 85.7

Being able to address conceptual differences related to health/disease
and treatment

2.19 0.680 2 84.6

Ability to use non-verbal signals to communicate 2.15 0.755 2 77.8

Ability to improvise 2.29 0.839 3 75.0

Language skills 1.79 0.860 1 50.0

Delivering spiritual care or refer to professionals in the field of
spiritual care

1.54 0.778 1 35.7

Items which did not reach consensus are displayed in grey.

Asking patients actively about their understanding of the disease and therapy as
well as addressing related conceptual differences were seen as significant by many (and
reached consensus). For this item, the field of opinions was spread more broadly than for
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the previous items. There was some discussion about proactive cross- and transcultural
enquiries. Some believed to conduct such enquiries could be too much to ask from health
professionals and it could ‘be perceived by patients as embarrassing or transgression’ (AER2);
active listening would in most cases be sufficient. Another panellist also stated that
addressing ‘concepts’ of disease and related differences might overstrain professionals and
suggested they should instead use Kleinman’s approach to explore explanatory models,
using some simple questions (AETR2).

Regarding change of perspective and patient centredness, as mentioned above, indi-
vidual needs assessment and care received an overwhelming level of approval. Empathy
was considered as an important or very important basis for pragmatic skills by the panel.

All [ . . . ] attributes [ . . . ] should ideally be informed by empathy: an ability to put
yourself in the other’s shoes, no matter who they are (AER1)

Regarding a holistic understanding of the patient within his/her contexts and col-
lectives, there was also much agreement, but most participants voted for the middle
category ‘important’:

Rather than relying exclusively on a preconceived knowledge about patients’ assumptions
and expectations, professionals should develop a critical thinking in order to be able to
recognise and reflect upon the unique experience of the patient based on the dynamic
intersection of factors which are generally not lived in isolation, and to respond to them
in an integrated and comprehensive way (AER1)

To see the patient as an ‘individual’, while keep in mind that group dynamics and
belonging to a particular (cultural/ethnic) group can affect ‘individuality’ (AETR1)

To leave his rationality and try to understand the needs, the problems, the world of the
person (AETR1)

Ability to understand patients’ context and sociocultural representations. Knowing
the immigrant patient involves their daily life, the difficulties faced, the supportive
environment they have and what is significant in their health from their individual and
cultural perspective (HPR1)

No consensus was reached for ‘spiritual care’ and/or referral by the health profe-
ssionals—64% of the panellists considered this to be only ‘somewhat important’. The panel
also discussed if diversity sensitivity also meant identifying and addressing traumatic
experiences. Consensus was reached, but panellists were aware that

(1) it ‘is very important but also a very delicate issue’ (AER2) and
(2) it ‘is important as long as the patient demands help or agrees to be helped by the professional.

Caution should be exercised because not all people who have suffered trauma, whether or not
linked to the migration process, want to relieve and share it’ (HPR2).

Regarding a ‘pragmatic’ attitude in the literal sense, the panel regarded it as essential
to find solutions together with the patient, which fits a patient-centred care objective. It
was also considered good to be flexible and adaptive. Sometimes improvisation is also
needed, but there was no consensus on this ability.

3.4. Structural Competence: An Issue Cutting across All Diversity Dimensions

The panellists were asked to refer to knowledge, attitudes, and skills in their sug-
gestions for the most relevant diversity competences, yet they expanded this common
conception of competence—ultimately focused on individuals and their capabilities to deal
with diversity and difference in interactions—to include structural aspects. Throughout
the competence dimensions, we found references to structural aspects, beginning with,
for example, a comment that communicative difficulties might not only occur because of
lacking language proficiency, but might ‘even’ be linked to ‘institutional issues’ (AETR1); and
there were suggestions about including reflections on the ‘situation and context’ of patients,
when trying to understand what happened in an interaction (HPR1). Panellists also pointed
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to the importance of knowledge on legal and policy issues, which influence or even make
up the context of migrant and minority patients’ lives:

Structural Factors and Public Health Approach: To know how the administrative situation
of the immigrant in the host country (legal or illegal) influences his/her health status, due
to the numerous socio-economic conditions, and to know what these are (HPR2)

