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Introduction to this training documentation 
Problem statement – why this intercultural training is needed 

Healthcare provision has become increasingly diverse, from the range of patients accessing 
services to the considerations that need to be met by practitioners. Diversity manifests on a daily 
basis: in diverse habits and forms of communication (shaking hands, eating habits, contraception, 
fasting, expression of feelings, concepts of the body). It proves relevant for many core questions 
health care staff have to pose themselves when treating patients: 

• Does my patient understand the illness? 
• Can I confidently distinguish cultural / personal or clinical motives behind the patient’s 

behaviour? 
• Am I aware of cultural taboos that can affect his/her reception of the treatment proposed? 
• Does my institution allow me to adapt to the patient’s cultural / religious prescriptions? 
• How can I deal with linguistic barriers? 
• Which information do I have to give the patient for him/her to feel safe? 

When not addressed properly by trained professionals, challenges arising from the work with 
heterogeneous patients can result in the refusal of treatment, under-treatment or maltreatment, 
and the potential for discrimination. 

For a long time, health care education in Europe has focused primarily on conveying medical 
knowledge to students and training specialized skills and methods deemed necessary for 
performing the job as a surgeon, a nurse, a paramedic, etc. What has been lacking within this 
approach is an emphasis on social and communicative skills needed for encountering patients as 
well as for working together with colleagues in teams. Furthermore, health care education in 
Europe rests heavily on a biomedical model of health, in which disease is indicated by bodily 
malfunctions and is to be diagnosed according to scientific methods of measuring and assessing 
the body’s inner workings. Within this approach, patient backgrounds, their individual 
characteristics, but also their belonging to certain social groups, have not been on the forefront of 
practitioners’ minds.  

Even though medical concepts have begun to change over the last decades, putting more 
emphasis on individualised medicine and patient-centred approaches, health care students across 
Europe are still rarely confronted with a comprehensive training of intercultural competences 
needed for diversity-oriented health care work. Professionals already working in the health care 
sector are often lacking time and institutional impetus to further develop their intercultural 
competences.  

As a result, staff members tend to lack intercultural competencies; awareness of intercultural 
competence has not been raised to its full extent, especially in rural areas. The Healthy Diversity 
curriculum offers 7 training modules to health professionals aiming to further develop their 
intercultural skills, which offer flexibility and can be chosen and adapted according to the 
healthcare system, existing knowledge of the participants and their busy schedules.   

 

Aims and target groups  

The target group of this curriculum are staff members in the health and social care sector, who 
want to take part in an interactive diversity training. These professionals come from different 
professional groups, such as nursing, psychology, medicine, administration, interpreting, social 
work, etc. Patients and relatives are not the target groups.  
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The main aim of this curriculum is to make diversity part of their professional identity. This is 
done in seven modules, administering a training of 3 full days. This face-to-face curriculum is 
complemented by an open online course.  

The structure of the curriculum is the following. The full duration of the curriculum is 25 hours 
in total, which can be split into 3 training days. 

Module Title Duration 
Check-in Introduction and learning objectives  2 hours 
MODULE 1 Introduction to healthy diversity  3.5 hours  
MODULE 2 Diversity in encountering patients 6 hours  
MODULE 3 Practical intercultural communication and 

negotiation skills 
4 hours  

MODULE 4 Working in intercultural teams  3 hours  
MODULE 5 Diversity management skills 2 hours  
Check-out Final feedback and goodbye 0.5 hours 
 

Learning objectives 

• Promoting intersectional thinking between different health and social care settings 
• Learning about determinants of behaviour by internal, contextual and cultural factors 
• Understanding socio-cultural diversity and its relevance for medical and social care 

practice 
• Raising awareness for the tendency of culturalisation 
• Developing intercultural skills 
• Developing resources for conflict resolution and negotiation 
• Training participants in intercultural tools (methods) in communication and negotiation  
• Avoiding stereotyping in intercultural communication and bringing stereotyping to 

consciousness 
• Treating patients, colleagues and staff members as individuals 
• Managing stress in critical incidents  
• Learning a change of perspective for critical incidents at work 
• Raising awareness about how your own cultural reference frame impacts behaviour 
• Adjusting to changing or difficult relationships in intercultural settings 
• Promoting an understanding of diversity management and its implications for 

organisational learning 

 

Academic aims 

The Healthy Diversity training at hand is based upon anthropological, psychological, and 
sociological knowledge about diversity and intercultural communication applied to the health and 
social care sector. The training is intersectional but has its main roots in medical 
anthropology. At large, it works to combine knowledge and methods from social sciences 
applied to the medical field and the health and social care sector.  

Diversity is based upon several basic concepts, which underpin the training in academic terms: 
personality, situation, culture, and identity. These concepts are drawn from anthropology, 
sociology and psychology, and give participants a broad scientific understanding of how diversity 
evolves as such. 
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The training works with a defined set of terminology, such as definitions of cultural identity, 
frame of reference, critical incident, sensitive zones, intercultural negotiation, intercultural teams, 
intercultural communication, biomedicine, bioethics, decentration, cultural values and norms, 
culturalisation, etc. 

The module on diversity management draws upon specific knowledge from business science. 

 

ECTS points and academic credits  

The training was developed as a non-credit, non-degree course, but can be accredited, if needed. 
The training comprises 33.33 units (each 45 minutes long) of face-to-face training. If the online 
training adds up to 50 hours of own online work (reading, assessments, quizzes, homework, etc.), 
the course would equate to 3 ECTS points. 

  
Units 

Face-to-
face 
training 

Online training 
/ blended 
learning ECTS Sum 

Check-in: Introduction and learning 
objectives 2,67 2 0   0 
M1 Introduction to healthy diversity  4,67 3,5 5   8,5 
M2 Diversity in encountering patients 8,00 6 20   26 
M3 Practical intercultural communication 
and negotiation skills 5,33 4 15   19 
M4 Working in intercultural teams  4,00 3 5   8 
M5 Diversity management skills 2,67 2 5   7 
Field trips 5,33 4 0   4 
Check-out: Final feedback and goodbye 0,67 0,5 0   0,5 
  SUM 33,33 25 50 3 75 
 

The training comprises  

• 25 hours of face-to-face training in the classroom 
• 50 hours of online learning   

Universities and other adult and higher education institutions can give credit to the training 
according to their own internal rules, following their internal accreditation procedures. If not 
possible, the training can serve as an extracurricular course for health professionals or students 
from social sciences or health-related studies.   

 

Didactic methods 

The didactic approach is based on learner-centred, interactive methods, combining a variety of 
training methods to facilitate diverse processes of learning and to cater to heterogeneous learning 
needs. 

The training operates with didactical methods of face-to-face training: working groups & small 
groups, problem & solution focused sessions, critical incident case studies, printed material & 
handouts, group dynamic exercises, brainstorming processes and presentations. It includes ice-
breaking and trust-building exercises to create a good working atmosphere.  
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Further, it takes a blended learning approach by providing online learning opportunities to 
further engage with the training material on an online platform.  

 

Development process of the curriculum (pilot training) 

This curriculum was developed in the framework of the Healthy Diversity project. The 
development process took place between November 2016 and May 2017. The curriculum was then 
tested in an intercultural training setting in Palermo, Italy, from 19-23 June 2017 and then cross-
read, adapted to the feedback of initial participants and translated into the different languages of 
partners. 
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Check-in: Introduction and learning objectives 
Authors:  Katharina Resch, Agnes Raschauer 

Time frame:  2 hours  

Introduction:  

The aim of this session is to offer a guide to participants into the conceptual universe of medical 
anthropology and why this approach was chosen for the training. Also, participants start thinking 
about culture and what it means to them. Moreover, group dynamics are in the centre of the 
check-in module, in which participants get to know each other and talk about their expectations. 
Finally, the structure of the training is introduced to participants. 

Session 0.1 Welcome to the training 
1) Learning objectives • Introduction of all participants, getting to know each 

other (background and expectations) 
• Opening up participants to talk about culture, making 

them feel at ease to talk about personal ideas and 
opinions surrounding notions of culture 

• Introducing participants to an anthropological notion 
of culture 

2) How to run this session This session is directed at participants getting to know each 
other, but it also sets the stage for the rest of the training. 
Thus, it is important, that an open, interactive atmosphere is 
created, in which participants (different backgrounds and 
possibly different experience levels) feel free to engage with 
new concepts, methods and ideas.  

3) Methods / style of delivery 1. Introduction round of all participants; name, 
professional background, motivation to attend the 
training, etc. 
Participants are asked to introduce themselves and 
talk shortly about their professional background and 
motivation to attend the training. 

 
2. What is culture for you? 

Starting with this open question, participants are 
asked to brainstorm and express what culture is to 
them. The facilitator writes down key words 
mentioned on a flip chart, trying to facilitate 
discussion, but also taking up threads and summing 
up main elements mentioned. He/she may also add 
thoughts or point to elements not mentioned or taken-
for-granted by participants. 
The aim of this short brainstorming/discussion-
exercise is to gather participants associations towards 
culture, but also to join them with an anthropological 
approach towards culture. 

4) Didactic recommendations / 
information for the facilitator 

The facilitator should be able to generalize participants’ 
comments, pointing to core elements of culture in an 
anthropological sense.  
If the question “What is culture for you?” does not generate 
comments and dialogue among participants, the facilitator 
has to dig deeper and entice discussion, either by asking 
further questions or by giving examples. 

5) Resources / equipment Flip chart, pens 
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6) Issues to consider 
 
 
 
 
 
 
 
 
 

 

Main messages for participants to take home from this 
exercise: 

• Wide anthropological notion of culture embracing a 
large variety of elements of life (human action, 
thinking, symbolism, ideas, etc.) 

• Culture is created by people in an ongoing process of 
enculturation, contestation and adaption; thus culture 
is constantly changing 

• Culture shapes how we perceive the world 
• Each person bears a plurality of cultures that they 

integrate through their own particular life path 
• Often times culture is only attributed to the actions of 

others, whereas one’s own activities are thought be 
‘normal’ 

• Cultural groups are often connected to nationality or 
ethnicity, but they can take many forms: social class, 
gender, age, sexual orientation, subcultures related to 
sports, music, but also professional cultures. 

7) Duration 60 minutes 
8) Glossary culture 
 

Session 0.2 Learning objectives and structure of the training 
1) Learning objectives • Introduction of all modules and learning outcomes 

• Introduction to the overall approach of medical 
anthropology  

2) How to run this session The facilitator introduces the learning objectives of the 
training and connects them to the different modules. He/she 
gives participants an idea of how the training is structured 
and what they are to expect. 
Subsequently the general training approach is presented. 

3) Methods / style of delivery 1) Structure of the training: learning objectives and 
modules 
 
The module “Introduction to healthy diversity” lays the 
general groundwork for thinking about health and illness 
from an anthropological perspective. By introducing 
anthropological notions of culture and different concepts of 
health and illness across cultures a basic understanding of 
socio-cultural diversity and its relevance for medical and 
social care practice is facilitated. By showing how talking 
about culture often subsumes contextual or individual 
factors, participants learn about a variety of determinants of 
behaviour, raising awareness for the tendency of 
culturalisation: attributing behaviours or attitudes to 
cultural difference rather than looking at patients from a 
holistic point of view. 
The second module “Diversity in encountering patients” 
introduces participants to a method of analysing first-hand 
situations in which cultural differences seem to have caused 
conflicts for the treatment of patients. By analysing closely 
these so called critical incidents participants gain an 
understanding of how to better treat patients of diverse 
backgrounds, by developing intercultural skills such as 
questioning one’s own value system and learning a change of 
perspective to understand the other person’s value system. 
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Thereby awareness is raised about how one’s own cultural 
reference frame impacts behaviour. 
Module 3 – “Practical intercultural communication and 
negotiation skills” aims at further developing intercultural 
skills by developing resources for conflict resolution and 
negotiation. Participants are introduced to negotiation 
theories and are then able to act out negotiation strategies 
on the basis of real-life critical incidents, i.e. by learning to 
treat patients as individuals and by developing ways to 
handle stress in conflict situations. 
Moving from the perspective of treating patients to 
cooperation among colleagues, module “Working in 
intercultural teams” focuses on building relationships with 
colleagues from diverse backgrounds and solving potential 
conflicts that arise. Participants learn how to adjust to 
difficult (and often times hierarchical) relationships in 
intercultural settings. 
The fifth module “Diversity Management skills” then shifts 
from the individual level to the organisational level, 
familiarising participants with the concept of diversity 
management and sketching out how it impacts health care 
organisations and organisational learning. In this module, 
intersectional thinking on an organisational level is 
promoted.  
 
2) Training approach: conceptual universe of 
medical anthropology and intercultural competence 
Medical anthropology was originally an applied field of 
cultural anthropology, beginning its career in the 1950s in 
the US and in the 80s in Europe. As subfield of anthropology 
it shares anthropology’s mission to investigate cultural 
variations in order to draw conclusions on universals that 
humankind as a species share. 
Medical anthropology is concerned with how cultural norms, 
expectations, socio-economic conditions, social phenomena 
of exclusion and inclusion impact on ways people think 
about health and disease, and which methods people use to 
procure, prevent and maintain health and wellbeing. At its 
core lies the initial insight, that illness and its healing are not 
just objective entities, but meaningful cultural constructions 
deeply rooted in the social life of the given community and 
can be studied by the help of social scientific approaches 
offered mainly by anthropology.    
 
Medical anthropology as an applied science intends to 
provide ideas and practical tools for health professionals so 
that they can deliver health service in a more holistic way 
and to help professionals understand the “normality” of 
cultural expectations other than their own. 
 
It is in the elementary interest of the medical professionals 
to be able to recognise cultural patterns and differentiate 
these from deviance, pathology or individual characteristics. 
Deviance might be fought against with various means, 
pathology might be cured, but cultural behaviour or cultural 
expectations cannot be changed easily. When cultural 
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differences create tensions the best way to avoid escalation is 
understanding, tolerance, adaptation or negotiation.  
We call the capacity to mobilise these potentials 
intercultural competence. Intercultural competence is not 
only important for health professionals because it can help 
them avoid unnecessary tensions during their work but 
because it can protect them from making erroneous 
diagnosis and choosing ineffective intervention. 

4) Didactic recommendations / 
information for the facilitator 

Since this session relies heavily on facilitator input, he/she 
should make sure that participants have enough 
opportunities to pose questions or comment in order for the 
session to remain dialogical. 

5) Resources / equipment Powerpoint slides if needed or another visual supplement 
illustrating the training structure and key elements of the 
training approach 

6) Issues to consider - 
7) Duration 60 minutes 
8) Glossary medical anthropology, intercultural competence 
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Module 1: Introduction to healthy diversity 
Authors:  Diana Szántó 

Time frame:  3.5 hours  

Introduction:  

The aim of this session is to offer a guide to participants into the conceptual universe of Healthy 
Diversity. We will establish a common vocabulary which will facilitate working with the 
participant group during the full training.  More particularly participants will form a common 
understanding of concepts like culture, cultural identity, frame of reference, critical incidents and 
sensitive zones.  Furthermore the session will also highlight how culture may influence medical 
practices and how basic notions related to health and illness that seem to be universal are in fact 
highly relative and culture-sensitive. Participants will be led to think about how to acknowledge 
differences without rigidifying them. 

Session 1.1 Cultural diversity in Health 
1) Learning objectives To understand that “culture” influences what we believe to 

be “normal”. Normality has a special relevance in health 
because ideas about pathology and deviance dictate 
professional decisions about treatment. In an intercultural 
setting it is not always easy to distinguish cultural norms 
from individual behaviours and ideas which appear to be 
“out of the norm”. Health professionals can therefore make 
errors if they are culture-blind in their work.  However, 
another common mistake is to systematically “culturalise” 
the unexplainable. Such an attitude can lead to stereotyping 
and discrimination. Intercultural competence prepares the 
professional to enlarge the range of the possible 
assumptions, using ethnographic evidence to build up 
generalizable background knowledge, while paying full 
attention to the complexity of the individual identity and to 
the context.  

2) How to run this session The trainer needs to be familiar with the anthropological 
conceptualisation of culture and with the theory of the 
critical incidents. The presentation contains explanations of 
the main concepts to be used.  
In the presentation the trainer uses examples from the 
collection of the critical incidents produced in the Healthy 
Diversity project.  
He/she will also refer to the Healthy Diversity Medical 
Anthropology Reader, in order to highlight the most 
common areas where culture and health might interfere.  

3) Methods / style of delivery The trainer uses power point to introduce anthropological 
concepts and to provoke discussions throughout the 
presentation. The power point slides do not contain textual 
information (only exceptionally), but offer visual keys as 
incentives to guide participants.  Wherever possible 
participants are also asked to reflect on the propositions and 
to bring in examples from their own experience.  
The presentation gives insight into cultural differences in 
different areas of life, for example in giving birth. In some 
countries a rope is used, in other countries water birth is 
typical, and again in others different positions of the woman 
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are practiced. These behaviours are changing constantly 
over time and cultures.  
It is explained that culture is not a box and one person does 
not belong to one box only, e.g. the Arab culture. Culture is 
rather seen as a rucksack which is packed and unpacked 
often during a life span. Cultures are fluid and there are 
many frames of interpretation. When you are confronted 
with a complex situation, you apply a frame of reference, 
which helps you to assess the situation. In a critical incident 
situation, you should think about your own frame of 
reference and also the reference frame of the other person, 
in order to make good decisions in that situation. (It’s not 
about being a better person or being more empathic).  

4) Didactic recommendations / 
information for the facilitator 

The presentation must be delivered in a way that the trainer 
continuously seeks feedback from the audience, encouraging 
their active participation.  
 
