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Foreword

Modern healthcare operates at the crossroads of dynamic social, cultural, and
demographic transformations. In an era of globalization, mass migration, aging
populations, and the growing importance of human rights and equity, medical
education can no longer be limited to the transfer of clinical knowledge alone. It
is essential to prepare future healthcare professionals to act effectively, empa-
thetically, and equitably in increasingly culturally diverse professional environ-
ments.

This handbook was created precisely in response to these challenges. It is the
result of a unique collaboration among an international team of experts and
combines the latest approaches in intercultural education, academic knowledge,
and practical experience. At its foundation lies the original EMPOWER model
— a conceptual and educational framework that promotes effectiveness, mul-
ticulturalism, professionalism, occupational well-being, and access to support-
ive educational resources. This model supports the development of reflective
cultural competences and encourages treating patients as equal partners in the
therapeutic process.

This book is not just a source of academic knowledge — it is an invitation to dia-
logue, reflection, and change. It offers the reader a space to consider cultural hu-
mility, selfawareness, and shared responsibility in building a healthcare system
that is open to diversity. It also serves as a theoretical cornerstone of a broad-
er educational ecosystem, enriched by practical tools and interactive exercises
available through the MultiCultiMed platform.

I encourage you to approach this publication in a personal and engaged way —
as a student, a future professional, and as a human being.

With kind regards,
Malgorzata Szkup



About the
MultiCultiMed
Project

This handbook was developed as part of the MultiCultiMed — modern multi-
cultural education for medical and health science students project (Project No.
2024-1-PL01-KA220-HED-000251323). It is an international initiative carried
out by six universities from Poland, Spain, Slovenia, Cyprus, Ukraine, and Ger-
many. The project was launched in response to the growing demand for cultur-
ally competent healthcare professionals and the need to modernize educational
systems across Europe.

MultiCultiMed addresses key global challenges — migration, aging popula-
tions, and health inequalities — through an innovative and integrated approach
to multicultural education. It equips students not only with theoretical knowl-
edge but also with practical tools to foster empathy, understand diversity, and
work effectively in multicultural teams.

The main outcomes of the project include:

- amultilingual, academically grounded handbook,
- an interactive educational platform with exercises aligned with the text-
book content,
- amethodological guide for teachers and mentors,
- and the Human Library — a collection of real-life stories from individuals
representing marginalized or culturally diverse groups.
Together, these components form a flexible, multidimensional educational
system that supports the development of cultural awareness and professional
competence among students of medicine, nursing, psychology, dietetics, phys-
iotherapy, and other health sciences.

We warmly invite you to explore this material and join our collective effort to
shape a more inclusive, equitable, and human-centered future for healthcare —
in Europe and beyond.

The MultiCultiMed Team
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The EMPOWEeR
Model

- An Innovative
Framework for
Multicultural Education for
Students of Medicine and
Health Sciences

MALGORZATA SZKUP

Pomorski Uniwersytet Medyczny w Szczecinie (Polska)

An education that teaches you to understand the world,
its people, and their diverse perspectives is the greatest
tool for promoting peace, empathy, and cooperation.

— Kofi Annan
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Chapter 1

1.1. Introduction

Modern multicultural education for medical and health science students is an educa-
tional approach that integrates principles of cultural diversity, equity, and inclusivity
into medical training. It is increasingly recognized as a crucial component in the ed-
ucation of health professionals, providing the opportunity to develop skills, which are
sensitive to culture and discrimination for effectively working with diverse patient
populations. As societies become more multicultural, medical education has shifted
towards a curriculum that emphasizes cultural competence, enabling future health-
care providers to understand and address the varying health needs influenced by
cultural backgrounds (Liu, et al., 2022; Verbree, et al., 2023; Papadopoulos, 2024). The
notable rise in the significance of multicultural education in medical curricula stems
from an awareness of the significant disparities in health outcomes among different
divers cultural groups. Research indicates that culturally competent care not only im-
proves patient satisfaction but also enhances healthcare delivery by addressing the
unique challenges faced by minority communities (Majda, et al., 2021). Consequently,
medical universities are revising their educational strategies to include cultural com-
petency training as one of the goals of education (Liu, et al., 2022; Zanetti, et al., 2014).
Despite the positive developments, the implementation of multicultural education is
not without challenges. Critics highlight issues such as inadequate institutional sup-
port, persistent stereotypes, and the need to implement more effective methods of
education and assessment of cultural competencies (Srinivasan, et al., 2024). This is
an ongoing process, which needs monitoring for the evaluation and adaptation.

The discourse surrounding
Central to the EMPOWER model are: these challenges underscores
the importance of ongoing ef-
forts to refine educational prac-
tices and foster an inclusive en-
vironment that prioritizes cultural humility and awareness in healthcare training.
The transformation of healthcare education, incorporating these elements, is crucial
for training a workforce capable of navigating the complexities of an increasingly
interconnected world. Equipping future healthcare professionals with the necessary
skills, knowledge, and shaping their attitudes toward working with diverse commu-
nities can play a vital role in promoting equity and improving health outcomes within
the healthcare system (Verbree, et al., 2023; Majda, et al., 2021).

The EMPOWER model is an innovative, proprietary approach to multicultural ed-
ucation, specifically designed for medical and health science students, aimed at
enhancing reflective cultural competencies and cultural humility among future
healthcare professionals.

The EMPOWER model aims to enhance the effectiveness of multicultural ed-
ucation and tailor it to the real-world challenges of daily practice. It focuses on
strengthening the roles of both students, teachers, qualified health workforce
and patients, contributing to the co-creation of a more open and supportive envi-
ronment for acquiring competencies. Empowering students emphasizes self-di-

- empowering students in multicultural education
- promoting patient empowerment.
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rected learning and active engagement, equipping them with the skills necessary
to function effectively in diverse clinical environments.

Strengthening the role of patients autonomy promotes self-management of their
health and participation in medical decision-making capacity, enabling active
involvement in healthcare. By integrating these elements, the EMPOWER model
aims to foster attitudes of personal commitment, humility, reflection, responsi-
bility, and openness. Implementing its principles into multicultural education will
bridge the gap between theoretical knowledge and its practical application.

As a new concept in medical education, the EMPOWER model not only aims to im-
prove the effectiveness of training future healthcare professionals but also address-
es the urgent need to ensure equity and better health outcomes for patients, par-
ticularly those from marginalized groups. Its focus on deeply engaging educational
experiences gives it the potential to become a valuable tool in creating a more inclu-
sive healthcare system that meets the diverse needs of patients and communities.

Given the dynamic development of multicultural education and its vast scope,
continuous critical evaluation and adaptation of the model to various educational
contexts will be necessary.

Aims
Through this chapter students will enhance their attitudes, knowledge and skills in:

- Understanding the basic principles of multicultural education in medicine
and health sciences,

- Comprehending the significance of reflective cultural competencies, cultural
humility, professional well-being, educational resources, and tools support-
ing inclusivity in healthcare training,

- Familiarizing with the EMPOWER model as an innovative approach to mul-
ticultural education, aimed at strengthening both the role of students and
patient-centered care,

- Enhancing the role of patients in improving health outcomes and promoting
health equity,

- Engaging in self-reflection regarding personal biases and stereotypes, there-
by supporting the development of cultural humility and awareness in med-
ical practice.

Learning Outcomes
By the end of this chapter, readers will be able to:

- To explain the basic principles of multicultural education in the context of
medicine and health sciences, emphasizing its importance in shaping a di-
verse and inclusive healthcare environment,

- To describe the concept of cultural humility and its significance in medical
practice, highlighting its role in improving the relationship between patients
and healthcare providers and in enhancing treatment outcomes,

16
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- To utilize educational resources and tools supporting inclusivity in devel-
oping one’s own reflective cultural competencies, striving to understand the
phenomenon of diversity in healthcare settings,

+ To analyze and apply the EMPOWER model in the context of multicultural ed-
ucation, demonstrating its impact on improving the educational and care pro-
cesses by focusing on strengthening the roles of both patients and students,

- To understand the principles of strengthening the role of patients and ex-
plain its impact on improving health outcomes, decision-making capacity;,
and promoting greater health equity among diverse patient groups,

+ To critically reflect on personal biases and stereotypes and apply the princi-
ple of cultural humility in medical practice, understanding how these biases
influence clinical decision-making, patient care, and communication,

- To demonstrate the ability to create an inclusive and culturally sensitive
healthcare environment, incorporating key elements of multicultural edu-
cation and strengthening the role of patients in clinical practice and daily
interactions with patients.

914

1.2. The EMPOWER Model — Key Components

In response to the growing need to adapt medical education to diverse societies,
a new approach to multicultural education is proposed, based on the EMPOW-
ER model, which aims to strengthen the competencies of students in medicine
and health sciences. This model has 5 key characteristics that together describe
a comprehensive educational framework supporting the development of future
healthcare professionals in a multicultural context.

Effective — emphasizes the importance of efficiency in education, focusing
on optimizing teaching and learning processes. Educational effectiveness

=== Mmeans not only delivering knowledge but also equipping students with the
ability to apply it in diverse clinical settings, which forms the foundation for
high-quality healthcare.

Multicultural — highlights the significance of incorporating cultural diversity
into educational programs. In the era of globalization, the ability to under-
stand and respect different cultures is essential when working with patients

=== from various backgrounds. Introducing the concept of multiculturalism into
the curriculum enables students in health sciences to better prepare for enga-
ging effectively with patients who have different values, beliefs, explanations,
expectations, and health needs.

17



Professional — relates to a high level of human sensitivity, professional knowledge,
experience, and ethical conduct. The education of medical and health science stu-
dents is not only about learning technical skills but also about developing attitudes
based on empathy, ethical behavior,and commitment to the well-being of patients.
These values are the foundation of high-quality healthcare and contribute to buil-
ding trust between patients and healthcare professionals.

Wellness — emphasizes the importance of ensuring the development of
professionals in an environment that supports their health and well-being.

Promoting wellness in medical education means creating a space where
‘ N ’ students not only learn how to care for others but also how to take care of
—

themselves, both physically and emotionally. This approach is particularly
important in the context of the increasing health challenges that healthcare
professionals must face.

Education Resource — focuses on providing appropriate educational reso-
urces that support the development of cultural and professional compe-
tencies among students. Appropriate educational materials, such as lite-
— . . . . . .
rature, digital tools, and engaging sets of practical exercises, are essential

for students to develop their healthcare skills while considering social and
cultural diversity.

Thus, the EMPOWER model represents an innovative approach that not only ena-
bles students in medicine and health sciences to develop in a cultural context but
also prepares them for future work in an increasingly diverse society. By integrat-
ing these five key characteristics of the model — effectiveness, multiculturalism,
professionalism, wellness, and appropriate educational resources — this model
strengthens students’ competencies, preparing them to be leaders in healthcare
and advocates for health equity in a global context.

E — Effective - emphasizes efficiency
M — Multicultural - emphasizes multiculturalism

P - Professional - high level of humility, expertise, competence, and ethical behavior
W — Wellness - developing professionals in a health and wellness supportive environment
ER - Education Resource - appropriate educational resources

The attached model presents an approach grounded in humility as the central
element supporting four key pillars of effective functioning in professional and
educational settings. These pillars include:

- Reflective cultural competencies,
- Professional wellness,

- Education resources,

- Supportive tools.

This model emphasizes that humility serves as the foundation for the develop-
ment of each of these areas, fostering a more conscious, responsive, and balanced
work and learning environment (Fig. 1).

18
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Reflective
cultural
competencies
grounded in Professional
humility wellness

Grounded in

Education
Resources

Fig. 1. Key elements of EMPOWER Model

1.3. Cultural Humility in the Cultural Education of Medical and
Health Sciences Students

The concept of cultural humility emerged in the late 1990s. It was defined as a dy-
namic and lifelong process that emphasizes self-reflection and personal critique
in order to recognize one’s own biases and limitations. It recognizes that cultural
identities are complex and continuously evolving, highlighting the importance
of an ongoing curiosity rather than a finite mastery of cultural knowledge (Paw-
lak-Sobczak, 2019). In contrast to cultural competence, which may suggest the ex-
istence of a point at which learning about different cultures is complete (achiev-
ing competence), cultural humility promotes the understanding that learning is
a never-ending journey, requiring individuals to remain open to new experiences
and perspectives (Lekas, et al., 2020) (Tab. 1).

The roots of the concept of cultural humility are linked to efforts to improve
healthcare interactions with diverse social groups. The introduction of cultural

Table 1. Comparing Cultural Competency and Cultural Humility

Cultural competency Cultural Humility

To develop a deeper
understanding of minority To promote self-reflection and
Objectives cultures (target groups) in development regarding culture to

order to offer services in amore | enhance service providers’ awareness.
effective and suitable manner.

Core Knowledge Self-reflection
principles Training Co-learning

19



Cultural competency

Reinforces the notion that
one can be ,competent’ in a
culture different from their

own. Perpetuates the myth that
cultures are uniform.

Relies on theoretical knowledge
rather than lived experience
and assumes that professionals
can be ,certified” in cultural
understanding.

Limitations

Cultural Humility

Difficult for professionals to fully
understand the concept of learning
alongside and from patients.

Lacks a definitive outcome, which can
be challenging for those in academic
and medical fields.

Enables individuals to work
towards achieving a goal.

Encourages the development
of skills.

Advantages

Promotes continuous learning
without a fixed endpoint, focusing
on the value of the process of growth
and understanding. It supports the
building of positive relationships
between professionals and patients,

aiming to reduce harmful inequalities
in healthcare.

humility was partly inspired by the recognition of systemic inequalities faced by
marginalized groups.

Although the cultural humility approach is gaining popularity, the authors emphasize
that one should not be chosen at the expense of the other. Instead, they propose a “both/
and” model, which integrates the strengths of both approaches. They argue that:

- Cultural competence and cultural humility are complementary,

- Together, they support a more effective and equitable practice in health and
social care, especially in the face of growing diversity and social challenges
(Greene-Moton & Minkler, 2019).

The iceberg model serves as a foundational metaphor in discussions about cultural
awareness, highlighting that culture is not just about observable behaviors but also
encompasses deeper layers, such as values and beliefs (So, et al., 2023), Fig. 2.

This model, along with others, emphasizes the complexity of cultural interactions,
further reinforcing the need for cultural humility as a complementary approach
to cultural competence, enriching purely theoretical knowledge with a reflective
component. As cultural humility gained traction, it became recognized as es-
sential for fostering meaningful partnerships between healthcare providers and
communities, where power dynamics and historical contexts are acknowledged
and addressed. This shift towards a more inclusive and reflective practice aligns
with broader trends in medical and health education, where the focus is increas-
ingly on developing professionals who are not only knowledgeable, but also em-
pathetic and responsible in interactions with patients from diverse cultural back-
grounds (Solchanyk, et al., 2021; Tervalon & Murray-Garcia, 1998).
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~ Physical abilities ~ Age

Values
Life experiences .
e Thoughts / Perspectives

Religion : -
& Sexual orientation

Culture

Fig. 2. The Iceberg Metaphor in Relation to the Complexity of Culture

Developing cultural competence and engaging in cultural humility are ongoing
processes that evolve in response to new situations, experiences, and relation-
ships. Cultural competence serves as an essential foundation for practicing cul-
tural humility. To achieve a higher level of care for patients from diverse cultural
backgrounds, it is essential to integrate reflection and self-reflection processes,
following a progression from cultural competence to cultural humility:

1. Cultivating personal cultural awareness: What defines my culture, and how
does it shape the way I perceive and interact with others?

2. Acquiring knowledge about cultures: What are the characteristics of other
cultures, and what unique strengths do they possess? What might be par-
ticularly important to individuals who identify with them?

3. Recognizing and addressing power imbalances: How can I use my under-
standing of my own culture and others’ cultures to identify and work toward
eliminating injustices in healthcare?

4. Building healthcare based on humility: What actions can I take to ensure
that the care I provide moves toward greater inclusivity and equity? (Fig. 3).

21



| () Building healthcare based on humility

' Identifying and addressing
‘ inequalities
Acquiring knowledge
_—o
_ about cultures

Cultivating cultural
ﬂ
awareness

Fig. 3. Differentiating cultural humility from cultural competence

Cultural humility is grounded in several key principles that guide practitioners in
their interactions with diverse populations. These principles emphasize self-re-
flection, the acknowledgment of power dynamics, and the development of re-
spectful partnerships (Yeager & Bauer-Wu, 2013).

Rejecting the notion of having
expert knowledge about a
patient's culture; exploring
possibilities before the
first contact

Recognition and Challenge of
Unique Intersectionality and
Power Imbalances

Fig. 4. Main Principles of Cultural Humility

Rejecting the notion of having expert knowledge about a patient’s culture

In the context of multicultural education for students in medicine, nursing and other
health sciences, an important aspect is the rejection of the idea of possessing “expert”
knowledge about a patient’s culture prior to the first contact. Contemporary approach-
es to cultural competence in healthcare emphasize that each patient is unique, with
individual and changing cultural experiences. The practice of assuming there is one
universal “expert” knowledge of a particular group’s culture can lead to simplifications
and stereotypes, which may negatively impact the quality of healthcare. A flexible and
open approach to diverse patient identities is more effective, rather than adopting pre-
conceived cultural knowledge. Instead, they should develop skills in asking questions,

22



Chapter 1

listening, and engaging patients in the diagnostic and treatment process, allowing
for the consideration of their individual cultural needs and experiences. Introducing
strategies into medical education that focus on developing skills in understand-
ing patients and exploring possibilities for interaction prior to the first encounter
can help avoid the pitfalls of generalization.

Cultural understanding in the context of healthcare does not rely on
mastering stereotypes, but rather on a continuous process of

learning and adapting care to the needs of patients, which is crucial
for achieving equity in healthcare (Betancourt, et al., 2003).

Furthermore, developing the ability to actively listen and demonstrate openness
to cultural diversity should be a fundamental element of medical education, en-
abling effective interaction with patients from various social and cultural back-
grounds (Zghal, et al., 2021).

Recognition and Challenge of Unique Intersectionality
and Power Imbalances

Intersectionality examines how various social identities—such as race, gender, so-
cioeconomic status, sexuality and much more—intersect to influence individuals’
experiences and access to healthcare. Recognizing these overlapping identities en-
ables healthcare professionals to understand the complexities of patient cultural
backgrounds, leading to more personalized and effective care. Through the under-
standing and acceptance of intersectionality, medical education can move beyond
traditional cultural competence models, fostering a deeper understanding of the
multifaceted nature of patient identities. This approach not only enriches students’

learning experiences but also contributes to reducing health disparities by promot-
ing more inclusive and empathetic healthcare practices (Rehman, et al., 2023; Pa-
niagua, 2024).

Cultural humility also involves a keen awareness of the inherent power imbalances
that exist in practitioner-client relationships. Healthcare professionals must rec-
ognize that their roles come with authority and the potential to both provide and
withhold essential services (So et al., 2023). By acknowledging these dynamics,
practitioners can work towards creating a more equitable environment that fosters
collaboration and respect. This principle emphasizes the importance of developing
partnerships that empower clients and communities rather than perpetuating hi-
erarchical relationships (Solchanyk, et al., 2021; Shah, et al., 2024).
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Development of Respectful Partnerships

The third principle of cultural humility concerns the necessity of developing mu-
tually beneficial partnerships with individuals and communities. This principle
calls for practitioners to engage in relationships with patients from diverse cul-
tural groups in a manner that respects autonomy, focusing on collaborative learn-
ing and shared decision-making (Paniagua, 2024; Gonzales-Walters, et al., 2024).
By valuing the contributions and insights of others, practitioners can enhance
their understanding of different cultures and create more inclusive practices that
respond to the needs of each patient (So, et al., 2023).

Lifelong Commitment to Self-Evaluation

One of the foundational principles of cultural humility is a lifelong commitment to
selfevaluation and self-critique. This principle acknowledges that understanding one’s
own cultural background and biases is an ongoing and dynamic process. A crucial ele-
ment of working in healthcare is the necessity for critical self-reflection and analyzing
how one’s own experiences and values influence the shaping of interactions with oth-
ers. This continuous self-assessment allows individuals to become more aware of their
assumptions and challenge biases in their practice.

Together, these principles form the basis for implementing cultural humility in
healthcare, ultimately leading to improved client outcomes and fostering a more in-
clusive environment in the medical and health sciences.
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1.4. Professional Wellness as a Foundation for the Effectiveness of
Multicultural Education for Medical and Health Sciences Students

Professional wellness encompasses a holistic approach to well-being that inte-
grates multiple dimensions of health, including physical, emotional, occupation-
al, social, spiritual, and intellectual aspects (Belthur et al., 2024). It is defined as the
active and successful pursuit of activities, choices, lifestyles, traditions, and rituals
that contribute to a state of holistic health (Chatterjee et al., 2022). This broad defi-
nition contrasts with the common belief that wellness is limited to physical health
and fitness, urging a more inclusive consideration of all factors that influence in-
dividual and collective well-being in professional settings.

Professional wellness is a fundamental factor in the effectiveness of multicultur-
al education, particularly in the fields of medical and health sciences. In the face
of the rapidly growing diversity of societies in Europe, integrating intercultural
competencies within professional well-being is essential to effectively address
the diverse needs of patients, improve health outcomes, and maintain a high level
of staff satisfaction.

The Impact of Increasing Demands on Healthcare Professionals’
Well-being: Addressing Burnout and Cultural Competence
in a Diverse Patient Environment

In recent years, healthcare systems across the globe have faced growing pressure
to meet the needs of increasingly diverse patient populations. As demographic
changes continue to shape societies, healthcare providers are increasingly re-
quired to deliver care that takes into account cultural differences, ethnic diversity,
and social determinants of health. Although cultural competence plays a signifi-
cant role in the training of healthcare professionals, there is growing recognition
that the expectations associated with it may—unintentionally—contribute to in-
creased emotional burden. As noted by Elbanna, et al. (2023), an excessive focus on
the need to be “competent” in every cultural situation can create pressure and un-
certainty, particularly in the context of an increasingly diverse patient population.

Theincreasing cultural diversity of patient populations requires healthcare profes-
sionals to be equipped with a broad set of skills, including cultural competence, to
navigate complex interactions and ensure quality care. As healthcare systems adapt
to serve diverse communities, healthcare workers are expected to possess a deep

understanding of cultural nuances that influence patients’ health beliefs, com-
munication styles, and treatment preferences. However, this ever-expanding
need for cultural competence is placing additional demands on medical profes-
sionals, who already face challenges such as long working hours, high stress, and
the emotional toll of caregiving (Fan et al., 2024).

Research indicates that when healthcare professionals are required to maintain ex-
pert levels across various domains—including cultural competence—they experi-
ence higher levels of stress, anxiety, and burnout. The intense emotional labor re-
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quired to interact with patients from different cultural backgrounds can take a toll
on healthcare providers, leading to feelings of exhaustion, frustration, and disen-
gagement (Shepherd et al., 2019). This risk is particularly high when cultural com-
petence is evaluated in ways that emphasize deficiencies rather than strengths.

Cultural competence is widely regarded as essential for healthcare workers, en-
abling them to effectively engage with diverse populations. However, the tools
commonly used to assess cultural competence, such as questionnaires and
self-assessment forms, focus predominantly on identifying deficiencies. These
assessments tend to highlight gaps in knowledge or perceived inadequacies in
cultural understanding, reinforcing a deficit-based approach (Lin, et al., 2017).
This method of evaluation can create a negative, high-pressure environment that
undermines healthcare workers’ sense of competence and well-being.

According to studies, such deficiency-based assessments often lead to increased
stress levels among healthcare providers (Karatuna, et al., 2022). Rather than feel-
ing empowered by the opportunity to enhance their cultural awareness, they may
experience anxiety and insecurity about their perceived inadequacies. In turn,
this stress can manifest in a range of detrimental emotional responses, includ-
ing withdrawal from patient interactions or avoidance of patients from different
cultural backgrounds. In more extreme cases, healthcare providers may display
passiveaggressive behaviors, such as frustration or resentment, which further
undermines the quality of patient care.

The Psychological Impact of Deficit-Based Evaluation

A key problem with the current approach to cultural competence assessment is its
tendency to foster an environment of self-criticism and shame. Healthcare profes-
sionals, when presented with assessments that highlight their shortcomings, may
internalize feelings of failure, which can exacerbate stress and contribute to burnout.
This approach, rather than motivating improvement, often leads to disengagement,
avoidance, and frustration. A growing body of evidence suggests that this negative
psychological impact may result in a vicious cycle of burnout, where healthcare work-
ers feel increasingly incapable of meeting the diverse needs of their patients (Tajfel &
Turner, 1986).

One study found that physicians and nurses who were regularly subjected to assess-
ments that pointed out their cultural competence deficiencies they were more sus-
ceptible to experiencing stress and anxiety. These emotional responses, if left unad-
dressed, can erode the quality of care provided to patients and lead to diminished job
satisfaction among healthcare workers. Furthermore, the emotional toll of cultural
competence training, when not handled properly, can contribute to the rising inci-
dence of burnout in healthcare professionals (Tanios, et al., 2021).
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1.5. EMPOWER Model - Developing Reflective Cultural
Competencies Among Healthcare Professionals in an
Environment Supporting Health and Well-being

The EMPOWER Model proposes addressing not only the
needs of patients from diverse cultural backgrounds but
also recognizing and appreciating the needs of students and
in a health and healthcare workers within the context of a comprehensive
wellnesssupportive approach to developing cultural competence and cultural
environment. humility (Elbanna, et al., 2023). It emphasizes the need to
create a learning environment that supports the health and
well-being of students, while also focusing on ensuring a sense of safety during the
development of reflective cultural competence, fostering intrinsic motivation, pro-
viding social support, and enhancing the effectiveness of educational actions (Fig. 5).

The EMPOWER Model
focuses on fostering
professionals’ growth

~ Social support
Intrinsic motivation

 Sense of security

Fig. 5. EMPOWER Model - developing professionals in
a health and wellness supportive environment

One of the fundamental aspects of the EMPOWER model is the

» creation of an environment in which participants feel safe while
You can’t know L . cularly th lated
everything acquiring new competencies, particularly those related to sen-
about other sitive issues such as stereotypes and diversity. A secure educa-
cultures! tional setting encourages participants to express their questions
That’s a fact. and uncertainties without fear of judgment, fostering deeper en-
It’s en’ough gagement in the learning process. Acknowledging and accepting
ify ;, e lr AT that it is impossible to acquire complete knowledge of all cultures
e e enables the development of an attitude that embraces aware-
and others fone’ limitati d dial his saf
perspectives, ness of one’s own limitations and openness to dialogue. This safe

educational environment promotes a readiness for continuous

learning and receptiveness to diverse perspectives.
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Intrinsic motivation plays a crucial role in ensuring the effectiveness of multi-
cultural training, particularly in the context of learners’ well-being. When partic-
ipants are intrinsically motivated, their engagement in the learning process be-
comes more authentic and sustained. Intrinsic motivation, defined as the desire to
learn driven by personal interest in the subject, a sense of the value of education,
and a wish for selfdevelopment, fosters a deeper understanding and assimilation
of issues related to cultural diversity. This type of motivation leads to a more re-
flective approach to the subject matter, encouraging the development of an open
mindset towards different perspectives and sensitivity to the needs and expe-
riences of others. Furthermore, when participants feel that they have a genuine
influence on their own development, and the learning process aligns with their
values and interests, their psychological and emotional well-being improves.
As a result, the effectiveness of multicultural training is not only about acquir-
ing knowledge but also about creating an environment that supports personal
growth, openness to others, and the maintenance of participants’ well-being.

Social support is an integral component of effective learning, and within the EM-
POWER Model, it plays a crucial role in the process of acquiring reflective cultural
competencies. Support provided by teachers, mentors, and peer groups fosters an
environment conducive to collaboration and mutual trust, which is essential for
professional development in the healthcare sector. The teacher acts as a guide and
support, not only imparting knowledge but also encouraging reflection on one’s
own biases, stereotypes, and attitudes. The student group, in turn, forms a com-
munity where participants can share their experiences, successes, and challenges
related to the development of cultural competencies. Through this collaboration,
individuals feel less isolated in the learning process, which allows for the building
of stronger connections with others and enhances motivation for continued per-
sonal and professional growth.

A key aspect of the EMPOWER model is fostering a sense of effectivenessand
efficiency in participants’ efforts. The research findings indicate that individuals
who believe in their ability to achieve their goals are more motivated and engaged
in the learning process. Therefore, this model emphasizes the regular provision
of feedback to participants, highlighting progress rather than solely pointing out
deficiencies. In the EMPOWER model, progress assessment is based on positive
reinforcement. An important element is also the opportunity for participants to
independently track their progress, which strengthens their sense of control over
the learning process and the effectiveness of their actions.

One of the key features of the EMPOWER Model is the provision of an individual-
ized educational pathway that integrates highly engaging tools aimed at improv-
ing both cultural competence and cultural humility among students and health-
care professionals.

The individualized educational pathway allows each participant to progress at
their own pace, considering their unique background, learning style, and specif-
ic needs. This approach is essential for promoting deep, meaningful learning in
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the context of of cultural competence, where no single method works universal-
ly. Healthcare professionals and students come from diverse educational back-
grounds and have varied experiences, and their willingness to engage in the study
of multiculturalism may vary significantly.

Offering such a learning method ensures that S8 goal is to equip healthcare

each participant has the opportunity to in- professionals with the openness

dependently pursue the appropriate level of WEHEERERI LR AN ]
challenges and support, making the learning WA A1ER ) tol it leRi 2

experience relevant and impactful. The in- EZQ2gEARgFV TGN
dividualized pathway within the EMPOWER UL dpide R Ey gl eR
Model includes a range of flexible modules, [edtlelle il E gl
for self-paced learning and at their own scope, being open to learning from others.
and assignments that focus on the practical

application of cultural knowledge. This pathway is designed to be adaptive, allow-
ing participants to revisit difficult topics and take on more challenging activities
as they progress, while ensuring social support (from instructors or peer groups)
throughout the learning process.

To support the individualized educational pathway, the EMPOWER Model inte-
grates a range of engaging tools aimed at improving cultural competence and pro-
moting cultural humility. These tools are designed to capture the participants’ at-
tention and actively engage them in the learning process. The exercises proposed
in this guide are integrated with a digital platform, allowing for the use of modern
technology to support the educational process. The proposed tasks and exercises
serve various functions, but all contribute to the overarching goal of enabling stu-
dents and healthcare professionals to engage meaningfully with cultural diversity.

The EMPOWER Model does not view cultural competence and cultural humility as
final goals but as ongoing processes of personal and professional development. The
individualized educational pathway, along with its engaging tools, supports con-
tinuous growth by providing participants with opportunities to revisit materials,
reflect on their experiences, and set new educational goals. This approach encour-
ages them to engage in lifelong learning, enabling them to meet the evolving needs
of diverse patient populations with empathy, respect, and cultural sensitivity.

The ultimate goal of the EMPOWER Model is to create an environment where
healthcare professionals feel supported, competent, and confident in their ability
to provide culturally competent care. By providing a personalized, engaging ed-
ucational experience that focuses on cultural competence and humility, the EM-
POWER Model ensures that healthcare professionals are not only prepared to face
the challenges of a multicultural world but also equipped with the tools to succeed
in it. This process improves the well-being of individuals as well as their profes-
sional effectiveness, bringing benefits not only to the participants themselves but
also to the patients and communities they care for.

The EMPOWER Model presents an innovative approach to healthcare education,
emphasizing support for the health and well-being of professionals as they de-
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velop cultural competence. By ensuring a sense of security, fostering intrinsic
motivation, providing social support, building a sense of effectiveness, and in-
corporating engaging educational tools, the EMPOWER Model promotes compre-
hensive professional development. As a result, healthcare professionals become
more competent and confident when working with patients from diverse cultural
backgrounds, leading to higher quality care and better relationships with patients.

1.6. EMPOWER MODEL - Education Resources

The EMPOWER Model presents a transformative approach to multicultural ed-
ucation, one that is centered around fostering both cultural competence and hu-
mility among healthcare professionals. This model emphasizes the importance of
developing educational resources that not only provide knowledge but also ensure
a sustainable and impactful learning journey. The EMPOWER Model is rooted in
a clear, purposeful framework designed to meet the evolving needs of both learn-
ers and the diverse patient populations they serve.

. Initiation of effective multicultural education (Defining Clear, Purposeful Outcomes)
. Effective Learning Design (Creating a Holistic and Inclusive Experience)

. Engaging in Practical Application (Ensuring Relevance to Professional Practice)

. Transforming and Strengthening Knowledge Transfer (Applying Knowledge in Di-

verse Environments)

5. Reinforcing and Supporting Learning Progress (Continuous reinforcement throught
assessment and Feedback Mechanisms)

6. Acting and Documenting Impact(Maintaining Long-Term Improvements)

Initiation of effective multicultural education: Defining Clear,
Purposeful Outcomes

The initiation of effective multicultural education within the EMPOWER mod-
el begins with the key task of defining clear, purposeful outcomes that guide
the teaching process. The first step in this approach is setting goals that are not
only academic but also holistic, emphasizing a deep understanding of the cul-
tural dynamics that influence healthcare. These goals are designed to encourage
participants to explore how cultural factors affect communication with patients,
the delivery of healthcare, and professional interactions in an increasingly glob-
al context. By defining these educational objectives, the EMPOWER model aims
to create a comprehensive framework that prepares healthcare professionals to
navigate the complexities of multicultural environments, promoting a more cul-
turally competent and empathetic approach to care.

A key element of this educational foundation is the integration of reflection and
critical awareness, which allows participants to engage with their own cultural
biases and assumptions. This self-awareness is crucial for recognizing how per-
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sonal beliefs andunconscious prejudices may influence professional practices,
particularly when interacting with diverse patient groups. Thanks to organized
activities that encourage self-reflection, participants are encouraged to explore
how their cultural filters shape their responses to patients and colleagues, foster-
ing a mindset open to growth and adaptation. This reflective practice is essential
for cultivating cultural humility, ensuring that healthcare professionals remain
aware of the limitations of their understanding of other cultures and are commit-
ted to continuous learning.

Effective Learning Design: Creating a Holistic and Inclusive Experience

The design of an effective learning process emphasizes the creation of an educa-
tional framework that fosters a holistic and inclusive environment for healthcare
professionals. A key element of this approach is the understanding that diversity
is not merely an external factor to be addressed, but a fundamental component
of the teaching process itself. The EMPOWER model highlights the importance
of curriculum development that integrates case studies, research, and field ex-
periences, drawn from various cultural perspectives in healthcare. By incor-
porating diverse cultural viewpoints, the curriculum ensures that healthcare
professionals are exposed to the complexities of global health challenges, better
preparing them to provide care to diverse patient populations with sensitivity
and competence.

The EMPOWER model further enhances the learning experience by incorporat-
ing principles of transformative learning, which aims to shift participants’ per-
spectives and challenge their assumptions. Central to transformative learning are
three key components:

- Disorienting Dilemma,
« Critical Reflection,
- Dialogue and Action.