Another expert stated that a caring, open attitude and attempts to understand strate-
gies deviating from bio-medical ones should be based on the willingness to reflect upon
one’s own professional and societal power position (HPTR2). The following quotations
also point to such a reflection:

[ . . . ] The first step is to be reflective and critical about [the] professional’s power position
in relation to patients (AER1)

[Reflection on] various forms of abuse of power (conscious and/or unconscious), pater-
nalism and any other form of imbalance of power in the relationship between health
professionals and patients (HPR2)

Power asymmetries between doctors and patients, professional helpers and those in
need, representatives of a majority and a minority, citizens and non-citizens, scientists, and
laypeople (see further examples [41] (p. 781), [42] (168, 172)) should therefore be considered
in attempts to explain incidents in interactions that deviate from one’s own conception of
normality. According to our panel, further structural factors to be addressed regarding
diversity competence are individual and societal forms of exclusion and devaluation of
migrants and minorities:

Self-reflection [ . . . ] including individual and structural racism (AETR1)

[Knowledge on] the influence of social exclusion and discrimination (HPR1)

4. Discussion

Diversity competence is not just an additional competence but can be seen as a ‘spe-
cial qualification’ which enables professionals to fulfil the general requirements of their
profession in complex situations and interactions with a super-diverse patient population.
Leenen et al. similarly made this point for intercultural situations [43] (p. 117). They deduce
that every practice setting requires a correspondingly adapted competence profile [8] (p. 20).
Intercultural or diversity competence models in the health sciences sector are often based
on literature reviews within the health sciences and on authors’ personal experiences; few
conceptual models have been made based on ‘leading expert opinions’ or ‘methods such
as Delphi’ [37] (e124). We used this method to specify a diversity competence profile for
the health sector and prioritise its content. To that end, we asked migrant health experts
to state the most important diversity competences for health professionals working with
migrant and minority patients. Since many competences suggested and rated by our panel
received a high level of approval, to sum up, we will only consider those that reached the
highest levels within each competence dimensions to derive a minimal (!) definition of
essential diversity competences:

Diversity-competent health professionals respect their patients and are aware of the wide
variety of possible attributes and collective memberships that all participants bring to
a healthcare encounter. They can reflect on their own biases and strive towards equi-
table treatment, applying an ethical, human rights-based approach. Their competence
also includes knowledge on social determinants that can affect the health of their pa-
tients. Diversity competent health professionals can communicate understandably and
are empathetic listeners, who identify and address the individual needs of each patient
and find solutions together. If necessary, they are able to work with interpreters in a
professional manner.

This minimal definition contains basic elements, such as respect, empathy, awareness,
self-reflection, and communicative skills that are known from other diversity and cultural
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competence definitions in healthcare (cf. [44,45]). However, our high-threshold definition
is supplemented by aspects that are of particular relevance in the medical setting (see
Figure 2)—firstly, that knowledge about social determinants of health should be linked
with diversity considerations. This is in accordance with the findings of a similar Delphi
Study, addressing medical teacher competences [46]. Secondly, to also foster an ethical
and human rights-based professional practice while addressing diversity competence in
healthcare settings, any training needs to remind people of their (professional) ethics.

Figure 2. Key diversity competences                          
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Figure 2. Key diversity competences. (* Empathy: in this summary, categorised as ‘affective’, formerly—
in the questionnaire—assigned to the pragmatic dimension, within the ‘category patient centeredness
and change of perspective’).