Examples for discussion questions:  

1. Where do you see elements of culture in the training 
room or in a picture? (bazaar, hospital ward ...) 

2. Are all our behaviours cultural or not?  
3. What is “normal” behaviour in your peer group? 

(group norms) 
4. How is a culture shock defined? (critical incidents, 

madness, provocation ...) 
5. How do you assess whether or not a reaction of a 

patient is cultural or has another reason?  
5) Resources / equipment • Powerpoint 
6) Issues to consider This is the first session, so the trainers will have no previous 

information about the state of knowledge of the participants. 
Therefore no assumptions about what is common knowledge 
can be maintained. Implicit communication must be 
avoided, but continuous check of the information flow must 
assure that redundant and already assimilated information 
should be kept at a minimum.  

7) Duration 45 minutes 
8) Glossary culture, cultural identity, frame of reference, critical 

incident, sensitive zone 
 

Session 1.2 Conceptions of health and illness across cultures 
1) Learning objectives • To understand fully that the Western biomedical 

model of health and illness is only one of various 
possibilities 

• To understand that our own understanding of these 
concepts are influenced not by one model alone, we 
all adhere to a certain degree of “personal pluralism” 

• To understand that ideas about health and disease do 
not have only theoretical relevance, but might induce 
specific medical responses 

2) How to run this session The trainer must have a basic understanding of different 
anthropologic concepts of health and illness, if possible with 
concrete examples (ex. Ayurvedic medicine, Hippocrates, 
Chinese medicine, traditional medicine in South America, 
Australia and Africa). These examples should be brought in 
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wherever it seems relevant and might deepen the discussion.  
3) Methods / style of delivery The trainer asks the participants to write on a post-it their 

first association about health. Once done, he/she asks to 
write on another post-it (possibly of different colour) their 
association about illness.  
 
He/She then organises the different responses on the 
flipchart in three columns.  
 
Example for “what is health” 

Column 1 
Biomedical 
approaches  

Column 2 
Functional 
approaches 

Column 3 
Holistic 
approaches 

Living without 
pain or 
symptoms  

Having mental 
and physical 
capacities  

Feeling good in 
my mind and 
body 

Absence of 
somatic and 
mental suffering, 
mental and social 
wellbeing  

Being mobile and 
read to do 
whatever I want 

Balances mind 
and body 

Etc. Etc. Etc. 
 
Explanations to discuss with the group: 

1. biomedical model: based on the duality of body and 
soul, health in the normal functionality of the 
organism. Illness is the lack of health or a 
malfunction in the system. The illness is within the 
body, the body might be broken down to smaller 
units, each having its specialists.  Healing is 
dedicated to body parts. The patient is taken 
responsible for his health.   

 
2. spiritual model: body, soul and the universe are part 

of the same system.  Health is a healthy balance 
between energies, fluids, flows that traverse all the 
three domains. Illness is the perturbation of the 
equilibrium.  Healing aims at reinstituting the 
equilibrium  

 
3. “shamanistic” model: the natural and supernatural, 

the social and the individual do not have fixed 
boundaries. The person is never responsible for the 
illness, it comes from the exterior, manifest in bad 
will. It is a breakdown of the balance between the 
social and the psychological.  Healing is a collective 
endeavour, it aims at reintegrating the sick person in 
the community.  

 
The trainer can discuss different aspects of these definitions 
with the group. Examples for discussion points could be: 
Some definitions make health and sickness sound like being 
either one or the other, rather than a continuum of both.  
In some cultures the self is very important, neglecting the 
value of social health and collectivism. Some definitions 
reflect the dichotomy of body and soul as two separate 
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entities. In some examples it becomes evident that the lack 
of health has to be fixed immediately (biomedical 
definitions).  In shamanistic definitions there might be one 
body but many souls, so when you get sick, one of your souls 
wants to leave. This conceptualisation is not in contradiction 
with biomedical intervention but might consider acting on 
the soul as a primary need before medicalisation. 

4) Didactic recommendations / 
information for the facilitator 

This is a very flexible session, based entirely on the input of 
the participants. It should be delivered more as a discussion 
with the group rather than a lecture.  
It is important to cluster the definitions in 3 columns so that 
participants can see the results. The visualisation of the 
post-its is important in this exercise.   

5) Resources / equipment • Post-its of 2 different colours (1 for health definitions 
and 1 for sickness definition) 

• Flipchart and pen 
6) Issues to consider Participants from the health care sector usually cite the 

WHO definition of health, which considers equally the 
physical, spiritual and social. This definition should be 
placed in the third column, far from the biomedical model. 
However the same participants often define illness as the 
lack of health. This comes into the first column. It is possible 
therefore to point out that the WHO definition is rather 
normative than descriptive and it has not yet totally 
transformed the cultural system in which most of the people 
live in the West.   

7) Duration 60 minutes 
8) Glossary biomedicine, health, illness, holistic, spiritual, shamanistic, 

body, soul, social environment 
 

Session 1.3 Ethical problems related to healthcare in 
intercultural settings 

1) Learning objectives This session aims at focusing on the problems of moral 
decision making during the doctor-patient encounter when 
the parties have different cultural identities. We would like 
to put emphasis on the very nature of biomedical ethics and 
formulate the critiques of it on the basis of cultural diversity. 
Participants will be aware of the core values on which 
biomedical ethical principles rely and will be able to identify 
the difficulties when moral dilemmas have to be solved in a 
multicultural environment. Language barriers represent one 
of the most well-known obstacles in these situations, but the 
nature of these barriers are often superficially or barely 
understood. During this session, participants will learn how 
to gain a more thoroughly elaborated understanding of the 
impact of language on moral thinking. Additionally, 
partakers are encouraged to take a critical perspective on the 
universalistic approach to the moral universe that 
characterizes biomedical ethics.   

2) How to run this session After giving a brief theoretical overview of the problem by 
the help of some thought experiments, major problems 
should be highlighted actively involving the participants into 
the discussion. Then the session is continued using 
mentimeter or kahoot – live survey systems, in which real-
time answers of participants can be mapped and 
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immediately discussed in class. 
3) Methods / style of delivery Blended learning approach with some frontal teaching and 

live simulations using live surveys. The trainer advises the 
participants to enter www.menti.com and to enter the 
password projected on the screen to the actual survey. 
Participants answer the posed questions on the website live. 

• Which obstacles can you imagine in a doctor-patient 
relationship? Think of 5 answers and submit them 
live by the help of your smart devices (phones, 
tablets. Your answers will be seen immediately on the 
projected screen in the form of a word-cloud. 
(Examples: communication problems, 
misunderstandings, time constraint, language, 
hierarchy, taboos, gender, different expectations, 
lack of motivation...) 

• The trainer discusses the results with the group 
trying to contextualize and adapt the answers into an 
intercultural encounter: what if the doctor (service 
provider) and the patient has different cultural 
identity. Trying to get an answer from the 
participants to the question: Do people of differing 
ethnicities and cultures view medicine and bioethics 
differently? And if they do, should they?  

 
The presentation part of the session gives a brief insight into 
the 4 bioethical principles, which are widely used today in 
solving ethical dilemmas in medicine: respect of autonomy, 
not harming anyone, beneficence, and justice (Beauchamps, 
Childress 2012). 
Tensions between these principles are discussed, for 
example when a doctor is confronted with the wish of a 
patient for euthanasia. In this case, the doctor is drawn 
between beneficence – wanting the best treatment for the 
patient (healing, saving their life) – and respect of autonomy 
– letting the patient make his/her decisions on their own (in 
this case to end their life). Furthermore, examples are given 
about situations where the different moral views of the 
parties (doctor/patient) create enormous difficulties in 
applying these principles. (E.g. when the patient’s autonomy 
is not valued by herself as much as the doctor would assume, 
or when the privacy of the visit is understood differently, or 
about truth telling, especially in relation to pious fraud).  
One big group of problems stem from language barriers, but 
this kind is often overlooked and simplified to the obstacles 
of understanding foreign languages.  
 
Helping to understand the very nature of the problem, the 
trainer chooses amongst some well discussed moral 
questions as exemplification. Live surveys still can be used 
to assess the answer of the participants to a moral dilemma 
prior to the discussion. 
 
E.g. The famous Trolley dilemma (1967) is introduced in a 
new context by Costa et al (2014). In this example groups of 
people with different mother tongue were asked about two 
versions of the dilemma: in one group the questions were 
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explained and posed in their native language, while in the 
control group in a foreign language. Results suggests that 
utilitarian decisions were made more likely  in foreign 
languages – so the language in which a moral question is to 
be discussed has an impact on our choice. In other words: 
the same problem may imply different solutions in native 
and in foreign language. This situation happens quite often 
in hospital wards today due to increasing diversification of 
our societies.  
Other nicely discussed examples can be chosen (e.g. Harris 
2003, Geipel 2015).       

4) Didactic recommendations / 
information for the facilitator 

Ethical debates can easily be endless and often useless, so 
the facilitator should be focused on the given issues and 
should not allow participants to include their personal 
histories that much. However, including a personal touch 
always makes it more accessible and understandable. So the 
challenge here is to find the proper balance between these 
two important elements.  

5) Resources / equipment • PC, beamer 
• Power point 
• Wifi for the participants 
• Live survey system 

6) Issues to consider The facilitator should have a clear understanding of the 
main principles of biomedical ethics (Beauchamps & 
Childress 2012) and its “cultural critiques” (Pellegrino 
2007/1997).  
 
It would be nice to prepare and include practices from the 
countries of the participants. Case studies can also be nicely 
used here, but may exceed the frame of this session.  
 
This session needs to be adapted to the specific audience and 
their training needs and be made more specific or more 
basic according to the audience’s previous knowledge of the 
subject.  

7) Duration 45 min 
8) Glossary bioethical principles, moral thinking, informed consent, 

language barriers, cultural dimensions  
 

Session 1.4 Culture-bound symptoms / card game 
1) Learning objectives • To realise how different people’s cultural perceptions 

are related to health issues (this is not only about 
ideas, but perceptions of body functions – or 
malfunctions, real feelings  and somatic symptoms) 

• To have fun 
• To learn about real ethnographic examples 

illustrating cultural diversity in health 
2) How to run this session This is a fun exercise, provoking surprise and often 

amusement. The style of delivery should be appropriate. The 
trainer should be able to provide details concerning the 
cases.  

3) Methods / style of delivery The trainer organises the participants in small groups. Each 
group receives an envelope, made of small cards.  
There are three types of cards: 1) name of a syndrome or 
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disease (e.g. liver crisis), 2) description of the symptoms 
(e.g. urinary problems, lack of appetite, impotence), 3) 
geographical location where the syndrome is known (e.g. 
South America, Korea).   
The small groups then are asked to organise the cards in 
rows, each row containing three cards (one of each 
category). Participants should be encouraged to dare to 
guess if they have no idea.   
After this, the trainer asks the groups to deliver their results 
and discuss the individual solutions.  
 
Examples:  
Sickness: Cold-from-below (root: walking barefoot) 
Symptoms: urinary problems 
Origin: Hungary  
 
Sickness: Liver crisis 
Symptoms: headache, vomiting, indigestion   
Origin: France 
 
Sickness: Han disease (only affects men) 
Symptoms: feeling weak when they should feel strong, 
strong pain in the stomach, feeling of impotence  
Origin: Korea   
 
Another option of the card game is to ask participants to find 
the disease they are most unsure about and to discuss this 
one (for example “retractive genitals”). The term is used in 
South Asia, where women, who have not had sex recently, 
can have the pressuring need to have sex with a man, so that 
their genitals would not turn into their body and they would 
not seize to exist. 
 
These examples illustrate what in medical anthropology we 
call culture-bound diseases or syndromes. Although medical 
science is thought to be universal and objective, people in 
different cultures tend to perceive and organise certain 
symptoms in different ways. The way symptoms are 
recognised and organised into known and identifiable 
diseases thus show some important cultural variations. It is 
even more interesting that what people think about diseases 
impacts in a feedback loop on how symptoms are felt to 
affect the body. In a final analysis it is possible to say that 
these examples prove the embodiment of culture.  
  
The purpose of this activity is to further deepen the 
knowledge on the cultural embeddedness of health and 
illness and to raise awareness of the practical effects of this. 

4) Didactic recommendations / 
information for the facilitator 

Background reading is useful as examples can be enriched 
by small anecdotes relating to some of the syndromes.  

5) Resources / equipment Cards printed out, cut in proper size and placed in an 
envelope (as many kits as the number of the small groups) 

6) Issues to consider Participants might be intimidated by the exotism of the 
examples. It is important that they understand that nobody 
expects them to know all the answers.  This is not an exam, 
but a game. At the same time it is good if some of the 
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examples come from their own culture to show how exotic 
their own conception might appear to others.  

7) Duration 60 minutes 
8) Glossary (the glossary here is on the cards) 
 

Annex:  

Annex to Session 1.4. Culture-bound symptoms / card game 

1. headache, indigestion, 
constipation, vomiting 

 14. Liver Crisis   27. France 

2. urinary problems, frequent 
urination  

 15. cold-from-below   28. Hungary 

3. lack of appetite, insomnia, 
fever, lethargy, possible death 

 16. Susto  29. South-America 

4. Nervousness, weight loss, 
frequent loud, unstable 
emotional outbursts 

 17. Nervoso  30. Latin-Amerika 

5. Feeling weak, impotent, 
strong pain in the stomach, 
quick pulse, dizziness  

 23. Han  36. Korea  
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6. Retractive genitals, 
considered to be contagious  

 24. Koro  37. China, South Asia 

8. weakness, nausea, 
exhaustion  

 21. say xe (travel sickness)  34. Vietnam 

 

Literature sources: 

Beauchamps, T.; Childress, J. 2012. Principles of Biomedical Ethics. Oxford University Press. 

Prograis, L. J. Jr; Pellegrino, E. D. (eds.). 2007. African American Bioethics: Culture, Race, and 
Identity. Washington: Georgetown University Press. 

Costa, A.; Foucart, A.; Hayakawa, S.; Aparici, M.; Apesteguia, J.; Heafner, J.; et al. 2014. Your 
Morals Depend on Language. PLoS ONE 9(4): e94842. doi:10.1371/journal.pone.0094842 

Oliffe; J.; Thorne, S.; Hislop, T. G.; Armstrong, E. A. 2007. “Truth telling” and cultural 
assumptions in an era of informed consent. Family & Community Health 30(1): 5–15. doi: 
10.1097/00003727-200701000-00003. 

Geipel, J.; Surian, L.; Hadjichristidis, C. 2015. How Foreign Language Shapes Moral Judgment. 
Journal of Experimental Social Psychology 59: 8–17. doi:10.1016/j.jesp.2015.02.00 

Harris, C. L.; Ayçiçeĝi, A.; Gleason, J. B. 2003. Taboo words and reprimands elicit greater 
autonomic reactivity in a first language than in a second language. Applied Psycholinguistics Vol 
24(4): 561–579. doi:/10.1017/S0142716403000286 
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Module 2: Diversity in encountering patients 
Authors:   Clara Malkassian, Vera Varhegyi 

Time frame:  6 hours  

Introduction:  

Module 2 focuses on how to better understand patients / relatives from different cultural 
backgrounds. But how to behave once we have this understanding? Is it the health-
professional’s role to adapt to the other entirely? How to know until when adaptation is 
required from the health professional? Or how to get from the understanding of one’s own 
and the other’s reference frame to the negotiation of mutually acceptable solutions for the 
problem? 

Rules: 

1. Suspend the need to be politically correct 
2. Don’t be afraid of making mistakes (learning paradigm in which making mistakes is 

encouraged 

Possible starting exercise: participants stand in a circle; one person goes to the centre and 
makes a statement that is true for him/her, i.e. I speak more than 3 languages. Each person 
for whom this is true as well comes to the middle of the circle. If the statement is only true for 
the person initially saying it, the round of participants claps. 

Objective: to test statements and see what happens (what are participants’ unique 
characteristics, which distinguish them from others, which characteristics are shared among 
the group?) (10 min) 

Session 2.1 Culture in the room 
1) Learning objectives • To tackle the notion of culture with a relatively 

prepared group (participants who are familiar with 
some basic concepts) 

• To discuss the notion of culture and to become aware 
of how culture surrounds us in any moment 

• To point to the connection of the more visible aspects 
of culture with underlying values 

2) How to run this session Participants are split into small groups, after the exchange in 
the small groups has taken place, participants are led back 
into the plenary and asked to present their discussions. The 
facilitator moderates and tries to make sure that all groups 
add to aspects brought up by one group. 

3) Methods / style of delivery Participants are asked to write down three signs of culture in 
the room on a piece of paper. 
The trainer assigns one of three fruits to each participants (i.e. 
banana, cherry, orange). Participants are asked to find the 
other members of their groups and share the signs of culture 
that they found in the room. Afterwards, they are asked to 
discuss in the small groups which values stand behind the 
manifestations of culture. 
 
Model of understanding culture: The metaphor of the iceberg  
For the signs that participants have identified in the room, 
they are asked to find underlying values. Just like with an 
iceberg culture produces some very visible manifestations of 
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culture, which are built upon values, ideas, concepts that are 
hidden beneath (“under the water”). What we can see is in a 
way a “tip of the iceberg”, that is the easily perceptible outer 
layers of culture. However these outer layers are not free-
floating, nor are they coincidental: they are the manifestations 
or consequences of deeper values that organise and orient our 
life.   
The groups are asked to uncover these hidden values the 
visible manifestations are based on. 
At this point ask participants to go back to the elements they 
have noted before and try to identify which values correspond 
to them.  
  
Some examples: 

1. The arrangement of the room: spatial arrangement 
reflects a representation of knowledge sharing and 
hierarchy. Frontal arrangements (participants seated 
in rows all facing the facilitator) imply an idea that it is 
the facilitator that possesses the relevant knowledge 
and transfers it to students, whereas circular 
arrangements reflect an idea of distributed knowledge 
and a belief in the value added of the participation of 
all. 

2. If we are all sitting in chairs around the table, this 
reflects a representation of learning as a cognitive, 
disembodied activity, where only brains / heads need 
to be involved (as opposed to a more embodied 
conception of learning where moving, bodily activities 
are included). 