A Disorienting Dilemma refers to activities or exercises designed to challenge
participants’ pre-existing beliefs, encouraging them to confront their biases and
reconsider their views. These dilemmas push learners out of their comfort zones,

stimulating deep, critical thinking. Critical Reflection is the process through
which participants analyze and evaluate their beliefs and values, particularly in
relation to cultural dynamics in healthcare. This self-awareness fosters recogni-
tion of how personal beliefs and values influence interactions with patients and
colleagues. Finally, Dialogue and Action emphasize the importance of engaging
in conversations with people from diverse backgrounds, which leads to trans-
formed perspectives and the practical application of new approaches in profes-
sional practice. These three components work synergistically to create a trans-
formative educational environment that is not only intellectually enriching but
also impactful on personal and professional development (Mezirow, 1991).
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In addition to these foundational elements, the EMPOWER model promotes Ex-
periential Learning for Empathy Building. This approach emphasizes the value
of immersive learning experiences, such as community outreach programs, sim-
ulations with patients from diverse cultural backgrounds, and cultural exchanges.
These activities allow healthcare professionals to experience firsthand the chal-
lenges and complexities of working with diverse populations, thereby enhancing
their cultural awareness and empathy. Through these experiences, participants
develop a deeper understanding of the lived experiences of others, which is essen-
tial for building compassionate, patient-centered care.

In order to expand the scope of applying the principles of Experiential Learning
to build empathy, the EMPOWER model combines the theoretical part, found in
the manual, with the Educational Platform of the MultiCultiMed program, which
includes the “Human Library.” This is an innovative educational resource that al-
lows students to engage with interviews conducted with individuals from diverse
cultural groups, often exposed to discrimination or marginalization. The goal of
this tool is to foster empathy and deepen the understanding of others’ perspec-
tives, particularly those representing minority social, ethnic, religious, and cul-
tural backgrounds. The interviews, filled with personal stories, experiences, and
reflections, provide educational participants with insights into the lives of people
from different cultures, contributing to broadening their horizons, reducing prej-
udices, and developing interpersonal skills essential for working with diverse pa-
tients. The “Human Library” creates a learning space through listening and deep-
er understanding, supporting the development of cultural competencies.

Equally important in effective learn-
ing design is active participation in
the learning process. The EMPOW-
ER model encourages participants to
actively engage with their learning,
especially through seeking interac-
tions with peers from diverse back-
grounds. Such experiences promote
mutual respect and the shared acqui-
sition of cultural knowledge, enabling
participants to learn from each oth-
er’s perspectives. Active participation
supports a sense of community and
belonging, which is essential for creat-
ing a positive and inclusive education-
al atmosphere. Additionally, it fosters
critical thinking, problem-solving,
and teamwork, all of which are essen-
tial skills for professional practice in
a multicultural context.
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Engaging in Practical Application: Ensuring Relevance
to Professional Practice

The EMPOWER Model places significant emphasis on the application of acquired
cultural competencies to practical use in professional work settings. This aspect fo-
cuses on bridging the gap between theoretical knowledge and practice. The goal
is not only for students to acquire theoretical knowledge but also to develop the
necessary skills to effectively apply it in a professional environment. The mod-
el incorporates a series of exercises simulating real-life experiences, supported by
peer interactions, in order to integrate diverse perspectives and collaboratively seek
solutions. Activities such as role-playing, intercultural communication exercises,
and problem-solving simulations related to patient care from diverse cultural back-
grounds aim to prepare students for challenges they may encounter in multicultur-
al healthcare environments. By simulating real-life scenarios, students are encour-
aged to apply their knowledge in a dynamic and supportive environment, which
helps them better understand the complexities of patient care in various cultural
contexts, fostering the development of critical thinking and problem-solving skills.

The EMPOWER Model also emphasizes the importance of peer learning and feedback
in the process of continuous improvement. By incorporating peer feedback systems
and discussions, students have the opportunity to learn from the experiences and
perspectives of others. This collaborative approach promotes a deeper understanding
of multicultural issues in healthcare while developing a culture of self-reflection and
constructive critique. Peer feedback provides students with valuable insights into their
own practices, helping them identify areas for growth and encouraging them to con-
tinually refine their reflective cultural competencies. This process not only strengthens
students’ ability to engage with diverse patient populations but also fosters an environ-
ment of mutual support and learning within the educational community.

Transformation and Strengthening of Knowledge Transfer:
Applying Knowledge in Diverse Environments

In the EMPOWER model, the aspect of Transformation and Knowledge Transfer
Enhancement focuses on providing a selection of exercises and tasks that increase
the likelihood that students will not only acquire theoretical knowledge but also
gain the necessary preparation to apply it in various real-world healthcare settings.

A key role in strengthening knowledge transfer and supporting professional de-
velopment is played by the teacher-mentor and the student group. Mentors, who
serve as models of best practices in culturally competent healthcare, can offer
students guidance, support, and examples of effective patient care in diverse set-
tings. The support provided within the student group facilitates the sharing of
experiences and access to feedback. The combination of mentorship from the
teacher and support within the student group creates a collaborative learning en-
vironment where students can refine their skills, enhance their practice, and gain
confidence in providing culturally competent care.
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Empowering Growth: Teachers’ Role in Feedback
and Evaluation Mechanisms

The EMPOWER Model places great emphasis on continuously reinforcing and
supporting students throughout their multicultural education journey in health-
care. This aspect focuses on the systematic evaluation of learning outcomes,
not to highlight deficiencies or criticize mistakes, but to ensure ongoing devel-
opment. The application of feedback loops and supportive evaluation tools can
help track progress, identify areas requiring additional support, and ensure that
multicultural competencies are being effectively developed in students. Provid-
ing students with constructive feedback on their progress allows them to refine
their approaches to culturally diverse healthcare by identifying areas where they
can improve, learning from their mistakes, and enhancing their communication
skills. This ongoing process of feedback and reflection is an integral part of creat-
ing a learning environment based on continuous development, in which students
feel supported in their efforts to enhance their reflective cultural competencies.

An essential aspect is also the development of the teaching staff responsible for
training medical and health science students in multiculturalism. The MultiCul-
tiMed educational platform provides access to resources dedicated to teachers. Its
purpose is not only to provide substantive guidance but also practical tips and
tools that will help them effectively conduct classes, engage students, and moni-
tor progress in developing cultural competencies.

The MultiCultiMed platform can serveasaguide, offering teachers detailed instruc-
tions on exercise methodologies and organizing discussions in a group of students.
Teachers have access to interactive and engaging teaching methods that foster the
development of multicultural competencies among students. Additionally, it pro-
vides guidelines on interpreting the results of exercises, tests, and assessments re-
lated to multicultural education. Furthermore, the platform provides teachers with
a wide range of discussion topics that can be introduced during classes, helping
students approach cultural issues more consciously. The content of the platform
for teachers will not only provide them with access to engaging educational ma-
terials but it can also become a part of their own professional development process.

Maintaining Long-Term Improvements

The EMPOWER Model emphasizes the crucial role of deeply engaging and acti-
vating exercises in creating lasting changes in the way healthcare students per-
ceive and address the challenges associated with multiculturalism in patient care.
Specifically, the model promotes educational approaches that go beyond theo-
retical teaching, offering engaging, practical experiences that foster real-world
applications of multicultural competencies in professional work. Through deep
student engagement in practical exercises and scenarios based on reflective cul-
tural competencies, the EMPOWER model ensures that the skills and knowledge
they acquire are not merely taught, but internalized, leading to long-term chang-
es in their understanding and approach to healthcare in diverse cultural contexts.
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A central aspect of this approach is Long-Term Impact Assessment, which aims
to measure the effectiveness of the program in improving students’ multicultural
competence and professional wellness over time. Program administrators plan to
implement a system for gathering feedback from program graduates, providing
data on how the competencies acquired during the program are applied in their
professional practice.

Additionally, a significant element of the EMPOWER Model is its global relevance
and adaptation to the evolving realities of medical practice. The content offered
to students and teachers is adaptable to a wide range of healthcare environments
worldwide, focusing not only on theoretical learning but also on the practical ap-
plication of multicultural competencies in diverse, real-world conditions. In prac-
tice, this means creating flexible structures that can be tailored to the specific
needs of different healthcare systems and regions around the world.

We believe that the strength of the EMPOWER Model, enabling long-term im-
provements in multicultural education, lies in the global adaptability of the pro-
posed exercises and content. Through deeply engaging educational techniques
and a flexible approach that responds to the needs of various cultural and profes-
sional environments, the EMPOWER Model not only helps students develop the
necessary skills for providing culturally competent care but also supports con-
tinuous growth and reflection. These strategies ensure that the program’s impact
extends far beyond the classroom, leading to lasting improvements in healthcare
practices globally.
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Summary of the Core Principles of the EPOWER
Model Educational Resources

The EMPOWER Model for multicultural education in healthcare and medical stud-
ies is built on foundational principles that prioritize the comprehensive and sus-
tainable development of cultural competence. These principles focus on the com-
plexity of healthcare environments and aim to equip students with the knowledge
and tools necessary to effectively serve diverse patient populations.

Intersectionality is a key concept that underpins the model, recognizing the in-
terconnected and unique identities of both students and patients. By highlighting
how overlapping identities—such as race, gender, socioeconomic status, cultur-
al background, and many others—affect health outcomes, the model promotes
a deeper understanding of the diverse needs within patient populations. Students
are encouraged to consider how these intersecting identities impact their ap-
proach to patient care and to develop more holistic and nuanced strategies that
address individual needs within a multicultural context.

Critical Reflection is another central principle of the EMPOWER Model, encour-
aging students to examine their own biases, cultural perceptions, and professional
behaviors. Through structured reflection, stu-
dents are prompted to identify how these per- ERGRZS R EX) &7 PN 12001 /232
sonal factors influence their interactions with F0(6)s) 28020 HTee 111 Te e 1B 20l0) 1l delehs
patients and their overall approach to care. This B I ai (o le1113);

process helps students become more aware of FN@gIlee 8L (a0l

their assumptions and blind spots, fostering [ CLLII ATl

a mindset of continuous self-assessment and [RSIAAUEERE RS
improvement in medical practice. Through

critical reflection, students can challenge their preconceptions and refine their cul-
tural competence, ensuring more empathetic and inclusive patient care.

Actionable Knowledge is an approach focused on equipping students with practical
skills, methods, and tools that can be immediately applied in healthcare practice.
This principle ensures that students not only learn theory but also gain the hands-on
knowledge necessary to address the daily challenges of working in a multicultural
environment. By providing students with actionable, evidence-based strategies, the
model supports the delivery of culturally competent care, improving patient health
outcomes and enhancing cross-cultural communication.

Finally, Continuous Growth and Wellness is a principle that serves as the foundation
for the long-term success and resilience of healthcare professionals. The model ac-
knowledges that navigating challenges in multicultural healthcare can be mentally
and emotionally demanding, and aims to support students in developing the resil-
ience and mental wellness necessary for career success. This emphasis on personal
development goes beyond cultural competencies, ensuring that students are aware
of the immense importance of effective stress management, maintain psychologi-
cal balance, and foster a sustainable professional life throughout their careers.
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1.7. EMPOWER MODEL - Supportive Tools

Tools supporting students in developing cultural competence and cultural humil-
ity are designed to be constructive, reflective, and to foster growth, rather than
focusing on negative aspects, pointing out deficiencies, or criticism. The goal is
to create a learning environment that is safe, empathetic, and focused on contin-
uous development. The MultiCultiMed educational platform provides a space for
reflective journaling. The purpose of such a journal is to encourage students to
regularly reflect on their experiences, challenges, and progress in learning about
culture and diversity. Journals can be used in various and flexible ways, depend-
ing on individual needs. For example, students can keep journals where they note
their thoughts on interactions with patients from different cultures, their feel-
ings about learning diversity, and identify areas requiring further development.
An important aspect is also recording successes and positive experiences, which
indicate progress. The MultiCultiMed platform makes it easy to record thoughts
and offers access to pre-made reflective questions that help students delve deeper
into their experiences (e.g., questions such as: “What challenges did I face in this
situation? What can I improve next time? What did I do well?” etc.).

The platform also includes reflective tasks with 360° feedback, allowing students
to receive feedback from various individuals (e.g., peers, teachers, patients, ob-
servers), which helps them better understand their development in the context of
cultural diversity.

These tools are designed to promote honest and sincere reflection on personal de-
velopment, without stigmatizing mistakes. They focus on supporting the learn-
ing process, identifying areas for improvement, but also on celebrating successes
that motivate further self-improvement. An important element is creating a space
where students feel safe, have the opportunity to explore their own attitudes and
beliefs, and are encouraged to continuously grow, both in terms of cultural com-
petence and personal humility.
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Chapter 2

2.1. Introduction

Diversity and inclusion have long been widely used terms in various contexts, but
only in recent years have they become integral to discussions on healthcare.

A rich diversity, reflecting the mosaic of communities in terms of race/ethnicity,
gender, sexual orientation, immigration status, physical disability, and socioec-
onomic level, can present challenges for healthcare providers and patients alike.
However, it also offers opportunities for positive transformation. For such trans-
formation to be successful, efforts must focus on diversity, equity, and inclusion
rather than just diversity alone. There is a growing understanding of the inter-
connection between the work environment of healthcare providers, patient out-
comes, and overall organizational performance (Gill, 2018).

Diversity and inclusion in healthcare involve incorporating different perspec-
tives, cultures, experiences, and identities into everyday medical practice. This
approach requires acceptance and respect for racial, ethnic, cultural, gender, age,
and religious diversity, as well as an understanding of the challenges faced by
individuals with disabilities or those belonging to marginalized social groups.
The key objective is to ensure equal opportunities, access, and high-quality
healthcare for everyone, regardless of their background or life circumstances
(Stanford, 2020).

Aims

In this chapter, students will develop their knowledge and skills in the following
areas:

- Understanding the benefits of diversity and inclusivity in healthcare

- Identifying strategies for overcoming barriers associated with working in
a culturally diverse environment

- Recognizing key areas of professional behavior in the context of cultural di-
versity

- Understanding the importance of key characteristics required by healthcare
personnel to work effectively in a culturally diverse environment

Learning Outcomes

Upon completing this chapter, readers will be able to:

- Recognize and appreciate the benefits of cultural diversity in healthcare,

- Identify methods for overcoming barriers to healthcare access;

- Tailor medical care to individual patient needs by implementing key areas of
professional behavior in the context of cultural diversity;,

- Collaborate effectively in a culturally diverse medical environment by under-
standing and developing the key characteristics required of healthcare per-
sonnel.
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2.2. The Benefits of Diversity and Inclusion in Healthcare

Modern healthcare operates in an increasingly diverse society, where patients
come from various cultural, social, and linguistic backgrounds. Embracing this
diversity not only enhances the quality of services provided but also fosters trust
between patients and healthcare providers. An inclusive approach to healthcare
allows for better tailoring of diagnosis and treatment to the individual needs of
patients, reducing barriers to access, and improving treatment outcomes.

2.2.1. Better Health Outcomes

Understanding cultural differences helps to better recognize the individual needs
of patients, allowing for a more precise alignment of medical care with their ex-
pectations and life circumstances. This enables doctors and medical staff not only
to diagnose and treat more effectively but also to build relationships based on trust,
which increases the effectiveness of therapies and enhances patient comfort.

Better communication with patients significantly impacts the success of treat-
ment. Using translators or educational materials tailored to the patient’s language
and culture facilitates their understanding of medical instructions. This allows
patients to better follow therapeutic guidelines, improving the effectiveness of
treatment and enhancing health outcomes (Borowczyk, 2023). The growing
awareness of the importance of effective communication in healthcare systems
is becoming increasingly common. Given that communication courses must be
tailored to the specifics of a particular culture, language, and other contextual is-
sues, many countries and communities using a common language have proposed
their recommendations for communication curricula in undergraduate medical
studies. With the increasing awareness of the importance of medical communi-
cation, its teaching has been integrated into the core medical curriculum. Medical
faculties worldwide began introducing appropriate courses into their curricula by
the end of the 20th century. One of the first experiences came from the Univer-
sity of Lagos in 1984 (Ersek, 2020). More contemporary examples include Leipzig
University Medical School - COMSKIL Communication Skills Training (Gebhardt,
2021) and Longitudinal Communication Curriculum (Zimmermann, 2021), Char-
ité - Universitdtsmedizin Berlin, Ghent University (Kienle, 2021), and Harvard
Medical School (Rider, 2006).

One strategy that many organizations have already implemented is translation
services, which are crucial for patients with limited local language proficiency
and for the development of written materials (Karliner, 2007). Another strategy to
improve cultural competence is the inclusion of patient navigators, staff, and pa-
tient advocates. The most effective solution is, if possible, to employ medical staff
who culturally best match the majority of the patients under care (Nair, 2019).

Reducing Health Inequalities: In the literature on the subject, the aspect of equal-
ity is most often emphasized, understood as ensuring equal rights for individuals
with the same healthcare needs (Equal access for equal needs) (Culyer, 1995). Di-
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versity in healthcare enables better identification and elimination of barriers that
restrict access to medical services, such as language, financial, or social barriers.
This may include collaboration with community organizations, immigrant and
refugee organizations, as well as other social groups, such as non-governmental
organizations, foundations, associations, religious groups, and social clubs.

Preventing Medical Errors: Understanding the cultural context of a patient can
help prevent misunderstandings that sometimes lead to incorrect diagnoses or
treatments (Puch, 2020).

2.2.2. Greater Patient Trust in the Healthcare System

Building Trust-Based Relationships: Trust is the foundation of effective health-
care, and patients who feel that their culture, values, and traditions are respect-
ed are more likely to be open and cooperate with healthcare providers. When
doctors, nurses, and other healthcare professionals demonstrate understanding
of the individual needs of patients, taking into account their cultural and social
background, patients feel more accepted and treated with respect. This approach
helps build a stronger bond between the patient and medical staff, leading to bet-
ter communication and more effective treatment.

For example, if a patient from a particular
Respect for cultural diversity and culture has concerns about treatments
building trust in healthcare not only or procedures that conflict with their
strengthens the relationship between traditions, healthcare personnel who
the patient and the provider but also demonstrate understanding and provide
improves treatment outcomes and appropriate education can help alleviate
the overall quality of care. those concerns by acknowledging, ap-

preciating, and offering both emotional
and informational support. Respect for the patient’s culture also impacts their
sense of safety, which can reduce resistance to seeking medical consultations. Pa-
tients who feel that their identity is accepted are more likely to engage in long-
term care, adhere to medical recommendations, and actively participate in the
treatment process.

Furthermore, this approach helps reduce language and cultural barriers that may
hinder effective communication and create a distance between the patient and
healthcare providers. As a result, building relationships based on trust and cul-
tural diversity not only improves patient satisfaction but also enhances treatment
effectiveness, reduces the risk of medical errors, and contributes to the overall
improvement of healthcare quality.

Reduction of Anxiety and Stress: When patients feel understood, respected, and
valued, their emotional response to healthcare situations improves significant-
ly. Anxiety and stress are common reactions to medical interventions, especially
when patients feel a lack of understanding from their providers due to differenc-
es in communication styles, cultural backgrounds, or lack of empathy (Rozlog,
1999). However, when healthcare workers take the time to understand the unique
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needs, concerns, and cultural context of the patient, they create an environment
where the patient feels heard and safe. This sense of understanding fosters a pos-
itive therapeutic relationship, leading to greater openness and willingness to co-
operate with the healthcare team. When patients feel more comfortable, they are
more likely to openly discuss their symptoms, treatment preferences, and con-
cerns, allowing healthcare workers to provide more personalized care. This, in
turn, improves the overall patient experience dur- ;
ing treatment. Moreover, the reduction of anxiety [4LANZIEUIES
and stress has a direct impact on health outcomes. [kl ULET LEes
High levels of stress can hinder the healing process [ LSS SISO Gy
& . . gP fostering cooperation,
as it negatively affects the immune system and ex- [SHHaEA improves treatment
acerbates certain conditions. When patients feel less [ Ttas s eeue il Re (o o 22ty
stressed, they are more likely to adhere to medical BN ERIGTE) (235
recommendations, follow treatment plans, and en-
gage in proactive health management, which contributes to faster recovery. In
essence, nurturing a sense of understanding not only creates a more positive and
collaborative environment but also accelerates the healing process by alleviating
emotional and mental burdens that may impede recovery (Sirois, 2018).

2.2.3. Increasing the Effectiveness of the Medical Team

Culturally Diverse Teams Are More Creative: Cultural diversity within teams
brings together individuals with different perspectives, experiences, and prob-
lem-solving approaches. This mix of viewpoints increases innovation, as team
members can approach challenges from various angles, leading to more creative
and effective solutions. When people from different cultural backgrounds collab-
orate, they can draw from a wider range of knowledge, traditions, and strategies,
often resulting in unique and unconventional thinking (Schmidt, 2023).

In healthcare settings, for example, a culturally diverse team may develop more
varied and comprehensive approaches to patient care, taking into account not
only medical factors but also cultural preferences, social dynamics, and different
ways of coping with illness. This diversity helps identify potential gaps in care
and encourages the development of new techniques or tools that can be used to
improve patient outcomes.

Furthermore, culturally diverse teams are more likely to question the status quo
and traditional methods, fostering an environment where creativity is encour-
aged. These teams tend to be more flexible and open to experimenting with new
ideas, which is especially important in rapidly changing fields like healthcare,
where innovation is key to improving patient care and treatment (Teixeira, 2024).

By creating an inclusive environment where diverse perspectives are welcomed
and valued, organizations can tap into the full potential of their teams, leading to
greater effectiveness, problem-solving ability, and overall creativity.

Reducing the Risk of Conflicts: Understanding and accepting diversity within
teams plays a crucial role in reducing tensions and fostering collaboration. When
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team members recognize and respect cultural differences, backgrounds, and per-
spectives, it creates a more harmonious working environment. This understanding
helps prevent misunderstandings that may arise from miscommunication, stereo-
types, or assumptions about the behaviors and values of others.

In a culturally diverse team, there is often a great-
Cultural diversity in medical er emphasis on open communication, active lis-
teams enhances creativity, tening, and empathy. These practices help team
fosters collaboration, and members navigate potential cultural differences
drives innovation, ultimately and find common ground, preventing conflicts
L RERDICOI BRI before they escalate. Recognizing that someone’s
effective patient care. b .
ehavior may stem from cultural norms rather
than personal issues can reduce feelings of frus-
tration or resentment that could otherwise arise.

Moreover, teams that actively promote inclusivity encourage individuals to ex-
press themselves without fear of judgment, helping to resolve issues before they
become sources of conflict. When every team member feels respected and valued,
there is less risk of negative competition or divisions within the group. As a result,
collaboration improves, and the team can focus on achieving common goals rath-
er than being distracted by internal disputes.

By creating an environment where diversity is not only accepted but celebrated, or-
ganizations can foster a more positive and productive atmosphere. This leads to the
development of stronger teams, reduced stress, and more efficient workflows, ulti-
mately resulting in better outcomes, especially in demanding fields like healthcare.

Development of Interpersonal Skills: Working in a multicultural environment
offers a unique opportunity to develop key interpersonal skills such as empathy,
flexibility, and effective communication, especially in difficult and complex sit-
uations. Interactions with people from diverse backgrounds, values, and beliefs
challenge team members to step outside their comfort zones and understand the
perspectives of others.

Empathy in a multicultural context involves the ability to put oneself in someone
else’s shoes, understanding their needs, emotions, and reactions within a cultur-
al context. In such an environment, team members learn how to communicate
effectively, taking into account linguistic, cultural, and social differences, which
helps foster better understanding and reduce tensions.

Working in a multicultural environment enhances empathy, flexibility, and effec-
tive communication, creating stronger and more cohesive teams that are ready to
face the challenges of modern healthcare.

Flexibility, a key aspect of working in a multicultural environment, refers to the
ability to adapt to new and unfamiliar situations and adjust one’s behavior and ap-
proach according to changing conditions and the needs of others. This flexibility
allows for effective conflict resolution, finding common ground in different work-
ing styles, and efficiently managing the diverse demands of patients and colleagues.
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Additionally, working in a multicultural team increases the ability to communi-
cate effectively in challenging situations where cultural differences may lead to
misunderstandings. The ability to explain intentions clearly, negotiate, and find
common ground in conversations is invaluable in a team environment, especially
in healthcare, where every interaction can impact treatment outcomes.

As a result, working in a diverse environment not only enriches interpersonal
skills but also contributes to building more cohesive, effective, and empathetic
teams that are better prepared to address the challenges of modern healthcare.

2.3. Overcoming Barriers
2.3.1. Intercultural Education

Intercultural training for healthcare staff is fundamental to effective healthcare in
diverse communities.

When staff are well-prepared to work in a multicultural environment, they acquire
the skills to better understand and adapt their actions to the needs of patients from
various cultures. This type of educa-
8{0 00 sTel el s 1\ AR VEETU s ISV S O o SR ISl Overcoming barriers in healthcare is crucial
NS ENEY s RTINS a1 ol s TS SR Vo R Vs Bl {0 ensuring equal access to high-quality care
e[S Vel T Ao (el ut b= ) IR o u il JOT all patients, regardless of their cultural,
influence patients’ attitudes toward RAUIALSEISR S TIEyleIRelfell e 1dEs
treatment and health. For example, in

some cultures, family bonds may be very strong, which means medical decisions
may require consultation with the patient’s family. Other cultures may prefer tra-
ditional healing methods, which can affect the patient’s openness to conventional
therapies (Jongen, 2018).

Such training may also address differences in verbal and non-verbal communica-
tion, which are crucial for effectively conveying medical information. Gestures, tone
of voice, and even body posture may have different meanings in different cultures,
and misunderstanding these cues can lead to confusion. Through intercultural ed-
ucation, healthcare workers learn how to avoid misunderstandings, resulting in
better-quality interactions with patients (Brach & Fraserirector, 2000). Additionally,
intercultural training helps healthcare staff develop greater sensitivity to differenc-
es in approaches to health and illness. Knowledge about how patients from various
cultures perceive the treatment process can influence how healthcare profession-
als make therapeutic decisions, propose treatments, or explain medical procedures.
Understanding that patients may have different expectations regarding treatment
methods allows for a more personalized approach, increasing the chances of suc-
cessful collaboration between the patient and healthcare staff.

As a result of intercultural education, healthcare personnel become more aware
of their role not only as specialists but also as individuals who help patients feel
understood and respected. This type of education leads to improved care quality,
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reduced medical errors, and greater patient satisfaction because patients feel saf-
er in interactions with staff who understand their cultural background and needs.

Healthcare systems that implement cultural diversity training and promote

inclusive work processes play a crucial role in bridging the gap between
medical teams and achieving equitable treatment outcomes for all patients.

To improve the quality of healthcare, healthcare organizations should provide
cultural competency training for their staff to help them better understand and
respect the beliefs, values, and practices of patients from diverse cultural back-
grounds. These training sessions should cover topics such as cultural humility,
cultural sensitivity, cultural awareness, communication skills, and strategies for
overcoming cultural barriers (Saha, 2008).

2.3.2. Eliminating Biases

Awareness of one’s own biases and their impact on medical decisions is a crucial el-
ement in building a fair and equal healthcare system. Everyone, regardless of their
education or professional experience, holds certain unconscious preferences and bi-
ases that can influence decisions in interactions with patients. In the medical envi-
ronment, these biases can lead to unequal treatment of patients, which can ultimately
affect the quality of care, diagnoses, and treatment outcomes (Thompson, 2023).

Eliminating biases in healthcare ensures that every patient is treated fairly, with
respect, and receives the best possible care, regardless of their background. Becom-
ing aware of such biases is the first step toward eliminating them. When healthcare
workers understand that certain behaviors, attitudes, or biases may stem from their
unconscious beliefs, they are more likely to reflect on their reactions and decisions.
For example, a doctor may unconsciously assume that a patient from a particular
social group will not adhere to medical recommendations, which may lead to in-
complete communication or less effective treatment methods. Through education
on biases, medical staff can learn to recognize these unconscious beliefs and act
more objectively, taking into account the needs of patients rather than relying on
stereotypical assumptions (Balakrishnan,2019).

An important aspect of eliminating biases in healthcare is continuous improvement
and participation in training on equality, justice, and inclusivity. These trainings help
healthcare workers recognize and understand the mechanisms that lead to biases,
as well as provide techniques and strategies that help mitigate their negative effects.
One example of this is learning effective communication with patients from different
cultures in order to minimize the
risk of making unfair assumptions
or judgments.

receives the best possible care, regardless of Eliminating biases not only im-
their background. proves the quality of medical care

Eliminating biases in healthcare ensures that
every patient is treated fairly, with respect, and
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but also builds trust between patients and the healthcare system. Patients who feel
they are treated fairly, regardless of their background, social status, race, or reli-
gion, are more open to collaborating with medical professionals. Moreover, in-
creasing awareness of biases among healthcare staff leads to more balanced and
fair medical decisions, which can contribute to better treatment outcomes and
overall patient satisfaction (Thirsk, 2022).

As aresult, eliminating biases in healthcare is not only an ethical issue but also a prac-
tical one, contributing to a more just, effective, and equitable medical system where
all patients have equal opportunities to receive the best possible care (Horst, 2019).

2.3.3. Language Accessibility

Language accessibility in healthcare is a key el- BRIl LA eaA3 11NN R oo
ement in ensuring equal access to medical ser- WEURC M IIRET il IR TN (a0
vices for patients who do not speak the domi- REUN2LEANY TR

nant language of the country or region. Modern
societies are becoming increasingly linguistically diverse, and language barriers can
significantly impact the quality of healthcare. If a patient does not fully understand
medical information, instructions, or procedures, it can lead to serious treatment er-
rors, misunderstandings regarding therapeutic recommendations, and reduced feel-
ings of safety and comfort (For more on language accessibility, see Chapter 09).

Language accessibility is the bridge that connects patients with effective and com-
passionate care. A well-established approach to language accessibility helps create
a more inclusive healthcare environment where every patient has equal oppor-
tunities to understand and benefit from medical services, regardless of language
barriers. This approach not only improves communication but also strengthens
patients’ trust in the healthcare system and increases their engagement in the
treatment process.
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2.4. Inclusive Leadership

2.4.1. Promoting Diversity: Building Teams that Reflect
the Diversity of Communities as a Key Step in Ensuring
Effective and Empathetic Healthcare

Teams composed of individuals from diverse ethnic, cultural, and linguistic back-
grounds, as well as those with varied life and professional experiences, are better
equipped to understand the needs of patients from different environments. This
representation helps break down communication barriers, build trust, and tailor
care to the specific needs of various social groups.

Diversity in medical teams also fosters innovation in problem-solving. Different
perspectives and approaches to situations can lead to more creative and effective
decisions, which are essential in the rapidly evolving healthcare landscape. Addi-
tionally, diverse teams are better prepared for the challenges of globalization, in-
cluding health issues that require knowledge of different cultures and healthcare
systems.

Incorporating diversity into recruitment and training processes creates op-
portunities not only for individuals to bring their unique perspectives but also
for organizations to become more flexible and efficient. This approach reflects
a commitment to building a fair society, where every person, regardless of their
background, has access to highquality healthcare.

Promoting diversity is not just an ethical obligation, but also a practical strategy
that strengthens team development, improves patient experiences, and elevates
the standard of healthcare, making it more accessible and effective for all.

2.4.2. Engagement: Actively Involving Staff and Patients in the
Decision-Making Process

Engagement is a key element in building effective and inclusive healthcare sys-
tems. Actively involving both medical staff and patients in decision-making pro-
cesses allows for a better understanding of their needs, priorities, and concerns.
When healthcare workers feel their voices are heard and considered, their moti-
vation, job satisfaction, and sense of belonging increase. Similarly, patients who
actively participate in their care feel a greater sense of con-
Collaboration trol over their health, which enhances their engagement in
IR A28 treatment and adherence to medical recommendations.

voice is valued.

Involving staff in decision-making processes includes reg-
ular consultations, collecting feedback, and creating spaces
for open idea exchanges, regardless of position or professional experience. This
approach helps organizations identify the challenges their teams face and collab-
oratively develop solutions that improve the efficiency and quality of care.

Engaging patients means creating environments where their opinions and pref-
erences truly influence medical decisions. This requires healthcare profession-
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als to demonstrate not only empathy and openness but also the ability to explain
complex medical information in an understandable way. Including patients in
discussions about their treatment plans, health
goals, and therapeutic options builds trust and
a sense of partnership.

In practice, engagement can be support-
ed through regular team meetings, advisory
groups involving patients, surveys about the
quality of care, or digital tools that allow pa-
tients to provide feedback in real time. The active participation of all stakeholders
in decision-making processes contributes to creating more balanced and effective
systems that better respond to the diverse needs of communities.

Engagement is not only a tool for improving organizational and team processes,
but also a value that strengthens trust, builds relationships, and fosters a culture
of mutual respect and collaboration.

Leadership brings about
change most effectively when it

is guided by respect, openness,
and purposeful actions.

2.4.3. Modeling Attitudes

Leaders play a crucial role in shaping organizational culture, which is why their
approach to diversity and inclusion is so important. They should actively demon-
strate openness to different perspectives, respect for differing viewpoints, and
a willingness

to collaborate with people from various backgrounds.

Leading by example means that leaders not only talk about values like equality
and acceptance but also practice them daily in their behavior. For instance, a lead-
er might actively listen to team members, engage in discussions with employees
from diverse backgrounds, or make decisions that reflect their needs and sugges-
tions.

Leaders should also promote transparency and open communication, creating
an environment where everyone feels comfortable expressing their opinions and
concerns. This approach not only builds trust but also motivates the entire team
to model these values in their everyday work.

Additionally, leaders can participate in diversity and inclusion training, demon-
strating their commitment to self-improvement and a willingness to learn.
Through their actions, they can inspire others to embrace change and create
awork environment that reflects respect, empathy, and collaboration.

As a result, the attitudes of leaders become the driving force of the entire organi-
zation, shaping an atmosphere where diversity is seen as a strength and inclusion
as the norm.
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2.5. Professional Behaviors in the Context of Cultural Diversity

Professional behavior in the context of cultural diversity refers to how individuals
in the workplace and other professional environments should act to respect and ap-
preciate cultural diversity and the differences between individuals. Contemporary
organizations and societies are becoming increasingly culturally diverse, which
presents challenges for employees and leaders in terms of effective collaboration,
communication, and managing culturally diverse teams (Araque & Weiss, 2024).

Key professional behaviors related to cultural diversity in the workplace are based
on self-reflection, flexibility, empathy, and the protection of patient rights.

True professionalism lies in the ability to embrace diversity with respect,

understanding, and flexibility, ensuring that everyone feels valued and included.

2.5.1. Self-Reflection

Self-reflection in the context of working with people from different cultures is a pro-
cess of deeply contemplating one’s own beliefs, values, and attitudes to better under-
stand how these internal aspects shape our responses to others, especially during in-
teractins with people from different cultures. Self-reflection is particularly important
in healthcare, medical professions, and any field where direct interaction with pa-
tients and colleagues requires sensitivity to diversity. The diagram below illustrates
the processes of cultural and adaptive development. Each stage is connected to the
subsequent steps, demonstrating their interdependence (Alkhamees, 2023).