‘Respect’ can already be considered an ethical principle—which includes assigning
‘equal moral worth’ to everyone, so everyone ‘deserves’ equal and substantial respect’ [47]
(p. 218). Two (of the four) healthcare ethics principles—autonomy and justice [48]—are
of particular importance regarding diversity-sensitive care. Autonomy not only means
respecting autonomous choices of patients, but also exploring their perspectives, preserv-
ing ‘their dignity and moral agency’ and seeing them as ‘equal partners in healthcare
encounters’ [47] (p. 219). Respectful treatment in that sense should be linked to justice. A
widely accepted justice concept is that of non-discriminatory care (ibid.): physicians have
sworn not to permit ‘considerations of age, disease or disability, creed, ethnic origin, gender,
nationality, political affiliation, race, sexual orientation, social standing or any other factor
to intervene between [their] duty and [their] patient’ [49]. The respective suggestions of the
panel show that diversity training should not be seen as a new, stand-alone, extraordinary,
or exotic topic, but can and should be linked to such relevant socialisation content within
the respective professional context. To link diversity considerations with professional ethics
might also help boost the credibility of and relevance attribution to soft-skills training of
the sort that is discussed here. Our panel also proposed a human rights-based approach as
an additional normative frame for diversity education. There already is some discussion
of human rights education in the health sciences [50] and we found examples of related
teaching and advocacy initiatives [51–54]. Such approaches have a normative, but also a
legal, component which can be of significance for decision making and advocacy in caring
for migrant patients (e.g., with respect to victimhood of torture in refugee medicine or
female genital mutilation). There are conceptual and didactical examples that already
integrate human rights education with intercultural and diversity training in nursing [55]
as well as in social work (see, e.g., the Social Justice and Diversity approach: [56,57]), which
can inspire training conceptualisation.
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Whereas our study shows that diversity and cross-cultural awareness are seen as
important by a majority of experts, acquiring knowledge on religions (69%) and especially
on cultures (57%) did not reach a consensus level of over 80%. Here, the sentiments of our
panel seemed to be divided between the recognition of a need for information to foster
understanding, and the assessment that such inquiries and analysis are tricky tasks and
should only happen in a condensed and clinically relevant way. In a Swedish Delphi-study
on core ‘cultural’ competences in nursing, knowledge acquisition on ethnic and cultural
identities of patients also did not reach consensus [58] (p. 2631), whereas an American
qualitative study found that most of the participating health professionals (who considered
cross-cultural training as being important) suggested learning about different cultures and
customs should be included [59] (p. 135). However, the majority of our panel favoured
looking at individuals, their perspectives and their specific needs, instead of extensive
knowledge acquisition about ‘cultures’ in general; moreover, they suggested that health
professionals should engage in various kinds of self-reflection. This is in line with aspects of
individualised, patient-centred care [60,61] and corresponds to the current state of research
regarding (trans)cultural competence, where the gaze is no longer strongly directed towards
the others and their otherness, but a more procedural, individualistic and (self-)reflexive
standpoint is taken (see, e.g., [46] (p. 72), [62,63]). One hypothetical explanation for
contradictory findings could be found in the panel compositions. An overwhelming
number (23) of our panellists identified as researchers or academic experts. Eight panellists
identified as ‘teachers’, with four as ‘diversity trainers’ themselves2. The mentioned
development away from potentially essentialist approaches [64], towards transculturality
in pedagogical, cultural and social sciences might have ‘reached’ academic experts earlier
than professionals with mainly practical daily routines. Our panel was—like the Swedish
one—a mix of academic and practice experts, but only four of our 18 practitioners identified
as being solely clinically involved. A look into the data shows that three of the four
clinicians considered ‘knowledge about different cultures’ as important, one as ‘very
important’; yet only one other person in a medical administrative position shared this last
assessment, with almost all of the teaching academic experts (7 of 8) in this round giving
this form of knowledge the lowest priority. Since our sample is small and many of the
professional affiliations overlap, further research would be needed to explore whether
medical practitioners tend to appreciate being presented with concrete ‘knowledge’ about
cultural habits of people of specific origin. In an increasing number of academic disciplines,
such ideas are deconstructed as useless or even harmful. To explore the expectations of
course participants and consciously reject some of them might be worthwhile, since any
training has to strategize how not to foster the stereotypical imaginations it set out to fight
(cf. [8] (p. 27), [65]).