3. The big clock on the wall can reflect the value of linear 
time perception where “time is money” and the 
duration of activities is carefully calculated, time 
frames are kept precisely. This would be in contrast 
with a more polychromic approach where time is less 
linear, more flexible. 

4. The way we are dressed tells about our values of 
gender (women may need to be beautiful, wearing 
make-up, jewellery, veil, etc. and men expected to not 
to wear all these things) conception of “decency” (what 
is it that we need to cover…) and of course aesthetics, 
etc. 

5. Are there images on the wall of kings / political leaders 
/ religious figures? If so you can address them too. 

6. Are there instructions related to safety? These are 
connected to both the value of physical integrity and to 
a preference of reduced uncertainty. 

7. How we talk: probably taking turns? Waiting for one 
to finish before we start? Values related to politeness 
and respect govern our communication, while values 
and preferences related to verbal or non-verbal 
communication, expression of emotions, etc. give the 
more or less subtle differences in how we 
communicate. 

8. WIFI-code written on a flipchart: Values associated 
with it: connection with the outside world, 
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connectedness, constant availability, communication, 
technology in society (dependence) 

 
In the final round, after participants have identified elements 
of culture and values connected to them, they come back into 
the big group. Each group presents one sign of culture and the 
values they have identified corresponding to it. The facilitator 
asks if any other group identified the same sign and if there 
could be further values connected to it. Examples: 
It is important to also think about the bodies in the room, how 
the individuals represent culture. 
 
A handout on emotions and values is handed out, in order for 
participants to check important elements of emotions and 
values to think about when analysing manifestations of 
culture. 

4) Didactic recommendations / 
information for the facilitator 

The facilitator should have thought through the aspects of 
culture in order for him/her to be able to address the values 
that may be connected to these. 
To close the activity give a short recap of the main message of 
the activity: culture surrounds us, is within us at all moment 
of our life. Visible elements of culture are connected to values 
which give meaning to these visible manifestations. We react 
to what we see based on our own system of cultural references 
in which we integrate cultural perceptions, values, and 
preferences of different social groups we’ve been in contact 
with.  
At the end of the chat ask participants whether there is a small 
change in how they now see the space surrounding them.  

5) Resources / equipment • Flipchart, pens 
• Paper for the participants to note 3 signs of culture 
• Handout “Emotions and values” 

6) Issues to consider At first the decoding of cultural elements may be difficult but 
after the first few examples it becomes easier.  
Participants may need some help to understand what counts 
as “value”. A metaphor that can be useful is the compass: 
values usually indicate what is considered as true, worthy in a 
given culture – in a way it orients our thoughts and 
behaviours. 

7) Duration 30 minutes 
8) Glossary visible elements of culture 
 
 
Session 2.2 Taking positions in relation to value statements 
1) Learning objectives To be able to position yourself in relation to value statements, 

even if it does not conform to the dominant position in your 
group / society 

2) How to run this session Since participants are asked to demonstrate their position in 
relation to controversial or delicate statements and questions, 
the facilitator needs to create an atmosphere in which 
participants feel safe to express their personal opinions. 

3) Methods / style of delivery Participants are asked to stand in a line, next to each other, 
side by side. The facilitator reads value statements and 
participants are asked to position themselves in relation to 
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these statements. If they agree, they are asked to step to the 
front and if they disagree they are asked to step to the back. 
They can decide to which degree they agree or disagree by 
stepping farther to the front/back or less far.  
The facilitator advises participants that if they feel 
uncomfortable answering a question (since statements may be 
quite delicate), they can just remain in a neutral zone. After 
each statement participants are asked to look around in the 
room where the other participants stand. After each statement 
the facilitator asks the participants to name the values that lie 
behind a certain question. Since it is hard to hold a group 
discussion while standing in line participants are asked to 
memorize questions or comments they may have and to 
contribute to the group discussion afterwards. 
Examples of value statements: 

1. Today is a nice, sunny day. 
2. I can imagine myself kissing a person of the same sex. 
3. I am in favour of gay couples being able to adopt 

children. 
4. I am able to do multiple things at the same time. 
5. I am never late to an appointment. 
6. I like spending time with my boss / my employees in 

my free time. 
7. I believe that babies should sleep in separate rooms as 

their parents in order to become autonomous.  
8. I would like to live in a multigenerational household. 

Afterwards participants gather back in plenary. They are 
asked, if they have open questions or comments. When 
explaining some of the values underlying the value 
statements, the value dimensions in the handout from the 
previous session can be referenced and explained. I.e. what 
does one’s position on where the baby shall sleep say about a 
collectivist vs. an individualist orientation? What type of time 
organisation stands behind a preference for punctuality? Etc.?  

4) Didactic recommendations / 
information for the facilitator 

-  

5) Resources / equipment A list of value statements to be read 
6) Issues to consider Importance of creating an atmosphere in which participants 

feel safe to express their opinions. 
7) Duration 30 minutes 
8) Glossary value statements, cultural values and norms, systemic 

positioning  
 
 
Session 2.3 Decentration with pictures  
1) Learning objectives • Self-awareness for professional practices, being able to 

understand differently a conflict situation  
• Being able to use emotional reaction as an indicator 

that some important / relevant element of our cultural 
system has been touched, tackled. 

• Being able to identify the values, norms, practices that 
are touched in an intercultural situation 

2) How to run this session The facilitator must be familiar with the method of 
decentring. He/she must be able to assist participants in a) 
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identifying the emotions touched b) identifying the values and 
norms behind the emotional reactions c) keep their attention 
on their own values and feelings as opposed to the values 
feelings of the people in the images – as participants will 
always tend to present the values or norms of the people on 
the picture (as a resistance). 

3) Methods / style of delivery The lead activity is the “decentring with images” 
developed by Vera Varhegyi (élan intercultural) 
based on Cohen-Emerique’s approach.  
 
The facilitator sticks pictures to the wall he/she has brought 
and invites participants to choose the one that triggers the 
most intense emotional reaction – positive or negative doesn’t 
matter, we look for the intensity. Participants are asked not to 
talk during this process but let themselves be touched by the 
images. 
Several people may choose the same picture, but not more 
than 3. 
They should not analyse, just make a choice based on 
“feeling”. 
Once the choice is made they should stand next to the picture, 
and then sit down together to answer the following three 
questions: 

a) What is the objective element in the picture that made 
them chose it? 

b) How does the picture make them feel? 
c) What are their values norms that are touched by the 

pictures? 
Participants are given 10-15 minutes for answering the 3 
questions, then invited to give their answers. Each group 
should start by showing the picture they chose, then answer 
the 3 questions. 
The facilitator should take note of the emotions on one flip-
chart paper, and the values, norms, on another.  
The facilitator is trying to be quite strict in making the 
participants stick to the 3 levels: no interpretation at first, but 
mere description, i.e. if 2 people are seen in a picture and a 
participant describes them as couple, then the facilitator may 
point to the fact that we do not know, if they are a couple. Try 
to be very precise when talking about the values and dig deep 
when participants explicate a value, i.e. “equality” – equality 
of what? What concept of equality, what does equality mean 
in this context? Etc. 
 
Example: Picture “Kissing” 

1. A man and a woman kissing; elderly people with 
wrinkles, naked 

2. Love, passion, tenderness, hopefulness 
3. Freedom of sexual expression in all ages (taboo of 

sexuality in older age); passionate aging, active aging; 
aging as such is a taboo 

 
Example: Picture “A man breastfeeding” 

1. A manly looking creature with a hairy chest seemingly 
breastfeeding 
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2. Disgusted, feeling uncomfortable, confused, “collapse 
of the universe” 

3. Preference for separate gender roles (women should 
breastfeed), gender is fixed and cannot be changed 
every morning, preference for certainty (fear of 
managing uncertainty) in regard to gender, 
transgression of nature/culture-divide (idea of 
nurturing, breastfeeding, motherhood), limits of who 
can touch which body in which way 

 
Debriefing: why did we do this activity? What does it illustrate 
/ simulate?  

• There is heterogeneity in interpretation of acts / 
situations, even if we do not suspect it 

• Separation of emotions and values: we are usually not 
trained to assess our emotions, we usually tend to 
close them away, especially in a professional context; 
yet strong emotions point to important processes 
happening 

• Simulation of what we call “culture shock” / critical 
incident 

4) Didactic recommendations / 
information for the facilitator 

This activity requires a capacity of self-disclosure. For this 
reason, it is not a good idea to start a workshop with the 
activity. You may want to use some ice-breaking, trust-
building activities. 
You can also establish rules: suspending the need to be 
politically correct, allowing ourselves to ask, say something we 
usually don’t dare to say, ask, confidentiality: not let things 
said get out of the room. 
 
Participants may have some difficulty to name emotions, but 
most of all to identify values.  If we expect them to have some 
difficulties, we may want to do an introductory activity that 
helps participants to name emotions and identify values.  
It is important in the activity to make sure that we go beneath 
the superficial level. Don’t be afraid to be a bit directive, and 
to insist on respecting the order of questions and on asking 
people to give precise answers to the question of values.  
 
It is important that when participants start speculating about 
the motives of the people depicted, to point to the fact that the 
activity is about the emotions and values of the people looking 
at the picture. We cannot know what the people depicted felt, 
thought, etc. Also be wary of having participants giving 
explanations of the context too early (“this must be a situation 
of …”). Facilitate speculation and have participants think 
about a multitude of possible readings of the picture. 
What are their values that are being touched (not: which 
values does the picture convey?). 

5) Resources / equipment • Images for the decentring activities (the number of 
images proposed varies with the size of the group. For 
16-20 participants 8 images are suitable, if the group 
is smaller, use less images) 

• Blue Tec or material to stick the images on the wall 
• Flipchart paper or white board to write down  
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6) Issues to consider - 
7) Duration About 90 minutes (depends on the group size and if we need 

an introductory activity) 
8) Glossary decentring, values, norms, emotions 
 

Session 2.4 Introduction to the concept of culture shock 
1) Learning objectives Understanding the definition of culture shock and sensitive 

zone 
2) How to run this session Be aware that participants may already have an idea of the 

concept of “culture shock” but probably a different one than 
the one we use. The aim of this activity is to arrive at a 
common understanding.  

3) Methods / style of delivery Programme and methodical process: 
 

1. The concept of culture shock 
The facilitator asks who heard this expression before, 
and the definitions they heard. If he/she wishes, 
he/she can tell the original interpretation (Oberg, 
1954) how the concept was coined, in what context, 
what meaning BUT the objective is now to get 
acquainted with one specific understanding. (Note 
that culture shocks can also be called Critical 
Incidents.) 

 
2. Handing out Cohen-Emerique’s definition 

Distribute photocopies of Cohen-Emerique’s 
definition. Invite people to read it, and underline what 
they consider key elements.  

 
3. Building up the concept 

Write the concept of “culture shock” in the centre of a 
flip-chart paper and invite participants to tell you what 
key concepts they underlined. The aim is to make 
explicit the aspects below:  
• Culture shock has reactions on different levels: 

emotional / cognitive / behavioural 
• Culture shock can be positive or negative (but even 

the positive is often based on ethnocentrism: 
exotism, which is a reduction of the complexities of 
the other. 

• Sources of culture shock can be: interaction with 
other people or objects 

• Uses of culture shock: we can learn about the 
other, but we also learn about our own cultural 
frame, we can learn something new about 
ourselves with every critical incident. 

4) Didactic recommendations / 
information for the facilitator 

It helps to illustrate different questions with concrete 
examples, events, personal anecdotes to make them closer to 
reality.  
You may recount an example of a Critical Incident / culture 
shock (see Reader of Critical Incidents by the Healthy 
Diversity project). You may illustrate which values are crossed 
in the narrator in this particular incident. 

5) Resources / equipment • Handout with definition of culture shock by Cohen-
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Emerique and information on sensitive zones 
6) Issues to consider - 
7) Duration 30 minutes 
8) Glossary culture shock, emotions in intercultural situations  
 

Session 2.5 Introduction to approach of Cohen-Emerique 
1) Learning objectives • Getting acquainted with the intercultural approach of 

Margalit Cohen-Emerique 
• Initiation to the use of the analysis grid 

2) How to run this session This session is based on quite direct transfer of knowledge, 
make sure participants follow you. 

3) Methods / style of delivery Programme and methodical process: 
 

1. Cohen-Emerique’s 3 steps for analysing 
Critical Incidents 
Go through the 3 steps of Cohen-Emerique’s approach 
in the most interactive way possible.  
1. Decentring: Exploring the narrator’s values 
2. Discovering the reference frame of the other: 

uncovering the other’s values 
3. Negotiation: finding a common solution to the 

problem respecting the best possible identities of 
all actors involved 

 
2. Focus on decentring: reading the grid 

Invite participants to read the analysis grid, checking 
the meaning of each question.  

 
3. Testing analysis: answering 3 questions on a 

given case 
Offer a sample incident (see Reader of Critical 
Incidents) and ask each participant to answer 
questions 4 – 5 – 6. 

 
4. Writing their own critical incidents  

Invite participants to write down a critical incident of 
their own that they experienced. Tell participants to 
write down the story as if talking to a friend. They do 
not have to write a long story, but give enough detail to 
make readers understand the story. It has to be a story 
they themselves experienced, first hand. They shall 
only describe what happened, not analyse the 
situation. 

4) Didactic recommendations / 
information for the facilitator 

This session is based on a quite direct transfer of knowledge, 
which tends to assign participants into a passive receptor 
position. Try to make the session as interactive as possible by 
asking them questions.  
I.e. Does this seem clear (after you have explained the 3 
steps)? Can all situations be negotiated? 
 
Make sure that after the collection of the incidents you have 
time to make informed choices: you need to choose 3 or 4 
incidents that you will work with in the afternoon. You need 
to have sufficient familiarity with the contexts of the incidents 
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in order to facilitate their analysis.  
5) Resources / equipment • Handout on the three steps of the approach of Cohen-

Emerique and the decentring grid 
• Critical Incident Reader for sample incident 

6) Issues to consider This can be connected to the online learning (finish analysing 
your own critical incident). 

7) Duration 75 minutes 
8) Glossary critical incidents, culture shock, methodology of critical 

incidents, decentring  
 

Session 2.6 Analysis and presentation of own incidents 
1) Learning objectives Learning objective: 

Learning to analyse own critical incidents 
2) How to run this session The session has to parts: 

a) analysis of incidents in small groups 
b) presentation of each analysis and joint discussion  

3) Methods / style of delivery Programme and methodical process: 
 

1. Creating the groups 
During a break the facilitator/-s will have chosen the 
incidents to analyse. They may also create the groups 
around these incidents  
10 minutes 

 
2. Analysis in small groups 

Tell participants the rules of analysis, the role of the 
narrator and the “support group”. Ask them to record 
the answers on a flip-chart paper. The person who 
presents the incident in plenary cannot be the 
narrator.  
1 hour 

 
3. Presentation 

Propose the following choreography: in turns groups 
make the presentations. They start by reading the 
incident, checking whether everyone understands. 
Second step: presenter goes through answers 1-4. At 4 
the floor is opened to the other groups, who can 
propose further values and norms.  
At 6 again, the audience can present further values 
and norms. 
Point 7 is discussed together.  
20–30 minutes / incident 
Suggestion: Depending on the timeframe and number 
of participants you can also take the possibility to 
analyse together only one complete incident.  

 
4. Debrief  

What kind of experience was it – for narrators and 
others? 
How could they integrate such a method in their daily 
practice?   
20 minutes 
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4) Didactic recommendations / 
information for the facilitator 

The facilitator has the mission of making sure that the 
analysis does not get stuck at a superficial level. He/she can 
intervene at two moments: during group analysis checking on 
where each group is, helping them to look for further 
elements. 
During presentation the facilitator can bring up further 
details, ask questions.   

5) Resources / equipment • Handout with analysis grid 
6) Issues to consider - 
7) Duration 180 minutes 
8) Glossary critical incidents, culture shock, decentring 
 
Annex:  
 
Annex to Session 2.1 Handout “Emotions and values” 

Background document helping the identification of values and emotions in critical incident 
analysis 

Let’s recall a definition of culture shock: 

Culture shock is an interaction with a person or object from a different culture, set in a 
specific space and time, which provokes negative or positive cognitive and affective reactions, 
a sensation of loss of reference points, a negative representation of oneself and feeling of lack 
of approval that can give rise to uneasiness and anger. 

The source of the shock: 

Culture shocks usually form around “sensitive zones” = cultural domains particularly 
important in one’s cultural (i.e. national, ethnic, age, gender, professional, etc.) reference 
frame. It is important to stress that these sensitive zones are different according to one’s 
nationality, ethnicity, religion, age, professional culture, political culture, etc. 

The list below is proposed on behalf of Cohen Emerique’s work and our own exploratory 
project (Intercultool 2009).  For each sensitive zone we propose the value dimensions along 
which cultures can differ (several dimensions identified by researchers such as Hofstede, 
Trompenaars, Kluckhohn). 

Domains or “sensitive zones” Value dimensions 

Rules of social organisation: gender roles, 
the role of community, family  

- Basic unit: individual or community? = 
individualism VS collectivism or 
interdependence 
- Equality VS acceptance of inequality 
- Gender equality – hierarchical gender 
relations, fixed gender roles, gender 
differences emphasised or diminished 

Embodiedness: role of physical contact, 
experience of body, hygiene, smells, climate 

- Ritual erasure of the body (e.g. taboo of 
nose blowing, body sounds, smells, etc.) – 
expectations / acceptance of body 
manifestations 
- Preference of physical contact – avoidance 
of physical contact 
- Eye contact a value and sign of respect – eye 
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contact sign of disrespect and prohibition of 
eye contact with people higher in hierarchy 
- Preference of shorter / bigger physical 
distance in interactions (always in 
accordance with the relationship of 
interaction partners) 
- acceptance of physical punishment or 
prohibition of physical punishment based on 
physical integrity 
- physical integrity VS use of the body to 
participate / show belonging to social groups, 
religions, etc. 