CUL

EMOTION REGULATI.‘RESS MANAGEMENT
LBARNINK.PERIENCE

DEVELOPI IVE SKILLS

. THE INFLUENCE OF CULTURE ON BEHAVIOR AND EXPECTATIONS

UNDERSTA[.E IMPACT OF OWN ATTITUDES ON INTERACTIONS

INDENTIFICA IASES AND STEREOTYPES

AWAR.OWN BELIEFS AND VALUES

Fig. 6. The process of cultural and adaptive development
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Awareness of Own Beliefs and Values

Self-reflection begins with becoming aware of one’s own beliefs, which may stem
from upbringing, religion, cultural traditions, education, or personal experiences.
For instance, if a person comes from a culture where family plays a central role,
they may have a different perspective on the priorities in the life of a patient who
holds different values. Understanding how these beliefs can affect the perception
of others is essential for professional behavior in interactions with patients and
colleagues from diverse cultures.

Identification of Biases and Stereotypes

Each of us carries certain biases, which may result from unconsciously imitating
the cultural stereotypes existing in society. Self-reflection helps identify these bi-
ases and stereotypes, enabling their elimination or minimization in interactions
with others. For example, a doctor might notice that they previously assumed,
perhaps wrongly, that patients from certain cultures prefer specific methods of
treatment or communication. Awareness of these biases allows for the develop-
ment of a more open approach to patients from various cultures.

Understanding the Impact of Own Attitudes on Interactions

Our attitudes towards others can significantly influence the quality of interac-
tions, especially in the context of cultural differences. Self-reflection helps un-
derstand how our emotions, reactions, and behaviors shape our relationships
with patients and colleagues. For example, if someone holds a negative attitude
towards individuals from a particular cultural background, it may affect the way
communication unfolds, hindering the development of trust. Regularly evaluat-
ing our own attitudes allows us to improve these interactions, which is especially
important in professions that require empathy and understanding.

Considering the Influence of Culture on Behavior and Expectations

Self-reflection also involves analyzing how cultural differences affect the expec-
tations and behavior of both patients and colleagues. Understanding that culture
can influence the way emotions are expressed, how authority is perceived, or how
time is approached provides a better foundation for creating appropriate commu-
nication strategies. For example, in some cultures, direct confrontation may be
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considered rude, while in others it is seen as an expression of honesty. Awareness
of these differences helps avoid misunderstandings and conflicts.

Developing Adaptive Skills

Self-reflection also helps in developing the ability to adapt to different situations
and individuals. Understanding one’s reactions to different behavioral styles,
which may stem from varying cultural values, allows for better alignment of one’s
attitude with the expectations and needs of others. For example, when work-
ing with a patient from a different culture who may have a different approach
to treatment, self-reflection helps adjust communication in a way that respects
their beliefs while ensuring proper care.

Learning from Experience

Self-reflection is also a process of learning from experience. After every inter-
action with a patient or colleague, it is helpful to reflect on what went well and
what could have been improved. For instance, was trust successfully built, was
communication clear, or were there tensions related to cultural differences dur-
ing the conversation? This type of analysis allows for continuous improvement
in interpersonal skills and better preparation for similar situations in the future.

Emotion Regulation and Stress Management

Cultural differences can trigger emotions that are not always easy to control. Sel-
freflection helps to understand which emotions are evoked by specific situations
related to intercultural interactions. This awareness allows one to learn how to bet-
ter regulate their emotions, which is crucial when working with patients who may
be under stress or anxiety, especially when facing cultural barriers in healthcare.

Culture as a Resource

Self-reflection also helps recognize that cultural diversity can be a valuable re-
source that enriches our professional practice. Understanding that each culture
brings unique values, beliefs, and perspectives can help foster an empathetic ap-
proach to patients and colleagues. As a result, not only do we improve the quality
of relationships, but we also enhance our ability to creatively and flexibly solve
problems.

2.5.2. Flexibility

Flexibility in the context of working with patients refers to the ability to adapt
one’s behavior, communication style, and therapeutic approach to meet the indi-
vidual needs, expectations, and cultural conditions of the patient. This is a crucial
skill, especially when faced with the diversity of individuals encountered in the
healthcare environment.

Recognizing the Individual Needs of the Patient

Each patient is unique, both physically and emotionally, as well as in terms of their
cultural, religious, or personal beliefs. Flexibility means the ability to recognize
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these differences and respond to them in a way that is tailored to the individual.
For example, a patient from a different cultural background may have a different
approach to treatment and prefer traditional methods over modern technologies.
Similarly, a person with a history of trauma may require a specific approach charac-
terized by more patience and empathy during conversations (Schouten, et al., 2023).

Adapting Communication Style

Flexibility also involves the ability to adjust one’s communication style depend-
ing on the patient. Depending on age, education level, native language, and cul-
ture, the way information is conveyed may require modification. For example,
an older patient with hearing problems may need speech to be clear and slow,
while a younger patient with better access to modern media may prefer a more
dynamic and concise form of communication. Additionally, in a cultural context,
differences in verbal and nonverbal communication can significantly impact the
effectiveness of interactions. In some cultures, directly asking questions may be
considered impolite, while in others, it is seen as normal.

Adapting Therapeutic Approach

Flexibility also refers to the ability to adjust the treatment approach based on the
patient’s preferences. For example, a patient who adheres to a specific religion
may prefer therapies aligned with their faith, incorporating prayers, meditation,
or other spiritual practices into the therapeutic process. On the other hand, a pa-
tient with medical experience may be more open to modern treatment methods
but might require detailed explanations about the process. In such cases, a flexible
therapeutic approach may involve integrating traditional methods with modern
ones, respecting the patient’s beliefs while ensuring effective care.

Empathy and Active Listening

Flexibility in communication is also tied to empathy and the ability to actively lis-
ten. When a patient feels understood and respected, they are more likely to openly
discuss their health status, concerns, and needs. Flexibility means that healthcare
workers can adjust their responses to the patient’s emotions and level of comfort.
For example, if a patient expresses fear about a treatment, flexibility involves ad-
justing the tone of voice, body language, and the way procedures are explained to
ensure a sense of safety and comfort.

Understanding the Impact of Culture on Patient Expectations
Flexibility in communication also means recognizing that cultural differences can

influence a patient’s expectations regarding treatment, communication, and rela-
tionships with healthcare providers. For instance, in some cultures, there is great-
er respect for hierarchy, meaning the patient may expect the doctor to make all
decisions without involving them in the details. In other cultures, patients may
prefer a more collaborative approach, where they are fully engaged in the deci-
sion-making process.
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Flexibility in Responding to Changes in the Patient’s Health Condition

Flexibility is not only the ability to adapt to an initial approach with a patient, but
also the capacity to respond to changing circumstances during treatment. Changes
in a patient’s health, their reactions to treatment, or developing emotional needs
require quick adaptation. Flexibility means adjusting the treatment plan to meet
the unique needs of the patient.

Maintaining Professionalism Despite Changing Circumstances

While it is essential to adapt to the patient, it is equally important to maintain pro-
fessionalism and protect personal boundaries. Flexibility does not mean aban-
doning ethical or professional standards but rather the ability to adjust an ap-
proach in a way that remains consistent with the requirements of the profession
and the patient’s wellbeing. For example, if a patient attempts to cross profession-
al boundaries (e.g., requesting unethical actions), flexibility involves gently but
firmly reminding them of the professional limits.

Creative Problem-Solving

Working with patients from diverse cultural backgrounds or with varying needs
also requires the ability to think creatively to solve problems. Sometimes a patient
may have unusual needs that cannot easily be met with standard procedures. In
such cases, flexibility allows for finding new, appropriate solutions that are both
effective and respectful of the patient’s individual requirements.

2.5.3. Empathy

Empathy is a key skill in working with patients, especially in the context of cultur-
al diversity. It involves the ability to understand and share the feelings of a patient,

regardless of their cultural, religious, social, or emotional background. In health-
care, empathy facilitates more effective communication, builds trust, and allows
for tailoring care to the individual needs of the patient (Gonzalez-Tapia, 2023).

Understanding the Patient’s Emotions

Empathy begins with the ability to recognize and understand the patient’s emo-
tions, even when they are expressed in a way that differs from what we are accus-
tomed to. The patient may experience fear, uncertainty, pain, or frustration, and
understanding these feelings is crucial for providing appropriate care. Regardless
of the patient’s cultural background, their emotions deserve respect and under-
standing. Empathy enables healthcare professionals to adjust their communica-
tion to make the patient feel heard and understood.

Professionalism involves sensitivity, recognizing differences, and providing

care tailored to the needs of each individual.
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Active Listening

Active listening is the foundation of empathy. It involves fully focusing on the pa-
tient, understanding their words, and also noticing non-verbal cues such as facial
expressions, body posture, and tone of voice. Active listening allows for a better
understanding of the patient and their needs, which is especially important in the
context of cultural differences. Often, what the patient says does not fully reflect
the extent of their emotions, so it is important to listen “between the lines” and
notice what remains unspoken.

Understanding Different Cultural Perspectives

Empathy is not only about sharing the patient’s feelings, but also understanding
that they may view the world differently due to their culture, religion, or tradi-
tions. For example, in some cultures, there is great respect for the authority of
the doctor, which might make the patient hesitant to express concerns or doubts,
even if they feel them. In other cultures, patients may be more open to discussing
their health issues. Empathy requires understanding these differences and ad-
justing communication so that the patient feels comfortable and has the oppor-
tunity to freely express their needs.

Compassion Without Judgement

Empathy also involves the ability to avoid judgment. Regardless of how the pa-
tient views their situation or the decisions they make about their health, it is im-
portant to show understanding and compassion. The patient may make decisions
that seem to contradict medical advice. Without empathyj, it is easy to judge them.
Understanding that the patient’s decisions may stem from their fears, beliefs, life
experiences, or cultural background helps to create an environment where the pa-
tient feels supported rather than criticized.

Adjusting to Individual Needs

Empathy requires healthcare workers to adjust their approach to the individu-
al needs of the patient, taking into account not only their health condition but
also the emotional and cultural aspects of their life. For some patients, a detailed
explanation of the treatment process may be helpful, while for others, it may be
most important to ensure that their spiritual or cultural beliefs are respected. Em-
pathy allows healthcare providers to recognize these subtle differences and adapt
their approach accordingly.

Building Trust and Relationships

Empathy is the foundation for building trust between the patient and healthcare
providers. A patient who feels understood and respected is more likely to coop-
erate, which is crucial for the treatment process. Trust, in turn, improves com-
munication, leads to better understanding of the patient’s needs, more effective
treatment, and greater satisfaction with healthcare services.
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Coping with Difficult Situations

Empathy is also invaluable in handling emotionally difficult situations. For patients
in the terminal stages of illness, those with serious health issues, or those experienc-
ing crises, empathy helps provide support, a sense of security, and comfort. Under-
standing the patient’s emotions in such moments is crucial to help them navigate
through challenging experiences, offering not only physical support but also emo-
tional solace.

Strengthening the Patient’s Sense of Dignity

Empathy helps maintain the patient’s dignity, especially in situations that may
be difficult or humiliating for them, such as medical examinations or procedures.
Showing understanding and compassion makes the patient feel more comforta-
ble, which is essential for their well-being and how they perceive the quality of the
care they are receiving.

Empathy in patient care is the ability to immerse oneself in their situation and
understand their perspective, regardless of cultural differences. This includes ac-
tive listening, avoiding judgment, understanding the patient’s emotions and cul-
tural background, and adjusting the approach to meet individual needs. Through
empathy, the patient feels respected, understood, and supported, significantly
improving the quality of care and strengthening the relationship between the pa-
tient and healthcare professionals (Riess, 2014).

2.5.4. Patient Rights Advocacy

Patient rights advocacy in healthcare refers to actively promoting equality and
justice in access to medical care, particularly through the elimination of inequal-
ities and support for marginalized groups. Advocacy is not limited to fighting for
patient rights; it also includes efforts to reform systems that may hinder equal and
fair access to healthcare. Actions within advocacy can encompass a broad range of
interventions, from individual-level efforts to systemic changes (Sundler, 2020).

Promoting Equal Access to Healthcare

Patient rights advocacy asserts that every individual, regardless of their back-
ground, social status, or economic situation, deserves equal access to high-quality
healthcare. Many people, particularly those from marginalized groups (e.g., indi-
viduals from lowincome families, ethnic minorities, people with disabilities), face
barriers to accessing healthcare, such as lack of health insurance, communication
difficulties with healthcare providers, or limited access to specialized services.
Patient advocacy aims to remove these obstacles and fight for ensuring that every
patient has an equal opportunity to receive care tailored to their individual needs.

Eliminating Social and Economic Inequalities

Social and economic inequalities have a direct impact on the quality and acces-
sibility of healthcare. Advocacy focuses on identifying and eliminating these in-
equalities, which may influence patients’ health decisions or restrict their access
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to appropriate care. Individuals living in pover- Empathy in Care is Understanding
ty, the e].derl% ethniC minorities, and LGBTQ+ Beyond Differences_
individuals may experience discrimination in

healthcare, leading to worse health outcomes. Actions such as lobbying for health
policies that address these inequalities aim to create a fairer healthcare system
that takes the needs of every patient into account.

Support for Marginalized Groups

Advocacy is particularly important for social groups that may not have a voice in
traditional decision-making processes. Groups such as ethnic minorities, people
with disabilities, the elderly, LGBTQ+ individuals, and those living with HIV/AIDS
often face additional challenges in accessing healthcare. Representatives work on
behalf of these individuals to ensure they have access to appropriate medical ser-
vices and raise awareness of their specific health needs. Supporting marginalized
groups involves educating both society and healthcare professionals about these
challenges and promoting equality in all aspects of healthcare.

Education and Social Awareness

Patient rights advocacy is not only about working within the healthcare system
but also about educating society and institutions on issues related to inequalities
in healthcare access. Collaborating with non-governmental organizations, con-
ducting public campaigns, creating reports and studies on healthcare inequalities,
and promoting public policies that increase the availability and quality of health-
care services for marginalized groups—all contribute to advocacy efforts. Raising
social awareness about healthcare inequalities is crucial in mobilizing change at
the local, national, and global levels.

Collaboration with Legislators and Shaping Health Policy

Advocacy in healthcare also involves efforts to create public policies that pro-
mote equality and justice in access to healthcare. This includes not only local-lev-
el actions but also influencing legislators and politicians to implement changes
in health regulations that are more just and equitable. This can involve lobbying
for changes in health insurance policies, access to medications, and reforms in
healthcare systems that address inequalities arising from various social and eco-
nomic factors.

Actions at the Individual Level

Advocacy is not limited to systemic or political actions but can also include efforts
at the individual level. In the context of healthcare, this may involve helping pa-
tients navigate the healthcare system, representing their interests in interactions
with doctors or medical facilities, and providing support throughout the treat-
ment process. Often, patients from marginalized groups may not know how to
effectively use the healthcare system, and the role of the advocate is to provide
information, emotional support, and assistance in resolving potential issues.
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Challenges in Patient Advocacy

Advocacy can face many challenges, including resistance from institutions accus-
tomed to functioning in ways that do not prioritize equality and justice. Addition-
ally, changes in the healthcare system require time, resources, and collaboration
from various stakeholders. Despite these challenges, advocacy efforts are critical
in striving for a more just, equal, and accessible healthcare system.

Supporting equality within the healthcare system plays a crucial
role, as every individual deserves to have their voice heard, and

every person is entitled to equal access to care.

Patient advocacy in healthcare is the active pursuit of promoting equality, justice,
and eliminating inequalities in access to medical care. It involves both systemic
and individual actions aimed at supporting marginalized groups, educating soci-
ety, collaborating with decision-makers, and creating health policies that promote
equality. The goal is to create a just healthcare system that ensures every patient
has access to appropriate healthcare services, regardless of their social or cultural
background.
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Einal-Reflection: Relevance to Cultural Competence
and the EMPOWER Model

by Matgorzata Szkup

The chapter ,Diversity and Inclusion in Healthcare” directly aligns with the assumptions
of the EMPOWER model, serving as its practical and conceptual extension. The discussed
issues—such as the importance of cultural diversity, the need for inclusive leadership, the
development of interpersonal skills, and the elimination of barriers in access to healthca-
re—reflect the core pillars of the model: Effectiveness, Multiculturalism, Professionalism,
Wellness, and Education Resources.

The content of this chapter particularly supports the development of reflective cultural
competencies, which are the foundation of the EMPOWER model. Emphasis on self-awa-
reness, empathy, flexibility, and self-reflection in healthcare teams echoes the concept of
cultural humility —a central component of EMPOWER. The chapter stresses that true un-
derstanding of a patient requires not only knowledge but also a willingness to learn from
them, which is a guiding principle of the model.

Moreover, the chapter promotes strengthening the role of patients, especially in the context
of building trust-based and culturally sensitive relationships. The principle of active patient
involvement, strongly emphasized in the EMPOWER model, is clearly reflected in the descri-
bed strategies for tailoring care to the cultural and linguistic needs of healthcare users.

The chapter also addresses the importance of professional wellness among healthcare pro-
viders, demonstrating that working in a culturally diverse environment requires emotio-
nal, educational, and organizational support. The focus on developing soft skills, such as
emotional regulation and stress management, corresponds with the Wellness component
of the EMPOWER model, which advocates for a healthy learning and work environment.
In conclusion, this chapter provides a solid theoretical and practical foundation for imple-
menting the EMPOWER model in healthcare education and practice. It demonstrates that
effective healthcare in a culturally diverse society requires not only knowledge of differen-
ces but also an attitude of openness, humility, and continuous development, all of which
the EMPOWER model actively fosters.

Do you want to go deeper?

Visit MultiCultiMed Platform!

We highly recommend visiting the MultiCultiMed educational platform, where you
will find interactive exercises, additional materials, and engaging activities aligned
with the EMPOWER model. These resources will help you transform knowledge
into practice and strengthen your reflective cultural competencies.

Explore. Reflect. EMPOWER. @ www.multicultimed.eu \
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Chapter 3

3.1. Introduction

Globalization is changing health and healthcare. Increasing global migration and
forced displacement due to wars, conflicts, crises, natural disasters increase the
risks of spreading various diseases and highlights the interconnections in health
and medicine between continents (Drain, et al., 2007)

Globalization in education leads to the expansion of academic mobility, unifica-
tion of curricula and teaching methods, rapid development of distance learning,
use of new forms in education, which contributes to the integration of medical
science into a scientific global space (Dvornik et al., 2022).

As Knight (2020) notes, the landscape of internationalization has changed sig-
nificantly in recent years, presenting both positive and negative implications for
higher education institutions around the world. This evolution is part of a broader
shift towards globalization, in which institutions are increasingly focused on pre-
paring students for an interconnected world.

In recent years, there has been a significant increase in the demand for training in

global health and multiculturalism among medical and health science students.
Changes in the medical professions and beyond require the expansion of global
health training for students to enable them to fulfil their professional and soci-
etal responsibilities more effectively (Izadnegahdar, et al., 2008) For universities,
internationalization involves adopting a more welcoming attitude, creating in-
creased opportunities for international students and faculty,introducting various
initiatives, promoting of international partnerships and exchange programes, of-
fering opportunities to learn languages and cultures, and fostering diversity and
inclusiveness within university life.

Cultural diversity is “the exist-
ence of diverse cultural or eth-
nic groups in a society”. In other
words, this phenomenon refers
to a population where numerous
differences between cultures are
represented. Types of diversity
in the workplace include, among
others, race, ethnicity, age, abil-
ity, language, nationality, soci-
oeconomic status, gender, reli-
gion, or sexual orientation. Given
the political and world history, it
is important to understand what
cultural diversity means in the
workplace and in the team, espe-
cially if the goal of the team is to
protect human life and health.
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Culture is something that shapes a person, influences their behavior, beliefs and de-
fines their identity. Cultural diversity in the workplace is the inclusion of employees
of different backgrounds, races, genders, sexual orientations, and political views.
The term “cultural diversity” encourages an environment of inclusion in which
people of different cultures and backgrounds come together to work as a team.

Aims
Through this chapter students will enhance their attitudes, knowledge and skills in:

- Exploring globalization: Analyze how globalization influences healthcare
practices and policies across different cultural contexts, focusing on concepts such
as ethnocentrism, acculturation, assimilation, and integration.

- Defining Key Concepts: Clarify terms like globalization, ethnocentrism, accultur-
ation, assimilation and integration.

- Identifying Multiculturalism: Recognize the importance of multiculturalism in
fostering inclusive medical education and effective therapeutic teams.

- Emphasizing Diversity: Highlight the significance of diverse perspectives in en-
hancing patient care and improving outcomes within healthcare settings.

Learning Outcomes

By the end of this chapter, readers will be able to:

- Describe how globalization affects health systems and practices in different
cultural settings.

- Define key terms: Define “multiculturalism” and its importance for creating an
inclusive medical education environment, “globalization”, “cosmopolitanism”,
“ethnocentrism”, “acculturation”, “multiculturalism policy in the workplace”.

- Identify multiculturalism: Understand how an awareness of diverse cultural
backgrounds improves teamwork and collaboration in health care settings.

- Illustrate the role of diverse perspectives in improving patient care and out-
comes in clinical practice.

- Discuss the benefits of cultural competence and global health education in

shaping the future behavior and competence of healthcare professionals.

Relevant Definitions and Terms

Globalization: Globalization in healthcare refers to the increasing interconnect-
edness of health systems, practices, and policies across the world. This includes
the exchange of medical knowledge, technology, and resources, as well as the
movement of healthcare professionals and patients across borders. Understand-
ing globalization is essential for medical and health science students, as it im-
pacts public health, access to medical care, and the spread of diseases (Beaglehole
& Bonita, 2010).
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Cosmopolitanism: Cosmopolitanism in a medical context emphasizes the impor-
tance of treating all patients with respect and dignity, recognizing their diverse
backgrounds and cultural identities. Medical professionals should adopt a cos-
mopolitan approach to healthcare, which involves being open to different health
beliefs and practices and understanding that cultural competence is vital for ef-
fective patient care and treatment outcomes (Hagger & Orbell, 2003).

Ethnocentrism: Ethnocentrism refers to the practice of evaluating other cultures
using the standards of one’s own culture, which can lead to biases in healthcare
delivery. For medical and health science students, understanding ethnocentrism
is crucial for recognizing potential prejudices that may affect patient interactions,
adherence to treatment, and overall health outcomes. It underscores the impor-
tance of cultural humility and respect in medical practice (Henrickson, 2006).

Acculturation: Acculturation in healthcare refers to how patients from different
cultural backgrounds adapt to new healthcare systems and practices. Students
should be aware of this process, as it can influence patient behaviors, beliefs about
illness, and attitudes toward treatment. Understanding a patient’s acculturation
experience can help healthcare providers offer more personalized and effective
care (Rojas & Smith, 2009).

Multiculturalism Policy in the Workplace: Multiculturalism policy in the health-
care workplace involves creating an inclusive environment that values diversity
among healthcare providers and patients. For medical students, understanding
these policies is important for fostering collaboration and communication in di-
verse teams, enhancing patient-centered care, and addressing health disparities
among various cultural groups (Kuehn, 2017).

Multiculturalism: Multiculturalism in healthcare recognizes and values the
presence of diverse cultural groups within the patient population. For students,
embracing multiculturalism means being aware of cultural variations in health
beliefs, practices, and preferences. This perspective is crucial for providing com-
petent care that respects individual needs and improves health outcomes in a di-
verse society (Bhui & Dinos, 2015).

3.2. What the Research Says
3.2.1. Globalization

The concept of global literacy includes critical thinking about global issues, cul-
tural sensitivity, cooperative behavior and intercultural respect (Bulut & Oksiizog-
lu, 2021).

Global literacy includes four main dimensions (Zhang, Hsu & Wang, 2010):
1. awareness of diverse cultures,
2. adoption of global citizenship,
3. Recognition of the interconnectedness of nations
4. confidence in using new skills to succeed in the ,global village”.
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The Global Village is a sociological and philosophical term that refers to the fact
that modern humanity lives in close interaction thanks to technological advances

that reduce geographical and cultural barriers. The concept emphasizes how
globalization and communication technologies create a sense of community
among people from different parts of the world.

Two main foundations are important for defining a global citizen:

- cosmopolitanism - as an acceptance and understanding of the culture of others
- ethnocentrism - as a basis for preserving one’s own ethnic and cultural identity.

Cosmopolitanism refers to the ideology that all human beings, regardless of their
national, ethnic, or cultural affiliations, belong to a single global community. It ad-
vocates for the idea that individuals have moral obligations to others beyond their
local or national ties, emphasizing universal values and mutual respect among
diverse cultures. For official documentation, organizations such as the United Na-
tions often promote principles aligned with cosmopolitanism, particularly in re-
lation to human rights, global cooperation, and sustainable development. In doc-
uments connected to global citizenship education, for instance, cosmopolitanism
is portrayed as fostering a sense of belonging to a larger human family and pro-
moting the idea of interconnectedness among people worldwide (Pogge, 2006).

Contemporary medical and health science students face the challenge of under-
standing and recognizing the complexity and uniqueness of individuals’ experi-
ences. This is the basis of the concept of cosmopolitanism, which, together with
humanism, concern for others, the need for intercultural appreciation and sensi-
tivity, should be integral features of professions that are closely related to the care
and treatment of people.

3.2.2. Globalisation in medical education

Globalisation in education is leading to increased academic mobility, unifica-
tion of curricula and teaching methods, rapid development of distance learning;
understanding of the need to use new forms of education is growing. Exchange
programes for students are well known: Erasmus (EU), DAAD (Germany), Global
UGRAD (USA). Every year, more and more students are willing to use these oppor-
tunities. This is facilitated by mutual recognition of diplomas, the formation of
a network European university, obtaining a second higher education, the creation
of a European center for education development, and unlimited state borders of
the higher education institution.

Flexibility, adaptability, modularity, cost-effectiveness, consumer orientation, and
reliance on advanced communication and information technologies are becom-
ing characteristic features of the modern educational process. This has created
the conditions for the development of the global educational space, acculturation,
export and import of education, and the unification of the world’s intellectual, cre-
ative, information, scientific and pedagogical potentials.
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Although medicine is inextricably linked to the phenomenon of globalization,
very few medical and health science students have experience in global health
and sufficient knowledge of cultural studies. This is often due to high costs, lack
of motivation and interest of teachers. It can also be linked to curricula that ei-
ther do not include these components or require students to develop their own
capabilities.

To communicate between students, as well as teachers and healthcare
professionals, there are various platforms, chats, groups where interesting

clinical cases, tasks or tests are discussed, peculiarities of care depending on
the circumstances, opportunities for international internships, involvement
in grant programes, etc. It’s worth trying to join them.

The modern world is intensively globalizing, and the deepening of intercultur-
al communications contributes to the transformation of worldviews and gener-
ates innovative searches in each culture. The interaction of cultures generates the
need to rethink the importance of intercultural contacts and one’s own cultural
identity, which is based on the idea of intercultural tolerance, adequate perception
of cultural differences, which are, in such circumstances, necessary prerequisites
for effective relations between cultures and mutual understanding between their
speakers (Kovtun & Harmash, 2020).

3.2.3. Ethnocentrism

According to Dutton, et al. (2016), there are two types of ethnocentrism: positive
and negative. Positive ethnocentrism refers to pride in one’s ethnic group or na-
tion and a willingness to sacrifice for it, while negative ethnocentrism implies
unreasonable prejudice and hostility towards other ethnic groups.

While some degree of ethnocentrism is widespread, it can vary across racial and
ethnic groups. Also, the intensity, or even polarity, of ethnocentrism can fluctu-
ate and change, depending on the surrounding circumstances, changes in social
circle, or other factors. For example, studies by Turkish researchers (Karadas, et
al. 2023, Kose, Ipek & Copur, 2024) analysed the
g NG AT level of ethnocentrism and xenophobia among
- group, tribe, people; Latin: nurses who worked with refugees, as their num-
LGRS RPN ber has increased dramatically in Turkey over
ability of individuals, social the past few years. It was found that the level
groups and communities (as ;

carriers of ethnic identity) of etl}nocentrlsm was below average and Xeno-
to perceive and evaluate life phobia was above average, and there was a direct
N AR e ki A nak | Proportional relationship - as the level of ethno-
of traditions and values of centrism increased, so did the level of xenopho-
their own ethnic community, bia. This study demonstrates current trends and

Ve el IR TN problems in the provision of healthcare services
standard or optimum. in certain societies.
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A study conducted by Japanese researchers showed that people with a higher level
of ethnocentrism do not always reject other cultures, have limited global liter-
acy, or have no desire to be global citizens. In contrast, pride and identification
with Japanese culture and values are positively related to global literacy. Accord-
ing to social identity theory, ethnocentrism is in most cases seen primarily as an
in-group positivity independent of external groups (Zhang & Takahashi, 2024),
which means that ethnic identity should not simply be seen as a rejection of for-
eign groups or foreign cultures.

»,War pushes for changes and adaptations, and vice versa,
changes in society affect the war”, ,,war is a kind of elixir for

society, which makes it stronger and manifests it noble parties”

- MacMillan, M. (2020). War: How conflict shaped us
[First U.S. edition]. New York, Random House.

Ethnic identity becomes even more pronounced in times of conflict. Using data
from thirty-six African countries (Bizumic, Monaghan & Priest, 2021) examined
the relationship between ethnic conflict and various indicators of social cohesion
and found a positive correlation. This finding is understood to be the result of
the ethnocentric dynamics generated by the conflict: war increases ethnic iden-
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tification and pro-social behaviour. Similar conclusions have also been reached
by Ukrainian historians analysing the wars that took place on the territory of
Ukraine. The war qualitatively accelerated the processes of national self-discov-
ery. It prompted a clear choice of “friend or foe”. The result was a deepening of
national self-reflection. The war became a means of rethinking, finding, and con-
structing one’s own identity (Borchuk & Kostyuchok, 2024). Despite the fact that
ethnocentrism is often seen as an obstacle to interethnic and intercultural inter-
action, it serves to maintain and preserve ethnic selfidentity, integrity and speci-
ficity (Ustymenko, 2018).

3.3. Multiculturalism and Diversity in Therapeutic Teams

Cultural diversity plays a key role in teams,
“Of all forms of inequality, bringing equality and a wealth of diverse per-
health injustice is the most spectives. Numerous studies conducted in
shocking and inhumane” highly developed countries emphasize its pos-

- Dr Martin Luther King itive impact and the importance of inclusivity
for business and economic success(Jaganya,
Janani & Durgalakshm, 2024).

Types of workplace diversity:

- gender (women make up a larger percentage of the workforce than ever be-
fore),

- race and ethnicity (developing ethnic and racial identity leads to improved
cultural diversity),

- transgender community (a complex range of people in terms of backgrounds,
experiences and challenges, requiring special attention in terms of employer
strategy),

- age (both younger and older employees may experience bias; providing
training for all ages and mentoring programmes can help to ensure that the
workplace is diverse and inclusive),

- employees with disabilities (disability can encompass many differences and
should be addressed by combating negative perceptions of people with men-
tal or physical disabilities),

- mental health (focusing on mental health, along with providing workplace
wellness, will help to combat a variety of mental health issues),

- neurodiversity (recognising and providing a favourable environment for
people with neurological differences helps teams to recognise differences
and preferences in the selection of the type of work),

Multiculturalism in the workplace brings numerous benefits, such as

increased creativity, better teamwork and increased productivity.
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- thinking style (each person has a different thinking style, which can increase
creativity if the person and his/her role in the team are well matched and vice
versa, it can cause stress if it is not matched correctly).

A multicultural team is a team whose members come from different countries,
different ethnicities and cultures, and speak different languages. Each member
of such a team should demonstrate cultural sensitivity. It is also important to
show respect for diversity and take into account different cultural customs and
requirements. Cultural diversity in the workplace allows for teams that bring to-
gether different perspectives and talents, increasing innovation and contributing
to higher efficiency and productivity. Companies with leadership teams in the top
25% of racial and ethnic diversity have been shown to be 33% more likely to out-
perform their peers in terms of profitability (Hunt, et al., 2018).

Examples of companies that have successfully implemented multicultural pol-
icies include:

- Google - a company that actively supports cultural diversity through training
and development programmes aimed at attracting employees from different
cultures

- Microsoft is a company that provides training in intercultural competence
and creates an inclusive work environment where different cultural values
are respected.

A diverse team means more innovation, more informed decisions and better re-
sults, which adds value to all stakeholders. An inclusive culture means listening
to all employees and respecting their work. It also helps to maintain a satisfacto-
ry work environment that ensures personal and professional success (Afridah &
Lubis, 2024).

A multicultural workplace should focus on bringing together culturally diverse
needs that are directly related to work, as well as broader opportunities and hab-
its. Consideration should be given to the nutritional and food quality of canteens
for employees of different cultures, and the need for a prayer or meditation room
in accordance with cultural needs.

Cultural diversity helps to develop and maximise skills and talents (Thomas, 2024).
The diversity of ideas and experiences allows you to learn from colleagues of other
cultures, increase your problem-solving ability and increase productivity. In an
environment where all voices are heard, this spirit of innovation and encourage-
ment to contribute contributes to workplace success. Cultural diversity increases
the creativity of the workforce. By listening to the opinions and ways of thinking
of each employee, a company or team will have different ways of solving its tasks.
In a collective, a team that actively encourages diversity in the workplace, more
perspectives are discussed and more solutions are offered, which can encourage
people to work at their best.
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Training in cultural competence and humility can be very important in overcom-
ing cultural problems in a team. This is a good way to allow team members to get
to know each other and learn about different cultural beliefs and practices.

This training should cover the following issues:

+ how to minimise cultural barriers;

- how to avoid stereotypes and prejudices;

+ how to value the culture of your own and others.

- how to improve your social skills;

- how to become a better listener;

- how to focus on commonalities rather than differences.

This training should be relevant to the needs of the team, teaching them to under-
stand people’s behaviour and reactions in the work environment, especially when
there are clear differences.

Multiculturalism Policy in the Workplace

A Diversity, Equality, Inclusion and Belonging policy should be thoughtful and
focused on promoting an inclusive culture, which should be included in what is
known as a Code of Conduct, which outlines ethical standards and expectations
for all employees, faculty, students, etc., to ensure integrity and compliance.

A multiculturalism policy is about creating an environment where all team mem-
bers have a strong sense of belonging, including race, creed, colour, religion, gen-
der, age, ancestry, marital status, nationality, sexual orientation, gender identity,
ethnicity, genetics, disability, impairment, veteran status or any other status pro-
tected by regulation or law, applying standards of equal treatment in decisions
about employment, training, compensation, etc (Karatekin, et al., 2019) It is the
creation of a work environment where everyone is treated with dignity. Such an
environment is free from violence or harassment, intimidation, including verbal
or physical threats, and any other acts of aggression or violence. It is the creation
of a safe, hygienic and healthy working environment for the safety and health of
all employees or team members. Each person to whom this Policy applies is re-

sponsible for compliance with the provisions of this Policy.
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Final Reflection: Relevance to Cultural Competence
and the EMPOWER Model

by Matgorzata Szkup

The chapter ,Globalization and multiculturalism in medical education and therapeutic teams”
offers a comprehensive exploration of how global changes influence cultural diversity, healthca-
re delivery, and professional collaboration—perfectly aligning with the philosophy and objecti-
ves of the EMPOWER model. By addressing core themes such as acculturation, ethnocentrism,
global literacy, and inclusive team dynamics, the chapter reinforces key pillars of EMPOWER:
Effectiveness, Multiculturalism, Professionalism, Wellness, and Education Resources.