Generally, we observed a higher level of disagreement on knowledge content than on
the importance of affective and especially pragmatic objectives. This finding not only helps
to prioritise content, but it might also imply that ‘knowledge’ is considered as less impor-
tant overall than, for instance, attitudes, reflection skills and to a certain extent practical
skills. However, knowledge would be the easiest to prepare and present in a digital format.
In the pragmatic area, we can provide exercises—for example to practise communication
strategies—and we can offer recommendations for action and invite people to implement
in their daily routines what they have learned during the training. Regarding the affective
competences, there is some debate as to whether these can in fact be trained. One of our
panellists commented on his/her rating decisions in the affective dimension, stating he/she
had rated the importance of certain objectives lower, since they were ‘extremely difficult to
teach (e.g., curiosity)’ (AETR2). This points to the fact that diversity competence—like inter-
cultural competence—is an occupational-professional as well as personal quality cf. [43]
(p. 114)3. This means that while some competences can be trained, others will be harder to
achieve without a personal/ity predisposition [66]. In face-to-face training games, role-play
and simulations are used to allow for relevant ‘feelings’ to come up (e.g., [67–69]), get used
to and be reflected upon. This might be harder in a digital format. There is research on
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technology-enhanced role-play [70], but until something like that is publicly accessible, we
might still be able to trigger effects such as uncertainty or resentment through multi-media
content such as video clips, aiming to deconstruct negative emotional triggers, normalise
feelings and make them reflexively accessible; or we could stimulate empathy using meth-
ods such as case work. However, often used critical incidents (e.g., failed interactions
or misunderstandings; see [71]) will only be used by us to invite participants to create
multiple, multi-layered interpretations of situations, without providing ‘right’ answers. All
such efforts have to be accompanied by an individual guided, structured reflection to be ef-
fective (as performed by, e.g., Zembylas [72]). Finally, there is room for optimism regarding
training endeavours, since the division into affective, cognitive, and pragmatic competence
dimensions is somewhat arbitrary, because they are interdependent or interpenetrated in
everyday actions and we will connect the training to these everyday experiences. With
Bolten, we understand diversity competence as the product of a synergetic interplay of the
sub-competences [35] (p. 24), which should all be addressed, but not necessarily separately.

With regard to intercultural competence, there is debate as to whether we are dealing
with a special set of skills at all, or just general social or action competence applied in
intercultural settings [35] (pp. 23, 27), [73,74] (p. 109). How special this set of skills is, can
also be asked about what our experts considered ‘diversity competence’ to be. Most sug-
gested abilities might be useful for communication between people of different languages
or origins, different generations, social milieus, professional or scientific communities, etc.
Except for language proficiency or translation, all abilities are useful in any social situation.
As soon as we recall that diversity is nothing extraordinary, but is simply normal in societies,
the question of the specificity of diversity competence becomes even more interesting and
hard to answer. But what we can already say is that (1.) the changing demographic and
transcultural landscapes have implications for health systems (see [19] (pp. 19–20); and
there is (2.) ‘a consistent gap between minority and majority populations in terms of health
outcomes’ (for instance the mortality in relation to certain diseases differs according to skin
colour, see studies referred to by [75] (p. 188). (3.) Migrant and minority patients are often
less satisfied with their health system encounter (e.g., [76,77]); and (4.) health professionals
often describe their daily work with migrant patients as challenging ([78] (pp. 7–11), [79]
(p. 9), [80] (pp. 3–7), [81] (p. 38)). Thus, it makes sense to consider how these challenges
can be successfully met. Which terminology is used to discuss and practise strategies for
action is beside the point, but we see some advantages in the—not interchangeable, but
conscious—use of the diversity terminology over concepts of intercultural competence.

Firstly, the narrow focus on ‘natio-ethno-cultural membership’ [82] becomes broad-
ened. Especially in the context of migration, ‘culture’ is still mostly ascribed to national,
religious, or ethnic collectives. Not enough attention is paid to the fact that any human
is part of a multitude of collectives, including for example social and legal status, spatial,
leisure, and professional milieus. Each collective develops a multitude of habits (which can
be called ‘culture’) [3]. But as long as we do not yet assign culture to any human collective,
the diversity terminology seems more suitable than ‘intercultural’ terms. Additionally,
there are outdated, essentialist concepts of culture in circulation that imply homogeneity
of for example a ‘group’ of people of this or that nationality or religion. But cultures are
heterogenous, permeable and overlapping and without clear boundaries; they are dynamic,
and oftentimes ‘fuzzy’ (cf., e.g., [3,83,84]). At least as long as such non-essentialist, con-
structivist concepts of culture have not yet gained widespread acceptance, we would rather
talk of ‘diversity’, since this term evokes the appropriate associations of plurality, hybridity
and multi-collectivity.