Conceptions and uses of space - Context rich communication = use of the 
arrangement of the space, of the position in 
space to communicate VS Context-poor 
communication: not much relevance of 
special arrangement in the communication, 
rather it is the verbal message that has 
priority 
 
- Approach to the environment focusing on 
domination / instrumentalisation VS 
harmony 

Conceptions and uses of time - Linear vs non linear 
- Monochronic (one task in one moment) vs 
Polychronic (several tasks in the same time 
simultaneously) 
- future / past / present orientation 

Way of life, working style - problem solving approaches: focus on 
relation or the task 
- democratic VS hierarchic problem solving 
- explicit VS implicit rules of conduct 
- rules applicable to everyone the same way 
VS  importance of adapting rules according 
to the situation (universalist VS particularist) 

Thinking, learning style, conceptions of the 
world 

- tolerance of uncertainty VS avoidance of 
uncertainty 
- materialist / scientific approach VS 
transcendental – magico-realistic approach 

Interaction codes and patterns - direct vs indirect communication 
- context rich vs context poor communication 
- formal vs informal communication 

Intergroup relations, different demographic 
and religious composition of the societies 

- groups must be well separated (ex. Cast 
system) VS differences between groups must 
be minimised 
- particular cultural patterns / heritage must 
be valued and guarded (= multiculturalims, 
particularism) VS differences must be 
diminished and similarities emphasised (= 
universalism) 

 

Reactions accompanying culture shock experiences 



 
 

32 
 

Emotions are indicators that “something is happening”, they reveal a strong reaction to a 
conflict, to some tension, to the difference between an expected and a received scenario.  
Some emotions often brought up during the decentration with pictures exercise:  

Mostly negative, variations of: 

- Fear, terror 
- Pity, sorry 
- Anger, frustration, revolt 
- Disgust 
- Pain 
- Miscomprehension, confusion, embarrassment, puzzled, surprised 

 
Sometimes positive: 

- Joy, beauty 
- Admiration, amazement 
- Empathy 
- Happiness 

 
Beyond emotional reactions, behaviour reactions also occur, the most common: 

- Avoidance, running away, retreat 
- Aggression, violence 
- Nausea, headache, “bad feeling” 

 

Annex to Session 2.4 Handout “Definition of culture shock” 

Culture shock – as an individual experience, and not in the sense often employed by 
ethnologists as “shock of civilisations” or mentalities - can have a negative tone as a reaction 
of disorientation, frustration, rejection, indignation or anxiety. It can trigger a negative 
representation of oneself and feeling of lack of approval that can give rise to uneasiness and 
anger. On a positive tone culture shock can be experienced as a reaction of fascination, 
enthusiasm, and amazement.  
Culture shock happens in situations set in a specific space and time, they are both emotional 
and intellectual experiences.  Anyone can experience culture shock, who find themselves out 
of their usual socio-cultural context, and engage in interaction with a person or object from a 
different culture. 
 
 

Based on Margalit Cohen-Emerique  
1999. Le choc culturel, méthode de formation et outil de recherche. In: Demorgon,J., 
Lipiansky,E.,M. (eds) Guide de l’interculturel en formation. Paris, Retz. Pp 301-315. 

2015. Pour une approche interculturelle en travail social. 2ème éditionRennes, PRESSES 
EHESP 

 

Annex to Session 2.5 Handout “Margalit Cohen-Emerique approach” 

Margalit Cohen-Emerique – Intercultural Approach Method of Critical Incidents 
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DECENTRATION 

Aims: 

• Understanding how our own values, norms, expectations, practices, in short our own 
cultural reference frame influences the interaction and plays a role in the culture 
shock experiences 

• Use the culture shock experiences as a learning opportunity 
• Prevent the consequences of non treated culture shock experiences 
• Acquire – work towards – a certain cultural neutrality 

Tools: 

- Analysis grid of critical incidents 

Skills: 

- Self-awareness, self-reflection

UNDERSTANDING THE REFERENCE FRAME OF THE OTHER 

Aims: 

• Making the most elaborated hypothesis possible on the other’s cultural reference 
frame
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Tools: 

- Analysis grid on integration 

- Field research repertoire of cultural anthropology 

- Interviews, mediators 

Skills:  

- Observation 

- Exploration 

- Daring to ask 

NEGOTIATION 

Aims: 

• Reaching a solution which takes into account the best possible identities of both interaction 
partners 

Tools: 

- Negotiation methods / techniques 

- Moving from position to interest 

Skills: 

- Resistance to need for closure (Kruglanski) 

- Awareness of own limits 

- Non-violent communication 

- Seeing the big picture 

 

Annex to Session 2.6 Handout “Analysis grid” 

Analysis Grid for Culture Shock – Margalit Cohen-Emerique 

Critical incident situation: Please describe the situation as it was 

Describing the SITUATION 

Please give a short account (10-15 sentences) of a critical incident you experienced. Write from 
your own point of view. Include where and when the incident took place, how you felt, what you 
did. (Do not analyse the incident, that will be a next step..) 
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1. Who are the actors involved in this cross-cultural situation, what are their identities (age, sex, 
origin, profession, etc.), what kind of connection is there between them and with their social 
groups?  

2. What is the concrete situation/context in which this scene takes place (physical context, social, 
psychological, etc.)? 

3. The shock reaction: experienced feelings and if the shock raised any particular reaction (feelings, 
behaviour, etc.). 

4. Representations, values, norms, ideas, prejudice: The frame of references of the person who 
experienced the shock. 

5. What image emerges from the analysis of point 4 for the other group (neutral slightly negative, 
very negative, “stigmatized”, positive, very positive, real, unreal, etc.)? 

6. Representations, values, norms, prejudice: The frame of reference of the person or group that is 
causing the shock / that caused the shock in the narrator. 

7. Does the situation highlight any problem concerning the professional practice, or in general 
about the respect of cultural differences in intercultural situations? 

 

Literature sources: 

Cohen-Emerique, M. 2011. Pour une approche interculturelle en travail social: Théories et 
pratiques. Rennes: Ecole des Hautes Etudes en Santé Publique. 

Kroeber, A.; Kluckhohn, C. 1952. Culture. New York: Meridian Books. 

Eriksen, T. H. 1995. Small Places, Large Issues: An Introduction to Social and Cultural 
Anthropology. London: Pluto Press. 

Hall, E. T. 1990 (orig. 1959). The Silent Language. New York: Anchor Books. 

Hall, E. T. 1999 (orig. 1966). The Hidden Dimension. New York: Anchor Books. 

Hall, E. T 1989. Beyond Culture. New York: Anchor Books. 

Geertz, C. 1973. The Interpretation of Cultures: Selected Essays. New York: Basic. 

Geertz, C. 1984. Anti-Anti-Relativism. Distinguished Lecture. American Anthropologist 82: 263–
278 
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Module 3: Practical intercultural communication and 
negotiation skills 
Authors:  Claire Edwards, Junaid Hussain, Maggie O'Rourke, Suki Rai, Priya Tek-

Kalsi 

Time frame:  4 hours 

Introduction:  

This module provides an understanding of intercultural communication, the principal elements 
and challenges of negotiation, a conceptual approach toward rational thinking and trains the 
learner in professionally using the most suitable tools and techniques to establish productive and 
cross cultural relationships and agreements. The module emphasises continuing personal 
professional development and specialisation to allow health practitioners to bring a high level of 
expertise and insight when dealing with diverse patients.  

Session 3.1 Intercultural Communication and Culture as an 
Iceberg  

1) Learning objectives • Introduction to intercultural communication 
• Be aware of and understand cultural differences in 

communication 
• Identify cultural variations in communication styles and 

possible barriers 
• Identify resource requirements to overcome barriers 

2) How to run this session The facilitator will need to be familiar with theories behind 
intercultural communication 
 
This part of the session will comprise of: 

• Brainstorming exercise 
• PowerPoint slides  
• Small group activity / discussions 

3) Methods / style of 
delivery 

1. Activity introducing non-verbal communication 
For this activity, participants move around in the room 
and do small exercises together with other participants: 
• Participants are asked to walk around in the room and 

choose two people, without telling them, and while 
walking around position themselves in the same 
distance to each of the people they have chosen. Since 
the people chosen may keep moving, participants may 
have to readjust in order to keep an equidistance. After 
some time, stop the activity and see, whether 
participants know who they were chosen by. 

• Participants are asked to walk around and make eye 
contact with someone who will be their partner. One of 
them will be the subject and the other one will be the 
mirror. The mirror reflects everything the subject 
does. Instruct participants that they shall try to move 
in a way that outsiders do not know who is the subject 
and who is the mirror. 

• Blind car: in pairs, one standing in front of the other. 
The first person has their eyes closed. The person 
standing behind is the driver who will drive the car 
with the following movements: tapping on the head to 
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move forward, tapping on the right shoulder to move 
right, tapping on the left shoulder to move left. 
Tapping on the back to move backwards. 

 
2. Definitions of intercultural communication are 

presented to the group and related to the exercises 
previously done. Which elements does communication 
entail? How does verbal, non-verbal and para-verbal 
communication differ from each other? How may cultural 
differences inform the different forms of communication? 
This section continues with the description outlined in 
module 1 of culture, using the iceberg analogy, focusing on 
aspects of communication. How are communication styles 
and methods connected with either the overt (iceberg tip) 
or the underlying, invisible dimension (underneath the 
water) of the iceberg? Participants are split into groups 
and asked to find examples of communication styles and 
locate them on the iceberg, i.e. high degree of physical 
contact at the top of the iceberg and the corresponding 
underlying value of a preference for proximity and 
expressing closeness.  
After working in small groups, participants will share the 
examples they found with the plenary. It is the facilitator’s 
job to really dig deep and try to arrive at underlying values 
and to divide overt expressions from covert value systems.  

 
3. The group will then be asked to compare similarities 

between methods of expression/ communication of 
their differing cultural identities. The facilitator needs 
to make sure that a broad concept of cultural identity – i.e. 
differences in medical special fields – is taken into 
account. 

 
4. In plenary participants will discuss how cultural 

differences can impact on the communication 
styles / preferences identified above. 

 
At the end, a powerpoint slide will be displayed detailing different 
levels of communication. 

4) Didactic 
recommendations / 
information for the 
facilitator 

This session refers back to the iceberg concept introduced in 
module 2 and the core concepts of culture and cultural identity 
discussed in module 1. Thus, the facilitator needs to make sure to 
build on the previous discussions and take them up in order to 
now reflect on communication.  

5) Resources / equipment • Powerpoint 
• Flip chart paper 
• Flip chart pens 
• Blue tac 

6) Issues to consider That duplication from module 1 is avoided. The emphasis should 
remain on intercultural communication and the individual 
techniques that participants use. 

7) Duration 45 minutes 
8) Glossary intercultural communication, negotiation theories, intercultural 

negotiation  
 



 
 

38 
 

Session 3.2 Intercultural Negotiations 
1) Learning objectives To understand concepts of intercultural negotiation and the 

strategies that can be used. 
2) How to run this session The facilitator will need to be familiar with theories behind 

intercultural negotiation 
 
This aspect of the session will be run by using the Ugli Orange 
activity to get the participants to initially think about ways in 
which they currently negotiate and some of the strategies that 
they use to get their desired outcome. Participants will then be 
asked after the activity to think about how these strategies can 
be implemented within a healthcare setting and when cultural 
differences are presented. 

3) Methods / style of delivery 1. Introduction 
A short animated video is shown about cultural 
differences in negotiations and conflicts and 
participants are asked to pay attention to the health 
sector in particular. The video shows cultural 
differences between Japanese, Mexicans, Germans, 
Spanish people, etc. in negotiations and different 
behaviour patterns associated with their culture. 
Negotiations are an art, a skill of their own and both 
parties have to know the other person’s culture 
preferably.  
Principles which could be discussed: 
• Showing emotions in negotiations 
• Gender differences when negotiating  
• Wanting to win the negotiation or aiming at a win-

win situation 
• Defining common grounds before negotiating  
• Degree of competitiveness, etc. 

 
2. Orange negotiation exercise (role play) 

Participants will be split into small groups. In each 
group, there needs to be at least one person who is 
part of negotiation team A, one person who is part of 
negotiation team B and one person who serves as an 
observer. Each role can also be fulfilled by more than 
one person, depending on the group size.  
Team A is given the instruction that they desperately 
need one kilo of oranges to produce orange juice. 
Team B is given the instruction that they desperately 
need one kilo of oranges to use the peel to spice a cake. 
Each team does not know the other team’s scenario.  
Since there is only one kilo of oranges left in the entire 
city, team A and team B need to come together to 
negotiate who gets the oranges under what conditions. 
The groups are given 10 minutes to negotiate with 
each other (team A and team B, the observer/s is/are 
watching and does not/do not interfere with the 
negotiations) to get what they need. In the end of the 
exercise, participants are asked to reflect on the 
following questions in their small groups: 
• What is done with the oranges? 
• Is a solution reached and how? 
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• Did everyone get what they want? 
• Which different negotiation strategies were used 

by the participants? 
The small groups are led back into plenary where the different 
negotiation strategies found are being discussed. What are 
advantages and disadvantages of each strategy? Which 
alternative strategies and solutions would have been possible 
that nobody thought of during negotiation? 
 
Each pair will reflect on the first 3 bullet points and the group 
observer will be asked to feedback on the last 2 bullet points. 
 
At this stage, it will be important for the trainer to work with 
the groups to relate the 5 bullet points as above, to a health 
setting. 
 
The participants in the orange activity should be asked to 
define how negotiations may need to take place within a 
health care setting and what remedies can be applied to 
address any differences in culture. 
 

3. Theory input about negotiation  
The trainer will then discuss different approaches that can be 
used to develop attitudes and skills in intercultural 
negotiations: This learning relates to that of Margalit Cohen-
Emerique and suggestion concerning intercultural 
negotiations. 
 

• Active listening, non violent communication: listening 
to the other, not just focusing on what we want to 
achieve and where our own reservation line is.  

• Resistance to the need for closure: avoiding our 
genuine wish to close communication and end the 
relation in emotionally challenging, threatening 
situations.  

• Awareness of non verbal communication (our own and 
of the others).  

• Capacity to move between personal and professional 
spheres to maintain the relation. 

 
4. Application of theory to Critical Incidents  

Groups will then be asked to analyse the effectiveness of 
applying these models to a selection of the critical incidents 
from module 2 and to highlight what some of the barriers may 
be, along with what resources will be needed. Since the critical 
incidents derive from the health sector, the discussions here 
are sector-based.  
Margalit Cohen-Emerique’s definition of critical incident is 
reintroduced: 
Culture shock happens in situations set in a specific space and 
time, they are both emotional and intellectual experiences. 
Anyone can experience culture shock, who find themselves 
out of their usual socio-cultural context, and engage in 
interaction with a person or object from a different culture. 
(Cohen-Emerique 1999/2015) 
Depending on the time frame, one critical incident is either 
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analysed together in plenary or groups are asked to work on 
the incidents in small groups and then present to plenary.  
 
Example: Critical incident of two patients from Austria and 
Turkey in the same hospital room who could not 
communicate with each other due to language barriers, one 
needed silence, one was very loud. 
Negotiation strategies could have been:  

• Compromising: Using an interpreting service or 
mediator 

• Negotiating religious needs of one patient with the 
hospital 

• Communicating what they define as “respectful” 
and what as “disrespectful” 

• Negotiating common ground about noisy and loud 
phases and silent phases during the day 

• Legal strategies: having the right to sleep in silence 
• Problem-solving approach: Creating a relationship 

using gestures  
• Run away: leaving the room 

4) Didactic recommendations / 
information for the facilitator 

In this module, theory of intercultural negotiation and 
negotiation strategies are introduced. It is vital that 
intercultural negotiation is developed within the framework of 
critical incidents by Margalit Cohen-Emerique. When critical 
incidents are systematically analysed, negotiation serves as 
third step after decentration (exploring one’s own reference 
frame) and exploring the reference frame of the other. Thus, it 
aims at arriving at possible solutions for a conflict, respecting 
the social identities of all interaction partners as much as 
possible.  

5) Resources / equipment The facilitators’ instructions and scenarios are included for 
further reading in the annex. 

• Models of negotiation handout 
• Critical incident handouts  
• Flip chart paper and pens 

6) Issues to consider Participants in the role play need to have enough time to 
engage in their roles and to read instructions. 
 
It is important and useful not to give any input about 
negotiation theories before the role play, so that participants 
have to find out on their own, how to negotiate. Then, the 
trainer gives theoretical input and participants discuss their 
mistakes / strategies / alternatives.  
 
Discussion points about the role play can be intense and 
observers can have different or even opposite views of what 
happened. Topics can be: honesty, dominating the 
negotiation, lacking friendliness, etc. It is especially important 
when discussing this exercise, to make clear, that participants 
are addressed in their roles, not as participants (real persons).  

7) Duration 90 minutes 
8) Glossary Negotiation, intercultural negotiation, models of negotiation 
 

Session 3.3 Achieving a better outcome! Role playing critical 
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incidents applying negotiation strategies  
1) Learning objectives • To apply different negotiation strategies to chosen 

critical incidents using role play 
• Emotional identification with different cultural 

behaviours using role play (applies to the actors) 
2) How to run this session The facilitator will need to be familiar with theories behind: 

Conflict management 
 
This element of the session will be delivered using role play of 
chosen critical incidents and participants will be filmed. The 
group will be asked to analyse the playback and to make 
suggestions of what could be done differently, using the 
strategies identified in the parts of the session above. 
 
Participants will also be asked to review what additional 
resources could have been used in support of achieving a 
more positive outcome. 