The discussion on globalization and academic mobility highlights how international exposure fo-
sters reflective cultural competencies, one of the central goals of the EMPOWER model. It encourages
future healthcare professionals to actively engage with intercultural contexts and adapt their clinical
approaches accordingly. This supports the EMPOWER emphasis on self-directed learning and the
development of humility and awareness through transformative educational experiences.

Furthermore, the chapter strongly promotes the concept of cosmopolitanism, which aligns
with EMPOWER'’s core value of cultural humility—acknowledging the complexity of cul-
tural identity and the need for ongoing reflection and mutual learning between healthcare
professionals and diverse patient populations.

The section on diversity in therapeutic teams ties directly to EMPOWER’s focus on well-being
and collaborative professional environments. It demonstrates how multicultural teams foster
innovation, inclusiveness, and effectiveness—mirroring EMPOWER’s belief that personal and
collective wellness is foundational to high-quality healthcare education and practice.

Finally, the chapter calls for training in cultural competence and humility, providing prac-
tical recommendations on how to minimize bias, appreciate cultural differences, and support
inclusive communication—core principles of EMPOWER'’s educational strategy. This reflects
the model’s commitment to equipping learners with the resources and support needed to
transform theoretical understanding into effective, empathetic, and equitable practice.
In summary, this chapter embodies the EMPOWER model in action: bridging global chal-
lenges with local practice, nurturing reflective professionals, and advocating for culturally
responsive healthcare education.

_uld Do you want to go deeper?
Culti S
Med Visit MultiCultiMed Platform!

We highly recommend visiting the MultiCultiMed educational platform, where you
will find interactive exercises, additional materials, and engaging activities aligned
with the EMPOWER model. These resources will help you transform knowledge
into practice and strengthen your reflective cultural competencies.

Explore. Reflect. EMPOWER. @ www.multicultimed.eu w
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Chapter 4

4.1. Introduction

Equitable and equal access to treatment and employment in medical professions
requires an open approach that takes into account both the diverse needs of pa-
tients and the challenges faced by healthcare professionals. A key element is en-
suring equality of access to employment in professions such as nursing, emergen-
cy medical services, and medicine, while simultaneously providing every patient
with healthcare that respects their individuality. The foundation of effective and
ethical medical practice lies in recognizing the patient as the subject of care, rather
than its object, and treating them with full respect for their autonomy and digni-
ty. Healthcare professionals must avoid reinforcing stereotypes, exploiting power
dynamics, and objectifying patients, adopting an approach based on openness,
empathy, and cultural awareness.

In situations of first contact with patients, it is important to adopt a needs- and
expectation-based approach. Asking questions such as, “How can I most effec-
tively help?” and “What does this specific patient need?” should be the starting
point for every medical professional.

Intercultural competence and the ability to recognize the unique traits of each pa-
tient are essential to overcoming barriers to treatment access—both formal and
communicative. Only through this approach can healthcare be provided that re-
spects diversity and supports the effectiveness of therapeutic actions, based on
partnership rather than hierarchy in the patient-professional relationship.

Medical professionals should be aware of communication barriers and biases that
may influence their relationships with patients. Reflecting on one’s own limita-
tions and being prepared to overcome them are integral components of effective
care. The openness to understand the cultural identity of others is also of par-
ticular importance. Differences in customs, views, attitudes towards the body, or
religion should not be obstacles but sources of mutual respect and inspiration for
building a deeper therapeutic relationship. Adopting this perspective, in which
each patient is unique, not only supports the healing process but also enriches the
professional practice of healthcare staff, making it more conscious and valuable.

Aims
Through this chapter students will enhance their attitudes, knowledge and skills in:

- Understanding the importance of equal opportunities for access to health-
care and the practice of medical professions, regardless of origin, social sta-
tus, culture, religion, or gender identity.

- Strengthening an approach where the patient is treated as the subject of
care, with full respect for their autonomy and dignity.

- Understanding the significance of intercultural competence in eliminating
formal and communicative barriers in healthcare.

- Promoting awareness and reflection on personal biases and their impact on
relationships with patients.
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- Highlighting the importance of openness and respect towards patients’ di-

verse customs, beliefs, and values.

- Understanding the significance of gender identity and the role it plays in an

individual’s sense of self.

- Understanding attribution error mechanisms, such as the fundamental at-

tribution error and the false consensus effect, and their impact on the evalu-
ation of patients and colleagues.

- Understanding the consequences of unconscious assumptions regarding

gender identity and psychosexual orientation in professional practice.

- Understanding the impact of racism and structural violence on individual

and community mental health, and recognizing the responsibility of health-
care professionals to address these issues through equitable, culturally com-
petent, and ethically reflective practice.

Learning Outcomes

By the end of this chapter, readers will be able to:

- Define key concepts related to equal opportunities in healthcare and inter-

cultural competence.

- Understand the impact of personal biases and cognitive error mechanisms

on patient perception and decision-making in medical practice.

- Identify the differences between transgender and cisgender identities and

describe the basic healthcare needs of transgender individuals.

- Analyze attribution errors and their consequences in the patient-doctor rela-

tionship and in intercultural communication.

- Explain how racism and structural violence affect mental health and de-

scribe the role of healthcare professionals in responding to these challenges
through culturally competent and ethical practice.
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Principles and Values

In the context of ensuring equal access to healthcare services and equal opportu-
nities for employment in medical professions, key elements include fundamen-
tal ethical and social principles and values. These form the foundation of a just
healthcare system, in which every patient, regardless of social status, origin, cul-
tural identity, or other distinguishing factors, is guaranteed the right to high-qual-
ity medical care. At the same time, the system should guarantee fair employment
conditions for healthcare professionals and provide opportunities for professional
fulfillment without barriers arising from prejudice or discrimination (Prawo.pl,
2024). Values such as equality, justice, respect for patient autonomy, empathy, and
professionalism play a crucial role in shaping ethical and effective medical prac-
tices, contributing to the improvement of healthcare quality and the building of
public trust in the healthcare system.

In the context of ensuring equal access to healthcare services and employment op-
portunities in medical professions, the most important principles and values are:

- Equality and Justice - Every patient, regardless of their origin, social status,
religion, or gender identity, should have equal access to healthcare. Justice
in this context involves tailoring medical services to the individual needs of
patients, rather than applying universal solutions.

- Respect for Patient Autonomy - Patients have the right to make independ-
ent decisions regarding their health. The role of healthcare professionals is to
provide complete information, offer support, and create space for informed
choices regarding treatment.

- Empathy and Cultural Sensitivity - Effective healthcare requires the ability
to understand and respect cultural diversity, which influences patients’ at-
titudes toward health and treatment. Openness to the needs of individuals
from different backgrounds contributes to the elimination of prejudices and
improves the quality of therapeutic relationships.

- Professionalism and Medical Ethics - Healthcare professionals should ad-
here to principles of professional ethics, such as care for the patient, con-
fidentiality, honesty, and responsibility for the decisions made. Equality in
employment also means removing barriers for those wishing to pursue med-
ical professions, regardless of their background or gender.

- Absence of Prejudices and Prevention of Discrimination - Awareness of
personal biases and the willingness to overcome them are key elements in
building a just healthcare system. Any form of discrimination—in access to
treatment or in the workplace—should be eliminated through appropriate
regulations and practices.

- Partnership in the Healthcare Worker—Patient Relationship - Healthcare
should be based on collaboration, not hierarchy. Patients and healthcare pro-
fessionals should make treatment decisions together, which increases the ef-
fectiveness of therapy and improves the psychological comfort of the patient.
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- Accessibility and Inclusivity - Every patient, regardless of educational lev-

el, language skills, or degree of disability, should have full access to medical
services. Language barriers should be eliminated, informational materials
should be adapted, and insufficient patient knowledge about different social
statuses should be addressed.

- Self-Improvement and Education - Healthcare professionals should contin-

uously develop their competencies, both in terms of medical knowledge and
communication and intercultural skills. Training on diversity, equal treatment,
and ethics should be an integral part of professional development (Bugaj, 2015).

Adopting these principles in daily medical practice will contribute to the creation
of a more just, effective, and patient-sensitive healthcare system.

Relevant Definitions and Terms

To fully understand the concepts of equal access to healthcare and employment in
medical professions, it is essential to clearly define several key terms:

- Equity in healthcare — a principle stating that every individual should have

fair access to medical services, regardless of their socio-economic status,
cultural background, gender identity, or other factors. The goal of this princi-
ple is to ensure that no group within society is disadvantaged when it comes
to access to essential healthcare. Despite numerous initiatives aimed at pro-
moting equal access to healthcare, disparities in its quality remain, particu-
larly among minority groups, low-income individuals, and people with disa-
bilities. These differences stem from systemic biases, financial barriers, and
varying health literacy levels (Cianciara, 2015).

+ Cultural competence — the ability of healthcare workers to understand,

respect, and effectively interact with patients from diverse cultural back-
grounds. It involves accepting different beliefs, values, and health practices.
Numerous studies show that healthcare professionals who receive training
in cultural competence are better able to provide quality care. This leads to
higher patient satisfaction, better adherence to medical recommendations,
and significantly better health outcomes (Cianciara, 2015).

- Implicit bias — unconscious attitudes or stereotypes that can influence de-

cisions and interactions in healthcare settings. These biases can shape the
behavior of healthcare professionals and impact the quality of care provided
to patients. Implicit bias can lead to differences in treatment recommenda-
tions, pain management, and diagnostic accuracy. For example, studies have
shown that Black patients often receive insufficient pain relief compared to
other patients, stemming from incorrect assumptions about their pain toler-
ance (Strzemieczna, 2020).

- Patient-centered care — a healthcare model that prioritizes the individu-
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participate in the decision-making process regarding their own treatment.
Social determinants of health — non-medical factors such as income level,
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education, living conditions, and cultural background, which significantly
influence an individual’s health and access to medical services.

- Health disparities — differences in health outcomes and access to healthcare
between different population groups, often resulting from socio-economic
inequalities, systemic discrimination, and geographic barriers.

(19

4.2. The Patient as a Subject in the Healthcare System

In order for healthcare to be effective and equitable, it must take into account
the diverse needs arising from patients’ traditions, beliefs, values, and cultural
practices. In the context of globalization and migration, healthcare profession-
als increasingly encounter patients from various cultural backgrounds, which re-
quires not only high professional competence but also intercultural skills. Under-
standing and respecting these differences is crucial for effective communication,
building trust, and tailoring treatment methods to the specific needs of patients.
Therefore, analyzing the relationship between cultural identity and healthcare is
an essential element in improving healthcare systems, promoting a holistic and
individualized approach to each patient (Tabaszewski, 2016).

Respect for human rights, especially in the context of health, is a fundamental ele-
ment of modern human rights protection systems. While many international health
organizations and legal acts broadly promote these rights, significant challenges
remain in their actual implementation. Theories on tolerance for diversity, although
often expressed in words, do not always translate into practical actions (Tabasze-
wski, 2016). The full integration of health with human rights is also problematic,
as the catalogue of these rights does not clearly specify principles in this area. De-
spite increasing migration, the number of international exchange programs, and
the employment of workers from different countries, the concept of equality and
diversity still poses a challenge in healthcare institutions (Tabaszewski, 2016).

Human rights, particularly the right to health protection, constitute an inaliena-
ble foundation of an individual’s membership in the human species. These rights,
characterized by universality, inviolability, and equality, are deeply rooted in hu-
man dignity. Achieving equality in access to healthcare and fully respecting the
uniqueness and dignity of each individual is a key challenge in contemporary
medicine and law (Tabaszewski, 2016).

Respect for human rights, especially concerning health, is a widely discussed topic
in many legal documents and by organizations concerned with health worldwide.
While international documents, such as the United Nations Charter, the Universal
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Declaration of Human Rights, and the Alma-Ata Declaration, clearly emphasize the
right of every human being to health, decent living conditions, and comprehensive
care, reality often deviates from these ideals. People around the world continue to
get lost in bureaucratic complexities and fall victim to systemic neglect. This issue
is particularly evident in the context of the right to health, which remains one of the
most ambiguous and challenging to implement in practice (Murphy, 2013).

Are legal provisions enough to change this? These documents set standards, but
the realization of these rights depends on our empathy, engagement, and willing-
ness to provide real assistance. Each of us, as citizens and members of society, can
contribute to ensuring that human rights are not just words on paper. Change be-
gins with action, with small steps toward creating a system where everyone feels
seen, heard, and supported. The implementation of comprehensive actions based
on respect, empathy, and effectiveness is the only way for international regula-
tions to become a reality, not just a promise written in legal texts.

Healthcare protection, especially on an international scale, is related to the re-
sponsibility of states to create systems that ensure the protection of health for
both citizens and foreigners. This includes various actions aimed at realizing
human rights in the field of health. States should implement effective mecha-
nisms that maintain an individual’s health status quo (Banaszak, 2003). How-
ever, migrants often face various obstacles in accessing healthcare. The main
difficulties are related to communication, cultural, and systemic barriers, which
constitute significant challenges for both patients and healthcare professionals
(Strzemieczna, 2020). Many healthcare workers struggle with language barriers,
which significantly hinders the effective delivery of healthcare services. Stud-
ies conducted within this group show that language is the primary obstacle in
providing adequate care to patients who speak foreign languages (Zgliczynski &
Cianciara, 2020).

4.3. Cultural Identity and Healthcare

Understanding cultural identity is crucial in providing effective healthcare. Cultural
identity refers to the values, beliefs, customs, and practices that shape a person’s
way of life. It influences how individuals perceive health, illness, and medical care.

Why is this important in healthcare?
- It helps build trust and good relationships with patients.

- It improves communication and reduces the risk of misunderstandings.
- It increases patient satisfaction and improves treatment outcomes.

The study of cultural identity in healthcare involves four key steps that help un-
derstand the patient within the context of their cultural background. The pro-
cess begins with self-reflection, which requires recognizing one’s own biases
and understanding how our cultural background influences the way we perceive
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patients. After each interaction with a patient, it is important to reflect on how
culture might have impacted the conversation. Next, in order to better under-
stand the patient, open-ended questions should be asked, encouraging them to
share their beliefs and perspectives, such as inquiring about family approaches to
illness or specific spiritual practices. Equally crucial is learning and observation,
which include both non-verbal communication and gaining knowledge about the
culture of the community being served. Finally, healthcare must be adapted to
the patient’s needs by incorporating their cultural practices into the treatment
plan and maintaining a flexible approach that respects their beliefs and values
(Strzemieczna, 2020).

In building relationships, a simple phrase such as “How can I help?” can be highly

beneficial. It carries a strong emotional charge while not being limited to any spe-
cific cultural, social, or individual conditions. It has been designed to be under-
stood and applied by any person, regardless of their cultural or social background.
This phrase focuses on offering support and assistance in an open manner, irre-
spective of any differences. It demonstrates respect for the needs of another per-
son, regardless of their context. Rather than assuming someone may need help
in a specific way, it provides space for the patient to define their own source of
suffering. This is an expression of universal readiness to understand and adapt to
different perspectives and situations.

Such a formulation supports the idea of equality and respect for diversity. It helps
break down barriers and build bridges between different cultures and commu-
nities, as it is a question that does not discriminate but takes into account the
individual needs of each person. It is a universal invitation to interact, express-
ing a willingness to collaborate and understand one another, no matter the back-
ground of the individual in question.

Madeleine Leininger, as a nurse and anthropologist, was one of the pioneers in
understanding the influence of cultural background on health and healthcare.

She developed the theo-
ry of transcultural nursing,
which emphasized the im-
portance of incorporating
the cultural background of
patients into the treatment
process. Her research in the
1950s focused on how cru-
cial it is to understand cul-
tural aspects in the context
of healthcare, particularly

ST concerning children’s men-
; b N v tal health (Leininger, 1981).
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-

Madeleine Leininger
Source: The South Swedish Medical History Society (SMHS)
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4.4, Cultural Determinants of Health and Disease

Culture plays a significant role in shaping human health, influencing it in various as-
pects. It is valuable to examine its impact from three perspectives. Culture can act as:

- Apathogenic factor - it can increase the risk of certain diseases, for example,

due to specific dietary habits, smoking, or alcohol consumption.

- A therapeutic factor - it can promote health-enhancing behaviors, such as

fostering community, social support, or healthy eating habits.

- A pathoplastic factor - it can significantly influence the perception and ex-

pression of symptoms, particularly in the context of mental disorders. For ex-
ample, depression symptoms may vary across cultures: in Latin America, they
are more often manifested as headaches, in the Middle East as cardiovascular
issues, and in Asia as a sense of weakness (Grzymata-Moszczyniska, 2007).

Culture can influence both the prevalence and the way mental disorders are man-
ifested in various ways:

- Pathogenicity: culturally shared beliefs or ideas can directly generate stress,

contributing to the development of mental disorders;

- Pathoselectivity: during stressful situations, individuals may adopt cultural-

ly accepted coping responses;

- Pathoplasticity: cultural beliefs shape how the symptoms of mental illness

are expressed and perceived,

- Pathoelaborative effects: culture can intensify certain pathological behav-

iors, making them more pronounced and persistent;

- Pathofacilitative effects: cultural factors may affect how often a disorder oc-

curs or the form in which it appears.

- Pathoreactivity: culture influences how society responds to mental illness—

this affects both how disorders are labeled and how suffering is experienced
and communicated by those affected (Bhugra & Bhui, 2018).

Examples of Cultural Health Determinants:
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- Dietary Practices: In Hinduism, there is a belief in the sanctity of all living

beings, which leads many followers to adopt a vegetarian diet. Avoiding meat
consumption, especially beef, stems from respect for life and religious be-
liefs. In India, cows are particularly revered, and their meat is not consumed
due to religious convictions (Smidowicz, 2016).

- Alcohol Consumption: In Muslim countries, where alcohol consumption is

prohibited, the risk of alcohol-related diseases is much lower. In contrast, in
countries where alcohol consumption is accepted, such as France, the risk of
liver cirrhosis is higher (Krajewska-Kutak, 2010).

- Sexual Behaviors: Cultural norms shaping attitudes toward sexual orientation,

the age at which marriage occurs, or the use of contraception, significantly affect
sexual health. In the Roma culture, early marriages of younger girls are common,
which can have specific health consequences (Krajewska-Kutak, 2010).
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- Body Modifications: Male circumcision, which in some cultures has religious
significance (Judaism, Islam, and some African tribes), is performed in other
regions for reasons not necessarily related to religion, as seen in the United
States (Grzymata-Moszczynska, 2007).

« Cultural Influence on Mental Health: In the case of paranoid schizophre-
nia, the content of delusions often reflects cultural context - individuals who
practice Christianity and Islam are more likely to experience religious delu-
sions, people from Asia may have delusions of infidelity, and individuals from
Africa often struggle with delusions related to the local community (Krajew-
ska-Kutak, 2010). It is also important to note that certain disorders are found
only in specific cultures, such as koro — an anxiety disorder observed mainly
in Southeast Asia, characterized by the belief that the genitals are shrinking
(Krajewska-Kutak, 2010).

- Alternative Medicine and Cultural Beliefs: In many communities, there is
a strong belief in traditional medicine, which includes both home remedies
and more formalized medical systems, such as Chinese medicine or Ayurve-
da. The effectiveness of these methods is often

4.5. Challenges in Medical Practice

The complexity of culture’s impact on health presents medical practitioners with
a series of challenges, necessitating the consideration of cultural context in diag-
nosis and therapy.

- Touch and Exposure of the Body: In many cultures, physical contact with
certain parts of the body, particularly those of the opposite gender, is regard-
ed as unacceptable. This cultural perception may lead to refusal of medical
examinations or procedures (Grzymata-Moszczynska, 2007).

- Consent for Medical Procedures: The issue of consent for medical proce-
dures, such as organ transplantation, is often complex. In some communi-
ties where such actions are seen as contrary to their religious beliefs, this
issue takes on particular significance. This can be relevant for certain ethnic
groups, such as the Roma, as well as for followers of Buddhism or Shintoism
(Krajewska-Kutak, 2010).

- Gender Identity: Until the 1960s, discussions about gender predominantly
focused on masculinity and femininity, which were considered opposite ends
of a single continuum. It was believed that a person could be either feminine
or masculine, regardless of whether they were a homosexual man or a ho-
mosexual woman—the key factor was the subjective sense of one’s gender
(Bem, 2010). However, Sandra Bem challenged this traditional viewpoint.
She proposed that masculinity and femininity are two distinct dimensions
of personality. As a result of this perspective, the concept of androgynous
individuals emerged, who could exhibit both masculine and feminine traits
simultaneously. Bem’s concept focuses on two key assertions regarding the
formation of an individual’s gender identity (Bem, 2010).
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When considering terms such as transsexuality, non-binarity, and androgyny, it
is important to take into account the social, clinical, and legal contexts of a giv-
en country. Research from centers specializing in transition-related topics pro-
vides valuable insights into contemporary trends among youth and the medical
consequences associated with gender issues. Transsexuality refers to individuals
whose gender identity does not align with the sex assigned at birth. These indi-
viduals often opt for corrective surgeries, hormone replacement therapy, or other
methods to change their appearance in order to better reflect their gender iden-
tity. Transsexual individuals may identify as men or women, irrespective of their
biological sex. Non-binary individuals, on the other hand, do not identify strictly
as men or women but instead exist outside the traditional binary gender cate-
gories. Non-binarity is often viewed as a continuum, and non-binary individuals
may use various pronouns such as “they,” “them,” or “it.” Androgynous individu-
als combine both masculine and feminine traits in varying proportions, and may
display characteristics of both genders, as well as experiment with diverse styles
of dress and behavior. These individuals avoid rigid gender classification, allow-
ing for greater exploration of their gender identity (Titelbaum, 2020).

It is important to note that these three terms are not mutually exclusive and may
overlap. A transsexual person may identify as non-binary or androgynous, just as
anon-binary person can also be androgynous or transsexual. According to the most
common and widely accepted approach, non-binarity serves as an umbrella term
for all gender identities that fall outside the binary gender division. Non-binary in-
dividuals are neither men nor women. They often identify as agender, gender-neu-
tral, or genderfluid. This term also includes individuals who identify with more
than one gender. Within the LGBTQ+ community, non-binary individuals represent
both the “T” (transgender) and “Q” (genderqueer) categories (Haak, 2020).
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Non-binary individuals are, by definition, transgender. They experience a mis-
match between their biological sex and gender identity. Some may also experience
gender dysphoria. In 2019, the word “non-binary” was added to the Collins Diction-
ary (Haak, 2020). This does not mean the term is new but rather reflects growing
societal awareness of the diversity of gender identities and expressions. The term
“genderqueer” gained popularity in the mid-1990s. Riki Anne Wilchins is closely
associated with this concept, particularly due to her significant contribution to the
publication Genderqueer: Voices Beyond the Sexual Binary (2002). In 1995, Wilchins
released the pamphlet In Your Face, in which she first used the term genderqueer. In
this publication, the term referred to individuals with complex or undefined gender
expressions, which differs from its modern definitions (Wilchins, 1995).

In Western Europe, the concept of non-binary gender, often referred to as the
“third gender” is gaining prominence within the emerging gender culture of the
last decade. Historically, it has been widespread and documented in Central Africa,
the Americas, Asia, and Oceania. In India, Bangladesh, and Pakistan, there exists
a social group known as the hijras. These individuals are assigned male at birth
(AMAB) but function outside of the male gender. Most hijras identify as non-bi-
nary, even though their appearance is stereotypically feminine (Haak, 2020). In-
dian hijras represent a simple, widely recognized, and extensively documented
example of a “third gender” that is fully integrated into society.

Reading about the Amazons, women who bravely fought in wars, provides a clear
image that gender does not determine social roles. In Benin, Africa, individuals
assigned female at birth (AFAB) but exhibiting culturally male traits were called
“mino” and fought in wars alongside men, without having children or entering
into relationships with men (which was expected of women at that time). Today,
in Benin, women are responsible for tasks requiring strength and precision, such
as carrying water, a task forbidden to men (Krzeminska, 2023).

In North America, increasing visibility is being gained by Indigenous American indi-
viduals who identify as “two-spirit” (Haak, 2020). The term “Two-Spirit” was intro-
duced by Myra Laramee in 1990. It derives from the Anishinaabe word niizh mani-
doowag, describing individuals with both masculine and feminine traits. One of the
most commonly cited meanings refers to a person who possesses both male and fe-
male souls (Jacobs, et al., 2021). Some tribes recognize as many as four genders, while
others have their own gender-specific terms. Exploring the cultural significance of
gender, including its naming and sense, reveals fascinating examples such as the
pre-colonial Hawaiian society, which was a multi-gender society (Titelbaum, 2020).

In English, non-binary individuals use the singular “they” instead of the gendered
“he” or “she.” This approach has been reinforced by the American Psychiatric As-
sociation, which also recommends using “they” in the singular when an individ-
ual’s gender identity is unknown (Haak, 2020).

Understanding these differences is crucial for effective healthcare. Medical profes-
sionals and other healthcare workers should remember that a patient is not just
a body to be healed but also a collection of values, norms, and beliefs that must be
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respected throughout the treatment process. Only then will healthcare be effective
and tailored to the individual needs of the patient. Acknowledging cultural differ-
ences not only improves the quality of care but also enriches the medical profes-
sion, highlighting the importance of empathy and respect in the healing process.

4.6. Psychological Mechanisms Affecting the Formation of
Multicultural Relationships in the Medical Environment

Awareness of Our Prejudices: The division between “us” and “them” is a phenom-
enon present in every social group, regardless of origin, hierarchy, or the values
it adheres to. Categorizing oneself as “we” and distinguishing others as “they” or
“them” is one of the fundamental mechanisms that helps people navigate the world
around them. It is likely that the root cause of this phenomenon lies in the need to
clearly identify groups that posed a threat or, at the very least, were foreign, thus
requiring caution and appropriate protective actions. The awareness of being part
of “our own” creates a strong sense of belonging and security. As social beings, peo-
ple express this particularly in their relationships with others, often unconsciously
emphasizing their belonging to a particular community (Citlak, 2018).

Projection Biases: refer to a phenomenon in which an individual assumes that
others think and feel the same way they do. In psychology, this mechanism is
referred to as “projection” and is considered one of the defense mechanisms. Pro-
jection involves attributing one’s own thoughts, emotions, or traits to other peo-
ple, often based on the assumption that others share similar beliefs or feelings.
This is a way in which an individual transfers their internal experiences onto ex-
ternal people or situations, assuming their perception and understanding of the
world align with their own. In reality, however, each person is unique, with dis-
tinct thinking and perceptual processes, which means that others’ perceptions of
reality and emotions may differ from our own. Therefore, recognizing each indi-
vidual’s right to their own perspective and interpretation of the world is a funda-
mental aspect of their autonomy and dignity (Claney, 2024).

Another term that may be related to this phenomenon is “false consensus”. This
is a cognitive bias in which one assumes that the majority of people think, feel,
and act in the same way they do, particularly in situations where their own beliefs
or behaviors are not widely shared (Chodkowski, 2017). Both of these mechanisms
can lead to misunderstandings as they fail to account for individual differences in
thinking, feeling, and perceiving reality.

An empathetic approach to a situation, particularly in understanding the context
of another person’s functioning, especially in relation to a patient, helps us bet-
ter understand their point of view and perspective. People often make attribution
errors when attempting to understand others’ behaviors, not fully appreciating
the significance of situational factors. Instead, they focus on internal traits or pre-
dispositions of individuals, even though external factors could fully explain the
observed behavior. This type of error is known as the correspondence error or
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fundamental attribution error. It is more prevalent in Western cultures, such as
those in Europe or the United States, than in countries in the Far East, which is
linked to differences in socialization processes and perceptions of social situa-
tions (Chodkowski, 2017).

Another interesting phenomenon related to attributional errors is attributional
egotism. This manifests as attributing one’s successes to internal traits, while at-
tributing failures to external factors. This way of thinking strengthens our sense of
responsibility for our successes, while minimizing our responsibility for failures,
acting as a defense for our “self” and boosting our self-esteem (Chodkowski, 2017).

The last century has provided substantial evidence supporting the claims of social
psychologists regarding the profound, if not total, impact of situations on human
actions. The Second World War, with its horrific consequences in the form of con-
centration camps and mass extermination, shocked our previous understanding
of human nature. The ongoing war in Ukraine, with its unfolding horrors and
countless cases of brutality and cruelty, has become a key reference point in stud-
ies on how situations shape individual behaviors. In this context, it is important to
revisit the wellknown, though controversial, experiment that contributed signif-
icantly to our understanding of human nature—the Stanford Prison Experiment
by Philip Zimbardo.

Zimbardo’s research was one attempt to explain the phenomenon of new evil
(Zimbardo, 2017). The conclusions drawn from the experiment clearly suggest-
ed that the situations created by the pre-
vailing system are the source of evil and
the transformation of good people into
depraved and cruel beings. The Stanford
Prison Experiment aimed to understand
how quickly ordinary people could be
transformed into individuals exercising
power or falling victim to it due to specif-
ic social conditions. The participants were
students who underwent personality and
intelligence tests to eliminate factors that
could distort the experiment’s results. The
selection criteria focused on factors like
similar education, age, social status, and
a lack of criminal background or psycho-
logical disorders. Twenty-four students
were randomly selected to participate in
the experiment, where they were divid-
ed into two groups: prisoners and guards.

Philip Zimbardo They were given special clothing to ac-
Source: Courtesy of Ferne Millen centuate the differences between the two

Photography. Accessed June 6, 2025, groups; prisoners wore identical shirts
from https://philipzimbardo.com/
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with embroidered numbers, while guards wore uniforms resembling soldiers’ at-
tire, with specific attributes like batons and glasses. Those assigned the role of
guards were instructed on the nature of their roles. Their task was to monitor the
prisoners as effectively as possible, using appropriate means. The only condition
was an absolute prohibition of physical violence. The experiment was designed to
last for two weeks, but due to the dramatic course and the intensity with which
the expected effects emerged, as well as concerns for the students’ psychological
and physical health, it was stopped after one week. The first student-prisoner was
released after only 36 hours due to clear signs of mental breakdown.

Zimbardo concluded that the changes and pathological behaviors observed were
not a result of the students’ personalities but rather situational factors supported
by the system—defined as the conditions and limitations imposed at the start of
the experiment. He argued that the system in which individuals function shapes
their attitudes and behaviors, and people are merely actors playing predetermined
roles. Their behaviors—behavioral scripts—are strictly defined by the situations,
and thus, by the system. As Zimbardo put it: “The system consists of agents and
institutions whose ideology, values, and power create situations and dictate roles
and expectations for approved behaviors of actors within its spheres of influence”
(Zimbardo, 2017). Zimbardo’s theory suggests that individuals who occupy spe-
cific roles within a given system are not traditionally responsible for their actions.
Instead, they conform to the role imposed upon them, and their behavior is a re-
sult of the situation in which they find themselves, and the expectations that the
system—the environment in which they are placed with assigned roles—imposes
upon them (Zimbardo, 2017).

The role of a healthcare provider who intervenes in the area of health and pro-
vides medical assistance bestows a unique situational advantage, considered in
terms of authority. The patient and their loved ones entrust not only their health
but often their lives into the hands of professionals. This relationship is based on
exceptional trust, which carries the responsibility for decisions concerning the
most valuable thing: human life. In this context, it is crucial to remember that the
patient is not an object of treatment, but a subject— a person with a unique back-
ground, culture, faith, gender, and other defining characteristics of their identi-
ty. Therefore, it is of fundamental importance to overcome any barriers to access
to treatment— from formal obstacles to communication barriers. Effective care
requires awareness and openness to patient diversity, which is an indispensable
condition for accurately identifying their needs and implementing appropriate
therapeutic actions. Without understanding the individual circumstances of the
patient, it is difficult to speak of a holistic and effective approach to treatment.
Moreover, there is undeniable evidence of the impact of a patient’s mental atti-
tude on the treatment and recovery process. A positive attitude can significantly
support therapeutic efforts, and cultivating it requires empathy, understanding,
and consideration of each patient’s unique context. Only through a conscious and
open approach can optimal results in healthcare be achieved.
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4.7. Racism and Structural Violence as Determinants of Mental
Health — The Role of Medical Professionals

The concept of race emerged in Europe in the 18th century with the rise of coloni-
alism and the development of the natural sciences. Initially, it was used to classify
animals and later humans. It is one of the most controversial social and scientific
constructs in modern history (Smedley, 2005).

According to the Oxford Dictionary (2018), race is a system of classifying people into
large, distinct populations or groups based on hereditary external characteristics
(phenotype), geographical origin, culture, history, language, ethnicity, and social
status. In the early 20th century, the term was often used in a taxonomic sense to
emphasize the genetic diversity of human populations defined by phenotype.

Racial classification began with Carl Linnaeus (1758), who divided humanity into
four groups: Europeans, Africans, Asians, and Americans. Johann F. Blumenbach
(1795) introduced a different classification: Caucasian, Mongolian, Malay, Ethiopi-
an, and American. Surprisingly, we can still find this classification today. Advanc-
es in human genetics have shown that these categories are arbitrary (Yudell, 2011).

UNESCO has played an important role in eradicating this scientific and social
concept. In its 1950 Declaration, it affirmed that races do not exist in biological
terms but are social constructs with no genetic basis. In subsequent declarations,
it refuted the scientific basis of racism, just as in 1978 it reaffirmed the nonexist-
ence of biological races and broadened the focus to include sociohistorical fac-
tors: “Differences in achievement among peoples are explained by geographical,
historical, political, economic, social, and cultural conditions, not by biological
determinants.” UNESCO documents, translated into 87 languages, inspired legal
instruments such as the International Convention on the Elimination of All Forms
of Racial Discrimination (1965).

Anthropology proposes replacing the term race with population or ethnicity. The
goal is to disassociate human diversity with pseudobiological hierarchies. The
UNESCO declarations marked a milestone in this deconstruction. Overcoming
racism requires not only scientific evidence but also political will.

Racism is a recognized risk factor for both mental and physical health. It affects
not only individuals but entire communities through its impact on the micro (per-
sonal), meso (institutional), and macro (structural) levels. Understanding these
mechanisms and their consequences is crucial for future healthcare professionals
who are expected to provide equitable and culturally competent care.

As shown by Schouler-Ocak and Moran (2023), racism takes many forms—from
interpersonal prejudice and microaggressions to systemic inequalities in access
to employment, education, and healthcare. Experiences of racial discrimination
have been documented to increase the risk of depression, anxiety, PTSD, psy-
chotic disorders, and substance misuse. The authors also highlight the neurobi-
ological consequences of chronic stress associated with discrimination, including
reduced volume of white and gray brain matter and hyperactivity of the amygdala.
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Schouler-Ocak, et al. (2021) emphasize the need to integrate the topic of racism
into professional training and clinical practice in psychiatry. Their report includes
recommendations for clinicians and policymakers to address the impact of rac-
ism on mental health at every level—from education to research to clinical care.

A key aspect is the recognition and prevention of both internalized and institu-
tional racism, as well as the need for critical reflection on social and cultural priv-
ilege. Jarvis, et al. (2023) propose concrete anti-racist strategies at three levels:

- Micro: self-reflection, recognizing personal bias, developing cultural compe-
tence, and readiness to talk about racism with patients.