Furthermore, since diversity competence can be seen as the ability ‘to normalise
strangeness of any kind in interactions’ [85] (p. 76), all patients, not only migrants and
minorities, can benefit from professionals who realise that plurality is normal in modern
societies. All patients can benefit from professionals who consider each patient’s identity
as a unique, multi-collective assemblage. Everyone benefits from professionals who are
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able to explore these individual identities, reflect upon them and take into consideration
what aspects are relationally and/or medically relevant.

Secondly, diversity competence concepts not only point to the opportunity of explo-
rations for the sake of the identification of health needs and concerns and as a basis for
supportive relationships, diversity concepts also come with a pragmatic management
focus fostering conscious organisational and institutional development towards inclusive
procedures and structures such as simplified bureaucracy, diverse workforce or regular
access to professional interpreting services in healthcare organisations (cf. [12] (p. 296), [75]
(pp. 185, 187), [86]). Diversity considerations can help to identify and tackle organisational
or institutional barriers of specific patient collectives.

Thirdly, diversity considerations should incorporate an awareness of contextual and
structural aspects that (might) influence patients’ scope for action, identities, lives and
health in significant ways (see similarly [87]), therefore scientific linkages with equity per-
spectives present themselves. Diversity considerations should be integrated with a focus on
social determinants of health [88], for example when considering diverse living conditions
of migrants and minorities. They also invite an extension towards a ‘sensitivity to the
influences of power asymmetries and collective experiences’4, which Auernheimer has
already conceptualised as a necessary extension of intercultural competence [89] (p. 118).
Anti-oppressive thinking and practice would be part of such an approach [18,90,91]. When
looking at ‘policies, economic systems, and other institutions (judicial system, schools, etc.)
that have produced and maintain modern social inequities as well as health disparities,
often along the lines of social categories [...]’ [92] (p. 55), we see the opportunity to link
and integrate public health reflections on various structural (‘downstream’ and ‘systemic’)
factors with the diversity competence concept, since it grasps multiple social categories.
In line with our panel’s suggestions, we intend to foster structural competencies in their
own right [93,94] and offer a diversity perspective which combines the awareness and
recognition of multi-collectivity with a reflection on social determinants of health, struc-
tural factors including power asymmetries, as well as social relations of inequality and
discrimination [95] (pp. 184–185).

5. Limitations

We do not claim that our expert panel’s prioritisations are representative, since we
performed a selective sampling of participants, and the results from our Delphi study could
be specific to this panel. On many aspects, consensus was reached in the Delphi sense, but
further research with larger samples would be needed to validate the results. In the course
of such research, it would also be advisable to ask patients for their opinion on the topic.

Comparisons regarding the response behaviour of academic versus practice experts
at first seemed interesting, but due to the composition of our panel, it would not have
been sensible, since professions and affiliations overlapped, and we could not distinctly
distinguish between the groups. Because we achieved a high degree of agreement, we
consider the compilation of results as sufficient. The open-ended approach of our study
was pre-structured by three given diversity competence dimensions that experts were
asked to address; we also limited the number of items that should be mentioned, forcing
prioritisation, but taking away the possibility of a completely free formation of expert
opinion. There is also the possibility of bias through other parts of the comprehensive
questionnaire that were not reported on here: many topics and comments might not have
come up in the second round of the part of this study reported here, because participants
worked through an extensive list of standardised items, rating pre-given training objectives
and content in round 1 before being asked to rate their own (open-ended) suggestions on
most important competences again in round 2. Furthermore, the decision to use a 3-point
scale, which we made after pre-testing the questionnaire, was explained with social reasons
for valuing all priorities of our experts as such. The high measures of central tendency and
consensus show that this decision was justified. However, we have withheld the possibility
of declaring the suggestions of others as unimportant. Additionally, from a statistical point
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of view, the 3-point scale limited analytical possibilities. Since the larger part of this study
worked with items to be rated that had already been standardised, two rounds seemed
sufficient and more efficient (cf. Jenkins 1994), even if the open-ended question presented
here about important diversity competences could have profited from a third survey round
to foster discussions.

6. Conclusions

Academic and health professionals provided their opinions regarding key diversity
competences of health professionals. After qualitative and quantitative analyses, our find-
ings allow for the prioritisation of teaching objectives, and we were able to provide a minimal
definition of diversity competence, specified for the health sector, linking it to the existing
public health discourse on social determinants of health, and structural factors, as well as to
healthcare ethics and human rights.