3) Methods / style of delivery The group will be split into groups of 4/5 and each will be 
given a critical incident to act out. Depending on the number 
of roles, participants will choose who to play (e.g. teacher, 
nurse, patient, etc.). People left over will observe the role play.  
First, the participants act out the critical incident as it 
happened (most likely with the culture shock and less fitting 
negotiating strategies). Then participants will analyse the role 
play and revise the negotiation strategies of the players, and 
play it a second time, applying the new strategies.  
 
A selection of roleplays that could be used from the critical 
incidents from the Healthy Diversity Critical Incident Reader 
could be: 

1. The Teacher 
2. Religion at the Docks 
3. Domestic Abuse 
4. No Voice 
5. Chicken Stew for Granny 
6. The Turkish Terminal Patient 

 
The small groups will analyse the critical incident they have 
been handed before filming the two versions. The following 
questions may be helpful: 

• at what point does the shock arise 
• how the outcome could have been improved 
• how the culture shock could have been managed better 
• how the intercultural communication between the 

actors could be improved 
• what resources would be needed 
• to identify any challenges with their given critical 

incident 
 
The plenary will then be shown a ‘before and after’ of each of 
the groups. An open discussion could then follow as to what 
additional considerations or recommendation could have 
been made.  
In the “before” role plays specific aspects of intercultural 
communication or negotiation might have been missing. 
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Behaviours, reactions and emotions were changed in the 
“after” role plays.  
 
The nature of strategy will vary depending on the critical 
incident that is chosen, however, the following strategies can 
be assessed to determine whether they could be applied in the 
given role play: 

• Problem-solving approach — considers national 
and organisational cultural differences 

• Competitive approach — individualistic and 
persuasive orientation 

• Compromising — seeks a middle ground  
• Forcing — makes the other party comply 
• Legalism — uses legal documentation to force the 

other party to comply 
 
This exercise drives at alternative solutions for given 
situations of conflict. By acting them out, critical incidents, 
even though they were not experienced by the participants 
themselves, get a reality of their own for the participants who 
play the different roles. They thereby engage with the 
situations at hand also at a more emotional, bodily level.  

4) Didactic recommendations / 
information for the facilitator 

Not all participants like being filmed and this may result in 
some members not engaging fully or contributing to the 
activity. 

5) Resources / equipment • Video recording equipment 
• IT to play back videos 
• Task handout 
• Critical incident handout  
• Labels for name badges 

6) Issues to consider Breakout rooms/areas in order that groups can practice their 
scenarios and be filmed separately. 

7) Duration 105 minutes 
8) Glossary critical incidents, communication and negotiation strategies, 

role play and video 
 

Annex:  

Annex to Session 3.2 Critical Incidents 

1. THE TEACHER  

I entered an apartment in Vienna as a mobile nurse. The patient, who needed a change of 
bandages daily after skin transplantation, was railing against a Turkish colleague of mine, who 
wears a veil. The patient was a retired teacher, who used to teach in a high school in Austria, so he 
was highly educated. I tried to calm him down, but he kept on swearing and railing against my 
colleague, who I liked very much. He kept shouting that Muslims were intolerant, discriminating 
against women, brain washed, dependent people, who were stupid and manipulated.  

I found out that the patient himself was homosexual and felt discriminated against by the Islamic 
religion.  

The shock occurred not when the patient railed against Islam in general, but when it became 
personal about the Turkish colleague. At first, I thought that everybody had a right to an opinion. 
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However, when the patient lost control and started getting more agitated, I felt personally 
attacked as well. He told me that he had read the Koran and felt that as a homosexual he had no 
right to live according to the Koran. I tried to explain that my colleague‘s religion was not an 
attack against him as a person and not a personal issue for him. I defended my Turkish colleague 
and explained that she was well integrated and would never say anything negative against 
homosexuals, but cares for people from all cultures and doesn‘t differentiate. I also explained that 
my colleague would not have a job if her job performance was influenced by her religion.  

The situation exploded and the patient did not feel that I understood what he was trying to say. 
He was hurt. I could no longer talk logically with him. 

 

2. DOMESTIC ABUSE  

I was admitted to hospital due to breathing difficulties and was undergoing tests to establish the 
cause. An X-ray established that my sternum had been dislodged. Although I knew that the injury 
had been sustained due to domestic violence, I did not want to tell the consultant. I was 
hospitalised for two weeks for observation and to monitor the healing. Whilst in hospital, one of 
the nurses noticed that something was not quite right as I had not had any visitors, and there was 
bruising to other parts of her body.  

I disclosed the domestic violence to the nurse who stated that she would make a referral to the 
hospital Social Worker. The Social Worker came to see me, and I told her of several accounts of 
violence that had occurred over the years. I said that I needed to escape the situation but I would 
need help to do this. The Social Worker stated that she needed to speak to her Manager and she 
would come back to see me. This was because she was not sure of how to deal with this due to my 
“culture”.  

When the Social Worker returned to see me, she told me that both her and her Manager thought 
that they would probably make things worse for me if they intervened. It was best therefore that 
they took no action. The Social Worker said that as they have little knowledge of the Asian culture 
they don’t want to make things worse for me. It took a lot of courage for me to make this 
disclosure and it took another few years for me to leave. 

 

3. CHICKEN STEW FOR GRANNY  

A Roma family rented a VIP ward. The Granny, who is a woman in her 40’s, is the patient.  

The whole family came to settle in the small ward. The number of visitors allowed is 2. It was 
impossible to talk about this with them. I kept explaining this to them but they would not accept 
it.  

Granny came in for an operation of the gall bladder. She could not eat on the eve of the operation, 
but we all were doubtful that she would keep to this rule. The family brought all kinds of food for 
the Granny. “Let her eat it, just a bite?”, for example, from the chicken stew with paprika.  

On the day of the operation the whole family was making a scene in the nurses’ room: “Granny 
will be operated on, let them take her right now and she should get her medication.” Before this 
happened, they were doubting me, suspecting that I gave her a laxative instead of the necessary 
drugs. Granny was the second on the list of the patients to be operated on that day. They paid for 
the ward and the doctor too, so that Granny would get the best treatment and be the first. “Why 
the long wait?”  
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After the operation, they kept highlighting how sick their mother is and that I neglected her, 
because I was with other patients and did not spend enough time with her. There is a VIP room 
but there are no VIP nurses and I had as many patients as all the other nurses. Furthermore, the 
granny was calm and only wanted to rest. The family were disturbing her with their presence and 
she was getting worse because she couldn’t get any rest. They were “taking” her oxygen from the 
room, they were sitting on the bed and the eating their lunch next to the patient who had recently 
been operated on. 

 

Annex to Session 3.3 Critical Incidents Role Play Activity 

Instructions  

You will be divided into groups of 5 and given a critical incident.  

Role Play 1  

In your group, we would like you to read the critical incident and re-enact it as it is. You do not all 
have to participate in the role play. Once you have practiced and are confident with your role play 
a facilitator will film you.  

Role Play 2  

In your same groups, we would now like you to think about how the actors could have dealt with 
the culture shock in a different way, taking into account the cultural differences. We would then 
like you to role play your revised critical incident. Once you are ready, a facilitator will come and 
film your second role play.  

We would like you to consider the following:  

1. Could the negotiation between the actors have been different and if so, how?  
2. If the actors were more culturally sympathetic, would this have led to a different outcome?  
3. How could this culture shock have been a more positive / less negative experience?  
4. At what point does the shock arise?  
5. How the outcome could have been improved  
6. How the culture shock could have been managed better  
7. How the intercultural communication between the actors could be improved  
8. What resources would be needed?  
9. To identify any challenges with their given critical incident 

 

After both role plays have been filmed, we will all meet back in the main room and we will watch 
everyone’s first and second role play. Each team will explain to the group their rationale for the 
second role play, and why they made the changes/recommendations they did.  

Please keep your role plays to a maximum of 5 minutes each. 

 

Literature sources: 

Cohen-Emerique, M. 1999. Le choc culturel, méthode de formation et outil de recherche. In: 
Demorgon,J., Lipiansky,E.,M. (eds). Guide de l’interculturel en formation. Paris: Retz: 301–315. 

Cohen-Emerique, M. 2015. Pour une approche interculturelle en travail social. 2ème edition. 
Rennes: Ecole des Hautes Etudes en Santé Publique. 
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Communication in Health and Social Care. OCR level 2 Cambridge Technical (h/600/6872 level 2 
unit 1). Certificate/diploma in Health and Social Care.  

Developing Effective Communication in Health and Social. OCR level 3 Cambridge Technical 
(r/600/8939 level 3 unit 1). Certificate/diploma in Health and Social Care.  

Van Wieringen, J. C. M.; Harmsen, J. A. M.; Bruijnzeels, M. A. 2002. Intercultural 
communication in general practice. European journal of Public 12: 63–68. 

Pimmer, C.; Spikol, D.; Glocker, C. n. d. Intercultural communication challenges between health 
professionals and immigrants – and the potential of digital and mobile technology. 

Robinson, Lena: Beliefs, values and intercultural communication. 
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Module 4: Working in intercultural teams 
Authors:  Alessandra Cannizzo, Noemi De Luca 

Time frame:  3 hours  

Introduction:  

Besides the concepts already presented in other modules of the Healthy Diversity training, group 
dynamics in intercultural teams are influenced by various other elements, from demographics to 
organisational and sector-specific features. Moreover, different disciplines and social contexts 
confer different meaning and relevance upon such factors. Thus, this module introduces some 
extra concepts related to diversity lato sensu and presents two activities to complement the 
reflection on group dynamics focused on intercultural communication and negotiation. 

 
 
The overall aim of the module is to enhance the ability to build a sustainable and trusting, well-
functioning workplace characterised by good group dynamics. The sessions, in fact, will 
encourage participants to further reflect on their personal/professional identity and values, 
focusing on stereotypes and possible prejudices they might hold, and developing a greater 
understanding of how personality affects team-work. The importance of having trusting and well-
functioning group dynamics is especially important in intercultural teams, where 
misunderstandings linked to the different cultural backgrounds are more likely to occur 
compared to more culturally homogeneous settings. However, if good group dynamics and tools 
to solve intercultural conflicts are in place, the working process and outcomes will be efficient, 
rewarding and will indeed benefit from the intra-group diversity.  

Session 4.1 Values at work 
1) Learning objectives • To enhance learners’ understanding of additional 

intertwined elements affecting intercultural teams (i.e. 
social values and norms, organisational culture, sector-
specific ethics and expectations, personality) 

• To identify one’s own work-related values and attitudes 
using the Values at Work Checklist 

• To reflect on cultural stereotypes in relation to work 
behaviour 

2) How to run this session 1. As introduction, participants are guided to reveal the 
keywords of this module (words in the diagram above) 
through a revised version of the evergreen guessing 
game “the hangman” (15 min).  
• The word to guess is represented by a row 

of dashes (one per each letter) drawn on a large piece 
of paper.  One after another, participants guess / 
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suggest a letter and if it occurs, the facilitator writes 
it down in all its correct positions. In the original 
version of the game, if the suggested letter does not 
occur, the facilitator would rather draw one element 
of a hanged man stick figure as a tally mark (other 
images could be used, e.g. a tree with falling fruits).  

 
• At any time players can attempt to guess the whole 

word. If the word is correct, the game is over and the 
guessers win. On the other hand, if they make 
enough incorrect guesses to allow the facilitator to 
complete the “hangman”, the game is also over, this 
time with the guessers losing.  

• In order to make this introductory activity faster, 
players could be asked to simultaneously guess all 
the words, therefore drawing on the poster various 
circles containing the rows of dashes for the different 
words. 

• Although questions and examples from participants 
are always welcome, no discussion is meant in this 
introductory phase, as the additional definitions are 
contained in the handout and learners will reflect on 
them afterwards. 

 
2. Individually, participants read each statement of the 

“values at work checklist” and indicate how strongly they 
tend to exhibit the described attitudes in their 
professional life (0= never, 5= always), reflecting at the 
same time on the reasons: Is it linked to the personality? 
To social expectations? To the organisational culture of 
the workplace? Is there any difference regarding the 
attitude towards such values when comparing 
personal and professional life? 20 min 

 
• Direct: I prefer people to go directly to the point and 

not to spend time beating around the bush. (1–5 )  
• Indirect: I think it is important to avoid conflict even 

if it means only hinting at difficult issues. (1–5)  
• Being frank: It is important to be frank, open and 

honest at all times, even at the risk of causing others 
to lose face and experience shame. (1–5)  

• Saving face: It is important that nothing I do causes 
others to lose face, even if this means that I have to 
find other ways of transmitting important 
information. (1–5)  



 
 

48 
 

• Theory: I prefer to learn by receiving and absorbing 
information from an expert source. (1–5)  

• Practice: I prefer to learn by exploring, practicing 
and experimenting with new ideas. (1–5)  

• Deal: When I have a job to do, I prefer to focus on 
the task: walking straight into the situation, sorting 
things out and moving on. (1–5)  

• Relationship: When I have a job to do, I prefer to 
focus on the people: spending time getting to know 
those I will work with. (1–5)  

• Prompt: I prefer people to stick strictly to 
measureable and structured deadlines. Being on 
time is the key to efficiency. (1–5)  

• Flexible: I prefer people to take a flexible approach 
to timekeeping. Being flexible about deadlines is the 
key to efficiency. (1–5) 

 
3. In pairs, participants discuss their reflections with the 

partner, focusing on potential differences linked to the 
type of relation considered (colleague-colleague 
or colleague-patient). 20 min 

 
4. Debriefing in plenary. 30 min 

• Why are these differences important? (i.e. diversity 
of skills and preferences in teams) 

• To what extent are they related to the specific 
organisational culture participants work in? (i.e. 
communication rules in teams) 

• How might these differences become apparent in the 
working environment? (i.e. how detailed people 
write e-mails) 

• How might people from another country or culture 
perceive your approach?  

• What challenges do these differences present? 
• In what ways might you adapt your behaviour to 

manage and overcome these differences?  
3) Methods / style of delivery This module is based on participatory and learner-centred 

methods where all participants are actively involved. In 
particular, for this activity the methods used are: 

• Warm-up introductory game (15 min) 
• individual self-reflection  (20 min) 
• peer-to-peer learning / brainstorming (20 min) 
• group discussion (30 min) 

4) Didactic recommendations 
/ information for the 
facilitator 

During the debriefing participants could also share about 
experiences with other assessment tools and what they have 
learned from them.  

5) Resources / equipment • The “Values at Work” checklist from 
www.culturewise.net/wp-
content/uploads/2013/05/Cultural-awareness-training-
exercise-pack.pdf 

• Paper and pencils  
• Flipchart and pens  

6) Issues to consider - 
7) Duration 90 minutes 
8) Glossary intercultural teams, identity, stereotypes, organisational 

http://www.culturewise.net/wp-content/uploads/2013/05/Cultural-awareness-training-exercise-pack.pdf
http://www.culturewise.net/wp-content/uploads/2013/05/Cultural-awareness-training-exercise-pack.pdf
http://www.culturewise.net/wp-content/uploads/2013/05/Cultural-awareness-training-exercise-pack.pdf
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culture , social culture , sector-specific ethics, individual 
culture, personality, medicine, psychology, social psychology, 
anthropology, cultural anthropology, sociology 

 

Session 4.2 Improving team work through roleplay 
This activity aims at improving the ways of dealing with 
different personalities within an intercultural team while 
reinforcing the skills for conflict resolution and effective 
decision-making. As a conclusive module, this role-play also 
allows participants to share real life concerns about diversity 
management and intercultural competences. 

1) Learning objectives • To learn how to deal with different personalities within 
an intercultural team 

• To develop skills for conflict resolution and effective 
decision-making 

• To allow participants to share real life concerns about 
diversity management and intercultural competences. 

2) How to run this session 1. Before starting the role-play, individually participants 
write on a piece of paper two real life professional 
problems / situations they have experienced in relation 
to diversity management (from an institutional and a 
competence-based perspective), then, they make a 
paper ball and throw it in a box placed in the middle of 
the room (5 min.).  
While participants do the role-play, one facilitator will 
cluster all the inputs on a flipchart that will be 
presented during the debriefing. 

2. Participants are divided in groups with at least 5 people 
each, and one scenario / issue to address is given to 
each group. Each participant is expected to role-play 
both a character (e.g. doctor, social worker, etc.) and a 
personality type during a meeting taking place at a 
general hospital. During the discussion participants 
should try to reach an agreement about the given 
problem but the main task consists in identifying the 
different personalities within the group (30 min).  
The “challenging roles” are:  
• The aggressor: this person often disagrees with 

others, or is inappropriately outspoken  
• The negator: this group member is often critical of 

other’s ideas;  
• The “boss”: someone who tries to take the lead of 

the group without having the legitimation for doing 
so; 

• The withdrawer: this person doesn’t participate in 
the discussion;  

• The pessimist / de-motivator: someone who tends to 
highlight the challenging aspects of the task and of 
its process of accomplishment; 

• The recognition seeker: this group member is 
boastful or tries to dominate the session;  

• The joker: this person introduces humour at 
inappropriate times.  
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The “facilitating roles” are: 
• The leader: someone with a clear and good 

definition of aims and objectives of the group and 
who is able to be perceived as such on the basis of 
his/her authority (not meant in terms of power); 

• The funnyman: this person introduces humour at 
appropriate times;  

• The optimist / motivator: someone who tends to 
promote a positive attitude  towards the process of 
accomplishment of the task; 

• The diplomat: someone who is particularly eager / 
able to mediate amongst different ideas and working 
styles; 

• The contributor: someone who actively promotes 
the idea that everyone’s opinion is important and 
should be acknowledged within the group. 

 
3. Participants reveal their role characters and discuss the 

challenges and the consequences of working in an 
intercultural team with a bad group dynamic. Then, 
they try to identify strategies for improving teamwork 
(20 min). 
 