- Meso: reforming educational programs, hiring equity and diversity officers,
and restructuring institutions.

- Macro: advocacy, public policy reform, and combating environmental and
structural violence.

Integrating these perspectives into medical education fosters a mindset of active
professionalism consistent with the EMPOWER model, which promotes reflec-
tion, justice, and a holistic approach to patient care.
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Final Reflection: Relevance to Cultural Competence
and the EMPOWER Model

by Matgorzata Szkup

This chapter illustrates that cultural identity is not a peripheral concept in medicine, but
rather a foundational element in the delivery of ethical, effective, and person-centered
care. By acknowledging the role of cultural values, beliefs, and traditions in shaping pa-
tients’ experiences and perceptions of health and illness, the chapter aligns closely with
the principles of the EMPOWER model—particularly those of Multiculturalism, Wellness,
Professionalism, and Education Resources.

The emphasis on treating the patient as a subject rather than an object of care underscores
EMPOWER’s call for dignity, autonomy, and partnership in the patient-provider relation-
ship. Students and professionals are reminded that the success of therapeutic interventions
depends not only on clinical competence but also on cultural sensitivity, mutual respect,
and open communication. This aligns with EMPOWER’s commitment to empathy, equity,
and human rights as essential components of healthcare practice.

The chapter’s discussion of implicit bias, attribution errors, and projection mechanisms
offers insight into the psychological processes that often go unexamined in clinical en-
counters. These mechanisms—when left unaddressed—can lead to miscommunication,
misdiagnosis, and reduced quality of care. The EMPOWER model encourages professionals
to develop self-awareness and reflective practices to recognize and mitigate such biases,
supporting more accurate, respectful, and inclusive interactions.

Furthermore, the chapter expands on the consequences of systemic racism and structural
violence, reinforcing the EMPOWER model’s view that equitable healthcare requires not only
interpersonal awareness but also institutional change. By recognizing racism as a determi-
nant of mental health, the text calls for action on the micro (personal), meso (organizational),
and macro (policy) levels—exactly the type of multi-tiered engagement EMPOWER promotes.

Finally, by integrating insights from transcultural nursing, global human rights frame-
works, and social psychology, the chapter demonstrates that healthcare rooted in cultural
competence is both morally imperative and practically necessary. This approach prepares
students not only to serve diverse populations, but also to become agents of change—advo-
cating for justice, inclusivity, and integrity in healthcare systems.

In this way, the chapter provides not only a conceptual foundation but also a direct pathway
for applying the EMPOWER model in clinical education and practice, promoting holistic,
just, and human-centered care.

4 .u“.i Do you want to go deeper?
Culti S
Med Visit MultiCultiMed Platform!

We highly recommend visiting the MultiCultiMed educational platform, where you
will find interactive exercises, additional materials, and engaging activities aligned
with the EMPOWER model. These resources will help you transform knowledge
into practice and strengthen your reflective cultural competencies.

Explore. Reflect. EMPOWER. @ www.multicultimed.eu w
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Chapter 5

5.1. Introduction

In healthcare and nursing, diversity is not just a reality—it is a defining factor of
professional practice. Every interaction, whether with patients, colleagues, or car-
egivers, is shaped by different cultural backgrounds, values, and communication
styles. While this diversity enriches the healthcare system, it also requires us to de-
velop a heightened awareness of how cultural fac-
tors influence care. Misunderstandings—whether BGIZIaNRG IR a1
linguistic or cultural—can hinder patient-centered el (eel AR IRl IR gTe]]
approaches and, in some cases, even compromise ARl IR 1)
patient safety. How can we, as healthcare profes- [Naua g Gl
sionals, become more sensitive to cultural differ- mindset that f (?jsters inclusive,
ences? How do we develop the ability to shift per- patientcentered care.
spectives and reflect on our own biases?

This chapter explores the concepts of migration, culture, interculturality from an
educational perspective. It highlights the importance of reflexivity, sensitivity,
and perspective-taking as essential components of intercultural competence.
A didactic approach is introduced that supports healthcare professionals in rec-
ognizing their own cultural influences, questioning assumptions, and engaging
in meaningful interactions with individuals from different backgrounds.

Intercultural competence is not about mastering a set of predefined rules—it is about
cultivating an open, self-reflective mindset that allows us to adapt, learn, and grow in
an increasingly interconnected world. By embracing this process, we can contribute
to a healthcare system that is not only professional and efficient but also truly inclu-
sive and human-centered. Let’s embark on this journey of reflection and learning,
shaping a future where diversity is seen not as a challenge, but as a strength.

Aims
Through this chapter students will enhance their attitudes, knowledge and skills in:

- The development of cultural sensitivity in the context of patient interaction

- The enhancement of interdisciplinary and intercultural teamwork within
various healthcare settings

- The training of effective and culturally sensitive communication techniques
in the context of multicultural patient care

- The assurance of patient safety while considering cultural diversity

- The development of a diverse healthcare organization

Learning Outcomes

By the end of this chapter, readers will be able to:

- Reflect on their personal perspective

- Develop perspective-taking skills

- Identify synergies between perspectives

- Switch perspectives and adopt multiple viewpoints
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5.2. Culture — Cultural References & Intersectionality

The concept of culture has been the subject of many different scientific discours-
es. The research approaches go back to the cultural anthropologist Malinowski,
the pioneer of ethnographic field research (1932). The cultural anthropologists
Kroeber and Kluckhohn (1952) provide a comprehensive overview of the multitude
of definitions and at the same time refer to the dynamic concept of culture, whose
approach is regarded as a ‘pattern theory of culture’, i.e. culture presupposes de-
velopment and change. Currently, depending on the discipline, different perspec-
tives are focused with the term ‘culture’, depending on the scientific paradigms
(Hansen, 2000; Bolten, 2007; Moosmiiller, 2007; Straub, 2004).

The culture of a given group is predicated on a system of collective knowledge that en-
dows the group with its sense of purpose and identity. Concurrently; it is replete with
symbols, signs, and conventions, the acquisition of which occurs during the process
of socialization. However, these symbols, signs, and conventions are not fixed; rather,
they can be interpreted and lived flexibly by individuals (Marchwacka, 2021). Conse-
quently, culture cannot be static and nor does it lend itself to complete agreement on
a cultural system of norms, as culture is not homogeneous. Rather, it is characterized
by contradictions and overlaps across diverse dimensions (age, language, educational
status, ethnicity, occupation, etc.). The intercultural overlap between the self and the
other, or “Otherness,” as conceptualized by Bennett (2016) and Bennett (2004), is ev-
ident in nearly all aspects of healthcare and social care within multicultural society.
The visible aspects, such as language skills and eating habits, are primarily perceived
in everyday life, while the underlying values, norms, and justifications remain mostly
hidden. In the context of cultural sensitization, these underlying aspects require ex-
plicit examination with the other person and their perspective. The invisible aspects
pose the greatest challenge for adequate communication and for building relation-
ships as a basis for working in healthcare (Fig. 7).
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Fig 7. Cultural aspects and levels of reflection (Marchwacka, 2021, 2022)

These interactions can give rise to misunderstandings, feelings of insecurity, and,
on occasion, frustration due to unanticipated reactions, beliefs, and value systems,
as individuals from different cultural orientations may face a lack of understanding
and insecurity when confronted with perspectives that diverge from their own.

The interweaving of self and other (otherness) as well as the diversity of the individ-
ual’s cultural references suggest that a different differentiation is made depending
on the interaction partner and that no homogeneous and unambiguous boundary
can be drawn. Gender, resources, age, and subcultures reveal the crossovers within
an ethnic group or linguistic culture. To illustrate this point, consider a hypothetical
oncology ward. The ward might treat an elderly patient whose native language is
Turkish and who frequently receives visits from her family, as well as a single Rus-
sian-speaking businesswoman who, despite her socio-cultural resources, might
lack the support of family members due to their international residences. The final
patient might be a minor from Afghanistan with only a basic understanding of local
language. Patients’ life experiences suggest different socialization processes and
resources, despite their migration experiences and membership in the arbitrarily
constructed group of “migrants.” In addition, the individuals experience different
opportunities for participation and, in some cases, mechanisms of distinction. No-
tably, language barriers due to insufficient German proficiency can impede com-
munication, leading to a sense of speechlessness and, consequently, psychological
distress (Kiirsat-Ahlers, 2000). This phenomenon persists even among individuals
with higher levels of education, underscoring the challenges posed by linguistic dif-
ferences in communication. This predicament often engenders feelings of dissat-
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isfaction, as well as a sense of powerlessness in the face of the inability to articulate
and meet the linguistic expectations. It is noteworthy that specialists from foreign
countries frequently encounter this phenomenon. This is due to their comparatively
poorer command of German, resulting in their specialist knowledge—particularly
in areas such as anamnesis and counseling—falling short of effective articulation
and, consequently, being underperceived.

The “axes of difference” (Knapp, 2008) can be categorized as either vertical (Ger-
man/non-German) or “transverse” (heterosexual/homosexual). These axes can
generate third effects through shifts and distortions, resulting in the emergence of
“inbetween spaces” (Dietze, 2008). To illustrate this phenomenon, we can consid-
er the example of a Turkish doctor facing discrimination in both the social sphere
and his or her professional life (due to language and culture). However, the doc-
tor may simultaneously overlook everyday experiences involving mechanisms of
distinction, such as socio-economic status (doctor), gender, and educational sta-
tus (academic), within his or her own social and economic milieu.

Conversely, adopting an intersectional perspective as “integral” thinking (Walgen-
bach, 2007) has the potential to facilitate productive self-criticism of hegemony (Di-
etze, 2008,) and enable the consideration of individuals as composite entities com-
prising various fields of power-based or marginalizing difference (Grewal & Kaplan,
1994). 1t is imperative to recognize that intersectional categories should not be con-
strued as an inherent essence, but rather as context-dependent categories that are
susceptible to variation across temporal and geographical boundaries (Dietze 2008).

Lifeworlds
(socio-cultural resources)

(Enacr Culture / (professional)

socialization
DISTINCTIONS

Health predispositions /
resources

Language

Fig 8. Diversity and Interdependencies (own design based
on Mecheril & Seukwa, 2006; Bourdieu, 1982)
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In summary, encounters in health and healthcare provision with diverse affilia-
tions and cultural diversity are to be regarded as learning and educational pro-
cesses within professional settings. Interactions in professional settings occur in
different roles (e.g., physiotherapist, therapist, patient, client) and are embedded
within social structures (e.g., clinics, rehabilitation centers) and constrained by
power structures, hierarchies, and economic constraints. The processes by which
these different factors are negotiated can and should be incorporated into the
training provided to healthcare and social service workers and professionals. In-
tercultural learning is an essential component of professional training, particular-
ly with regard to patient orientation and patient safety. In this context, encounters
that facilitate intersectional understanding can be considered groundbreaking, as
they reveal communication problems that can contribute to introspection regard-
ing one’s own identity and role, as well as to the institution’s capacity to evolve as
alearning organization. In addressing these challenges, it is essential to foster in-
tercultural competence at the individual level alongside diversity management at
the structural level, replacing the monocultural orientation that has traditionally
characterized healthcare facilities.

The central point that should be elaborated is that the concept of cultural diversity

in healthcare is not static; rather, it is shaped by a variety of dynamic and intersecting
factors, such as language and socialization. It is important to note that effective
intercultural communication requires awareness of both visible and invisible cultural
elements, as this fosters patient-centered care. Distinctions within intersectionality—

such as socio-economic status, gender, and ethnicity—influence power dynamics and
opportunities for participation in healthcare. It is essential to incorporate intercultural
learning and diversity management into professional training to enhance patient
safety and institutional adaptability.

5.3. Cultural Diversity: Example Germany

The cultural diversity of the population is characterized by coexisting with a mul-
titude of languages, religions and beliefs, which are exemplified by immigration
countries such as Germany, thereby highlighting their multiculturalism (cultural
diversity). The reasons for immigration vary, including economic, political and fa-
milial motives, as well as differing levels of resources. In migration research, the
concept of ‘push and pull factors’ is frequently discussed (Bade & Oltmer, 2004).
Push factors include, but are not limited to, wars, poverty, hunger, and inadequate
healthcare systems. Conversely, pull factors are associated with the promise of
a better future, opportunities for advancement, and access to education.

A significant area of study in educational sciences is that of biographical educa-
tional trajectories and equal opportunities within education systems. This field
focuses on inequities in educational opportunities, power structures, and (insti-
tutional) discrimination, uncovering these critical issues (Gogolin, 2019; Toprak &
Weitzel, 2017). The result, calls for equity in education, diversity management and
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intercultural competence (cultural understanding and adaptability) are not lim-
ited to education systems but extend to all structures of a migration society that
recognizes diversity and values inclusion. According to the microcensus, 70% of
people living in Germany have no migration background, while 30 % do, of which
10% are foreigners without German citizenship (Statistisches Bundesamt, 2023).
A similar trend is observed among children under five years of age, with the pro-
portion reaching around 40%. The healthcare sector in Germany is experienc-
ing a continuous influx of foreign professionals, with the share of workers with
a migration background estimated at 15% in healthcare professions. The largest
proportion of these professionals is in the field of elderly care, accounting for 30%
(Sachverstdndigeratfiir Integration und Migration, 2022).

In healthcare statistics, the group “migrants” is either understood as a homoge-
neous group or differentiated according to the two categories “non-Germans” and
“persons with a migration background” (RKI). While this categorization is im-
portant, it should be approached with sensitivity and viewed critically, as it entails
the risk of dichotomization (binary thinking) “we” (Germans) versus “the others”
(“migrants”). The construction of an ethnic group and its perceived particularities
is often substantiated and intensified by statistical findings, and health risk fac-
tors such as addictive behavior (e.g. alcohol consumption) or obesity are recorded
according to ethnicity (e.g. “Russian” or “Turkish” young people). However, data
are rarely differentiated by factors such as migration duration, socio-economic
resources, or other variables (e.g., language and gender) (Marchwacka, 2013). Con-
sequently, this form of reporting can result in the construction of homogeneous
migrant groups and intensify dichotomization.

The social construction of “people with a migration background” does not reflect
a homogeneous phenomenon, as no uniform picture of their lives can be expect-
ed. Instead, migration should be conceptualized as a dynamic process that varies
despite certain biographical similarities, including:

- The experience of growing up in ethnic communities (ethnic homogeneity),
where individuals derive a sense of security from the unity of the group.

- The experience of growing up in two linguistic cultures: the parents’ native
language and the German environment. The parents’ native language un-
derscores a sense of belonging, which plays a significant role in identity for-
mation.

Furthermore, the recognition of the synergistic effects of cultural diversity in the
form of hybrid identities is enabled by growing up in bicultural or trilingual fam-
ilies (Marchwacka, 2022). The course of migration processes can be influenced
by linguistic as well as sociocultural and economic resources. For instance, profi-
ciency in English as a native language can serve as a resource, facilitating migra-
tion processes. Furthermore, the educational status attained prior to migration
to Germany, or that of the parents, can influence individual development and so-
cial participation (Marchwacka, 2013). Conversely, skilled workers who possess
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anuanced understanding of German and hold good educational qualifications, yet
lack family, school or studyrelated networks, may encounter limitations in their
social integration, potentially leading to feelings of isolation. Furthermore, for-
eign skilled workers encounter barriers to adequate recognition of their qualifica-
tions (Doring, 2019; Best, et al. 2019), thus facing limits to professional integration.
Theoretical and practical qualifications acquired abroad are experiencing a new
reality in Germany, e.g. with regard to care and documentation systems, as well as
areas of responsibility, competences and working methods. This has been shown
to result in confusion and dissat-

ISEN R -G IRURULESY  iigration is not @ homogeneous phenomenon;
(Schilgen, et al. 2019). it is a dynamic process influenced by linguistic,
It is therefore recommended that [ eleleilerliiligel Bl ls Rlelo)olo) o [ek) fol60) <IN A LA
the term “migrants” be considered factors §hape.individyal experiences and

as a heterogeneous group, with at- (ki ke e

tention given to individual develop-

mental potential, resources, and migration processes that influence socialization,
including professional socialization. In light of the increasingly diverse migration
processes and the rising number of patients, clients, and residents with migrant
backgrounds, healthcare and care providers face the challenge of addressing di-
versity among trainees, professionals, patients, and clients (Schilgen, et al., 2019).

This should be approached in the spirit of an inclusive society and patient-cen-
tred care. The discourse should shift from integration, which is often perceived as
a deficit, to inclusion, which emphasizes equitable participation and involvement
of all individuals irrespective of their opportunities and restrictions, gender roles,
linguistic-cultural and ethnic backgrounds, social milieus, sexual orientations, or
political-religious convictions (Hinz, 2015).

Healthcare and education systems must shift from an integration perspective—

often perceived as a deficit—to an inclusion-oriented approach. This approach
ensures equitable participation and values diversity in all its forms.

5.4. Intercultural Education as a Process of Interaction

Interculturality is defined as a process of interaction that arises through cultural
contact, with the process character of the interaction situation defined as “inter-
culture” (process “in between”) (Bolten, 2007). Within the domain of health and
nursing education, “interculture” can be conceptualized as a multifaceted learn-
ing process that encompasses the acquisition of skills and the cultivation of a dis-
position to comprehend and be comprehended by others, to nurture relationships
characterized by mutual recognition and appreciation, to interact in a manner
that is patient-oriented and communicative, and to manage conflicts through ar-
gumentative means. The understanding of intercultural dynamics should serve as
the foundational principle of communicative behaviour.
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These aspects include the ability to:

- recognize the intention of an individual,

- grasp the meaning,

- capture a meaning within a context,

- comprehend a foreign language,

- identify causes and recognize the phenomenon, and

- develop an understanding of people and their situation (Heringer, 2004).

Treating and caring for people with their individual needs and in their special
role as patients requires an understanding in the hermeneutic sense (the art of
interpretation according to Gadamer 1972). In this context, language as a medi-
um of communication remains the focus of understanding. Intercultural learn-
ing implies both language (foreign language: this encompasses not only verbal
communication, such as German, English, Italian, and other languages), but also
non-verbal and paraverbal elements, which can pose challenges, particularly in
the context of interpersonal relationships. For instance, the manner in which
a conversation commences, such as the pronunciation of names or the use of di-
alects, can significantly influence the development of a positive relationship or
lead to irritation. Furthermore, the nature of interactions is influenced by various
factors, including, but not limited to the patient or client’s age, language skills,
the specific circumstances of care or treatment, and the context of the interac-
tion (e.g., hospital or rehabilitation center). These factors play a crucial role in the
development and maintenance of communication and relationships, which are of
paramount importance in intercultural contexts involving healthcare provision.

Auernheimer (2003, 2008) identifies four key factors influencing intercultural
communication:

- power asymmetry,

- collective experiences,

- self- and external perception, and
« cultural patterns.

Power asymmetry: Patients en-
counter roles assigned to them
as respondents in communica-
tive action (during treatment,
intervention, or the care pro-
cess), which curtails autono-
my and simultaneously high-
lights the power imbalance.
The evident power imbalance
hinders engagement, further
compounded by a lack of com-
prehension of the health system
or the language.
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Collective experiences: Patients’ attitudes and expectations regarding care, doc-
tors, and other health professionals are influenced by their personal experiences
as well as those of their family members, and friends.

Self-perception and the perception of others: Selective perception of others in spe-
cific circumstances can give rise to cultural essentialism and generalizations. With-
in the clinical context, patients’ perceptions of nursing staff and doctors are influ-
enced by fears, concerns, and resignation, leading to the generalization of individual
experiences (e.g., perceived lack of time for questions, constrained communication,
hurried interactions) (The nursing staff take little time, do not listen). The involve-
ment and associated emotions can also impact the relationship between the patient
and health professional, as well as on interprofessional team building.

Difference in cultural patterns: Cultural patterns are shaped by shared expe-
riences rather than national backgrounds, influenced by attitudes towards life,
socio-cultural contexts, the language used. Consequently, cultural patterns are
considered socially constructed, shaped by the personal experiences of individu-
als in everyday life and at work. These patterns can be classified into various mi-
lieus (Nohl, 2013), which can lead to experiences of strangeness or difference. The
process of creating “otherness” (Bennett & Bennett, 2004): “They are...,” “That is
typical for...,” characterizes a form of (constructed) cultural specificity that has the
potential to result in communication difficulties.

In summary, the critical elements for communication processes or communica-
tion disorders (Fig. 9) include the use of language, forms of communication, bio-
graphical experiences, and cultural affiliation. These elements are central to in-
tercultural situations.

Experiences
(collective
belonging)

Selective
persception

Power Expectatios
asymmetry (knowledge &
(intersectionality) attitudes)

Fig. 9. “I-/We vs. Other” Construction and Social Perception
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In the context of professional interactions, the disruption of communication be-
tween healthcare professionals and patients/clients, as well as among the health-
care professionals themselves, gives rise to irritations and misunderstandings.
When these irritations and misunderstandings are consciously perceived, they
have the potential to serve as catalysts for a learning process within the profes-
sional setting. In the learning process, subjective perceptions and experiences of
difference, as well as mutual expectations and the effects of one’s own language,
can be reflected upon. This can be achieved through feedback-oriented scenarios
that take into account the perspective of the patient and in an interprofession-
al setting. Learning scenarios can be implemented in various settings, including
education, training, continuing education, school, and the workplace. These sce-
narios contribute to professional development with the aim of patient safety and
patient orientation. A key prerequisite for this is structured feedback and self-re-
flection, which ultimately contribute to intercultural competence.

In the field of healthcare, intercultural learning encompasses more than mere
comprehension of disparate cultural frameworks — it involves genuine interactions,
effective communication, and the establishment of trusting relationships with

patients and colleagues. By acknowledging power dynamics, cultural perspectives,
and communication challenges, individuals can cultivate essential competencies to
deliver patient-centered care and effectively collaborate within diverse teams.

5.5. The Development of Reflective Competence

Referring to Erpenbeck and Sauter’s (2000)and Wagner and Sauter s (2017) con-
cept of competence and understanding of competence as self-organization dis-
positions, intercultural competence (cultural understanding and adaptability)
can be seen as a disposition to use skills and abilities (combined with motivation
and will) appropriately in intercultural situations. Allemann Ghionda (2009) em-
phasizes that intercultural competence (cultural understanding and adaptability)
should enable individuals to react in situations of cultural contact or conflict not
with incomprehension, irritation, and misconduct. However, effective communi-
cation is characterized by understanding, tolerance of ambiguity, and the will to
communicate and behave in a comprehensible manner. In essence, effective com-
munication requires a deliberate and reflective learning process (Forster 2014,
Geier 2016) that contributes to personal development. Reflexive competence is es-
sential for fostering intercultural understanding in healthcare settings. This com-
petence goes beyond technical skills by encouraging individuals to critically eval-
uate their actions, beliefs, and interactions within a cultural context (Moosmiiller,
2020). For example, healthcare providers must reflect on how their own cultural
backgrounds and professional training influence their perceptions and treatment
approaches. This competence is integral to building trust, ensuring equitable care,
and navigating complex cultural dynamics in clinical and educational settings.
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In accordance with the models of intercultural competence by Campinha-Bacote
(2002) and Moosmiiller (2020), the following elements can be distinguished to
characterize intercultural situations (Fig. 10).

+ Cultural imprint: awareness of one’s own world of experience and cultural
imprint in the course of education and socialization and the resulting behav-
ior, routines/habits.

- Ego-otherness construction (change of perspective): perception of the other
and the effect of one’s own language, communication, and behavior on inter-
action partners; both empathy and ambivalence of emotions should be con-
sciously perceived here.

- Action strategies at the personal level: potential courses of action in the con-
text of the negotiation process and reflection on one’s own role and attitude.

- Action strategies in an intersectional understanding: potential courses of
action in the context of the negotiation processes with a focus on existing
power structures and their analysis.

Self-Otherness Construction

Cultural Awareness

- Awareness of own socialization
- Language, Gender, Norms, Values

Reflection on One’s Attitude

- Power Structures
- Strategies for Personal Interactions
— Awareness of One’s Role and Attitude
— Strategies for Intercultural Understanding and Communication

Fig. 10. Reflective intercultural competence (Marchwacka 2017, 2022)
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Intercultural competence, therefore, must be understood as an ongoing process of
reflection that is integral to learning. It is characterized by the ability to consider
one’s own experiences, diverse interpretations of situations, and encounters with
power relations, which require time and space to adequately unpack. The learning
process focuses on achieving two main objectives. First, there is the development
of a reflective awareness of one’s own cultural and linguistic socialization, which
refers to one’s sense of collective affiliation. Second, there is the exploration and
analysis of one’s impact on others through the change/shift of perspective. In or-
der to achieve this objective, it is essential to consciously acknowledge the pres-
ence of empathy and the ambivalence of emotions. The overarching goal is two-
fold: first, to introspectively examine one’s own role and the prevailing structures
within the context of intercultural scenarios; and second, to methodically analyze
potential actions that are influenced by emotions and ambivalence.

The acquisition of intercultural competence (cultural understanding and adapt-
ability) is to be regarded as a lifelong learning process that necessitates time and
space for reflection on experiences, interpretations of situations, and encounters
with power relations. The learning process emphasizes:

- Reflective awareness of one’s own cultural-linguistic socialization (collective
affiliations).
- Exploration and analysis of one’s effect on others through perspective shifts.

Recognition of empathy and the ambivalence of emotions. The overarching ob-
jective of this process is twofold: firstly, to reflect on one’s role and existing struc-
tures in intercultural situations, and secondly, to analyze possibilities for action
associated with emotions and ambivalence.

The acquisition of intercultural competence, which encompasses cultural under-
standing and adaptability, should be conceptualized as a lifelong learning process
requiring dedicated time and space for reflection on one’s own experiences, varied
interpretations of situations, and engagement with power relations. The learning
process is focused on two key aspects: first, the introspective examination of one’s
own cultural and linguistic socialization, encompassing collective affiliations; and
second, the exploration and analysis of one’s own impact on others through the
perspective shift. Empathy and the ambivalence of emotions must be consciously
recognized. The objective is twofold: first, to introspectively examine one’s role and
prevailing structures within the context of intercultural scenarios; and second, to
methodically analyse the potential for action, considering the emotional nuances
and ambivalence inherent in these situations. Intercultural learning is conceptu-
alized as a form of social learning, emphasizing the principles of dialogue and the
autonomy of individuals within social structures. This approach places the subjects
at the center, recognizing their capacity to act and make decisions. In this regard,
learning and educational processes are dynamic and occur within the context of
communication and interactions that are embedded in the social environment.

The learning process is centered on managing differences and power structures,
as well as negotiation processes, with a focus on acquiring key competencies for
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effective action. The negotiation processes require interactants to tolerate frustra-
tion and ambiguity in order to endure differences and to adhere to the principle of
dialogue in terms of argumentation. They also require the ability to deal with con-
flict and cooperation, as decision-making within power structures implies con-
flicts. The possible strategies are generated in joint discourse and through (self-)
reflection and insight. The focus is on acquiring skills in open and complex situ-
ations in the sense of self-organization skills according to Erpenbeck and Sauer
(2000). Authentic (interculturally characterized) professional situations represent
the starting point for knowledge-oriented learning processes.

Intercultural competence is defined as a comprehensive set of skills and attributes

that enable an individual to effectively navigate and communicate in diverse cultural
contexts. It encompasses more than mere knowledge; rather, it is a continuous, lifelong
learning process that demands reflection, empathy, and adaptability. In engaging

with diverse cultural perspectives, it is essential to allocate time for introspection,
contemplating one's personal experiences and the impact of one's actions on interactions
with others. The cultivation of intercultural competence is predicated on the principles of
dialogue, selfawareness, and the willingness to navigate complexity with an open mind.

5.6. Let’s Change Our Perspective and Move Away From
Essentialism

In a world characterized by cultural diversity, navigating differences can be both
a challenge and an opportunity. Language barriers, cultural misunderstandings,
and hidden institutional biases may appear daunting at first. However, they also
represent powerful moments for growth and learning. Imagine encountering
a patient whose cultural background or worldview differs significantly from your
own—how would you bridge that gap? How can you ensure that everyone feels
seen, respected, and valued? Such situations demand more than technical exper-
tise; they require reflexive competence, empathy, and the courage to challenge
one’s own assumptions. By embracing these challenges, one is not only overcom-
ing barriers but actively shaping a more inclusive and equitable future. Developing
reflexive competence allows for the transformation of misunderstandings into
meaningful connections, the building of trust, and the creation of solutions that
benefit all parties. Each obstacle thus becomes an opportunity for personal and
professional growth.

Critical Incident

The critical incident technique was first introduced by Flanagan in 1954 and sub-
sequently revised in 1963. This technique is predicated on critical professional sit-
uations, characterized by moments of tension and irritation. The targeted analysis
and processing of these situations has been demonstrated to facilitate the devel-
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opment of reflective competence. This approach is currently employed in various
contexts, including but not limited to:

- as a qualitative research method,
- for error management,
- in university didactics (Marchwacka, et al., 2021).

The method can be understood as the direct observation of an individual’s be-
havior in a specific critical situation, an event with various potential causes, and
that is analyzed throughout the learning process to promote understanding of
such critical situations. Among the various factors that contribute to such mis-
understandings are “rich points” (Agar, 1994), which are also known as stumbling
blocks, arising from cultural idiosyncrasies in communication. These elements
have the potential to impede effective linguistic analysis. Misunderstandings can
emerge, for instance, from the divergent approaches to the utilization of formal
and informal forms of address, the volume employed in communication, or the
employment of titles.

Learning processes that are based on critical incidents, which are influenced by cul-
ture-related behavior, communication (Marchwacka, et al., 2021, 2022), and which
analyze intercultural interactions while taking affective levels into account, have
the capacity to shift one’s perspective from the self to the other. This shift in per-
spective can be accompanied by a process of self-reflection, characterized by the
questioning of personal convictions and habitual responses. It can also give rise to
feelings of frustration and ambiguity. These emotions, stemming from feelings of
frustration and ambiguity, can serve as the catalyst for the initiation of the learning
process, propelled by involvement in both one’s own emotions and those of others.
A multi-perspective view of the situation has also been shown to enable distance
not only from one’s own role, but also from the role of the patient. In turn, this en-
ables a reflective attitude (rather than essentialism) towards different cultural and
linguistic affiliations, which can help improve patient safety on the one hand and
increase opportunities for participation in the healthcare system on the other.

Critical incident analysis serves as a practical tool for developing reflexive competence.
By examining specific situations where cultural misunderstandings arise, profession-
als can identify underlying assumptions, biases, and areas for growth. This reflective
process transforms challenging encounters into valuable learning opportunities.

Critical incidents offer the opportunity to consciously experience cultural ties and
to reflect on the role played and its effect on the meta-level. Concomitantly, by

The application of critical incident analysis in professional settings has been shown
to encourage professionals to engage in perspective-taking rather than relying on
essentialist views of culture. This process of self-reflection has been demonstrated

to promote self-awareness and intercultural competence by fostering an understanding
of diverse viewpoints. By analyzing challenging scenarios, individuals develop strategies
to navigate professional interactions with greater adaptability and openness.
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adopting other perspectives, individuals gain critical distance from themselves
and their respective cultural affiliation—a learning process that promotes the in-
terpretation and revision of their own perspective.

These critical interaction situations function as opportunities for the analysis of
cultural affiliations and the development of interpretative and discursive strate-
gies for action. Ultimately, these strategies are intended to shape professional sit-
uations in a self-directed and competent manner.

5.7. Conclusion

In summary, it should be emphasized that culture and nation/society are not con-
gruent. Within a society, different cultures coexist and are interlinked, so people
can usually belong not only to one culture but to several. This allows them to exer-
cise agency, enabling them to "switch” and follow the norms of other cultures (e.g.,
linguistic and professional) in order to act appropriately in a given situation. This
ability can be seen as the result of learning processes. Consequently, the crossing
and intersectionality of cultures should be regarded as the norm, given that every
cultural attribution exhibits interdependencies. Depending on the dimension of
differentiation, we construct cultural images of "women,” "midwives," "persons
with migration experience,” "Germans,” and "addicts.” Depending on the context
and interaction partners, we also adjust the language and forms of communi-
cation, as evidenced by the use of professional language by an emergency par-
amedic when working with a female colleague, the use of technical language in
an academic context during a conference in therapy sciences, the use of patient
language with female patients/clients, and the use of interprofessional team lan-
guage (Marchwacka 2019, Skintey & Marchwacka 2022). Consequently, this phe-
nomenon can be understood through the lens of identity formation, influenced by
factors such as profession, society, ethnicity, and belonging processes. However,
it is important to note that these interactions can also lead to the establishment
of boundaries, as demarcations become apparent when misunderstandings arise.
In healthcare settings, these misunderstandings necessitate action to ensure ad-
equate treatment, underscoring the importance of reflective competence in pro-
fessional interactions.

Reflexive competence and cultural awareness are essential for addressing the
challenges posed by a diverse society, particularly in healthcare. These compe-
tencies can transform one's approach to professional excellence. By critically re-
flecting on one's perspectives and understanding cultural differences, individuals
can overcome barriers and contribute to more inclusive and equitable practices.

Developing reflexive competence:
« Critical Incident and case analysis (select incident — research information)

- Perspective shift (swap roles & explore alternative actions)
« Reflection (discuss emotion, provide feedback, write portfolio)
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Ensuring the integration of reflexive intercultural competence—defined as Cul-
tural Understanding and Adaptability—is imperative to ensure patient safety and
effective patient orientation. It is crucial to acknowledge this as a lifelong learning
process that transcends professional boundaries, necessitating its incorporation
into the educational framework of healthcare professions and interprofessional
education. In this regard, there is a necessity to develop and evaluate teaching and
learning arrangements in a manner that is aligned with the needs and demands of
the situation. A particularly efficacious approach to fortifying reflexive intercul-
tural competence is through the utilization of critical incidents. These structured,
real-life scenarios allow healthcare students to engage with intercultural chal-
lenges within a supportive learning environment. The analysis and reflection on
these scenarios foster the development of essential competencies in professional,
culturally competent patient care, enhancing students’ clinical decision-making

skills and their capacity to navigate diverse healthcare settings with sensitivity
and confidence.

Reflection is pivotal for developing intercultural competence in healthcare, enabling
healthcare professionals to navigate diverse settings adeptly and flexibly. Through
critical reflection, students can enhance patient-centered care and cultivate effective
interprofessional collaboration.
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Final Reflection: Reflexive Competence-as
a Realization of the EMPOWER Model

by Matgorzata Szkup

Rozdziat Tozsamos¢ kulturowa a opieka zdrowotna ukazuje, w jak znaczacy sposob tozsamosc¢
kulturowa ksztattuje postrzeganie zdrowia, choroby oraz relacji jednostki z systemem ochrony
zdrowia. Tym samym wprost wspiera kluczowe zatozenia modelu EMPOWER, kt6ry koncentruje
sie na: efektywnosci, wielokulturowosci, profesjonalizmie, dobrostanie i zasobach edukacyjnych.