We have discussed some advantages of the term ‘diversity competence’: it allows
for a thematisation of individual conditions of the possibility of successful professional
encounters in the face of multiple perceived and constructed differences. It is conceptu-
alised as a more general competence than intercultural competence, one which applies to
interactions with all patients, not just a specific group of foreigners. Migration background
becomes one of many dimensions of differentiation, thus normalising difference.5 Scien-
tifically interdisciplinary inquiries can be fostered and linkages to other concepts such as
social determinants of health can be initiated, and in practice contexts not only individual
training, but also organisational development with a diversity management focus can be
thematised. The diversity terminology is open to incorporating contextual and structural
aspects. Societal and political structures, decisions and actions that put people in harm’s
way [96] (p. 1686), that prevent them from achieving the highest level of health attainable
to them (International Covenant on Economic, Social and Cultural Rights, Art. 12 [97]) or
hinder the delivery of accessible and equitable healthcare provision to all people can also
be addressed within the frame of diversity considerations.

Supplementary Materials: The following supporting information can be downloaded at: https://
www.mdpi.com/article/10.3390/soc12020043/s1, Table S1: Characteristics of participants (full socio-
demographic table); Data S2: Generated items and quantitative results.

Author Contributions: Conceptualisation, S.Z.; methodology, S.Z.; software, C.M.; recruitment,
S.Z., C.M. and J.S.; formal analysis, S.Z.; investigation, S.Z., C.M. and J.S.; writing—original draft
preparation, S.Z.; writing—review and editing, C.M., J.S.; visualisation, S.Z.; supervision, J.S.; project
administration, S.Z., J.S.; funding acquisition, J.S. All authors have read and agreed to the published
version of the manuscript.

Funding: This study was part of the IMPRODISE project (Improving diversity sensitivity in health-
care). It was funded by the European Institute of Innovation and Technology, EIT Health, grant
number 20520.

Institutional Review Board Statement: According to the Danish Act on the Biomedical Ethics
Committee System and the Processing of Biomedical Research Projects, the study was not notifiable to
the Danish Research Ethics Committee System, as it did not include biological material. All potential
participants received written information about the study underscoring study objectives, anonymity
procedures, participants’ rights to withdraw and that (non-)participation had no consequences for
the individual. Data was handled in full accordance with the requirements defined by the Danish
Data Protection Agency.

Informed Consent Statement: All subjects involved in the study were informed and consented
actively in digital form.

Data Availability Statement: Further information on data is available on request.

Acknowledgments: We thank our student assistants Diana Meyer (Heidelberg University Hospital)
and Julie Marie Møller Olsen (University of Copenhagen) for their help with data management.
We also thank Julie Dyson for English language revision within this article, and for taking the time

https://www.mdpi.com/article/10.3390/soc12020043/s1
https://www.mdpi.com/article/10.3390/soc12020043/s1


Societies 2022, 12, 43 20 of 23

to discuss optimal phrasing with us. Many thanks to Kayvan Bozorgmehr (Section for Health
Equity Studies & Migration, Heidelberg University Hospital) for accepting the study as part of the
research agenda of the Section and for his valuable input on the manuscript. Many thanks also
to Allan Krasnik (Danish Research Centre for Migration, Ethnicity and Health, Section for Health
Services Research, University of Copenhagen) for supporting the funding acquisition and his input
on questionnaire development.

Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the
following: the design of the study; the collection, analyses, or interpretation of data; the writing of
the manuscript; the decision to publish the results.

Notes
1 Pseudonyms only refer to professions and rounds, without individual assignment: HP = Health Professional, AE = Academic

Expert (AET, in case the AE is additionally a diversity trainer or teacher); statements from Round 1 = R1, from Round 2 = R2.
2 Multiple answers possible regarding the current job position.
3 ‘It is a spectrum of complex abilities that are more or less closely bound to the person, which in part can only be influenced to a

limited extent by educational offers or can only be initiated as a learning process by the subject himself’ (Leenen et al., 2013, p 114;
own translation).

4 He mentions experiences of discrimination and after-effects of colonial history as examples (Auernheimer 2013, p 118).
5 The real goal of diversity competence training is to reach a level of normalisation in dealing with perceived and constructed

differences, thereby making acts of naming, and reflection on diversity obsolete.
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