4. Final debriefing in plenary (30 min): How did you 
experience this activity? What was useful for you? What 
did you learn? What strategies have you developed? 
After 15 min the handout of this session is distributed to 
the participants to provide further hints, heading 
towards the conclusion of the activity. In addition to 
that, participants’ initial inputs (professional issues 
reported) are also presented. 

3) Methods / style of delivery • Short intro (5 minutes) 
• Role Play (30 minutes) 
• Experiential learning through free and guided 

brainstorming in small groups and in plenary (20+30 
minutes) 

4) Didactic recommendations 
/ information for the 
facilitator 

Acknowledged that not everyone loves or feels perfectly at ease 
during role-plays, some variations can be put in place in order 
to ensure the greater engagement and enjoyment of 
participants.  

• Based on the specific group composition and features, 
randomly place a small piece of paper with the roles and 
personalities under participants’ chairs or let them 
freely choose the roles within the groups (in the same 
group it is possible having more people with the same 
role).  

• As an alternative to the collection of role-play situations 
directly from the participants, it is also possible to 
provide some scenarios. They could be very simple in 
order to trigger a more de-structured discussion or they 
can contain further details. Some examples are reported 
below but they can also be inspired on the critical 
incidents included in the Healthy Diversity Critical 
Incident reader. 

• The roles assigned to each group can be decided in 
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advance by the facilitators in order to have groups with 
particularly good or challenging dynamics. 
 

In a General Hospital, staff roundtables are taking place to 
discuss various aspects. Participants are: 

1. Social workers 
2. Diversity and Equality board members 
3. Doctors, nurses and hospital staff 
4. Hospital managers 

 
SCENARIO 1: Diversity and Equality board members 
complain for the lack of intercultural competences amongst 
the hospital staff and about the need of cultural mediators 
during the visits. 
  
SCENARIO 2: Nurses report some colleagues’ and patients’ 
complains about home assistance to patients (e.g. gender or 
ethnic-related issues, language misunderstandings). 
 
SCENARIO 3: Hospital managers introduce and comment the 
new national guidelines on diversity management in public 
structures and they are mostly concerned about the financial 
aspects. 

5) Resources / equipment • The “Strategies for Improving Team Dynamics”  
• The “Facilitating” and the “Challenging” group roles  

6) Issues to consider - 
7) Duration 90 minutes 
8) Glossary conflict resolution, intercultural team, teamwork, group 

dynamics 
 

Annex:  

Annex to Session 4.1 Working in intercultural teams  

INTRODUCTION 

 

INTERCULTURAL TEAMS (definition from the check-in activity: matching concepts 
and definitions) “Between team members, some diversity always exists, though to a greater or 
lesser extent. Team diversity refers to various interpersonal features such as age, race, gender, 
education, professional background, personal experience, etc. Intercultural teams are assumed to 
be even more diverse as members have different cultural origins.” (Bartel-Radic & Lesca 2011: 
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90). Due to the diversification of the work force, intercultural teams have become a reality in the 
health care sector all over Europe.  

The proposed definition suggests that besides the concepts already presented and analysed, group 
dynamics in intercultural teams are influenced by various other elements, from demographics to 
organisational and sector-specific features. Moreover, different disciplines and social contexts 
confer different meaning and relevance upon such factors. Thus, this module of the Healthy 
Diversity training aims at integrating the previous ones by adding some extra concepts related to 
diversity lato sensu and presenting some activities to complement the reflection on group 
dynamics focused on intercultural communication and negotiation. 

VARIOUS DISCIPLINES (definitions from Encyclopaedia Britannica, 
www.britannica.com) 

Medicine: the practice concerned with the maintenance of health and the prevention, 
alleviation, or cure of disease. 

Psychology: scientific discipline that studies mental states, processes and behaviours in humans 
and other animals. 

Social psychology: the scientific study of the behaviour of individuals in their social and 
cultural setting.  

Anthropology: literally “the science of humanity” that studies human beings in aspects ranging 
from the biology and evolutionary history to the features of society and culture.  

Cultural anthropology: a major division of anthropology that deals with the study of culture in 
all of its aspects and that uses the methods, concepts, and data of archaeology, ethnography and 
ethnology, folklore, and linguistics in its descriptions and analyses of the diverse people in the 
world. (Medical anthropology emerged as a special field of research and training after World 
War II, when senior American anthropologists worked as consultants on oversea health care 
projects). 

Sociology: a social science that studies human societies, their interactions and the processes 
linked to social changes through the analysis of institutions, communities, populations, as well as 
features such as gender, racial, or age groups. Sociology also studies social status or stratification, 
social movements and societal disorder in the form of crime, deviance, and revolution. 

CULTURAL/SOCIAL VALUES AND NORMS (definition from the key words of the 
Healthy Diversity curriculum) 

Communities and societies are based on shared cultural values and norms that regulate actions 
and behaviours, but that also generate meaning. A metaphor that can be useful for thinking about 
values is the compass: values usually indicate what is considered as true, worthy in a given culture 
– in a way it orients our thoughts and behaviours. Norms on the other hand are concrete 
regulations of how to act or how not to act in a certain situation.  

ETHICS (definitions from Encyclopaedia Britannica, www.britannica.com) 

Also called moral philosophy, it is the discipline concerned with what is morally considered good 
and bad, right and wrong. The term is also applied to any system or theory of moral values and 
principles. 

ORGANISATIONAL CULTURE (definition from www.businessdictionary.com) 

The values and behaviours that contribute to the unique social and psychological environment of 
an organisation. It includes the organisation’s expectations, experiences, philosophy, and values, 

http://www.businessdictionary.com/
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and is expressed in its self-image, inner workings and interactions with the outside world. Also 
known as corporate culture, it is based on shared attitudes, beliefs, customs, and written and 
unwritten rules that have been developed over time and are considered valid. 

IDENTITY (definition from www.en.oxforddictionaries.com) 

“The fact of being who or what a person or thing is and the characteristics determining it. From 
this definition, social identity is defined as a person’s sense of who she/he is, based on her/his 
group membership(s)”. 

CULTURAL IDENTITY (definition from the key words of the Healthy Diversity 
curriculum) 

“Our personal identity includes our group affiliations, and the sum of our social roles and 
statuses, but what we make out of this material is a unique composition. We position ourselves 
differently in different situations”. 

PERSONALITY 

“The set of habitual behaviours, cognitions and emotional patterns that evolve from biological 
and environmental factors”. (Philip, J.; Matthews, G. 2009. The Cambridge handbook of 
personality psychology. Cambridge: Cambridge University Press.) 

“The organized pattern of behavioural characteristics (physical, mental, emotional, and social) of 
an individual”. (Thesaurus.com) 

The Healthy Diversity project aims at promoting an intercultural approach to diversity, it is 
therefore particularly important to highlight that in case of personality traits, besides the 
relevance of the environmental factors we have assumed the existence of common features, which 
in spite of different names or categorisations are shared and comparable among humans.  

In addition to that, it is worth noticing that from a medical perspective numerous studies have 
been conducted to investigate potential connections between diseases and personality types and 
disorders. 

The Big Five personality traits and the Myers–Briggs Type Indicator (MBTI) are two 
very well-known attempts to categorise and analyse personality types according to the 
different ways people perceive the world, express preferences and take decisions in relation to 
some indicators. Although such tools are widely used in the business and management fields, 
disagreements persist in relation to the validity of their interpretation and contextualisation of 
the different factors (especially for predictions). Thus, rather than seeing the following traits as 
dichotomies, we invite the readers to place them in a more fluid continuum. 

The Big Five personality traits, also known as the five factor model (FFM), can be 
summarized as follows: 

1. Openness to experience: inventive / curious vs. consistent / cautious.  
2. Conscientiousness: efficient / organised vs. easy-going / careless.  
3. Extraversion: outgoing / energetic vs. solitary / reserved.  
4. Agreeableness: friendly / compassionate vs. challenging / detached.  
5. Neuroticism: sensitive / nervous vs. secure / confident.  

The Myers–Briggs Type Indicator (MBTI) is an introspective self-report questionnaire 
aimed at assessing four domains (more info available at the website: www.myersbriggs.org): 

1. Favourite world (outer or inner): extraversion (E) vs. introversion (I). 
2. Information processing: sensing (S) or intuition (N). 

https://en.wikipedia.org/wiki/Introspection
https://en.wikipedia.org/wiki/Self-report_study
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3. Decision making: thinking (T) or feeling (F). 
4. Structure: judging (J) or perceiving (P). 

For the purpose of the present module it is essential to clarify the differences between 
personality and identity. Why do different people from different disciplines prefer one or the 
other? (For instance, personality is a crucial and broad term in psychology, therefore many 
cultural psychologists never refer to “identity”. On the other hand, “identity” has become a central 
concept in cultural anthropology, sociology and international relations). 

Comparing our definitions we can infer that identity refers to all the aspects contributing to shape 
who a person is (descriptive), whereas personality is a defining hypothetical construct that 
combines feelings, behaviour, and thinking, telling us what a person is like. Acknowledged that 
they are both affected by external environmental inputs which can induce (slow) changes, in the 
context of the Healthy Diversity training we will use the word identity to indicate the 
intellectual convictions that define how we see ourselves in relation to the outer 
world (as a unique characteristic of each individual) whereas we will refer to personality to 
investigate the inner structure and the emotional traits that explain our 
characteristics pattern of thoughts and the way we respond to situations and ideas. 
Thus, from this perspective, personality can be considered as a part of our identity. 

Annex to Session 4.1 Values at Work Checklist  

1. Individually, read each statement and indicate how strongly you tend to exhibit the 
described attitude in your professional life (0=never, 5=always), reflecting at the same 
time on the reasons: Is it linked to your personality? To social expectations? To the 
organisational culture in your workplace? Do you notice any difference regarding your 
attitude towards such values when comparing your personal and professional life? 
20 min 

2. In pairs, discuss your reflections with your partner, focusing on potential differences 
linked to the type of relation considered (colleague-colleague or colleague-
patient). 30 min 

3. Debriefing in plenary. 30 min 

Statement Self-
assessment 

Notes from 
Peer-discussion 

Direct: I prefer people to go directly to the point 
and not to spend time beating around the bush.   

Indirect: I think it is important to avoid conflict 
even if it means only hinting at difficult issues.   

Being frank: It is important to be frank, open 
and honest at all times, even at the risk of causing 
others to lose face and experience shame.  

  

Saving face: It is important that nothing I do 
causes others to lose face, even if this means that I 
have to find other ways of transmitting important 
information. 

  

Theory: I prefer to learn by receiving and 
absorbing information from an expert source.   
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Practice: I prefer to learn by exploring, 
practicing and experimenting with new ideas.   

Deal: When I have a job to do, I prefer to focus on 
the task: walking straight into the situation, 
sorting things out and moving on.  

  

Relationship: When I have a job to do, I prefer 
to focus on the people: spending time getting to 
know those I will work with.  

  

Prompt: I prefer people to stick strictly to 
measureable and structured deadlines. Being on 
time is the key to efficiency. 

  

Flexible: I prefer people to take a flexible 
approach to timekeeping. Being flexible about 
deadlines is the key to efficiency. 

  

Checklist from www.culturewise.net/wp-content/uploads/2013/05/Cultural-awareness-training-
exercise-pack.pdf 
 

Annex to Session 4.2 Improving Team Work through Roleplay  

Each of you will role-play both a character (e.g. doctor, social worker, etc.) and a personality type 
during a meeting taking place at a general hospital. During the discussion try to identify the 
different personalities within the group. 

Facilitating roles / personalities 

The leader: someone with a clear and good definition of aims and objectives of the group and 
who is able to be perceived as such on the basis of his/her authority (not meant in terms of 
power) 
The funnyman: this person introduces humour at appropriate times. 

The optimist / motivator: someone who tends to promote a positive attitude towards the 
process of accomplishment of the task. 

The diplomat: someone who is particularly eager / able to mediate amongst different ideas 
and working styles. 
The contributor: someone who actively promotes the idea that everyone’s opinion is 
important and should be acknowledged within the group. 

Challenging roles / personalities 

The aggressor: this person often disagrees with others, or is inappropriately outspoken.  

The negator: this group member is often critical of other’s ideas. 

The “boss”: someone who tries to take the lead of the group without having the legitimation 
for doing so. 

The withdrawer: this person doesn’t participate in the discussion. 

The pessimist / de-motivator: someone who tends to highlight the challenging aspects of 
the task and of its process of accomplishment. 
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The recognition seeker: this group member is boastful or tries to dominate the session;  

The joker: this person introduces humour at inappropriate times.  

 
Further hints for a critical discussion on the strategies to improve team dynamics  

(Inspired from www.mindtools.com/pages/article/improving-group-dynamics.htm): 

• Know your team  
• Tackle problems quickly  
• Define roles and responsibilities  
• Create a team charter – defining the group’s mission and objective, and everyone’s 

responsibilities – as soon as the team is created. Make sure that everyone has it and 
remind people of it regularly.  

• Use team-building exercises to help everyone get to know one another and break down 
barriers  

• Active listening 
• Help people open up – share what you hope the group will achieve, along with “safe” 

personal information about yourself, such as valuable lessons that you’ve learned  
• Open communication is central to good team dynamics, so make sure that everyone is 

communicating clearly.  
• Watch out for the warning signs of poor group dynamics  
• Pay particular attention to frequent unanimous decisions, as these can be a sign of 

groupthink, bullying, or free riding. If there are frequent unanimous decisions in your 
group, consider exploring new ways to encourage people to discuss their views, or to share 
them anonymously  

• Provide feedback, show the team members the impact of their actions, and encourage 
them to reflect on how they can change their behaviour. 
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Module 5: Diversity management skills 
Authors:  Margit Helle Thomsen and Henning Schultz, mhtconsult 

Time frame: 2 hours 

Introduction:  

“Differences make a Difference”. This slogan from a diversity management programme 
reflects that diversity basically means differences or dissimilarity. So, when diversity is expected 
to make a difference, we automatically associate diversity with a positive and beneficial change. 
However, diversity must be contextualised, anchored, managed and followed up regularly to be 
effective. Diversity must have a clear goal and be implemented through conscious choices of 
strategy and methods in order to make a positive and sustainable difference. 

The concept of diversity management represents this anchorage and the conscious 
implementation process. Thus, diversity management is essentially an organisational term, which 
in itself points to organisational goals, strategies, practices and skills.  

This applies in particular to institutions and organisations with core functions within welfare 
services to citizens characterized by cultural diversity and diverse needs. These include 
institutions being responsible for providing service on equal terms for all citizens regardless of 
origins, socio-economic and socio-cultural affiliations. This is a core characteristic of the 
healthcare sector, and therefore diversity management and intercultural skills have a strong and 
significant importance for the building of organisational structures and for the professional 
upgrading within this sector. 

Against this background, the overall aim of Module 4 about Diversity Management is to 
promote the understanding of the diversity management concept and its implications for the 
organisational context and organisational learning. Furthermore, the aim is to introduce concrete 
examples of process methods and assessment tools to improve and support the establishment, 
implementation and results of diversity management in the organisation.  

Session 5.1 Diversity management and intercultural 
competence – state-of-the-art in my healthcare 
organisation 

1) Learning objectives • That participants’ awareness of the state-of-the-art of 
diversity management and the approach to 
intercultural communication and understanding in 
their own healthcare organisation is enhanced. This 
may also include the lack of diversity management and 
intercultural practices in the organisation. 
o The state-of-the-art analysis is carried out by using 

a specific process- and profile tool which helps the 
participants to draw a diversity profile of their 
healthcare organisation, in terms of the 
organisational culture and values, the recruitment 
policy and practices, etc.  

o Moreover, the process- and profile tool also 
provides the participants with an insight into 
strategic perspectives of diversity management and 
how to start the implementation process. 
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• That participants exchange analyses, profiles and 
reflections as well as practical experience in terms of 
institutional / organisational strategies and 
procedures for diversity management and 
intercultural competence in their healthcare work 
places.  

2) How to run this session In order to meet these objectives, session 5.1 will alternate 
between: 
 
5.1.1.: An introduction to the process- and profile tool “From 
small attempts to concrete steps”, thus to make the 
participants ready for an individual analysis of the diversity 
management state-of-the-art in their healthcare 
organisations. 
 
5.1.2: Group work including 

• group presentations on the state-of-the art analyses 
and profiles in terms of diversity management in the 
participants’ own healthcare institutions / work places  

• group reflections on key questions related to 
challenges, potentials and barriers to the 
implementation of diversity management and 
intercultural competence in healthcare organisations 
 

5.1.3: Group presentations of key results from the group work 
on key questions 

3) Methods / style of delivery 5.1.1: timeframe 25 minutes 
Methodology: 

1. The facilitator briefly introduces the objectives of the 
section, underlining the inductive approach to the 
diversity management module, where we are starting 
with the state-of-the-art analysis in specific healthcare 
organisations. From this experience, we will move to a 
general theoretical-practical understanding of the 
concept of diversity management and intercultural 
competence from the structural / institutional 
perspective.  
The facilitator provides a thorough step-by-step 
introduction to the process- and profile tool “From 
small attempts to concrete steps”, which is an easily 
accessible and suitable tool for making a profile 
analysis and creating awareness of state-of-the-art in 
the participants’ own healthcare organisations. 

 
2. The process- and profile tool was originally developed 

by mhtconsult for municipal service providers, 
including municipal healthcare services. Later, it was 
adapted to the private sector and also to foreign 
municipal frameworks. Thus, the tool was previously 
tested in healthcare services as well as in other 
services in both public and private sectors. 
 

3. The participants conduct their individual profile 
analyses for their own healthcare organisation. If some 
participants are working in the same organisation, 
they still make an individual profile analysis, thus 
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getting the opportunity to compare experiences during 
the subsequent group work.  

 
5.1.2: timeframe 30 minutes 
Methodology: 

1. The participants are divided into groups, approx. 3–4 
people in each group. Participants from the same 
organisation may form a group together. However, 
they may also spread to different groups.  