Autor rozdziatu podkresla wage traktowania pacjenta jako podmiotu, a nie przedmiotu
opieki — co doskonale wpisuje sie w wartos§ci EMPOWER, takie jak autonomia pacjenta, re-
lacje oparte na partnerstwie oraz empatyczne podejscie skoncentrowane na godnosci czto-
wieka. Poprzez analize btedow poznawczych i atrybucyjnych — takich jak projekcja, funda-
mentalny btad atrybucji czy fatszywa zgodnos¢ — rozdziat dostarcza praktycznych narzedzi
do rozwijania pokory kulturowej i Swiadomosci wtasnych uprzedzen, ktére sg niezbedne dla
wrazliwosci miedzykulturowej w kontekscie klinicznym.

Poruszenie zagadnien zwigzanych z tozsamos$cig ptciowa oraz potrzebami zdrowotnymi
0s0b transpiciowych i niebinarnych wzmacnia komponent EMPOWER dotyczacy dobro-
stanu i inkluzywnosci — pokazujac, ze tworzenie bezpiecznego, petnego szacunku i afirmu-
jacego srodowiska jest nie tylko imperatywem etycznym, lecz takze warunkiem skutecznej
opieki i efektywnego procesu edukacyjnego.

Rozdziat akcentuje réwniez znaczenie autorefleks;ji i ciggtego uczenia sie, zachecajac pracowni-
koéw ochrony zdrowia do krytycznej analizy wtasnych postaw i zachowan. Odnosi sie to bezpo-
$rednio do filaru zasobéw edukacyjnych modelu EMPOWER, kt6ry promuje rozwéj kompetenciji
kulturowych i komunikacyjnych w oparciu o doswiadczenia Zyciowe oraz otwarto$¢ na zmiany.

Wreszcie, omOwienie globalnych wyzwan, takich jak migracje, bariery komunikacyjne
i nieréwnos$ci systemowe, silnie nawigzuje do komponentu efektywnosci w modelu EM-
POWER. Rozdziat pokazuje, ze dostosowanie ustug zdrowotnych do uwarunkowan kultu-
rowych i spotecznych przyczynia sie do lepszych efektow terapeutycznych i budowania za-
ufania pomiedzy pacjentami a zespotami medycznymi.

Podsumowujac, rozdziat ten stanowi przyktad tego, jak integracja tozsamosci kulturowej
z praktyka medyczng moze przyczynic¢ sie nie tylko do poglebienia teorii, ale przede wszyst-
kim do dziatan praktycznych — zachecajac do wdrazania modelu EMPOWER jako narzedzia
stuzacego promocji godnosci, réwnosci i skutecznosci we wspoétczesnej ochronie zdrowia.

‘* 'u“,i Do you want to go deeper?
Culti S
Med Visit MultiCultiMed Platform!

We highly recommend visiting the MultiCultiMed educational platform, where you
will find interactive exercises, additional materials, and engaging activities aligned
with the EMPOWER model. These resources will help you transform knowledge
into practice and strengthen your reflective cultural competencies.

Explore. Reflect. EMPOWER. @ www.multicultimed.eu \
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Refugees,
Migration and
Health

ELENA ROUSOU, PANAGIOTA ELLINA,
PARASKEVI CHARITOU
Cyprus University of Technology (Cyprus)

Refugees and migrants face unique health challenges that are often
compounded by language barriers, cultural differences, financial
limitations, and mental health concerns. These populations are
at higher risk for physical and mental health issues.

Addressing these challenges requires culturally sensitive healthcare
services, policy reform, and targeted mental health support to ensure
that refugees and migrants receive the care they need for both
physical and psychological well-being.
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6.1. Introduction

Migration, whether voluntary or forced, is a significant global phenomenon. The
movement of people across borders impacts not only the individuals involved but
also the countries they leave and those that receive them. Migration brings about
unique challenges, particularly concerning health. Refugees, asylum seekers, and
migrants often encounter distinct health risks and barriers to healthcare that can
affect their overall well-being. Understanding and addressing these needs are es-
sential for achieving global health equity and improving the health outcomes of
these populations. This chapter examines the intersection of migration, refugee
health, and the needs of transcultural communities, focusing on the challenges
they face in accessing healthcare and the culturally responsive strategies required
to improve their health outcomes (Jarvis & Kirmayer, 2023).

Aims
Through this chapter students will enhance their attitudes, knowledge and skills in:

- Exploring Migration and Health: Analyze how migration impacts the phys-
ical and mental health of individuals and populations.

- Defining Key Concepts: Clarify terms like migration, refugees, transcultural
health, and global health.

- Identifying Health Challenges: Highlight the unique risks and barriers mi-
grants and refugees face in accessing healthcare.

- Emphasizing Cultural Competence: Advocate for culturally responsive
healthcare to address diverse needs.

- Promoting Equity and Inclusion: Support policies and global health initia-
tives that reduce disparities and improve health outcomes for all.

Learning Outcomes

By the end of this chapter, readers will be able to:

- Understand Migration and Health Dynamics: Describe the health impacts of
migration and the challenges faced by migrants and refugees.

- Define Key Terms: Accurately define migration, refugees, transcultural
health, and global health.

- Identify Barriers: Recognize the systemic and individual barriers to health-
care access for migrants and refugees.

- Apply Cultural Competence: Explain the importance of culturally sensitive
care in improving health outcomes for transcultural communities.

- Advocate for Equity: Discuss strategies for addressing health disparities
through inclusive policies and global health initiatives.

Relevant Definitions and Terms

According to WHO (2021), Global Health focuses on the health of populations
across countries and emphasizes the interconnections of health across borders.
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It tackles health disparities and works toward improving health outcomes world-
wide.

Migration refers to the movement of people from one place to another, typically
across political or geographical boundaries, with the intention of settling tem-
porarily or permanently in a new location. It can be voluntary or forced and may
involve individuals or groups seeking better opportunities, safety, or escaping ad-
verse conditions, such as conflict, economic hardship, or environmental disasters
(International Organization for Migration, 2023).

A refugee is defined by the United Nations High Commissioner for Refugees
(2023), as an individual who has been forced to flee their country of origin due to
a well-founded fear of persecution based on factors such as race, religion, nation-
ality, membership in a particular social group, or political opinion. Refugees are
unable or unwilling to return to their home country because of the threat to their
safety and are often granted international protection in host countries.

Transcultural health refers to the health needs and challenges of individuals and
communities from diverse cultural backgrounds. It emphasizes the importance
of understanding cultural differences in health practices, beliefs, and needs when
providing healthcare services (Spector, 2016).

Transcultural communities are formed by people from various cultural back-
grounds who share common experiences, such as migration or residing in multi-
cultural environments. The health needs of these communities are influenced by
their distinct cultural contexts, which shape their health behaviors and challeng-
es in accessing care (Spector, 2016).

6.2. The Impact of Migration on Health

Migration influences the health of individuals in several ways. Migrants may face im-
mediate health risks during their journey, including exposure to infectious diseases,
physical injury,and trauma. Refugees, in particular, are often exposed to conditions of
extreme vulnerability, such as overcrowded refugee camps, poor sanitation, and lim-
ited access to healthcare. These factors significantly affect their physical and mental
health (World Health Organization [WHO], 2021).

Refugees and migrants often have unique health needs that differ from those of
the host population, requiring care that is both effective and culturally sensitive.
This care must address the physical and mental health challenges shaped by the
migration experience. Additionally, refugees and migrants may encounter sig-
nificant barriers to accessing healthcare, including language and cultural differ-
ences, limited health literacy, experiences of discrimination, and restricted access

Global migration is expected to continue to increase as

climate change, conflict and economic disparities continue
to challenge peoples' lives. (Jarvis & Kirmayer, 2023)

126



Chapter 6

to mainstream health services. These challenges can influence their interactions
with the host country’s healthcare system and workforce, underscoring the need
for tailored and inclusive healthcare approaches (World Health Organization
[WHO], 2021).

Upon arrival in host countries, refugees and migrants may experience a range of
health challenges, including untreated chronic conditions, infectious diseases,
and mental health issues such as anxiety, depression, and post-traumatic stress
disorder (PTSD). These health issues are compounded by barriers to accessing
healthcare, including language and cultural differences, limited financial resourc-
es, and a lack of familiarity with the healthcare system (Kirmayer, et al., 2011).

6.3. Health Barriers for Migrants and Refugees
Language

One of the primary challenges that refugees and migrants face when seeking
healthcare is language. Limited proficiency in the host country’s language can
make it difficult for them to communicate their health concerns, understand
medical advice, and navigate the healthcare system. This can lead to misdiagno-
sis, inadequate treatment, and poor health outcomes (Gonzalez, 2022).

Health Literacy

Additionally, many migrants and refugees have low levels of health literacy, which
further complicates their ability to engage with healthcare services. Health lit-
eracy encompasses the ability to understand health information, follow medical
instructions, and make informed health decisions. Low health literacy can result
from limited education, lack of exposure to healthcare systems, or cultural differ-
ences in understanding health concepts (Nutbeam, 2008).

127



Cultural Differences

Cultural differences play a significant role in healthcare access and delivery. Many
refugees and migrants come from diverse cultural backgrounds with different be-
liefs, practices, and attitudes toward health and illness. Healthcare providers who
are unaware of or insensitive to these differences may inadvertently cause dis-
comfort, mistrust, or refusal of care (Vissandjée, et al., 2017).

Discrimination

Moreover, migrants and refugees may experience discrimination within the
healthcare system due to their ethnicity, immigration status, or socioeconomic
position. Discrimination can exacerbate mental health issues, discourage indi-
viduals from seeking care, and contribute to overall feelings of alienation and
mistrust of healthcare providers (Jarvis & Kirmayer, 2023).

In many host countries, refugees and migrants may have restricted access to
healthcare due to their immigration status. Even if healthcare services are avail-
able, financial constraints, such as the inability to afford insurance or out-of-
pocket costs, may prevent them from receiving timely care. These barriers often
lead to untreated health conditions, which can worsen over time (WHO, 2021).

Mental Health

Mental health is a critical but often overlooked issue among refugee and mi-
grant populations. The traumatic experiences of fleeing war, persecution, or
economic hardship, followed by the stress of resettlement in a new country,
can take a significant toll on mental health. Refugees are particularly vulnera-
ble to PTSD, depression, and anxiety due to the trauma they experienced dur-
ing displacement and the challenges of adapting to a new environment (Kir-
mayer, et al., 2011).

6.4. Integrating Global Health, Migration, Refugees, and
Transcultural Needs

The themes of global health, migration, refugee health, and transcultural com-
munities are deeply interconnected. Migrants and refugees often carry the burden
of health inequities, which are further compounded by systemic issues such as in-
adequate healthcare infrastructure and societal discrimination. To address these
challenges, a holistic approach is essential—one that recognizes the interplay be-
tween individual health outcomes and broader socio-political and economic fac-
tors (WHO, 2021).

This integration involves strengthening health systems to be inclusive of diverse
populations, promoting policies that protect the rights of migrants and refugees,
and fostering cultural competence in healthcare. International collaboration and
investment in global health initiatives are critical for building resilient health
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systems that can respond to the needs of all, regardless of their origin or status.
By embracing these principles, the global health community can move closer to
achieving health equity for all (IOM, 2023; Spector, 2016).

Refugees, whether internally displaced or forced to leave their home

countries, now exceed 100 million worldwide (UNHCR, 2022).

The health challenges faced by migrants, refugees, and transcultural communi-
ties are a microcosm of broader global health issues, reflecting disparities that re-
quire immediate attention and sustained action. Addressing these challenges calls
for inclusive policies, culturally competent care, and international cooperation. By
prioritizing equity and leveraging the strengths of diverse populations, the global
community can work toward a healthier and more inclusive world.
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Final Reflection: Connecting Migration and Health
to the EMPOWER Model

by Matgorzata Szkup

This chapter highlights how the complex realities of refugees and migrants directly in-
tersect with the goals of the EMPOWER model—especially in terms of Multiculturalism,
Effectiveness, and Wellness. It emphasizes the importance of culturally sensitive and
trauma-informed care, aligning with EMPOWER’s call for practices that respect diversity
and empower patients as active participants in their own care.

By addressing systemic barriers such as language, health literacy, and discrimination, the
chapter supports EMPOWER'’s focus on eliminating inequality and promoting inclusi-
ve, patient-centered care. The emphasis on mental health and structural challenges also
echoes the model’s commitment to Wellness, advocating for care that addresses both phy-
sical and psychological needs.

Moreover, through its advocacy for inclusive policy and international collaboration, the
chapter aligns with EMPOWER'’s vision of global professional responsibility and the ethi-
cal imperative to serve all patients with dignity and competence—regardless of origin, sta-
tus, or identity.

In summary, this chapter reinforces the EMPOWER model’s mission by showing that tran-
scultural care is not optional—it is essential to delivering ethical, effective, and compassio-
nate healthcare in a globalized world.
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Pandemics and climate change are interconnected crises that threaten
global development. The COVID-19 pandemic exposed vulnerabilities
in healthcare and economies, while climate change exacerbates issues
like food insecurity, displacement, and health disparities. Addressing

these challenges requires integrated, sustainable solutions to
ensure resilience, equity, and long-term progress.




Chapter 7

7.1. Introduction

Global health is a multifaceted discipline that addresses the health of populations
across borders, emphasizing equity, collaboration, and the interconnectedness of
health determinants. The challenges posed by climate change and pandemics have
intensified the global health crisis, disproportionately affecting vulnerable popu-
lations, including transcultural communities. These communities, often shaped
by migration and cultural diversity, face unique health needs that demand tailored
and culturally sensitive responses. This chapter explores the intersection of global
health, climate change, pandemics, and the health needs of transcultural commu-
nities, focusing on strategies to build equitable and resilient health systems.

Aims
Through this chapter students will enhance their attitudes, knowledge and skills in:

- Exploring the Impact of Global Crises: Examine how pandemics and climate
change affect global health, with a focus on vulnerable populations.

- Analyzing Vulnerabilities: Identify the health risks and systemic barriers
faced by transcultural communities, migrants, and refugees during global
health crises.

- Highlighting Interconnections: Understand the interconnected nature of
global health, climate change, and pandemics in shaping health outcomes.

- Promoting Resilient Health Systems: Advocate for policies and strategies
that strengthen health systems to be inclusive, culturally sensitive, and resil-
ient to future challenges.

- Supporting Global Collaboration: Emphasize the role of international coop-
eration in addressing health inequities and mitigating the impact of climate
change and pandemics.
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Learning Outcomes

By the end of this chapter, readers will be able to:

- Understand Key Concepts: Define and explain pandemics, climate change,
and their relevance to global health.

- Recognize Health Challenges: Identify the unique health challenges faced by
transcultural communities during global crises.

- Analyze Systems: Evaluate the vulnerabilities in healthcare systems exposed
by pandemics and climate change.

- Apply Strategies: Recommend culturally sensitive and inclusive approaches
to mitigate health disparities and improve resilience.

- Advocate for Change: Discuss the importance of global collaboration and eq-
uityfocused policies to address climate and health crises effectively.

Relevant Definitions and Terms

A pandemic is an outbreak of an infectious disease that occurs on a global scale,
crossing international boundaries and affecting a large number of people. Unlike
localized epidemics, pandemics involve widespread transmission, often resulting
in significant social, economic, and public health challenges (Centers for Disease
Control and Prevention [CDC], 2022).

Climate change refers to long-term shifts in temperatures and weather patterns,
primarily caused by human activities, such as burning fossil fuels and deforest-
ation. These changes significantly impact human health by exacerbating exist-
ing health problems and creating new challenges. For instance, climate change
increases the frequency of extreme weather events, worsens air quality, spreads
infectious diseases, and affects food and water security, disproportionately im-
pacting vulnerable populations (World Health Organization [WHO], 2021a).

7.2. Pandemics and Their Global Impact

The COVID-19 pandemic has underscored the vulnerabilities of global health sys-
tems and highlighted the critical importance of preparedness, equitable response,
and resilience in the face of pandemics. It exposed how fragile healthcare infra-
structure can be, especially in marginalized communities, including migrants,
refugees, and transcultural populations, who often lack access to adequate health-
care and social support systems (International Organization for Migration [IOM],
2023). These groups are particularly vulnerable due to language barriers, cultural
differences, and sometimes discriminatory healthcare practices. As a result, they
face significant challenges in accessing prevention and treatment measures dur-
ing health crises. The lessons learned from COVID-19, alongside previous pan-
demics like SARS, Ebola, and the 1918 influenza outbreak, emphasize the need for
robust public health infrastructure, timely communication, and equitable vaccine
distribution (World Health Organization [WHO], 2021b). Effective response strate-
gies must prioritize these vulnerable populations by implementing culturally tai-
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lored outreach programs and inclusive health policies that ensure all communities
are supported during pandemics.

Historically, pandemics have taught valuable lessons that inform current global
health strategies. The 1918 Influenza Pandemic demonstrated the importance of non-
pharmaceutical interventions, such as social distancing, wearing masks, and quar-
antining, which are still relevant in managing infectious diseases today (Centers for
Disease Control and Prevention [CDC], 2022). The HIV/AIDS pandemic underscored
the necessity for sustained global funding and the destigmatization of affected pop-
ulations, pointing to the need for long-term, multi-sectoral efforts to address both
the medical and social aspects of health crises (World Health Organization [WHO],
2021b). The SARS and Ebola outbreaks reinforced the importance of rapid disease de-
tection, containment strategies, and international collaboration to prevent the spread
of diseases across borders. These lessons continue to shape modern public health ap-
proaches and emphasize the need for preparedness at all levels.

Pandemics not only threaten human health but also disrupt economies on a mas-
sive scale. Lockdowns, travel restrictions, and quarantine measures, while essential
to controlling disease spread, often have severe economic consequences. Industries
such as tourism, transportation, and hospitality are hit hardest, resulting in wide-
spread unemployment and business closures. Low-income countries and vulnerable
workers, lacking financial safety nets or access to government support, experience
the brunt of these economic disruptions (IOM, 2023). The COVID-19 pandemic has
exacerbated existing inequalities, with poorer communities and countries facing
more severe health and economic consequences than wealthier ones.

During the COVID-19 pandemic, some ethnic groups faced

heightened levels of xenophobia and violence.

In addition to the economic impact, the COVID-19 pandemic also led to an increase
in xenophobia, racism, and violence, particularly against ethnic and migrant
groups. Certain communities, already marginalized before the pandemic, faced
heightened levels of discrimination as misinformation and fear surrounding the
virus spread. This social division created a barrier to effective public health meas-
ures, as trust in government and healthcare systems eroded in these communities
(World Health Organization [WHO], 2021b). As such, addressing the social deter-
minants of health, including racism and xenophobia, is critical in pandemic pre-
paredness and response.

To effectively combat future pandemics and mitigate their impact on global health,
it is essential to adopt an approach that integrates robust health infrastructure,
global collaboration, and social equity. By learning from past pandemics and ad-
dressing systemic vulnerabilities, we can create more inclusive and resilient glob-
al health systems that are better prepared for future health crises (I0M, 2023).
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7.3. Climate Change as a Global Health Threat

Climate change is increasingly recognized as one of the most significant threats
to global health. Rising temperatures, extreme weather events, and environmen-
tal degradation have direct and indirect impacts on human health. Climate-relat-
ed disasters, such as hurricanes, floods, and droughts, exacerbate malnutrition,
vectorborne diseases, and mental health conditions (Intergovernmental Panel on
Climate Change [IPCC], 2022).

Vulnerable populations, including transcultural communities and migrants, of-
ten bear the brunt of these effects. For instance, climate-induced migration forces
millions to relocate, often to areas with insufficient health infrastructure. Efforts
to mitigate these impacts include strengthening climate-resilient healthcare sys-
tems, implementing early warning systems for climate-related health risks, and
promoting sustainable development policies (World Health Organization [WHO],
2021a).

The interplay between climate change and global health extends to the increasing
burden of non-communicable diseases (NCDs). Rising temperatures and wors-
ening air quality contribute to respiratory and cardiovascular illnesses (World
Health Organization [WHO], 2021a). Prolonged exposure to heat can also exacer-
bate chronic conditions such as diabetes and kidney diseases. Moreover, the stress
caused by climate-related displacement and environmental degradation has been
linked to a rise in anxiety, depression, and other mental health disorders (Inter-
governmental Panel on Climate Change [IPCC], 2022). These challenges neces-
sitate a holistic approach that integrates climate adaptation and mitigation into
public health strategies.

Another critical dimension is the impact of climate change on food and water se-
curity. Erratic weather patterns and prolonged droughts disrupt agricultural pro-
ductivity, leading to food shortages and undernutrition, particularly in low-in-
come regions. Additionally, flooding and rising sea levels contaminate freshwater
supplies, increasing the prevalence of waterborne diseases like cholera and ty-
phoid. Addressing these issues requires global collaboration to ensure equitable
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access to nutritious food and clean water while promoting sustainable agricultur-
al practices (Centers for Disease Control and Prevention [CDC], 2021).

Effective action against climate change and its health implications depends on ro-
bust global governance. Governments, international organizations, and non-gov-
ernmental entities must collaborate to implement policies that prioritize health
equity and environmental sustainability (World Health Organization [WHOI,
2021a). Investments in renewable energy, green infrastructure, and education
campaigns to raise public awareness about climate-health connections are essen-
tial. Furthermore, fostering cross-sector partnerships between the health, envi-
ronmental, and economic sectors will ensure that solutions are both sustainable
and inclusive (UNEP, 2022).

Finally, community engagement plays a pivotal role in combating the health effects
of climate change. Empowering local communities through education, resources,
and participatory decision-making ensures that interventions are culturally ap-
propriate and effective (Centers for Disease Control and Prevention [CDC], 2021).
Grassroots efforts, combined with top-down initiatives, create a comprehensive
approach to addressing the multifaceted challenges posed by climate change.

By recognizing the interconnectedness of climate change and global health, the
international community can take proactive steps toward mitigating these im-
pacts. Strengthening health systems, promoting sustainable development, and
fostering resilience will be critical to safeguarding human health in an era of un-
precedented environmental change (Intergovernmental Panel on Climate Change
[IPCC], 2022).

7.4. Conclusion

iThe interconnectedness of global health, climate change, and pandemics pre-
sents complex challenges that require urgent, coordinated action. Vulnerable
communities, including migrants, refugees, and international populations, are
disproportionately affected by these crises, underscoring the need for inclusive
and culturally competent healthcare systems. By embracing policies that address
these issues at both the global and local levels, the global health community can
work toward building more resilient and equitable health systems, ensuring that
all people have access to the care and resources they need to thrive (Intergovern-
mental Panel on Climate Change [IPCC], (2022).

The intersections of global health, climate change, pandemics,
and health of culturally diverse population needs demand an

integrated and holistic approach. Strengthening health systems
involves investing in infrastructure, improving access to care,
and fostering international cooperation.
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Final Reflection: Linking Global Health Crises
to the EMPOWER Model

by Matgorzata Szkup

This chapter illustrates how climate change and the COVID-19 pandemic have exposed and
deepened existing health inequalities, disproportionately affecting transcultural commu-
nities, migrants, and refugees. As such, its content directly supports the core values of the
EMPOWER model, particularly in the areas of Effectiveness, Multiculturalism, Wellness,
and Education Resources.

By highlighting the need for resilient health systems, equitable health policies, and cultu-
rally sensitive responses, the chapter emphasizes the importance of cultural competence
in addressing global threats. Addressing patients’ psychological, linguistic, and social ne-
eds in times of crisis exemplifies person-centered care, a key EMPOWER principle.

The chapter also reinforces EMPOWER’s call for international collaboration and health
education, stressing that systemic, inclusive strategies are essential in the face of pande-
mics and climaterelated health risks.

In short, the chapter shows that resilience and equity in healthcare are achievable only
through the integration of cultural diversity—an idea at the heart of the EMPOWER model.
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Healthcare professionals must understand the global context of
healthcare to provide person-centered, culturally competent, and
ethically sound care (Malhotra, 2023; Leininger & McFarland, 2002).

By 2050, the global population aged 65 and older is expected to double
to 1.5 billion, representing 16% of the total population. While
advancements in healthcare and living conditions have increased
healthy life expectancy and fueled the growth of the "silver
economy,” challenges such as rising frailty, chronic diseases,

and health disparities among older adults persist, raising
important health equity concerns (Padeiro et al., 2023)




Chapter 8

8.1. Introduction

Population aging is a global trend driven by lower fertility rates and increased life
expectancy. Life expectancy has risen by 25 years since 1950, with individuals reach-
ing 65 now expected to live an additional 16.8 years. By 2030, the number of older
persons will surpass youth and double the number of children under five, with the
most rapid growth occurring in developing countries. This demographic shift is sig-
nificantly impacting caregiving needs, with increased demand for both formal and
informal care. The growing need for healthcare, care, and social support services calls
for expanded education in geriatrics and gerontology for healthcare and social care
professionals (United Nations International Day of Older Persons [UNIDOP], 2024).
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Graph 1. Young Children and Older People as a Percentage of Global Population:
1950-2050 (United Nationas. World Population Prospects: The 210 Revision).

Aims
Through this chapter students will enhance their attitudes, knowledge and skills in:

- Enhancing understanding of global aging trends and their implications for
healthcare.

- Promoting cultural competence in addressing the unique needs of culturally
diverse aging populations.

- Equiping students with strategies to improve health outcomes and equity for
diverse older adult communities.

Learning Outcomes
By the end of this chapter, readers will be able to:

- Explain global trends in aging and their impact on healthcare systems.

- Identify common challenges faced by transcultural aging communities.

- Apply principles of cultural competence in clinical scenarios involving older
adults.
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- Recognize relevant legislation and treaties supporting equitable care for ag-
ing populations.

- Reflect on strategies to balance professional responsibilities and personal
wellbeing in providing transcultural care.

Relevant Definitions and Terms

Aging: progressive physiological changes in an organism that lead to senescence, or
a decline of biological functions and of the organism’s ability to adapt to metabolic
stress. Aging begins as soon as adulthood is reached and is as much a part of hu-
man life as infancy, childhood, and adolescence. Physiological decline occurs across
all body systems, diminishing the body's ability to maintain homeostasis when faced
with stressors. This decline often makes it difficult to differentiate between patholog-
ical conditions and the normal aging process. Multisystem functional deterioration
reduces the capacity to cope with stressors, leading to decompensation and frailty,
which may present as confusion or reduced mobility. Symptoms like breathlessness
or falls often have multiple underlying contributing factors (Preston & Biddell., 2021).

Ageism: The Global Report on Ageism, developed by WHO in collaboration with the
Office of the High Commissioner for Human Rights, the United Nations Department of
Economic and Social Affairs and the United Nations Population Fund, defines ageism
as ‘Unfair treatment of people who are becoming old or who are old, the stereotypes
(how we think), prejudice (how we feel) and discrimination (how we act) towards oth-
ers or ourselves based on age. It can be institutional, interpersonal, or self-directed. It
begins in childhood and is socially constructed, affecting people of all ages. Ageism
has severe consequences, including reduced social well-being, lower quality of life,
poor mental and physical health, and increased risk of early death’ (WHO, 2021).

Cultural aging: refers to the process of aging that occurs within the context of
multiple or intersecting cultural backgrounds. It emphasizes how various cultural
factors influence perceptions, experiences, and expectations of aging. This con-
cept recognizes that aging is not a uniform experience and can be shaped signifi-
cantly by cultural norms, values, and practices (Fernandes, 2023).

144



Chapter 8

“Ageism in healthcare significantly affects the quality of care that older
adults receive. Stereotypes such as assuming all older patients are frail or
technologically inept can lead to inadequate or dismissive treatment.

Systemic barriers, including lack of age-friendly facilities and limited training
in geriatric care, exacerbate these issues” (Ayalon, Tesch-Romer, et al., 2018).

Transcultural care: Providing transcultural care is a professional responsibility
and moral obligation for healthcare workers, emphasized by global healthcare or-
ganizations. Culturally sensitive care enhances patients’ well-being, satisfaction,
and health outcomes. However, delivering such care is complex, requiring nurses
to understand diverse cultures, reflect on their own cultural biases, and apply re-
spectful, culturally appropriate interventions. This complexity is further influ-
enced by interpersonal, organizational, and systemic factors, making it challeng-
ing for healthcare workers and students to navigate within healthcare systems
while providing effective transcultural care (Shahzad, et al., 2021).

Principles and Values

Understanding global health and aging is vital for medical and health sciences stu-
dents’ due to the growing diversity in patient populations and the increasing num-
ber of aging individuals worldwide. The integration of transcultural care principles
ensures equity, respect for cultural diversity, and improved patient outcomes. The
principles and values of ageing and culturally competent healthcare emphasize re-
spect, inclusivity, and responsiveness to the diverse needs of older adults. These
principles aim to ensure that healthcare services are accessible, equitable, and effec-
tive in addressing the unique challenges faced by ageing populations, particularly
those from diverse cultural backgrounds (Hanefeld, et al., 2021; WHO,2015).

Key principles and values:

- Dignity and Respect: Every individual, regardless of age, deserves to be treat-
ed with dignity, respect, and fairness. This includes respecting the autonomy
and rights of older adults to make decisions about their own care and lives.

- Independence and Autonomy: Supporting older adults in maintaining their
independence, decision-making capabilities, and ability to live in a manner
that aligns with their preferences and values.

- Social Participation: Older adults should have opportunities to participate
fully in society, including in family, community, and work life, to combat iso-
lation and promote inclusion.

- Equity and Access: Striving to eliminate healthcare disparities and ensuring
that all cultural groups, including older adults from marginalized or minority
backgrounds, have equal access to quality care.

- Respect for Cultural Differences: Recognizing that cultural backgrounds in-
fluence how people perceive and experience health and illness and respect-
ing those differences in care delivery (WHO,2015).
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8.2. Aging of the Population as a Global Challenge
8.2.1. Demographic Shift

The phenomenon of population aging, often referred to as the "Silver Tsunami,’
marks a significant shift in demographic history. Traditionally, societies were youth-
ful, with children making up a large portion of the population and the elderly con-
stituting a small minority. This pattern was consistent across various civilizations
and religious or ideological systems. However, by 2020, a demographic shift occurred
where the elderly population began to outnumber the young. This global trend to-
wards aging began in industrialized nations and now characterizes the majority of
the world (Jakovljevic, et al., 2020). A realistic projection of a future with 95 million
older adults must strike a balance, considering both the challenges of caregiving and
the valuable contributions this population can offer (Greenlee, 2020; Longev,2021).

8.2.2. Ageing and Health

The COVID-19 pandemic has highlighted the vulnerability of geriatric care, re-
vealing a troubling truth: global healthcare systems are inadequately prepared to
meet the needs of an ageing population (Longev,2021).

WHO released the Baseline report for the Decade of Healthy Ageing, which provides
a snapshot of where we are in 2020 and where we aim to be by 2030. The report brings
together data available for measuring healthy ageing, presents the experience of coun-
tries that have been successful in starting healthy ageing initiatives, and discusses
what is needed to promote collaboration and better measure progress towards healthy
ageing. In the following video watch an introduction to the WHO Baseline report:

https://[youtu.be/ShmemfpkVLQ?si=GI4n1jzBSRopeHYx

Promoting healthy aging involves a holistic approach encompassing physical, men-
tal, and social well-being. Early interventions and lifestyle choices play a significant
role in mitigating the impact of age-related diseases and enhancing the quality of
life in older age (CDC,2024). The most common age-related diseases include neuro-
degenerative disorders, cancer, cardiovascular conditions, and metabolic disorders.

8.2.3. Dementia and Alzheimer Disease

Aging is the primary risk factor for developing neurodegenerative diseases like
Alzheimer Disease and Related Dementias (ADRD). Alzheimer's disease (AD), the most
prevalent neurodegenerative disorder globally, sees its incidence rise with advancing
age, posing challenges to healthcare systems and economies (Li, et al., 2021). In 2010,
dementia contributed to ten million disability-adjusted life years (DALYs) among
older adults, with 44% of the burden in low- and middle-income regions. Dementia
involves progressively disabling cognitive impairments and its behavioral and psy-
chological symptoms significantly impact quality of life, causing caregiver strain/
burden and often leading to institutionalization. The incidence of dementia doubles
approximately every 59 years, increasing from 3 per 1000 person-years at ages 60-64
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to 175 per 1000 person-years at age 95 and older. Early diagnosis is crucial, allowing
patients to engage in advanced care planning while they still have decision-making
capacity (Jakovljevic, et al., 2020). Despite improved access to health services, gaps in
equity and efficiency of dementia care and management remain.

Promoting Dementia Awareness

Promoting dementia awareness is crucial for improving outcomes, reducing stig-
ma, and fostering inclusive, supportive environments for individuals living with
dementia. Dementia awareness involves understanding the condition and rec-
ognizing the signs, symptoms, and risk factors (Alzheimer’s Association, 2021).
Early diagnosis can significantly improve the management and quality of life for
individuals with dementia (World Health Organization, 2020). Furthermore, pro-
moting dementia-friendly environments and reducing stigma are essential com-
ponents of dementia awareness, as they ensure inclusivity and support for those
affected by dementia (Alzheimer’s Disease International, 2021).

Benefits of Dementia Awareness:

- Increased early detection and treatment leading to better management of
symptoms.

- Better support for caregivers and families, reducing stress, burden and im-
proving quality of life.

- More dementia-friendly communities that foster inclusion, understanding,
and participation.

- Empowerment of individuals with dementia to remain active and engaged in society.

Dementia prevention

As people live longer, the number of people who live with dementia continues to rise,
this underscores the urgency of identifying and implementing prevention strate-
gies. Educating the public about modifiable risk factors, such as education, hearing
loss, hypertension, smoking, obesity, depression, physical inactivity, diabetes, alcohol
consumption, traumatic brain injury, air pollution, social isolation, untreated vision
loss, high LDL cholesterol, can also help in prevention efforts and significantly reduce
the risk of dementia. (Livingston, et al., 2020). The Lancet report suggests that mod-
ifying these 14 risk factors could prevent or delay nearly half of dementia cases. This
calls for ambitious prevention efforts, including both population-level policy chang-
es and individualized interventions. Prevention should prioritize equity and focus on
high-risk groups, with interventions beginning early and continuing throughout life.
The report stresses that risk is modifiable regardless of genetic predisposition (APOE
genetic status) and that multicomponent interventions can benefit individuals at
both high and low genetic risk (Livingston, et al., 2024).

Specific Recommendations include:

- Education: Ensure access to good quality education and encourage cognitive
stimulation in midlife.
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- Hearingloss: Make hearing aids accessible and reduce harmful noise exposure.

Depression: Treat depression effectively.
Head Protection: Encourage helmets for contact sports and cycling.

- Physical activity: Promote exercise to reduce dementia risk.

Smoking: Educate and regulate smoking, offering cessation support.

- Hypertension: Maintain systolic blood pressure of 130 mm Hg or less from

the age of 40 years
Cholesterol: Detect and treat high LDL cholesterol from midlife.
Weight management: Prevent and treat obesity early to reduce diabetes risk.

- Diabetes: Prevent and control Diabetes
- Alcohol consumption: Reduce excessive drinking through price control and

awareness.
Social participation: Reduce social isolation through age-friendly environ-
ments and community engagement.

Vision loss: Provide accessible screening and treatment for vision loss.

- Air pollution: Reduce exposure to harmful pollutants (Livingston, et al., 2024).
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Cultural Competence in Dementia Care

Cultural competence in dementia care is essential for providing effective and respect-
ful support to individuals from diverse backgrounds. It involves understanding and
integrating patients’ cultural beliefs, values, and practices into their care plans. This
approach enhances patient engagement, satisfaction, and overall care outcomes.

Key Aspects of Cultural Competence in Dementia Care:

- Understanding Cultural Perspectives: Recognizing that cultural beliefs sig-
nificantly influence how dementia is perceived, diagnosed, and managed. For
instance, in some cultures, dementia may be viewed as a natural part of ag-
ing, leading to delays in seeking medical intervention (Lark, et al., 2018)

- Communication: Addressing language barriers and understanding culturally
influenced communication styles are crucial. Effective use of interpreters and
culturally appropriate materials can improve patient-provider relationships
(Alzheimer's Society).

- Family Roles: In many cultures, family members are the primary caregivers
for older adults with dementia. Recognizing and respecting these family dy-
namics is vital for developing effective care plans (Shishira, 2024).

- Tailoring Interventions: Developing care plans that respect cultural dietary
preferences, caregiving traditions, and health beliefs while promoting evi-
dencebased practices.

- Building Trust: Establishing trust through culturally sensitive interactions, in-
cluding the use of nonverbal communication and engagement with communi-
ty resources, enhances patient comfort and cooperation. (Dementia UK, 2021).

8.3. Health Care Professionals Attitudes Towards Older Patients

Research indicates that healthcare professionals’ attitudes toward older people
significantly influence the quality of care and communication they provide. Stud-
ies highlight several key findings:

Negative Attitudes Impact Communication: Nurses with negative attitudes toward
aging tend to have shorter, more superficial, and task-oriented conversations with
older patients. These interactions often involve a patronizing tone and exclude pa-
tients from consultations or decision-making (Caris-Verhallen, et al., 1999).

Low Expectations and Detached Care: Nurses with unfavorable attitudes toward
older patients exhibit lower expectations for their rehabilitation and more de-
tached treatment. They are also less likely to use humor or remember older pa-
tients’ names, compared to younger patients (McLafferty & Morrison, 2004).

Exclusion from Medical Conversations: Across disciplines (physicians, nurses,
and social workers), older patients are often excluded from discussions about their
own care. Instead, healthcare providers may bypass them to communicate with
younger family members or make clinical decisions without meaningful input
from the patient. Reasons for this include a lack of self-awareness, the perception
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that discussing care with younger family members is easier and failing to regard
the older patient as an individual (Ben-Harush, et al., 2016).

Overall, these patterns reveal how ageism in healthcare can undermine patient-
centered care and compromise the dignity of older patients.

8.4. How Culture Influences Perception of Aging

In today's world, the combination of urbanization, rising living costs, and cultur-
al shifts driven by global interconnectedness is contributing to a transition from
traditional joint family systems, where the elderly are cared for at home, to more
institutional-based care systems. In many Eastern cultures, it is expected that
younger generations will care for their elderly family members, viewing it as a fa-
milial duty. As a result, older adults often receive care at home, frequently living
with their children or other younger relatives. In contrast, in countries like the
U.S,, it is common for older adults to reside in "retirement communities,” where
many choose to live independently within a community setting (Fernandes, 2023).

Perceptions of aging vary across cultures, influencing how older adults are viewed
and treated. In some cultures, older adults are respected for their wisdom, while
in others, aging may be seen negatively. This can affect their self-esteem and
well-being. Western societies often value youth and beauty, leading to a negative
view of aging. In contrast, many Eastern and African cultures value older adults
for their experience and knowledge, with strong family and community support
systems in place. Healthcare workers' understanding of these cultural differences
is crucial for providing personalized care, improving communication, supporting
family involvement in decision-making, and encouraging community engage-
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ment. Cultural awareness training enhances healthcare workers' ability to serve
older adults from diverse backgrounds (Mansor & Hui, 2020).

8.5. Challenges Faced by Older Immigrants Aging in Their Host
Countries

Economic difficulties: Older immigrants often face economic difficulties, being
overrepresented among vulnerable and disadvantaged groups. They tend to work
in lowpaying jobs with poor job security and minimal pension benefits, leading to
a reliance on state pensions in retirement. Even those with occupational pensions
typically receive low amounts due to periods of unemployment or early retire-
ment. Non-European older immigrants in Europe are particularly disadvantaged,
as they generally cannot transfer pension rights, unlike their European counter-
parts (Ayalon, Tesch-Romer et al., 2018).

Limited Access to Services: Older immigrants often face limited access to gov-
ernment services due to language barriers, lack of education, insufficient cultur-
al capital, and inadequate information. They also struggle with navigating bu-
reaucracy and often rely on family or community support. Professionals typically
attribute this underutilization of services to the immigrants themselves, rather
than systemic issues. However, the lack of inclusive policies, insufficient attention
from mainstream institutions, and inadequate multicultural training for service
providers contribute significantly to these accessibility challenges (Ayalon, Tesch-
Romer, et al., 2018).

SocialIsolation (Loneliness): Social isolation isasignificantand ongoing global is-
sueaffectingmany olderadults, particularlyimmigrantandrefugeeseniors.Itisoften

linked to factors such as racism, discrimination, language barriers, weak social
networks, and separation from friends and family. Identifying socially isolated
older adults remains a major challenge. A more comprehensive understanding
of social isolation is crucial for informing policy, program development, and re-
search aimed at supporting diverse older adults (Johnson, et al., 2021).

8.6. What do European Treaties and Conventions Say on the Topic?

While specific laws vary by country, common themes include anti-discrimina-
tion, social protection, healthcare access, and support for independent living. EU
treaties and legislation provide robust protections against age discrimination, fo-
cusing on protecting the rights of older adults, promoting their well-being, and
ensuring their participation in society.

Article 19 of the Treaty on the Functioning of the EU empowers the EU to legislate
against age discrimination (European Union, 2007). Article 21 of the Charter of
Fundamental Rights explicitly prohibits age discrimination, while Article 25 rec-
ognizes the elderly’s right to dignity, independence, and social participation (Eu-
ropean Union, 2000). The European Convention on Human Rights, though not
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explicitly addressing age discrimination, has had its anti-discrimination clause
interpreted to include age (Council of Europe, 1950). The European Court of Jus-
tice's (EC]) further establishes age non-discrimination as a general principle of EU
law, ensuring compliance across EU legislation - Mangold case (Mangold v. Helm,
2005). Mangold v Helm (2005) C-144/04 was a landmark case before the Europe-
an Court of Justice (ECJ) concerning age discrimination in employment. The case
involved Mr. Mangold, a 56-year-old worker in Germany, who was employed on
a fixed-term contract under German law, which permitted such contracts for older
workers without justification. He challenged the law, arguing that it discriminated
against him based on age. The ECJ held in its judgment the German law contra-
vened the Employment Equality Framework Directive, even though it did not have
to be implemented until the end of 2006. It said that, in general terms, legisla-
tion that lets employers treat people differently because of their age “offends the
principle” in international law of eliminating discrimination on the basis of age.
The ECJ ruled that national courts must set aside any provision of national law
which conflicts with the directive. Even before the full implementation of Directive
2000/78/EC (which prohibits age discrimination in employment), national courts
must disaply laws that are incompatible with EU fundamental principles.

European Social Charter of the Council of Europe: The European Social Charter
is a human rights treaty established by the Council of Europe. For over 60 years,
it has safeguarded the social and economic rights of citizens across Europe. In-
itially opened for signature on 18 October 1961 in Turin, Italy, the Charter has
evolved over time to address the challenges of modern societies by incorporating
new rights. Despite these revisions, the Charter remains central to the Council of
Europe’s core objectives—human rights, the rule of law, and democracy—under-
scoring that these ideals cannot be fully realized without the protection of social
rights. Article 23 is the first human rights treaty provision to specifically protect
the rights of the elderly. It encourages member states to ensure adequate income,
healthcare, and participation in social and cultural life for older adults. It enables
elderly persons to remain full members of society and requires States Parties to
establish an adequate legal framework making it possible to combat age-based
discrimination and providing for a procedure for “assisted decision-making”
(Council of Europe, 1961).

COUNCIL OF EUROPE

|\ European Charte
£ | Sacial sociale
Charter européenne

CONSEIL DE UEUROPE

Watch the related video “Protecting the rights of older persons”:
https://youtu.be/GB7Vr8tlOUE?si=aXOimGVI6xK8EAIC.

152



Chapter 8

Employment Equality Framework Directive (2000/78/EC) prohibits age discrim-
ination in employment and vocational training across the European Union. It aims
to ensure equal treatment and opportunities for individuals regardless of their age
in the workplace (European Commission. Legislation: Employment Equality Di-
rective (2000/78/EC).

WHO, Global Strategy and Action Plan on Ageing and Health (2016-2020): At the
World Health Assembly in 2016, 194 countries adopted a Global strategy and ac-
tion plan on ageing and health (2016—2030). The Strategy provided the vision and
objectives for 14 years (2016—2030), and an Action Plan outlining actions that need
to be taken between 2016—2020 to develop the evidence base and partnerships for
a Decade of Healthy Ageing (2021-2030).
e 11 The aim of the strategy was to enhance the
@ quality of life for older individuals by promot-
ing healthy aging and addressing the chal-
lenges posed by population aging. The plan
focused on ensuring that older adults can lead
independent lives and have access to the ser-
vices and support they need, while also foster-
ing a society that values their contributions.

The Strategy (2016—2020) had two goals:

- five years of evidence-based action to
maximize functional ability that reaches
every person

- by 2020, establish evidence and partner-
ships necessary to support a Decade of

Global strategy and action
plan on ageing and health

e — Healthy Ageing from 2020 to 2030.

WHO’s contributions to the Global Strategy on Ageing and Health (2016—2020)
significantly advanced its two main goals. For Goal 1, WHO played a crucial role
in strengthening the scientific evidence on healthy ageing, producing guidelines,
and advocating for ageing-related policies. The World Report on Ageing and Health
(WRAH) and other research efforts informed national strategies, leading to a grow-
ing number of countries developing policies aligned with the strategy. While this
progress cannot be solely attributed to WHO, it reflects increasing global awareness
of ageing and health issues. For Goal 2, WHO successfully mobilized Member States,
UN agencies, civil society, and researchers to lay the groundwork for the Decade of
Healthy Ageing (2021-2030). The draft proposal for the Decade outlined four key
areas of action, including tackling ageism, creating age-friendly environments,
improving integrated care, and expanding long-term care. WHO also launched in-
itiatives such as Healthy Ageing for Impact in the 21st Century, an online training
program for policymakers. However, challenges remain, including the need for
stronger leadership, clearer roles for partners, and more equitable country partici-
pation in the Decade’s implementation (WHO: Evaluation Report, 2020).
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The UN Decade of Healthy Ageing (2021-2030): a global initiative led by the World

Health Organization (WHO) as a continuation to Global Strategy on Ageing and
Health (2016—2020) aiming to promote the well-being, rights, and dignity of older
people. It aligns with the United Nations’ Sustainable Development Goals (SDGs)
and focuses on improving the quality of life for older populations worldwide.
The initiative recognizes the growing global aging population and aims to foster
healthy aging in an inclusive and sustainable manner. The UN Decade of Healthy
Ageing seeks to address the challenges and opportunities of an aging world by
fostering environments and systems that promote health, autonomy, and en-
gagement for older people. It emphasizes the importance of collaboration across
sectors and the need for innovative approaches to create age-friendly societies.
Key objectives include:

A) Combat Ageism:

Address stereotypes and discrimination against
older people while promoting positive views on
aging and their contributions.

Actions to Combat Ageism:

- Raise awareness through public education
campaigns about the value and potential of
older adults.

- Develop policies and laws to protect against
age-based discrimination in employment,
healthcare, and other areas.

- Promote intergenerational programs to en-
courage mutual understanding and break
down stereotypes between younger and old-
er generations.

B) Create Age-Friendly Environments:

Develop accessible public spaces and foster communities that support active and
healthy aging.

Age-Friendly Communities:

- Ensure accessible public spaces, transportation, and housing that meet the
needs of older individuals.

- Promote community engagement opportunities, including volunteering and
participation in social, cultural, and recreational activities.

- Improve accessibility to services such as healthcare, shopping, and enter-
tainment through physical and digital infrastructure.

C) Ensure Integrated Care:

Provide person-centered, comprehensive healthcare services tailored to the needs
of older individuals.
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Integrated Care Models:

- Emphasize coordination among primary care providers, specialists,and com-
munity-based services to address the complex health needs of older adults.

- Focus on preventive care, early diagnosis, and management of chronic condi-
tions to improve health outcomes and quality of life.

- Use technology such as telemedicine to increase access to care, especially for
those in remote or underserved areas.

“By acting together, we can add quality to quantity and give all people the chance
to lead a meaningful life, no matter their age. Together, we can make every year

count — not by the numbers, but by how we live and grow in between”

- UN Decade of Healthy Ageing, 2022

D) Support Long-Term Care:

Enhance long-term care systems to respect the rights, dignity, and preferences of
older adults with declining capacity.

Enhancing Long-Term Care Services:

- Develop community-based care options that allow older adults to age in place
rather than institutionalizing them.

- Provide adequate training and support for caregivers, including family mem-
bers and professional staff.

- Ensure long-term care policies address issues of abuse, neglect, and exploita-
tion.

- Overall, the initiative is a call to action for governments, civil society, and
stakeholders to improve the lives of older people, enabling them to live longer,
healthier, and more fulfilling lives (Decade of Healthy Ageing, 2022).

Watch the following video about Decade of Healthy Ageing:
https://youtu.be/2Ka3za3X5RRw?si=aTfBT505f1BLw7fB
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Final Reflection: Population Aging and the EMPOWER Model
by Matgorzata Szkup

This chapter emphasizes that global population aging presents significant challenges for
healthcare systems in terms of equity, empathy, and cultural adaptation—challenges that
align closely with the core pillars of the EMPOWER model, particularly Multiculturalism,
Professionalism, Wellness, and Education Resources.

The authors highlight the need for culturally competent geriatric care, the fight against
ageism, and the development of age-friendly environments—all of which support the
EMPOWER values of WELLNESS and EFFECTIVENESS. The emphasis on individualized
care for older adults and on recognizing their cultural identities and values mirrors EMPO-
WER’s call for respectful, reflective, and culturally aware healthcare.

The chapter also stresses the importance of dementia prevention and aging-related edu-
cation, reinforcing the Education Resources component of the model and promoting the
continuous development of healthcare professionals.

In short, this chapter strengthens EMPOWER’s core message: care for aging populations
must be culturally informed, ethically grounded, and focused on dignity and well-be-
ing—regardless of age or background.
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Effective multicultural communication and collaboration
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9.1. Introduction

Effective multicultural communication is vital for healthcare professionals work-
ing in increasingly diverse environments. Respect for diversity is a cornerstone
principle, as patients and colleagues bring unique cultural backgrounds, beliefs,
and values to the healthcare setting. Embracing this diversity not only fosters
trust but also improves patient outcomes and team dynamics. Empathy and un-
derstanding are equally essential; healthcare professionals must actively seek to
understand patients’ and colleagues’ perspectives, particularly regarding cul-
tural norms related to health, illness, and treatment. This requires cultural hu-
mility—a continuous willingness to learn about and adapt to cultural differences
without judgment. Clear and transparent communication is crucial, ensuring
that medical information is conveyed in a way that respects the patient’s cultural
context and avoids ambiguity. Active listening further supports these efforts, en-
abling professionals to address concerns effectively while building rapport. Con-
flict sensitivity, another key principle, empowers healthcare teams to manage
differences constructively, focusing on shared goals such as patient well-being
rather than cultural misunderstandings (Samovar, et al., 2017).

In addition to these principles, healthcare professionals should embrace values that
promote inclusivity and collaboration in their practice. Mutual respect is fundamen-
tal, as it acknowledges the inherent dignity of everyone, regardless of their cultural or
linguistic background. Inclusivity ensures that patients and colleagues feel valued and
empowered to express their perspectives, which is critical for shared decision-mak-
ing. Integrity and honesty in communication build trust, especially when addressing
sensitive topics related to health and care. Collaboration enhances team effectiveness
by leveraging diverse perspectives to develop innovative solutions. Equally important
is empowerment—encouraging marginalized groups, such as non-native speakers
or underserved communities, to actively participate in their care or professional en-
vironment. By adopting these principles and values, healthcare professionals create
a more equitable and effective system of care that not only respects cultural differ-
ences but uses them as a strength to enhance patient care and professional growth in
a multicultural healthcare context (Samovar, et al., 2017).

Aims
Through this chapter students will enhance their attitudes, knowledge and skills in:

- Developing effective communication skills, including active listening and
empathy. Through practical exercises and case studies, students will enhance
their ability to listen actively and empathetically. These skills are essential
for understanding patients’ needs, building strong therapeutic relationships,
and fostering a collaborative environment within healthcare teams.

- Defining key concepts related to multicultural communication, such as cul-
tural competence, linguistic diversity, implicit biases, and stereotypes. Un-
derstanding these concepts will help students navigate cross-cultural inter-
actions with confidence and respect.
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- Recognizing and overcoming barriers to multicultural communication, in-
cluding language differences, cultural misunderstandings, and unconscious
biases. Students will explore strategies to ensure respectful and effective in-
teractions with patients and colleagues from diverse backgrounds.

- Enhancing conflict resolution skills in multicultural contexts by learning
techniques to manage and resolve conflicts arising from cultural differences.
Through a focus on shared goals, such as patient well-being, students will devel-
op strategies to turn conflicts into opportunities for growth and collaboration.

Learning Outcomes
By the end of this chapter, students will be able to:

- to communicate effectively, including understanding the importance of ac-
tive listening and empathy, and clarity in their interactions with patients and
colleagues.

- understand the importance of culturally appropriate verbal and non-verbal
communication techniques, which are essential for building trust and un-
derstanding in diverse settings

- recognize and overcome barriers to multicultural communication. Stu-
dents will identify common challenges such as language differences, cultural
misunderstandings, implicit biases, and stereotypes. They will learn strate-
gies to address these barriers, ensuring respectful and effective interactions
with patients and colleagues from diverse backgrounds.

- encouraged to leverage the strengths of cultural diversity to foster innova-
tion and problem-solving within healthcare teams.

- resolve conflicts in multicultural contexts. Students will learn techniques
to manage and resolve conflicts arising from cultural misunderstandings. By
focusing on shared goals such as patient well-being, they will develop strat-
egies to turn conflicts into opportunities for growth and collaboration.

Relevant Definitions and Terms

Understanding key definitions and terms provides a basic framework for medical
and health science students to navigate the healthcare system, where diversity
among patients and professionals is increasingly commonplace.

Multicultural communication refers to exchanging information and ideas among
individuals from diverse cultural backgrounds in ways that respect and bridge
cultural differences. According to Gudykunst (2003), it emphasizes understanding
the nuances of verbal and non-verbal communication across cultures to achieve

mutual understanding. In healthcare, multicultural communication is about
language proficiency and recognizing cultural values, beliefs, and practices that
influence patient behaviour and treatment outcomes.
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Effective cultural communication refers to the ability of individuals or groups to
effectively exchange information and understand meanings within the context of
cultural diversity. This includes verbal, non-verbal, and symbolic communication

(Gudykunst, 2005). Effective communication can be achieved through strategies
such as active listening, avoiding assumptions and stereotypes, and using inclu-
sive language and behaviour. Active listening involves paying close attention to
speakers with the intent to understand and empathize, considering cultural con-
texts (Brownell, 2012). Avoiding assumptions and stereotypes requires refrain-
ing from generalizations or prejudiced judgments based on cultural differences,
focusing instead on individual experiences (Hofstede, et al., 2010). Inclusive lan-
guage and behavior ensure all individuals feel respected, regardless of their cul-
tural backgrounds (Neuliep, 2020).

Linguistic competence refers to the ability of healthcare systems and providers
to communicate effectively with patients in their preferred language, including
the provision of interpretation and translation services. This term emphasizes the
elimination of language barriers in care delivery (Office of Minority Health, 2001).

Verbal communication in healthcare refers to the use of spoken or written lan-
guage to convey information between healthcare professionals and patients. This
includes providing clear, accurate, and culturally sensitive explanations about di-
agnoses, treatments, and procedures (Silverman, et al., 2013).

Nonverbal communication encompasses facial expressions, body language, eye
contact, touch, proxemics (personal space), tone of voice, silence and other non-
verbal cues that can significantly influence how messages are received and in-
terpreted (Hall, 1976). In multicultural contexts, understanding cultural differenc-
es in nonverbal communication is crucial to avoid misunderstandings and build
trust with patients from diverse backgrounds.
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Team communication in multicultural healthcare settings refers to the exchange
of information, ideas, and feedback among professionals from diverse cultural
backgrounds. Effective team communication relies on cultural awareness, ac-
tive listening, and conflict resolution strategies. According to Reeves, et al. (2010),
highperforming multicultural teams demonstrate adaptability, mutual respect,
and shared goals, which are critical for patient safety and care quality.

Barriers to effective communication include language differences, cultural mis-
understandings, and misinterpretation of non-verbal cues (Samovar, et al., 2017).

Commitment to dialogue and collaboration involves the willingness of individ-
uals and groups to engage in open, mutual dialogue and strive for joint solutions
that are based on respect for cultural diversity and trust. It emphasizes the impor-
tance of fostering relationships through shared understanding and cooperation
(Buber, 1970; Isaacs, 1999). Building trust in multicultural environments requires
honesty, respect, and consistency in actions and communication (Ting-Toomey &
Chung, 2012).

Dialogic approaches are essential for understanding diverse perspectives. Two-
way communication, which involves active listening and an openness to other
viewpoints, strengthens dialogue and fosters shared understanding (Bakhtin, 1981).

Collaborative practices further support commitment by engaging stakeholders in

decision-making processes and co-creating solutions that integrate and respect
diverse cultural insights. Engaging stakeholders ensures their active participa-
tion and consideration of their cultural values (Freeman, 2010), while co-creating
solutions emphasizes the integration of diverse viewpoints to address common
challenges (Gray, 1989).

Conflict resolution in multicultural settings is an essential component of collab-
oration. Effective strategies include mediation based on mutual respect and col-
laboration, with a focus on identifying shared values to resolve disputes construc-
tively (Deutsch, et al., 2011).

9.2. Intercultural Communication in Healthcare
9.2.1. Theoretical Models of Intercultural Communication

Theoretical models in multicultural communication are increasingly applied to
healthcare to address disparities in patient outcomes caused by cultural differ-
ences. These disparities often arise from misaligned expectations between pa-
tients and healthcare providers, language barriers, and differing cultural beliefs
about health and illness. Research highlights that culturally competent commu-
nication can bridge these gaps, fostering better understanding and collaboration
between providers and patients. This approach improves trust, which is founda-
tional for effective therapeutic relationships, increases adherence to treatment
plans by aligning care with the patient’s cultural values, and enhances overall
patient satisfaction by creating a more inclusive and respectful healthcare expe-
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rience. Models such as the Cultural competence continuum emphasize that cul-
tural competence is not a static achievement but a dynamic, ongoing process. The
continuum includes several stages: cultural destructiveness, cultural incapacity,
cultural blindness, cultural pre-competence, cultural competence, and cultural
proficiency. Healthcare providers are encouraged to move beyond basic cultur-
al awareness, which involves simply recognizing cultural differences, to cultural
proficiency. At this level, providers actively incorporate cultural knowledge and
understanding into their communication and practice, ensuring that care is tai-
lored dynamically to each patient's unique cultural background (Campinha- Ba-
cote, 2002). Researchers agree that culturally competent communication is not
limited to interactions between providers and patients but also extends to or-
ganisational practices within healthcare systems. Institutions are encouraged
to create policies and frameworks that support cultural competence at all levels.
This includes hiring staff from diverse cultural backgrounds, providing regular
training on intercultural communication, and ensuring access to professional
interpreters and culturally appropriate educational materials. This systemic ap-
proach complements the individual efforts of healthcare providers and fosters an
environment where culturally appropriate care is the norm. In practice, culturally
competent communication creates opportunities for shared decision making in
which patients feel empowered to express their preferences and concerns. This
participatory approach not only improves patient outcomes but also reduces the
likelihood of misunderstanding and conflict. For example, studies have shown
that patients are more willing to adhere to prescribed treatments when healthcare
providers take the time to understand and integrate cultural beliefs about tradi-
tional healing practices, incorporating their preferred cultural remedies. This ho-
listic approach demonstrates respect for the patient’s cultural identity and builds
trust and co-operation in the treatment process (Campinha-Bacote, 2002).

9.2.2. Challenges of Linguistic and Cultural Barriers

Language differences remain a critical barrier in healthcare communication. Pa-
tients with limited proficiency in the dominant language often experience lower
quality of care due to miscommunication, misunderstanding, or inadequate ex-
planations of their medical conditions and treatment options. This can lead to
decreased patient satisfaction, reduced adherence to treatment plans, and worse
health outcomes. For instance, studies have shown that language barriers can
contribute to higher rates of hospital readmissions, medication errors, and delays
in receiving care (Flores, 2006). Patients with limited English proficiency (LEP)
often face challenges in accessing healthcare services, receive lower quality care,
and experience poorer health outcomes. LEP is an independent factor contribut-
ing to health disparities and it could exacerbate the negative impact of other social
determinants of health (Schwei, et al., 2016; American Medical Association, 2021).
Furthermore, the stress and anxiety caused by an inability to communicate effec-
tively with healthcare providers often exacerbate patients’ conditions, particularly
in urgent or emergency settings (Ulrey & Amason, 2001; Paternotte, et al., 2015).
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Professional medical interpreters improve communication by accurately con-
veying medical terminology and cultural nuances, reducing errors and fostering
patient trust. However, access remains inconsistent due to financial, staffing, and
logistical challenges, with facilities in smaller towns often relying on less personal
remote interpreting methods (P6chhacker, 2015).

Cultural barriers significantly impact healthcare communication, influencing be-
liefs, decision-making, and perceptions of treatment. Collectivist cultures, such as
those in East Asia or Latin America, emphasize family involvement in healthcare
decisions, which may delay care if consensus is lacking. Conversely, individualist
cultures, like those in North America and Western Europe, prioritize autonomy,
often viewing family involvement as intrusive (Hofstede, et al., 2010). Cultural be-
liefs about illness, such as spiritual or holistic interpretations, can shape patients’
willingness to follow medical advice, with some prioritizing prayer or traditional
remedies over conventional treatments. Misinterpreting these norms can lead to
inappropriate treatment or inadequate pain management, undermining patient
trust and care quality (Samovar, et al., 2017). Cultural variations in attitudes to-
ward pain and emotional expression present significant challenges in healthcare.
While some cultures value stoicism, others encourage vocalizing pain to ensure
recognition. Misinterpreting these norms can lead to underestimation or overes-
timation of a patient’s condition, resulting in suboptimal treatment. For instance,
providers unaware of cultural tendencies to underreport pain may inadequately
manage a patient’s discomfort, leading to insufficient care (Samovar, et al., 2017).

9.2.3. Patient-Centered Communication in Multicultural Settings

Studies show that addressing linguistic and cultural barriers through cultural
competence significantly improves healthcare outcomes. This includes employing

professional interpreters, using culturally adapted materials, and engaging in
continuous training to respect diverse norms (Flores, 2006, Samovar, et al., 2017).
Research also highlights the effectiveness of patient-centred communication
models, such as the LEARN framework, which guides healthcare professionals to
Listen to patients’ concerns, Explain their perspective, Acknowledge cultural dif-
ferences, Recommend appropriate treatment, and Negotiate a mutually acceptable
care plan. This structured approach fosters meaningful dialogue, validates patient
perspectives, and aligns care plans with cultural values, ultimately creating a more
inclusive and supportive healthcare environment (Samovar, et al., 2017).

Non-Verbal Communication in Cross—-Cultural Healthcare

Non-verbal communication plays a critical role in healthcare interactions, par-
ticularly when language barriers exist. Eye contact, gestures, touch, and physical
space preferences vary widely across cultures and can impact patient perceptions
of care. Studies show that training providers to recognize and adapt to cultural
variations in non-verbal communication improves the patient experience and
builds trust (Samovar, et al., 2017; Ting-Toomey & Chung, 2012).
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The Role of Technology in Cross-Cultural Healthcare Communication

Digital tools, including telemedicine and mobile health apps, offer promising
solutions for addressing cultural and linguistic barriers in healthcare, particular-
ly for underserved populations. Their effectiveness, however, relies on culturally
sensitive design, with user interfaces and content tailored to literacy levels, tech-
nological familiarity, and cultural norms (Aceto, et al., 2018). Studies show that
challenges include the digital divide, as low-income and areas of digital exclusion
populations often lack access to necessary infrastructure, and privacy concerns,
which may vary by culture and affect trust in these technologies. Addressing
these issues requires investments in equitable infrastructure and culturally at-
tuned healthcare policies (Lythreatis, et al., 2021).

9.3. Strategies for Effective Cultural Communication

Effective communication is fundamental to delivering high-quality healthcare,
especially in culturally diverse environments. It ensures that healthcare provid-
ers can establish trust, understand patient needs, and deliver appropriate care.
Healthcare professionals can use strategies to improve communication with pa-
tients and colleagues.

1. Active Listening

Active listening is the cornerstone of effective communication. It involves fully
concentrating on what the speaker is saying, understanding their message, and
responding thoughtfully.

2. Using Clear and Simple Language

Medical jargon can be confusing or intimidating to patients, especially those with
limited health literacy. Simplifying language and avoiding technical terms en-
sures that patients understand their diagnosis, treatment options, and care in-
structions.

3. Being Culturally Sensitive

Cultural sensitivity involves recognizing and respecting the cultural beliefs, val-
ues, and practices of patients. In diverse healthcare settings, cultural sensitivity
helps providers to avoid misunderstandings and provide care that aligns with the
patient’s cultural context.

4. Non-Verbal Communication

Non-verbal communication, such as facial expressions, gestures, and body lan-
guage, plays a significant role in healthcare interactions. Providers must be mind-
ful of their non-verbal cues and learn to interpret those of patients from different
cultural backgrounds.

5. Building Trust and Rapport

Trust is essential in the patient-provider relationship. When patients trust their
healthcare providers, they are more likely to share important information, ad-
here to treatment plans, and feel satisfied with their care.
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Strategies for Effective Communication in Healthcare
1. Active Listening

2. Using Clear and Simple Language

3. Being Culturally Sensitive

4. Non-Verbal Communication

5. Building Trust and Rapport

6. Using Technology to Support Communication
7. Encouraging Shared Decision-Making

8. Addressing Language Barriers

9. Providing Empathy and Emotional Support

6. Using Technology to Support Communication

Digital tools, such as electronic health records (EHRs), telemedicine platforms,
and patient portals, can enhance communication between healthcare providers
and patients. These technologies facilitate the exchange of information, improve
access to care, and allow for better patient engagement.

7. Encouraging Shared Decision-Making

Shared decision-making involves patients and providers working together to make
healthcare decisions that align with the patient’s preferences and values. This collab-
orative approach leads to improved patient satisfaction and better health outcomes.

8. Addressing Language Barriers

Language barriers can impede effective communication, leading to misdiagnoses,
medication errors, and reduced patient satisfaction. Overcoming these barriers is
critical for ensuring equitable healthcare delivery.

9. Providing Empathy and Emotional Support

Empathy is the ability to understand and share the feelings of another person. In
healthcare, showing empathy fosters a strong patient-provider relationship and
helps patients feel supported during stressful times.

9.3.1. Active Listening in a Multicultural Context for Healthcare
Professionals

Active listening is a fundamental communication skill for healthcare profession-
als, especially in multicultural contexts. In diverse healthcare environments, ef-
fective listening goes beyond merely hearing words; it requires understanding
cultural nuances, acknowledging emotions, and demonstrating respect for the
patient’s perspective.

Active listening in multicultural contexts involves several key components:

1. Attentiveness

- Maintain eye contact (wWhere culturally appropriate) and focus on the patient
without distractions.

- Usebody language, such as nodding or leaning slightly forward, to show engagement.

- Avoid interrupting or finishing the patient’s sentences.
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2. Clarification

- Ask open-ended questions to encourage patients to elaborate on their con-
cerns (e.g., “Can you tell me more about what you’re experiencing?”).

- Request clarification when necessary to ensure understanding (e.g., “What
do you mean when you say you feel ‘heavy’?”).

3. Reflection

- Paraphrase the patient’s statements to confirm understanding (e.g., “So,
you’re saying that the pain is worse in the evenings?”).

- Reflect on the patient’s emotions to show empathy (e.g., “It sounds like this
has been very frustrating for you.”).

4. Empathy

- Demonstrate understanding of the patient’s feelings and cultural perspective.
- Validate the patient’s emotions (e.g., “I can see how this situation would make
you feel anxious.”).

5. Summarization

- Summarize the key points of the conversation to ensure that both parties are
on the same page.
- Confirm next steps and any follow-up actions.

Cultural differences can influence how patients communicate their needs and re-
spond to healthcare providers. Being aware of these differences is essential for
effective active listening in multicultural contexts.

Strategies for Culturally Sensitive Active Listening:

- Be mindful of non-verbal cues, such as facial expressions, gestures, and tone
of voice, which may vary across cultures.

- Adapt your communication style to match the patient’s preferences (e.g., be-
ing more formal or informal depending on the cultural context).

- Avoid making assumptions based on stereotypes; treat each patient as an in-
dividual.
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Healthcare professionals may encounter challenges when practicing active listen-
ing in multicultural contexts:

- Time Constraints: Limited time during consultations can make it difficult to

listen actively.

- Implicit Bias: Unconscious biases may affect how providers perceive and re-

spond to patients.

- Language Barriers: Even with interpreters, subtle nuances in language may

be lost.

- Emotional Stress: Providers may feel overwhelmed by the emotional de-

mands of listening to patients’ concerns.

Overcoming These Challenges:

- Prioritize active listening for complex or sensitive cases, even if time is limited.
- Reflect on personal biases and seek cultural competence training to mini-

mize their impact.

- Use checklists or communication frameworks, such as the LEARN model (Lis-

ten, Explain, Acknowledge, Recommend, Negotiate), to guide interactions.

- Practice self-care to manage stress and maintain emotional resilience.

9.3.2. Using Clear and Simple Language in a Multicultural

Healthcare Context
To communicate effectively, healthcare professionals should adopt the following
principles:

1. Avoid Medical Jargon: Use everyday terms instead of technical language. For
example, say "high blood pressure” instead of "hypertension.”

2. Be Direct and Specific: Avoid vague statements. Instead of saying, "You mi-
ght need to take this,” say, "Take this medication once a day after meals.”

3. Use Short Sentences: Break complex ideas into smaller, more digestible
parts. For instance, instead of, "The medication is for reducing inflamma-
tion, which helps alleviate pain and swelling," say, "This medicine reduces
swelling and pain.”

4. Incorporate Visual Aids: Use diagrams, charts, or pictures to explain proce-
dures or conditions when possible.

5. Ask for Feedback: Confirm understanding by asking the patient to repeat
the information in their own words.

6. Speak at a Comfortable Pace: Speak slowly and clearly, especially if the pa-

tient’s first language differs from yours.

Strategies for Multicultural Communication

- Learn Key Phrases: Knowing basic words in the patient’s language, like "pain,’

"medication,” or "help,” can make a big difference.