2. The group work is based on the following procedures: 
• The participants in the group briefly present their 

individual profile analysis of their own 
organisation. The other participants are allowed to 
ask clarifying – but not analytical – questions. 

• After the individual presentations, the participants 
point to key elements and awareness points from 
their analyses: 
o Which diversity profiles are present in the 

group – ranging from high to low in terms of 
organisational diversity management and 
structured intercultural procedure and 
practices? 

o What would be the most important challenges 
and barriers in the present healthcare 
organisations in terms of diversity 
management? Would it be lack of leadership, 
lack of engagement, lack of competences and 
tools, etc.? 

o What could be a first step towards diversity 
management in healthcare organisations, and 
who is responsible?  

o Name three good reasons for establishing 
strategies for diversity management in the 
healthcare sector, including participants’ own 
organisations. 

• The groups write key words on these issues on 
large paper sheets. 

 
5.1.3: timeframe 25 minutes + 10 minutes break 
Methodology: 

1. The groups present their results using their paper 
sheets. 

2. The facilitator summarises some of the key points 
from the group work and concludes that the strategic 
and organisational approach needs to be structured 
and conceptualised – which will be the next module 
after a 10 minutes break. 

4) Didactic recommendations / 
information for the facilitator 

It is important to communicate the basic didactic idea of the 
inductive approach, where some theoretical / deductive 
questions and reflections will only be addressed in the 
subsequent module. So, the participants must understand the 
basic order of introductions, where their own experience is 
the starting point, whereas the conceptualisation will be the 
last and summarising point. 

5) Resources / equipment • Learning materials for the introduction of the process- 
and profile tool  
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• Copies for each participant of the tool materials and 
instruction exercise 

• Large paper sheets and speed markers for the group 
work  

6) Issues to consider As the definition of diversity has already been a subject in the 
first module, it is important to stress from the beginning of 
module 5.1 that we are now taking a step further and explicitly 
elaborating on organisational practice and the very concept of 
diversity management. 

7) Duration 90 minutes 
8) Glossary diversity management; affirmative action; diverse 

recruitment; cloning culture; complementary culture; 
corporate culture; working organisation and division of 
labour; decision-making procedures 

 

Session 5.2 Diversity management and intercultural 
competence – state-of-the-art in my healthcare 
organisation 

1) Learning objectives • That participants achieve an insight into the concept 
and specific structural / institutional, relational / 
collegial and attitudinal implications of diversity 
management. This implies the understanding of the 
relation between diversity management and 
intercultural competence. 
 

• That the participants achieve a critical-analytical 
approach to the strategic and practical challenges in 
diversity management and intercultural competence. 

2) How to run this session With these objectives, the second module session aims to 
provide a general understanding of the concept of diversity 
management in the institutional and organisational context of 
the healthcare sector. This also indicates a brief return to the 
concept of intercultural competence, when linked to the 
organisational concept of diversity management. 
 
The facilitator’s presentation will in a dialogical manner 
continuously be linked to: 
 
A) The participants’ experience as described through the 
earlier results from the group work 
 
B) Examples of critical incidents that clearly illustrate the 
consequences of no diversity management, but also the 
ambiguous challenges in providing intercultural 
understanding 

3) Methods / style of delivery 5.2: timeframe 30 minutes 
Methodology: 
The facilitator introduces some definitions and implications of 
diversity management derived from diversity management 
sources. 

• What are the main aspects of diversity management as 
a management and an organisational strategy?  
o Diversity management is a necessity for solving 

complex tasks in the organisation  
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o Individuals who can add new perspectives and 
solutions to the organisation are needed 

o Differences at the workplace should be respected 
o An active and conscious strategy applied by the 

management of an organisation, which adds value 
to the organisation  
 

• What kind of organisational culture is linked to the 
diversity management strategy? 
o The culture of the organisation is defined as a 

learning culture, so it is changeable and not rigid 
o The recruitment strategy of the organisation 

mirrors the diversity management strategy  
o Dynamic quality objectives  
o Open and value-based professional culture 
o Empowerment of individuals  

 
• How does the diversity management strategy interface 

with other management policies and strategy from 
recent years? 
o Strategy of working environment 
o Strategy of affirmative action 
o CSR strategy 
o Strategy of inclusion of minority groups / 

vulnerable groups  
o Strategy of innovation and competition  
o Equality strategy (i.e. gender)  

 
• What are the specific diversity management positions 

in the healthcare sector? 
o Management (recruitment and retention)  
o Professional staff 
o Patients (quality of services) 
o Relatives (quality of services) 
o External authorities (quality of services) 

4) Didactic recommendations / 
information for the facilitator 

Due to a lot of factual information, it is important to present 
the issues with as little text as possible and as many figures 
and illustrations as possible. 

5) Resources / equipment • Handouts with selected and shortened critical 
incidents to illustrate the practical implications of 
diversity management – or rather lack of diversity 
management.  

• The participants’ large paper sheets with results from 
the previous group work.  

6) Issues to consider The timeframe for the diversity management sessions is very 
tight. 
The management sessions build on the approach that 
diversity management is a structural and organisational issue 
that cannot be limited to the management, but must a concern 
of all staff.  

7) Duration 30 minutes 
8) Glossary  Diversity management, Affirmative action, Diverse 

recruitment, Cloning culture, Complementary culture, 
Corporate culture, Working organisation and division of 
labour, Decision-making procedures 
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Annex:  

Apart from presentations and exercise sheets, it will be necessary to ensure that the facilitators in 
all sessions are familiar with some of the Healthy Diversity resources: examples from the manual 
of critical incidents, especially the incidents that were introduced previously in the curriculum. 

Annex to Session 2.1 Learning materials 

Slide 1: 
 
What are the implications of diversity management in organisations? 
 
“Diversity strategy generally challenges the ruling tradition of recruiting from the “the 
principle of recognizability”. This applies to both the public and private labor markets. 
The diversity strategy also challenges the values and basic assumptions in the 
organisational culture. Entering the diversity management strategy, many institutions and 
workplaces have to build a whole new attitude towards differences, diversity and otherness. 
Diversity is not a question of merely tolerating differences and otherness – and adapting 
differences and otherness to the prevailing culture and existing behavioral norms. On 
the contrary, diversity management is a question of expanding the organizational, mental and 
behavioral frameworks, thus to transform differences into resources that strengthens the 
overall competence of the organization..” (Margit Helle Thomsen, mhtconsult) 
 
This is the overall approach to the sessions on Diversity Management 
 
 
Slide 2: 
 
Overall aim: 
• To promote the understanding of the diversity management concept and its implications 

for the organisational context and for organisational learning 
 
Objectives: 
• To raise awareness of the state-of-the-art of diversity management and intercultural 

communication in your own organisations, using a process tool 
 

• To raise awareness of opportunities to enhance diversity management and intercultural 
understanding in your organisations  

 
Slide 3: 
 
DIVERSITY MANAGEMENT IN THE WORKPLACE – FROM SMALL ATTEMPTS TO 
CONCRETE STEPS 
 
A PROCESS TOOL 
• A conscious choice for both management and staff  
• A local process based on local conditions 
• Local objectives – not a general methodology or overall intentions 
• An organisational learning process – not a single event 
• Success criteria and milestones in accordance with local framework conditions 

and action opportunities 
• Based on well-known organisational focus points and core efforts  
 
Slide 4: 



 
 

64 
 

 
FROM WARM UP TO CONCRETE STEPS 
 
A PROCESS TOOL 
• Strategy and Vision 
• Products and Services 
• Recruitment and Retention 
• Competence building and utilisation of Diverse Talents 
• Personnel Policy and Working Environment 
 
 
Slide 5: 
FROM WARM UP TO CONCRETE STEPS 
 
A PROCESS TOOL 
 
4 Diversity Profiles: 
 

 Profile 1 The organisation is not recruiting ethnic minorities and not as yet interested in 
doing so 

 Profile 2
The organisation is not as yet recruiting ethnic minorities, but they have a wish 
to do so. 

 Profile 3 The organisation is actively recruiting ethnic minorities based on the 
assimilation approach 

 Profile 4 The organisation is actively recruiting ethnic minorities based on an 
institutional policy and strategy for diversity management 

 

Annex to Session 2.1 Process- and profile-tool# 

Nr. Score sheet: 

Product and services 

 If a statement has been scored “Yes, 
this fits my workplace” then mark the 
box with a cross. 

          

13 In my workplace we consider it a growing problem for our 
workload that minority groups don’t understand our welfare 
model and the kind of service they are entitled to. 

        

          

14 In my workplace we don’t analyse needs of different groups 
among the citizens because we treat everyone according to 
the same rules and regulations. 

        

          

15 In my workplace we adjust and direct our communication to 
all groups of minorities in order to act as a modern public 
institution in a diverse society. 
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16 In my workplace we analyse the reactions of our individual 
users in order to continually ensure that our services are 
equally useful for citizens with different age, ethnicity, sex, 
education, lifestyles, etc.  

        

          

17 In my workplace we are not making a specific communication 
to the growing number of groups that are uninformed and 
dissatisfied with the kind of services we can offer. 

        

          

18 In my workplace we meet the needs of the individual user by 
working with flexible strategies towards different individuals. 

        

          

19 In my workplace we lack knowledge about the diverse needs 
of different citizen groups but we don’t have time to update 
our knowledge 

        

          

20 In my workplace we aim to adapt our services to special 
groups of users/citizens (for example: women, the elderly, 
ethnic minorities, disabled, etc.), as long as it doesn’t go 
beyond our goals and framework for public services and 
products. 

        

          

21 In my workplace we cannot adjust our service to every single 
citizen because we cannot satisfy everyone anyway 

        

          

22 In my workplace we have an extensive and continuous 
networking with all kind of users and groups of citizens in the 
local community in which we discuss their special needs for 
service. 

        

          

23 In my workplace we find it wrong to use a foreign language 
when communicating to the citizens - we look at all citizens 
as Dutch since we are a public institution in Holland. 

        

          

24 In my workplace we are very willing to establish special 
projects for certain minority groups, as long as it doesn’t 
reduce our general services to all citizens. 
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Count the number of crosses in the 4 vertical 
columns. This gives the total number of scores on 
each of the 4 diversity profiles within the theme of 
“Product and services” 

        

   Profile 
1 

 Profile 
2 

 Profile 
3 

 Profile 
4 

 

Nr. Score sheet:   

Utilization of diverse talents 

 

 If a statement has been scored “Yes, 
this fits my workplace” then mark the 
box with a cross. 

          

37 In my workplace we are hesitant to hire ethnic minorities 
because they don’t have a tradition for working in a Dutch 
public workplace. 

        

          

38 In my workplace we avoid criticising colleagues of another 
ethnic origin openly because they are easily offended. 

        

          

39 In my workplace we increase our performance in a diverse 
society by staffing our workgroups with a mix of talents and 
backgrounds. 

        

          

40 In my workplace we believe that too many dissimilarities in 
the working teams tend to hamper productivity. 

        

          

41 In my workplace we hesitate to involve users in a discussion 
of our public services, since they generally have no idea about 
our profession, goals, and political framework.  

        

          

42 In my workplace we make sure that we get user feedback 
about our new services by using formalised customer panels 
with equal representation of all major groups in society. 

        

          

43 In my workplace we realize that users should be involved 
more in a discussion of our services – only we don’t have 
time and resources to do so. 
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44 In my workplace we practice a team organisation, where 
decisions are decentralized within a framework of objectives 
and economy. 

        

          

45 In my workplace the best assignments are given to people 
from the most dominant group. 

        

          

46 In my workplace we would never develop a new service 
without involving right from the start all major stakeholders 
(advocacy groups, users, suppliers, etc.) 

        

          

47 In my workplace we think it will be difficult to integrate 
disabled in the working culture, because many colleagues 
still lack the necessary tolerance and patience. 

        

          

48 In my workplace we try to meet staff preferences among our 
users - although it sometimes is inconsistent with our own 
policy for diversity in staff and teamwork. 

        

  

Count the number of crosses in the 4 vertical 
columns. This gives the total number of scores on 
each of the 4 diversity profiles within the theme of 
“Utilization of diverse talents” 

        

   Profile 
1 

 Profile 
2 

 Profile 
3 

 Profile 
4 

 

Nr. Score sheet 

Personnel policy and working environment 

 If a statement has been scored “Yes, 
this fits my workplace” then mark the 
box with a cross. 

          

49 In my workplace religion is a private matter that we keep at 
home. We do not think that there is room for foreign 
religious holidays, use of head scarf, special food habits, daily 
prayers, and other cultural and religious differences. 

        

          

50 In my workplace the opportunities for training and job 
development are flexible for colleagues with different 
backgrounds giving everybody the same possibilities. 
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51 When we organise social events in my workplace we 
naturally choose food and drink, activities, timing of the 
event, involvement of the family, etc. in such a way that all 
colleagues have the opportunity to participate. 

        

          

52 In my workplace we do not have the resources to adapt the 
workplace for disabled employees. 

        

          

53 In my workplace we will employ any disabled that meets the 
qualification and adjust the workplace to the persons’ needs. 

        

          

54 In my workplace we see it as problem that the highest pay, 
the best career possibilities and the most interesting jobs are 
mostly given to men aged 30-45 with a pure Dutch 
background. 

        

          

55 In my workplace we do not have a senior policy because the 
next career step for every individual colleague is planned on 
basis of their personal performance and wishes, not on fixed 
rules about fixed age limits. 

        

          

56 In my workplace we prefer to hire young people because then 
we can shape them the way we want. 

        

          

57 In my workplace sexist or racist discriminatory behaviour or 
language is neither tolerated during work nor in the social 
gathering amongst colleagues. 

        

          

58 In my workplace we can adapt to the fact that men from 
certain ethnic groups don’t want to be serviced by women. 

        

          

59 In my workplace both men and women don’t mind a few 
dirty jokes and sexy remarks. 
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60 In my workplace we have both the real possibilities and 
facilities for men and women with small children to enable 
them to fully pursue their career. 

        

  

Count the number of crosses in the 4 vertical 
columns. This gives the total number of scores on 
each of the 4 diversity profiles within the theme of 
“Personnel policy and working environment” 

        

   Profile 
1 

 Profile 
2 

 Profile 
3 

 Profile 
4 
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THE DIVERSITY PROFILES – How to understand the scoring 

 Policy and vision Appreciation of external 
users and society 

Hiring and job 
development 

Use of the diversity in 
the working group 

Personnel policy and 
working environment 

Diversity profile 4 

The organisation is 
diversity-proof. Its aim 
is to be a relevant 
organisation to the 
various segments of 
society equally. It 
practices the principle 
of acknowledged 
equality and 
acknowledged diversity. 
*) 

The organisation 
continuously tries to 
identify the needs of its 
environment based on 
diversity analyses. It 
measures appreciation of 
diverse groups and uses 
these measurements to 
analyse and improve its 
services. 

The organisation has an 
active policy for a 
diverse workforce 
throughout all levels of 
the organisation based 
on its strategy for 
diversity-proof. It views 
a diverse workforce as a 
strategic competence of 
the organisation. 

The organisation has a 
clear vision on the need 
to utilise the 
competencies of a 
diverse workforce and 
has an active policy to 
bring as many 
perspectives around the 
table. 

The organisation has 
linked its personnel 
policies to its strategy of 
diversity-proof. It aims 
to create a working 
environment as 
favourable as possible 
for a large diversity of 
people in order to be an 
employer of choice for a 
diverse group of 
employees. 

Diversity profile 3 

The organisation 
acknowledges that there 
are groups in society 
that are not served well 
by its general products, 
services or policies and 
represented in the 
organisation. When 
there is a need or 
demand, the 
organisation may 
develop special services, 
products or policies. 
Hiring practices are 
aimed at ruling out 
exclusion mechanisms. 

The organisation 
undertakes specific 
actions to attract certain 
groups to the 
organisation and its 
products/services. 

The organisation sees a 
need for an active policy 
for hiring people from 
underrepresented 
groups throughout the 
organisation from the 
perspective of equal 
rights. 

The organisation has an 
active policy to improve 
management in order 
to bridge the 
deficiencies in 
utilisation of talents 
from certain groups. 
Mainly from the 
perspective of equal 
rights. 

The organisation is 
aware that a changing 
workforce creates 
different needs of 
workers both in 
working conditions and 
in culture. It has an 
active policy against 
discrimination and a 
flexible attitude towards 
needs of workers in 
order to maximise 
everyones satisfaction. 
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Diversity profile 2 

There is awareness that 
changes in society 
should somehow be 
reflected in our 
organisation. When 
there are instances of 
severe deficiencies 
there is a social 
obligation for the 
organisation to engage 
in specific activities 
(problem oriented). 

The organisation is 
aware that some groups 
would be less served and 
satisfied. However as 
long as the overall 
customer satisfaction 
figures are good, there is 
no need to adjust. 

The organisation 
acknowledges that there 
is diversity in society. It 
has policies for hiring 
people from 
disadvantaged groups 
from the perspective of 
social responsibility. 

The organisation is 
aware that a diverse 
workforce may need a 
more active and 
personalised approach 
of management in 
order to appreciate 
everyone’s talents, but 
there is no active policy. 

The organisation is 
aware that the culture 
and the working 
conditions at some 
workplaces are not 
favourable towards 
people who are 
different, maybe even 
exclude them. However 
it doesn’t know what to 
do about it. 

Diversity profile 1 

Changes in society are 
viewed as irrelevant to 
the organisation. There 
is no awareness at all 
about a possible 
relevance. 

The needs of the 
majority group are the 
yardstick for product 
design. In customer 
satisfaction their 
appreciation counts. 

The organisation is not 
aware of any diversity 
and not of any exclusion 
issues or whatsoever. If 
there is any awareness of 
diversity it is seen as a 
problem. 

The organisation is 
indifferent ort negative 
towards the use of a 
talents of diverse 
workers. People should 
just do what they are 
hired for. The ones who 
have talents will surface 
by itself. 

Indifference towards 
differences. Dominant 
culture prevails 
naturally. 

*) Its strategy is geared towards the following objectives:  Workforce reflects society   • Utilisation of talents internally and externally   •The diversity 
perspective is explicated in all elements of the organisation (leadership, workforce, strategy and vision, allocation and utilisation of means, (primary) 
processes, measuring of workers, customer, supplier and society satisfaction, final results.  • Products, services and policies are measurably catering to the 
needs of diverse society. 

  

 



 
 

72 
 

Annex to Session 2.1 Instruction exercise 

INSTRUCTION: 

On the following pages you find a number of statements about diversity management in the 
organisation / workplace. Your task is to evaluate which of these statements describe the situation 
in your workplace. 

It is very important that you only answer “Yes” to those statements that give a precise 
description of the situation on your workplace. If you are in doubt – or only think the statement 
fits partially on your workplace – then you should answer “No”. 

There is no correct answer. Just answer based on your own personal experience. It will probably 
turn out that there are fairly big differences between how different colleagues on your workplace 
experience the situation. This is natural. Your answer will be completely anonymous, so just 
answer honestly about how you experience the situation on the workplace. 

When you and your colleagues have filled out the questionnaire the scorings will be counted. The 
sum of answers from all colleagues will give a “Diversity Profile” for your workplace.  

Nr. 1) Product and services 
The statements below deal with Product and 
services in different ways. You are asked to consider 
if you find that the statement fits or does not fit with 
your work place as it functions at the present. 

 Yes, this 
fits 
precisely 
on my 
working 
place 

 No this does 
not 
completely 
fit on my 
working 
place 

      

1.  In my workplace we consider it a growing problem for our 
workload that minority groups don’t understand our welfare 
model and the kind of service they are entitled to. 

    

      

2.  In my workplace we don’t analyse needs of different groups 
among the citizens because we treat everyone according to 
the same rules and regulations. 

    

      

3.  In my workplace we adjust and direct our communication to 
all groups of minorities in order to act as a modern public 
institution in a diverse society. 

    

      

4.  In my workplace we analyse the reactions of our individual 
users in order to continually ensure that our services are 
equally useful for citizens with different age, ethnicity, sex, 
education, lifestyles, etc.  
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5.  In my workplace we are not making a specific 
communication to the growing number of groups that are 
uninformed and dissatisfied with the kind of services we can 
offer. 

    

      

6.  In my workplace we meet the needs of the individual user by 
working with flexible strategies towards different individuals. 

    

      

7.  In my workplace we lack knowledge about the diverse needs 
of different citizen groups but we don’t have time to update 
our knowledge 

    

      

8.  In my workplace we aim to adapt our services to special 
groups of users/citizens (for example: women, the elderly, 
ethnic minorities, disabled, etc.), as long as it doesn’t go 
beyond our goals and framework for public services and 
products. 

    

      

9.  In my workplace we cannot adjust our service to every single 
citizen because we cannot satisfy everyone anyway 

    

      

10.  In my workplace we have an extensive and continuous 
networking with all kind of users and groups of citizens in 
the local community in which we discuss their special needs 
for service. 

    

      

11.  In my workplace we find it wrong to use a foreign language 
when communicating to the citizens - we look at all citizens 
as Danish/French/British/Italian/Hungarian/Austrian since 
we are a public institution in …... 

    

      

12.  In my workplace we are very willing to establish special 
projects for certain minority groups, as long as it doesn’t 
reduce our general services to all citizens. 
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Nr. 4) Utilization of diverse talents 

The statements below deal with Utilization of 
diverse talents in different ways. You are asked to 
consider if you find that the statement fits or does 
not fit with your work place as it functions at the 
present. 

 Yes, this 
fits 
precisely 
on my 
working 
place 

 No this does 
not 
completely 
fit on my 
working 
place 

      

13.  In my workplace we are hesitant to hire ethnic minorities 
because they don’t have a tradition for working in a Dutch 
public workplace. 

    

      

14.  In my workplace we avoid criticising colleagues of another 
ethnic origin openly because they are easily offended. 

    

      

15.  In my workplace we increase our performance in a diverse 
society by staffing our workgroups with a mix of talents and 
backgrounds. 

    

      

16.  In my workplace we believe that too many dissimilarities in 
the working teams tend to hamper productivity. 

    

      

17.  In my workplace we hesitate to involve users in a discussion 
of our public services, since they generally have no idea about 
our profession, goals, and political framework. 

    

      

18.  In my workplace we make sure that we get user feedback 
about our new services by using formalised customer panels 
with equal representation of all major groups in society. 

    

      

19.  In my workplace we realize that users should be involved 
more in a discussion of our services – only we don’t have 
time and resources to do so. 

    

      

20.  In my workplace we practice a team organisation, where 
decisions are decentralized within a framework of objectives 
and economy. 
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21.  In my workplace the best assignments are given to people 
from the most dominant group. 

    

      

22.  In my workplace we would never develop a new service 
without involving right from the start all major stakeholders 
(advocacy groups, users, suppliers, etc.) 

    

      

23.  In my workplace we think it will be difficult to integrate 
disabled in the working culture, because many colleagues 
still lack the necessary tolerance and patience. 

    

      

24.  In my workplace we try to meet staff preferences among our 
users - although it sometimes is inconsistent with our own 
policy for diversity in staff and teamwork. 

    

 

Nr. 5) Personnel policy and working environment 

The statements below deal with Personnel policy 
and working environment in different ways. You are 
asked to consider if you find that the statement fits 
or does not fit with your work place as it functions at 
the present. 

 Yes, this 
fits 
precisely 
on my 
working 
place 

 No this 
does not 
completely 
fit on my 
working 
place 

      

25.  In my workplace religion is a private matter that we keep at 
home. We do not think that there is room for foreign 
religious holidays, use of head scarf, special food habits, daily 
prayers, and other cultural and religious differences. 

    

      

26.  In my workplace the opportunities for training and job 
development are flexible for colleagues with different 
backgrounds giving everybody the same possibilities. 

    

      

27.  When we organise social events in my workplace we 
naturally choose food and drink, activities, timing of the 
event, involvement of the family, etc. in such a way that all 
colleagues have the opportunity to participate. 

    

      

28.  In my workplace we do not have the resources to adapt the 
workplace for disabled employees. 
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29.  In my workplace we will employ any disabled that meets the 
qualification and adjust the workplace to the person’s needs. 

    

      

30.  In my workplace we see it as problem that the highest pay, 
the best career possibilities and the most interesting jobs are 
mostly given to men aged 30-45 with a pure Dutch 
background. 

    

      

31.  In my workplace we do not have a senior policy because the 
next career step for every individual colleague is planned on 
basis of their personal performance and wishes, not on fixed 
rules about fixed age limits. 

    

      

32.  In my workplace we prefer to hire young people because then 
we can shape them the way we want. 

    

      

33.  In my workplace sexist or racist discriminatory behaviour or 
language is neither tolerated during work nor in the social 
gathering amongst colleagues. 

    

      

34.  In my workplace we can adapt to the fact that men from 
certain ethnic groups don’t want to be serviced by women. 

    

      

35.  In my workplace both men and women don’t mind a few 
dirty jokes and sexy remarks. 

    

      

36.  In my workplace we have both the real possibilities and 
facilities for men and women with small children to enable 
them to fully pursue their career. 
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Check-out: Final feedback and goodbye 
Authors:  Katharina Resch, Agnes Raschauer 

Time frame:  0.5 hours  

Introduction:  

The aim of this session is to close the training and to collect feedback from participants on their 
training experience. On the one hand, it is directed at critical learning in order for the facilitator 
to receive feedback on what can be improved in future trainings. On the other hand, by asking 
participants to sum up main elements of their learning, the aspects they liked and disliked, they 
review the training as a whole, thereby engaging once again with its contents. 

Session 6.1 Feedback and goodbye 
1) Learning objectives • Identify strengths and weaknesses of the training 

• Reflect on and reinforce main learnings 
2) How to run this session Participants are handed evaluation sheets in order to reflect 

on their training experience and give feedback to the 
facilitators. They are given 10 minutes to fill out the 
evaluation questionnaires. Afterwards, participants are asked 
to give oral feedback. This activity does not have to be 
structured. Each participants who is ready to share his/her 
thoughts may take a turn. 

3) Methods / style of delivery Feedback questionnaire: 
1. How satisfied have you been with the training 

experience as a whole? (1–5) 
2. How satisfied have you been with the organisation of 

the training week activities? (1–5) 
3. How satisfied have you been with the content of the 

training? (1–5) 
4. How satisfied have you been with the working 

methods used in the training? (1–5) 
5. How satisfied have you been with the working 

atmosphere during the training? (1–5) 
6. How satisfied have you been with the materials and 

resources handed out during the training? (1–5) 
7. The training experience in 1 sentence: ___________ 
8. 3 things you learned in the training: ____________ 
9. Main strength of the training: ________________ 
10. Opportunities to improve the training: __________ 
11. Transfer: 1 thing you will change in your professional 

practice from now on: _____________________ 
 
Oral Feedback focuses sharing a) a highlight during the 
training, b) a comment to the facilitators and c) one sentence 
participants will tell a colleague about the training. 

4) Didactic recommendations / 
information for the facilitator 

Make sure to create a good atmosphere for all participants, 
that they feel free to share their experiences and also to 
communicate negative feedback if they feel inclined to. 

5) Resources / equipment Evaluation questionnaires 
6) Issues to consider Bring enough printed copies of the evaluation sheets 
7) Duration 30 minutes 
8) Glossary feedback 
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Key concepts 
Biomedicine, bioethics 

Biomedicine denotes a concept of medicine, dominant in the Western hemisphere, in which 
knowledge of health and disease is gained through natural sciences and scientific methods. 
Biological processes are deemed most important for understanding and treating bodily conditions 
conceived as diseases. Biomedicine is linked to specific assumptions about what constitutes 
health / a healthy body and which factors are considered relevant for diagnosis and cure. While 
physical and biochemical processes are given priority, social context and individual experiences 
are largely neglected. Bioethics interrogate the ethical and philosophical bearings associated with 
biomedicine, i.e. what does this mean for the conceptualisation of death, where does life begin, 
what types of procedures are acceptable from an ethical standpoint, etc. 

Culture 

“Culture should be regarded as the set of distinctive spiritual, material, intellectual and emotional 
features of a society or a social group, and that it encompasses, in addition to art and literature, 
lifestyles, ways of living together, value systems, traditions and beliefs” (UNESCO 2001) 

Individuals learn the culture they are born into through the process of enculturation through 
engaging in interaction and all kinds of cultural practices with others, first of all parents 
(caretakers) and then schools, peers, etc. Through this process we acquire our cultural identities.  

At the same time it is also important to remember that culture is not a closed box which we are 
born into and remain in until the end of our lives.  It is more like a backpack which we carry along 
and which we continuously fill with new content while we may lose some of its content during a 
life time. It may also be imagined as a frame: like all frames at any point of time it is fixed, but 
during the life it might change; it may broaden or shrink. For this reason, for a person we prefer 
to speak of a cultural frame of reference, rather than of culture. 

Cultural identity 

Our personal identity includes our group affiliations, and the sum of our social roles and statuses, 
but what we make out of this material is a unique composition. We position ourselves differently 
in different situations. 

Culture shock 

“Culture shock is an interaction with a person or object from a different culture, set in a specific 
space and time, which provokes negative or positive cognitive and affective reactions, a sensation 
of loss of reference points, a negative representation of oneself and feeling of lack of approval that 
can give rise to uneasiness and anger”. (Cohen-Emerique 2015: 65) 

Culture shock – as an individual experience, and not in the sense often employed by ethnologists 
as “shock of civilisations” or mentalities – can have a negative tone as a reaction of disorientation, 
frustration, rejection, indignation or anxiety. It can trigger a negative representation of oneself 
and feeling of lack of approval that can give rise to uneasiness and anger.  On a positive tone 
culture shock can be experienced as a reaction of fascination, enthusiasm, and amazement.  

Culture shock happens in situations set in a specific space and time, they are both emotional and 
intellectual experiences.  Anyone can experience culture shock, who find themselves out of their 
usual socio-cultural context, and engage in interaction with a person or object from a different 
culture. (Cohen-Emerique 2015) 
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Cultural values and norms 

Communities and societies are based on shared cultural values and norms that regulate actions 
and behaviours, but that also generate meaning. A metaphor that can be useful for thinking about 
values is the compass: values usually indicate what is considered as true and worthy in a given 
culture – in a way it orients our thoughts and behaviours. Norms on the other hand are concrete 
regulations of how to act or how not to act in a certain situation.  

Culturalisation 

Culturalisation refers to a process by which a situation is interpreted through the lens of cultural 
difference and the actions of a person are primarily attributed to their cultural background – even 
in moments where other factors (personal, situational, etc.) are at play. Thereby the impact of 
cultural difference is overemphasised, running the risk of reifying, essentialising culture and 
reinforcing differences. 

Critical incident 

The method of critical incidents developed by French social psychologist Margalit Cohen-
Emerique proposes an ingenious strategy to uncover the set of cultural norms, values, behaviours 
that people bring into an encounter with others, and which filter the way they interpret and 
respond to others. It helps to become aware of the illusion of our own cultural neutrality, and 
invites us to explore the cultural reference frames in a more objective way, and opening up a 
margin for negotiation where prejudice has a lesser role to play.  

A critical incident is a first-hand experience with one or more other people, located in a concrete 
time and space that causes a heavy emotional reaction (that can be negative or positive) in the 
narrator. The experience is both cognitive and emotional, and may also involve physical reactions.  

Diversity 

We all belong to different groups defined by race, ethnicity, gender, sexual orientation, socio-
economic status, age, physical abilities, religious beliefs, political beliefs, or other ideologies, but 
none of these groups define us. We are all individual and unique.  

Diversity as a concept focuses on differences as well as on similarities among people. It is used on 
an analytical level to describe human diversity, but also includes a normative dimension, a 
commitment towards appreciation of pluralism and difference (Robak et al. 2013). Difference and 
similarity are no inherent characteristics of people, but always the product of a relational 
observation.  

Diversity Management 

“Diversity Management is the active and conscious development of a future oriented, value driven 
strategic, communicative and managerial process of accepting and using certain differences and 
similarities as a potential in an organisation, a process which creates added value to the 
company.” (Keil et al. 2007: 6) 

Decentration 

Within the method of Margalit Cohen-Emerique decentration describes the first step in engaging 
with critical incidents. It aims at understanding how one’s own values, norms, expectations and 
practices (our own cultural reference frame) influence the interaction that took place in the 
critical incident. Decentration enables to interrogate the biases through which we are looking at 
others, trying to use the critical incident as instance for intercultural learning. By systematically 
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questioning one’s own cultural reference frame, this frame is deprived of its normality, which 
contributes to self-awareness and reflection. 

Frame of reference 

For a person we prefer to speak of a cultural frame of reference, rather than of culture. A frame of 
reference does not constitute a closed system with no way out. It is not homogenous and it allows 
contradictions.   

We think about it as the glasses through which we see the world. They contain the system of 
representation of our values and norms. It is the result of our enculturation path. Our frame of 
reference is going to bias the way we interpret the world. Through the exercise of decentration we 
can experience how a culture shock can be a self-learning experience by looking into our values 
and getting to know in a deeper way our own cultural frame. 

Intercultural competences 

Intercultural competence are skills, attitudes and knowledge that enable the person to face the 
unexpected with an open mind, ready to learn from losing control of the situation and able to 
change perspectives. 

When cultural differences create tensions the best way to avoid escalation is understanding, 
tolerance, adaptation or negotiation. We call the capacity to mobilise these potentials 
intercultural competence. Intercultural competence is not only important for health professionals 
because it can help them avoid unnecessary tensions during their work but because it can protect 
them from making erroneous diagnosis and choosing ineffective intervention.   

Intercultural communication 

Communication hinges on interpreting the signs and codes communicated to me and reacting to 
them in a way that enable meaningful verbal, non-verbal and para-verbal exchange. “Successful” 
communication is dependent on a variety of preconditions which remain hidden in daily 
interactions. For example we usually believe that the person we communicate with understands 
what is communicated in the way we intended. Yet we usually do not check, if that is really the 
case. These unconscious dimensions of communication play an important part in intercultural 
communication when actors are not able to build on a shared cultural reference frame. 
Significance, meaning and verbal and non-verbal codes (i.e. facial expressions, body language) 
may vary greatly. Thus, intercultural communication may take an increased effort to ensure that 
meaning is conveyed in the way that is was intended. What is needed is an appreciation of varying 
styles of communication, acceptance of ambiguity and attentiveness to the reactions of the other 
person. 

Intercultural negotiation 

Intercultural negotiation takes place when actors in a conflict situation or critical incident try to 
reach a solution for the conflict at hand. Negotiation according to Cohen-Emerique involves the 
effort of keeping intact the best possible identities of all interaction partners. Skills for 
intercultural negotiation include suspending the need for closure, being aware of one’s own 
limits, non-violent communication and trying to see the big picture. 

Intercultural teams 

“Between team members, some diversity always exists, though to a greater or lesser extent. Team 
diversity refers to various interpersonal features such as age, race, gender, education, professional 
background, personal experience, etc. Intercultural teams are assumed to be even more diverse as 
members have different cultural origins.” (Bartel-Radic & Lesca 2011: 90) 
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Due to the diversification of the work force, intercultural teams have become a reality in the 
health care sector all over Europe.  

Sensitive zones 

Sensitive zones are frequent themes of culture shock – or critical incidents, like the body, 
discrimination, death, etc. They help us to unveil which cultural domains are of particular 
importance to us, susceptible to become a source of tension in intercultural contact. 
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Contact us 
Erasmus+ Project “Healthy Diversity”, KA 2, Strategic Partnership 
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Dr. Katharina Resch, E-mail: katharina.resch@univie.ac.at 
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