- Be Aware of Cultural Norms: Understand that cultural backgrounds influence
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sionals. For example, in some cultures, patients may be reluctant to ask ques-
tions or voice concerns.

- Use Professional Interpreters: When language barriers are significant, use
trained interpreters rather than relying on family members, who might lack
medical knowledge or add personal biases.

- Be Patient and Open-Minded: Give patients time to process information and ask
questions. Avoid making assumptions about their understanding or preferences.

- Acknowledge Non-Verbal Cues: Body language, facial expressions, and tone
of voice can provide valuable insight into whether a patient understands or
feels comfortable.

9.3.3. Being Culturally Sensitive in a Multicultural Healthcare Setting

Cultural sensitivity involves recognizing, respecting, and valuing cultural differ-
ences. It goes beyond mere awareness to actively adapt communication, behav-
iours, and care plans to meet patients' cultural needs. Healthcare professionals
must understand that culture affects how individuals interpret symptoms, seek
care, adhere to treatments, and perceive healthcare systems.

Principles of Cultural Sensitivity

- Self-awareness: Reflect on your cultural biases, values, and assumptions. Rec-
ognizing personal preconceptions helps you avoid imposing them on patients.

+ Cultural Knowledge: Learn about common cultural beliefs and practices rel-
evant to your patient population. While generalizations can provide context,
remember that each patient is unique.

Scenario: A patient from a different cultural
background arrives with symptoms of diabetes
but struggles to understand medical terms.

- Use Clear Language: Instead of saying,
"Your glucose levels indicate hyperglyce-
mia," say, "Your blood sugar is too high."

- Visual Aid: Show a chart with normal and
high blood sugar levels.

- Feedback: Ask, "Can you tell me what you
understand about your blood sugar levels?"

- Cultural Sensitivity: If the patient’s diet
is culturally specific, discuss foods that
align with their traditions but also sup-
port their health.

Practical Example

17



- Empathy and Respect: Approach every patient’s interaction with empathy,

seeking to understand their perspectives and showing respect for their val-
ues and preferences.

- Effective Communication: Use clear, jargon-free language. When necessary,

work with interpreters to ensure accurate understanding.

- Adaptability: Be flexible and willing to modify your approach to align with

a patient’s cultural context.

Practical Strategies for Culturally Sensitive Care

1. Building Trust:

- Begin by introducing yourself and explaining your role.
- Show genuine interest in the patient’s background and preferences.
- Use active listening techniques, such as maintaining eye contact (if culturally

appropriate) and nodding.

2. Understanding Cultural Beliefs About Health:

- Ask open-ended questions to uncover cultural beliefs about illness and treat-

ment. For example, “How do you view your illness?” or “Are there any tradi-
tional practices you follow?”

- Respect traditional healing practices and, where possible, integrate them

with biomedical treatments.

3. Addressing Language Barriers:

- Use professional interpreters rather than relying on family members, as this

ensures accuracy and maintains patient confidentiality.

- Provide written materials in the patient’s preferred language.
- Learn key phrases in the languages commonly spoken by your patients.

4. Navigating Cultural Differences:

- Be aware of cultural norms related to gender roles, modesty, and physical

touch. For instance, some patients may prefer a healthcare provider of the
same gender.

- Understand cultural variations in expressions of pain, grief, or emotions.
- Avoid making assumptions based on stereotypes; ask patients about their

preferences.

5. Encouraging Patient Participation:

- Involve patients and their families in decision-making processes, as family

dynamics play a significant role in many cultures.

- Explain treatment options clearly, ensuring patients understand and feel
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Challenges and How to Overcome Them

- Time Constraints: Allocating extra time for culturally sensitive care may be
challenging. Prioritize building rapport early to streamline future interac-
tions.

- Lack of Cultural Knowledge: Stay informed through training, workshops, and
resources on cultural competence.

- Implicit Bias: Use tools like implicit association tests to identify and mitigate
unconscious biases.

Being culturally sensitive is fundamental to delivering high-quality care in a mul-
ticultural healthcare setting. It requires ongoing self-reflection, learning, and
adaptability. By understanding and respecting patients’ cultural backgrounds,
healthcare professionals can build trust, improve health outcomes, and ensure
that every patient feels valued and cared for. Cultural sensitivity is not just about
providing treatment—it’s about fostering a healing relationship grounded in mu-
tual respect and understanding.

9.3.4. Non-Verbal Communication

Non-verbal communication constitutes a significant portion of human interac-
tion, often supplementing or even replacing verbal communication. In healthcare,
it becomes particularly important when language barriers exist. For example,
a smile or a nod can reassure a patient, even if they do not understand the spoken
language. Similarly, observing a patient’s body language, such as signs of discom-
fort or anxiety, can alert healthcare professionals to unspoken concerns.

Non-verbal communication can be divided and applied in healthcare:

Facial Expressions

Importance: Facial expressions convey
emotions such as empathy, concern,
and understanding.

In Practice:

- Awarm smile can put patients at ease.

- Avoiding expressions of frustration or
disapproval can help maintain trust.
Use gentle and encouraging expressions

« when delivering sensitive information.
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Proxemics (Personal Space)

Importance: Respecting personal space
is essential to making patients feel
comfortable.

In Practice:

« Maintain an appropriate distance based
on the patient’s comfort level and cultural
norms.

+ Recognize that some patients may prefer
more space, while others may feel reassured
by closeness.

Touch

Importance: Touch can convey empathy,
support, and reassurance, especially in
emotional or critical situations.

In Practice:

- Use a gentle touch on the shoulder or hand
to comfort patients, but always be mindful of
cultural boundaries or personal preferences.

- Avoid unnecessary or excessive physical
contact, which

Silence

Importance: Silence can provide space for
patients to process information and feel
comfortable sharing their thoughts.

In Practice:

- Allow moments of silence during difficult
conversations.

« Use silence strategically to encourage patients
to speak without feeling rushed.

Appearance and Professionalism

Importance: A healthcare provider's
appearance conveys competence
and credibility.

In Practice:

+ Maintain a clean, professional look that
aligns with workplace standards.

- Wear identification badges prominently to
help patients feel secure.
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Integrating Non-Verbal Communication into Practice:

- Self-Awareness: Regularly assess your non-verbal behaviors to ensure they
align with your intended message.

- Patient Observation: Pay attention to patients’ non-verbal cues, such as body
language or facial expressions, to better understand their feelings and con-
cerns.

- Consistency: Ensure that your non-verbal communication complements your
verbal messages for clarity and trust.

Cultural Variations in Non-Verbal Communication

Non-verbal cues are not universal; they vary widely across cultures. A gesture or
facial expression that conveys one meaning in one culture may have a completely
different or even opposite meaning in another. For instance:

- Eye Contact: In Western cultures, maintaining eye contact often signifies at-
tentiveness and honesty. However, in some Asian or Middle Eastern cultures,
prolonged eye contact may be considered disrespectful or confrontational.

- Touch: In many Western countries, a gentle touch on the arm can convey em-
pathy. However, in other cultures, physical touch may be inappropriate, espe-
cially between genders.

- Gestures: Hand gestures, such as a thumbs-up or an okay sign, are positive in
some cultures but offensive in others.

- Personal Space: Cultures vary in their norms regarding personal space. While
North Americans may prefer a larger personal distance, people from Latin
American or Mediterranean cultures may feel more comfortable standing closer.

Understanding these differences is essential for healthcare professionals to avoid
miscommunication and unintentional offense.

Observing and Interpreting Non-Verbal Cues

Healthcare providers must develop strong observational skills to interpret
non-verbal cues accurately. For example:

- Facial Expressions: A patient’s expression can reveal pain, confusion, or fear
even if they do not verbalize it.

- Posture and Movement: A slouched posture may indicate fatigue or depres-
sion, while fidgeting could signify anxiety.

- Paralanguage: Tone, pitch, and pace of speech, even in a language the provid-
er does not understand, can provide insight into a patient’s emotional state.

Adapting Non-Verbal Communication to Multicultural Contexts

To ensure effective communication, healthcare professionals should adapt their
nonverbal behaviour according to the patient’s cultural background:

+ Cultural Sensitivity Training: Regular training sessions can help staff under-
stand cultural norms and avoid common pitfalls.
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- Patient-Centered Approach: Observing the patient’s comfort levels and mir-
roring their non-verbal cues can help establish rapport.

- Using Visual Aids: Diagrams, pictures, or videos can overcome language barri-
ers and ensure patients understand instructions or procedures.

9.3.5. Building Trust and Rapport in Multicultural Healthcare Communication

Trust is the foundation of any patient-provider relationship. It is cultivated when-
patients feel that their healthcare providers are competent, empathetic, and re-
spectful of their needs. Rapport, on the other hand, involves creating a positive
connection through mutual understanding and effective communication. To-
gether, trust and rapport help reduce anxiety, improve patient satisfaction, and
encourage active participation in healthcare decisions.

Challenges in Multicultural Settings
Building trust in multicultural contexts presents unique challenges. These may include:

- Language Barriers: Limited proficiency in the dominant language can hinder
clear communication, leading to misunderstandings.

« Cultural Differences: Variations in values, beliefs, and practices can affect per-
ceptions of illness, treatment, and healthcare professionals.

- Past Experiences: Patients from marginalized or minority communities may
bring a history of distrust toward medical systems due to discrimination or
unequal treatment.

Overcoming these challenges requires healthcare providers to adopt culturally
sensitive communication strategies.

Strategies for Building Trust and Rapport

Building trust and rapport in multicultural healthcare settings requires cultur-
al competence, empathy, active listening, and clear communication. Overcoming
challenges such as language barriers and cultural differences is crucial for creat-
ing a positive patient experience. By developing these skills and practicing effec-
tive communication strategies, healthcare professionals can ensure equitable and
compassionate care for all patients, regardless of their background.

9.3.6. Using Technology to Support Communication in Multicultural Healthcare

Technology has revolutionized healthcare communication, making it possible
to connect with patients from various linguistic and cultural backgrounds. Tools
such as mobile apps, video conferencing, and electronic health records (EHRSs) not
only improve communication but also help healthcare professionals provide cul-
turally appropriate care. In multicultural settings, technology can:

- Facilitate real-time language translation.
- Provide visual aids to explain medical concepts.
- Enhance patient education with accessible and culturally relevant materials.
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Key Technologies Supporting Multicultural Communication

There are several technologies that healthcare professionals can use to overcome
communication barriers in multicultural settings:

« Translation and Interpretation Apps:

o Applications like Google Translate, MediBabble, and Care to Translate are
designed for medical use and support healthcare providers in translating
medical terms and phrases.

o While these tools are helpful, it’s important to validate translations, espe-
cially for complex or sensitive medical information.

« Telehealth Platforms:

o Telehealth services often include integrated interpretation features, al-
lowing patients and providers to communicate through live interpreters or
video captions.

o Video consultations with culturally matched interpreters can improve pa-
tient comfort and trust.

- Electronic Health Records (EHRS):

o EHR systems can store patient preferences, including language, cultural
considerations, and religious beliefs, enabling providers to tailor their care
approach.

o These systems can also integrate decision-support tools that recommend
culturally sensitive care practices.

- Patient Education Tools: Multimedia platforms, such as videos, infographics,
and interactive software, help explain medical procedures, diagnoses, and
treatments in a patient’s preferred language and culturally appropriate context.

- Wearable Devices and Health Apps: Devices that track health metrics, com-
bined with multilingual apps, can help patients from diverse backgrounds
manage chronic conditions while receiving prompts and education in their
own language.
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Benefits of Technology in Multicultural Communication

Using technology to support communication offers several benefits in multicul-
tural healthcare:

- Improved Patient Understanding: Patients are more likely to understand

their diagnosis and treatment plans when information is provided in their
native language.

- Enhanced Efficiency: Technology reduces the time spent on resolving mis-

understandings and improves workflow efficiency.

- Better Patient Engagement: Culturally relevant and language-specific tools

encourage patients to actively participate in their care.

- Equitable Access: Technology enables underserved communities to access

healthcare services, including those in remote or rural areas.

Challenges and Limitations

While technology offers significant advantages, it is not without challenges:

- Accuracy of Translation Tools: Automated translation apps may not always

provide accurate translations, particularly for complex medical terminology.

- Digital Divide: Not all patients have access to the internet or are comfortable

using digital devices, creating disparities in healthcare access.

- Privacy Concerns: The use of technology in healthcare must comply with

strict privacy and data security regulations to protect patient information.

- Cultural Sensitivity: Even with translation tools, culturally nuanced commu-

nication requires human interpretation and understanding.

Best Practices for Using Technology in Multicultural Communication

To maximize the benefits of technology, healthcare professionals should fol-
low these best practices:

- Combine Technology with Human Interaction: Use translation apps and

telehealth services as supplements to professional interpreters and cul-
turally trained staff.

- Test and Validate Tools: Regularly evaluate the accuracy and reliability of

technology to ensure it meets medical communication standards.

- Provide Training: Train healthcare providers and patients in using com-

munication technologies effectively.

- Focus on Accessibility: Choose tools that are user-friendly, compatible

with multiple languages, and accessible to patients with varying levels of
digital literacy.

- Maintain Cultural Competence: Ensure that technology supports, rath-
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9.3.7. Encouraging Shared Decision-Making in Multicultural Healthcare
Communication

Shared decision-making involves three essential components: providing the pa-
tient with information about their condition and treatment options, discussing
the potential risks and benefits of each option, and incorporating the patient’s
preferences into the final decision.

Shared Discussing the potential risks and

decision-making benefits of each option.

Incorporating the patient’s preferences into
the final decision.

Fig.12. Components of shared decision-making

This collaborative approach respects patient autonomy while ensuring they are
supported in making choices that align with their values and cultural beliefs.

Barriers to Shared Decision-Making in Multicultural Contexts
Several challenges may arise when promoting SDM in a multicultural environment:

- Language Barriers: Limited proficiency in the local language can hinder ef-
fective communication. Patients may struggle to understand medical terms
or express their concerns, leading to potential misunderstandings.

- Health Literacy: Variations in health literacy levels across cultural groups can
impact patients’ ability to comprehend complex medical information, mak-
ing SDM more challenging.

« Cultural Misunderstandings: Cultural differences in communication styles,
nonverbal cues, and attitudes toward authority can create misunderstand-
ings or discomfort during interactions.

- Implicit Bias: Healthcare providers’ unconscious biases may affect how they
present information or engage with patients from different cultural back-
grounds.
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Strategies to Encourage Shared Decision-Making

To address these challenges and promote SDM, healthcare professionals can adopt
the following strategies:

1. Build Cultural Competence: Developing cultural awareness and understanding
helps providers recognize and respect patients’ values and beliefs. This can
be achieved through cultural competency training and continuous learning.

2. Use Interpreters and Visual Aids: Professional interpreters and culturally ap-
propriate visual aids can bridge language gaps and ensure patients fully un-
derstand their options.

3. Simplify Medical Information: Presenting information in plain language, avo-
iding medical jargon, and using metaphors or analogies that resonate with
the patient’s cultural background can enhance comprehension.

4. Adopt Active Listening: Demonstrating empathy, asking open-ended qu-
estions, andallowing patients to share their thoughts without interruption
fosters trust andencourages participation.

5. Involve Family Members: In cultures where family plays a central role in de-
cisionmaking, involving key family members can facilitate discussions and
respect cultural norms.

6. Encourage Questions and Feedback: Actively inviting patients to ask questions or
express concerns creates a safe space for dialogue and helps clarify uncertainties.

7. Tailor Decision-Making Approaches: Flexibility in adapting decision-making
processes to align with the patient’s cultural expectations can lead to better
outcomes.

9.3.8. Addressing Language Barriers in Multicultural Healthcare
Communication

Language barriers can lead to misunderstandings between patients and health-
care providers, potentially resulting in incorrect diagnoses, inappropriate treat-
ments, or reduced adherence to medical advice. For example, a patient who cannot
fully understand a doctor’s instructions might unintentionally mismanage their
medication. Furthermore, the inability to communicate effectively can cause pa-
tients to feel alienated or neglected, undermining trust in the healthcare system.
This highlights the need for strategies to bridge communication gaps.

Strategies for Overcoming Language Barriers

1. Use of Professional Medical Interpreters
Professional interpreters play a vital role in facilitating accurate communication be-
tween healthcare providers and patients who speak different languages. Unlike fami-
ly members or friends, interpreters are trained to maintain confidentiality, avoid per-
sonal biases, and understand medical terminology. Employing interpreters ensures
that patients receive precise information about their condition and treatment.

However, it is important to ensure the availability of interpreters across various
languages and in real-time, as delays can affect critical decision-making.
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2. Translation of Written Materials
Providing translated versions of consent forms, patient education materials, and
medication instructions can help patients better understand their treatment
plans. These materials should be written in plain language and culturally adapted
to ensure clarity and relevance. Utilizing visual aids, such as diagrams and illus-
trations, can further enhance understanding for patients with limited literacy in
their native language.

3. Training Healthcare Professionals

Healthcare workers should be trained in cross-cultural communication and ba-
sic language skills relevant to the patient population they serve. While fluency in
multiple languages may not be feasible, learning key phrases or medical terms
in common languages can foster better rapport with patients. Moreover, training
programs should emphasize active listening skills and nonverbal communication
techniques, such as maintaining eye contact and using gestures to clarify infor-
mation.

4. Leveraging Technology
Advancements in technology offer innovative solutions to address language bar-
riers. Language translation apps and devices can provide real-time translations,
assisting healthcare providers in communicating with patients. However, these
tools should be used with caution, as automated translations may lack contextual
accuracy. Virtual interpreter services, accessible through video calls, are another
effective option for overcoming language challenges in healthcare settings.

5. Encouraging Community Engagement
Building partnerships with local communities can help healthcare institutions
better understand the linguistic and cultural needs of their patients. Engaging
community leaders and organizations can facilitate the development of culturally
tailored health promotion programs and provide insights into overcoming specif-
ic language-related challenges.

9.3.9. Providing Empathy and Emotional Support in Multicultural
Healthcare Communication

Empathy involves recognizing, understanding, and sharing the feelings of anoth-
er person. In a multicultural context, it requires healthcare providers to go beyond
their own cultural frameworks and appreciate the perspectives and experienc-
es of patients from diverse backgrounds. This process includes acknowledging
the cultural factors that influence a patient’s emotions, such as their beliefs about
health, family dynamics, and expressions of distress. For example, some cultures
may view illness as a communal issue rather than an individual problem, requir-
ing healthcare professionals to engage with family members as part of the care
process. Similarly, certain cultures may express emotional distress nonverbally
or minimize their symptoms to avoid appearing burdensome. Recognizing these
cultural nuances is vital to providing empathetic and effective care.
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Strategies for Demonstrating Empathy and Emotional Support

1. Active Listening (see Chapter: Active Listening in a Multicultural Context for
Healthcare Professionals)

2. Nonverbal Communication (see Chapter: Non-Verbal Communication in
Multicultural Healthcare Settings)

3. Cultural Sensitivity in Emotional Responses
Cultural norms influence how individuals express and interpret emotions, which
can impact patient-provider interactions. Being culturally sensitive to these dif-
ferences helps ensure patients feel understood and respected. In some cultures,
openly expressing emotions is encouraged, while in others, it is considered inap-
propriate or a sign of weakness. Recognizing these variations allows healthcare
providers to adapt their responses accordingly.

For example, instead of assuming silence indicates indifference, phrases like “I want
to make sure I understand how you’re feeling” or “It’s okay to share as much or as little
as you're comfortable with” demonstrate empathy while respecting cultural norms.

4. Validating Emotions
Patients may feel vulnerable or anxious, especially when dealing with unfamiliar
healthcare systems or serious health conditions. Validating their emotions—ac-
knowledging their fears, frustrations, or sadness without judgment—can help re-
duce their stress.

Phrases like “It’s understandable to feel this way” or “I can see how this is upsetting
for you” show empathy and reassure the patient that their emotions are normal and
accepted.

5. Providing Culturally Appropriate Emotional Support
Emotional support should align with the patient’s cultural values and beliefs. For
example, in collectivist cultures, involving family members in discussions about
care may provide significant emotional comfort. Alternatively, in cultures where
privacy is highly valued, offering one-on-one discussions in a private setting may
be more appropriate.
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9.4. Commitment to Dialogue and Collaboration in Multicultural

Healthcare Communication

Dialogic communication emphasiz-
es open, twoway interactions where all
parties actively listen, share perspec-
tives, and seek mutual understanding.
In healthcare, this approach goes beyond
traditional, one-sided messages, ensur-
ing that patients feel heard and respected.
Principles of Dialogic Communication:
active listening, cultural awareness,
clarification and reflection

Collaboration in healthcare requires the
active involvement of all stakeholders—

Commitment to Dialogue and
Collaboration

- Dialogic Approaches: The role of open,
two-way communication in under-
standing diverse perspectives.
- Collaborative Practices:

o Engaging stakeholders in decision-
-making processes.

o Co-creating solutions that respect
and integrate cultural values.

- Conflict Resolution: Strategies for

managing cultural conflicts through
mediation and mutual respect.

patients, families, caregivers, and healthcare providers—in the decision-making
process. When dealing with diverse populations, collaboration must integrate
cultural values and respect individual preferences.

Engaging stakeholders in decision-making is conditioned by inclusive participa-
tion, transparency, and flexibility. Collaborative healthcare requires co-creating
solutions that balance clinical best practices with cultural values. This approach
fosters shared responsibility and ensures that care plans are practical and cultur-

ally acceptable.
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Cultural conflicts in healthcare arise when differing values, beliefs, or practices
lead to misunderstandings or disagreements. Effective conflict resolution strate-
gies involve mediation, empathy, and mutual respect.

Strategies for Conflict Resolution:

- Understanding the Root Cause

- Mediation

- Focusing on Shared Goals

- Demonstrating Empathy and Respect

9.4.1. Dialogic Approaches: The Role of Open, Two-Way Communication
in Multicultural Healthcare

Dialogic communication is an essential skill in multicultural healthcare, promot-
ing open, two-way interactions that prioritize understanding, empathy, and col-
laboration. Unlike traditional one-sided exchanges where the healthcare provider
dominates the conversation, dialogic approaches encourage active participation
from both the patient and provider. These foster trust and ensure that the pa-
tient’s values, beliefs, and needs are understood and respected.

In multicultural healthcare settings, where cultural, linguistic, and social differ-
ences can create barriers, dialogic communication is particularly valuable. It helps
bridge gaps, mitigate misunderstandings, and support patient-centred care by
enabling meaningful dialogue.

Principles of Dialogic Communication

1. Active Listening

- Active listening is a cornerstone of dialogic communication, requiring the
healthcare provider to focus fully on the patient’s words, emotions, and non-
verbal cues.

What it entails: Listening without interruption, maintaining eye contact (when
culturally appropriate), and acknowledging the patient’s perspective.

Benefits: This approach helps patients feel validated and understood, encourag-
ing them to share more openly about their concerns and experiences.

Example: A patient might describe a symptom using culturally specific terms
or metaphors. Active listening allows the provider to recognize the underlying
meaning and ask follow-up questions to clarify.

2. Cultural Awareness

+ Cultural awareness ensures that dialogic communication is sensitive to the
patient’s cultural values, beliefs, and communication norms.

- What it entails: Understanding that different cultures have diverse ways of
expressing emotions, asking questions, or discussing health-related topics.
Providers must adapt their communication style to align with the patient’s
cultural context.
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- Benefits: Cultural awareness minimizes misunderstandings and helps build
rapport, especially in situations where cultural norms might influence a pa-
tient’s decision-making or openness.

- Example: In some cultures, patients may avoid direct disagreement with au-
thority figures like doctors. Recognizing this, a provider can ask open-ended
questions like, “What are your thoughts about this treatment plan?” instead
of seeking direct agreement.

3. Clarification and Reflection

- Clarification and reflection involve summarizing and paraphrasing the pa-
tient’s words to ensure mutual understanding.

- What it entails: Asking clarifying questions and reflecting back what the
patient has said to confirm accuracy. For example, “If I understand correctly,
you’re saying that the pain gets worse after meals. Is that right?”

- Benefits: This process prevents misinterpretation, particularly when lan-
guage barriers or cultural differences might obscure the meaning. It also
demonstrates to the patient that their concerns are being taken seriously.

- Example: Patients from a different linguistic background may use phrases or
idioms unfamiliar to the provider. Reflecting on their statements helps both
parties align their understanding.
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Strategies for Implementing Dialogic Communication

1. Encourage Patient Participation

- Ask open-ended questions to invite the patient to share their experiences
and concerns.

- Example: “Can you tell me more about how this condition is affecting your daily
life?”

2. Adapt Communication Styles
- Modify your tone, pace, and vocabulary to suit the patient’s language profi-
ciency and cultural norms. Avoid medical jargon and use visual aids or trans-
lators when needed.

3. Build Trust and Rapport
- Show genuine interest in the patient’s perspective. Acknowledge their emo-
tions and emphasize collaboration in the decision-making process.

4. Involve Family Members When Appropriate
- In many cultures, healthcare decisions involve family members. Engaging
them in the dialogue can enhance understanding and support the patient’s
comfort and decision-making.

5. Provide Continuous Feedback
- Let the patient know that their input is valued. Use affirming language and
gestures to show appreciation for their openness.

Challenges and Solutions in Multicultural Settings

- Language Barriers: Use professional interpreters or translation tools to en-
sure clear communication.

- Benefits: Cultural awareness minimizes misunderstandings and helps build
rapport, especially in situations where cultural norms might influence a pa-
tient’s decision-making or openness.

- Example: In some cultures, patients may avoid direct disagreement with au-
thority figures like doctors. Recognizing this, a provider can ask open-ended
questions like, “What are your thoughts about this treatment plan?” instead
of seeking direct agreement.

9.4.2. Collaborative Practices in Multicultural Healthcare

Collaboration in healthcare is essential for delivering patient-centred care, par-
ticularly in multicultural contexts. It involves the active participation of all stake-
holders—patients, families, caregivers, and healthcare providers—in making
decisions about treatment and care. For this collaboration to succeed in diverse
populations, healthcare providers must integrate cultural values, respect indi-
vidual preferences, and remain sensitive to unique needs. By fostering a partner-
ship-based approach, healthcare professionals can ensure improved outcomes,
enhanced trust, and greater patient satisfaction.
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Engaging Stakeholders in Decision-Making

Effective collaboration in multicultural healthcare begins with actively engaging
all stakeholders in the decision-making process. This ensures that care plans are
both clinically effective and culturally appropriate.

1. Inclusive Participation

Inclusive participation means involving all relevant parties in healthcare discus-
sions. Patients and their families should feel empowered to express their prefer-
ences, cultural beliefs, and concerns. For example, in some cultures, family mem-
bers play a significant role in decision-making and excluding them can lead to
mistrust or noncompliance with treatment plans. Encouraging open dialogue and
actively listening to the perspectives of all stakeholders can bridge cultural gaps
and foster a sense of shared ownership in care.

2. Transparency
Transparency is a cornerstone of effective collaboration. Healthcare providers
must communicate openly and clearly, ensuring that patients understand their
diagnoses, treatment options, and the risks and benefits involved. In multicul-
tural settings, it is crucial to consider language differences and literacy levels. Us-
ing interpreters, visual aids, and simple language can improve understanding and
help patients feel more confident in their decisions.

3. Flexibility

Flexibility is essential when working with diverse populations. Cultural norms
and values can significantly influence healthcare decisions. For instance, some
patients may prefer alternative medicine or holistic approaches over convention-
al treatments. Rather than dismissing these preferences, healthcare providers
should adopt a flexible approach that incorporates these methods where safe and
feasible. This adaptability not only respects the patient’s cultural background but
also strengthens the therapeutic relationship.

Co-Creating Solutions

Collaborative healthcare involves co-creating solutions that balance clinical best
practices with cultural values. This approach fosters shared responsibility and en-
sures that care plans are practical, acceptable, and culturally sensitive.

1. Blending Clinical Practices with Cultural Values
Co-creating solutions means finding a middle ground between evidence-based
medical practices and the patient’s cultural beliefs. For example, a patient from
a culture that values herbal remedies may feel more comfortable incorporating
these remedies into their care plan alongside prescribed medications. In such cas-
es, healthcare providers can educate the patient about potential interactions or
risks while respecting their preferences.

2. Leveraging Multidisciplinary Teams
In multicultural healthcare, a multidisciplinary approach can improve collabora-
tion and outcomes. Teams that include physicians, nurses, social workers, cul-
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tural mediators, and interpreters can address the diverse needs of patients more
effectively. For example, a cultural mediator can provide insights into a patient’s
cultural background, helping the team develop a care plan that aligns with their
values.

3. Building Trust and Mutual Respect
Trust is the foundation of any collaborative relationship. Healthcare providers can
build trust by showing empathy, being nonjudgmental, and validating the pa-
tient’s concerns. Mutual respect ensures that patients feel valued and understood,
leading to better adherence to treatment plans and a stronger therapeutic alliance.

9.4.3. Conflict Resolution: Managing Cultural Conflicts in Healthcare

Cultural diversity in healthcare is both a strength and a challenge. While it enrich-
es the healthcare environment by bringing different perspectives and practices, it
can also lead to misunderstandings, tensions, or outright conflicts. Cultural con-
flicts often arise when patients, families, or healthcare providers hold differing
values, beliefs, or practices. For healthcare professionals, effectively managing
such conflicts is critical to ensuring quality care, maintaining trust, and promot-
ing an inclusive environment. This subsection outlines strategies for conflict res-
olution in multicultural healthcare communication, emphasizing understanding,
mediation, shared goals, empathy, and respect.
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Understanding the Root Cause of Cultural Conflicts

The first step in resolving any conflict is identifying its root cause. Cultural con-
flicts in healthcare often stem from differences in communication styles, health-
care expectations, religious beliefs, or traditional practices. For example, a patient
from a culture that values holistic medicine might be reluctant to accept a purely
biomedical approach. Similarly, a healthcare provider might misinterpret a pa-
tient’s silence or nonverbal cues as disinterest, while it could simply reflect cul-
tural norms of deference.

Steps to Understand the Root Cause:

- Active Listening: Allow all parties involved to express their perspectives
without interruption. Active listening helps uncover underlying issues and
demonstrates respect for differing viewpoints.

- Cultural Awareness: Educate yourself about the cultural backgrounds of the
communities you serve. Understanding common beliefs or practices can help
you anticipate and address potential conflicts.

- Open-Ended Questions: Ask questions that encourage patients or colleagues
to share their thoughts and feelings. For example, instead of saying, “Why
won’t you take this medication?” ask, “Can you tell me about your concerns with
this treatment?”

By understanding the root cause, healthcare providers can avoid making assump-
tions and approach the conflict with greater clarity and cultural sensitivity.

Mediation: Bridging Differences Through Neutral Facilitation

Mediation is a collaborative approach to conflict resolution that involves a neu-
tral third-party facilitating dialogue between conflicting parties. In healthcare,
this could be a cultural mediator, interpreter, or even a trusted staff member with
training in conflict resolution.

Steps for Effective Mediation:

- Create a Safe Environment: Ensure all parties feel heard and respected. Choose
a neutral, private space where participants can express their concerns with-
out fear of judgment.

+ Clarify Misunderstandings: Encourage each side to explain their perspective
while identifying any miscommunications or false assumptions. For in-
stance, if a family insists on certain rituals during a patient’s care, the medi-
ator can help the healthcare team understand the cultural or spiritual signif-
icance of these practices.

- Seek Compromise: The mediator facilitates discussions to find mutually ac-
ceptable solutions. This may involve adjusting treatment plans to accom-
modate cultural practices or educating patients and families about medical
protocols.
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Mediation helps to bridge cultural gaps by fostering mutual understanding and
collaboration. It reduces hostility and creates a sense of shared responsibility for
resolving the conflict.

Focusing on Shared Goals

In healthcare, the goal is the well-being of the patient. Conflicts often escalate
because the parties involved focus on their differences rather than their shared
objectives. Refocusing the conversation on shared goals can help de-escalate ten-
sions and foster collaboration.

Steps to Focus on Shared Goals:

- Define Common Objectives: Remind everyone involved that the primary goal
is to ensure the patient’s health and safety. Highlight how working together
can lead to better outcomes.

- Emphasize Teamwork: Frame the situation as a team effort where every in-
dividual’s input is valuable. This shifts the focus from “us vs. them” to “we.”

- Set Clear Expectations: Establish clear, achievable steps to resolve the conflict.
For example, if a patient refuses a certain procedure due to cultural beliefs,
discuss alternative treatments that align with their values while meeting
medical requirements.

By concentrating on shared goals, healthcare providers can redirect energy from
conflict toward constructive problem-solving.

Demonstrating Empathy and Respect

Empathy and respect are fundamental to conflict resolution. They help build trust
and create an environment where individuals feel valued, regardless of cultural
differences. Demonstrating empathy involves understanding and validating an-
other person’s feelings, while respect acknowledges their dignity and worth.

How to Demonstrate Empathy and Respect:

- Acknowledge Emotions: Recognize and validate the emotions of the individu-
als involved. For instance, say, “I understand that this situation is very impor-
tant to you, and I want to work with you to find a solution.”

- Adapt Your Communication Style: Pay attention to verbal and nonverbal cues
that reflect cultural norms. For example, some cultures prefer indirect com-
munication, while others value directness.

+ Respect Cultural Practices: Even if you cannot fully accommodate a cultur-
al practice, showing willingness to understand and integrate it as much as
possible demonstrates respect. For instance, allowing family members to be
present during specific rituals can make patients feel supported.

« Avoid Judgment: Approach conflicts with curiosity and openness rather than
judgment. Replace questions like, “Why would you do that?” with, “Can you
help me understand your perspective?”
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Empathy and respect help de-escalate conflicts by fostering a sense of connection
and mutual understanding.

Key Takeaways for Healthcare Professionals
Cultural Competence is Essential: Educate yourself about the cultural
backgrounds of your patients to anticipate potential conflicts.
Communication is Key: Effective communication requires active liste-
ning, open-ended questions, and cultural awareness.
Collaboration Yields Results: Engage patients, families, and colleagues
as partners in care, emphasizing shared goals and mutual respect.
Empathy and Respect Build Trust: Demonstrating genuine care and un-
derstanding creates a foundation for resolving conflicts constructively.
Adaptability is Crucial: Be flexible in your approach, finding creative
solutions to meet both medical and cultural needs.
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Practical Examples of Cultural Conflict Resolution in Healthcare

192



Chapter 9

References

Aceto, G., Persico, V., & Pescapg, A. (2018). The role of Information and Communication
Technologies in healthcare: Taxonomies, perspectives, and challenges. Journal of Network
and Computer Applications, 107, 125-154.

American Medical Association. (2021). How should clinicians respond to language barriers
that exacerbate health inequity? AMA Journal of Ethics, 23(2), E117-E124.

Bakhtin, M. M. (1981). The dialogic imagination. University of Texas Press.
Brownell, J. (2012). Listening: Attitudes, principles, and skills. Pearson.
Buber, M. (1970). I and Thou. Scribner.

Campinha-Bacote, J. (2002). The process of cultural competence in the delivery of health-
care services: A model of care. Journal of Transcultural Nursing, 13(3), 181-184.

Deutsch, M., Coleman, P. T., & Marcus, E. C. (2011). The handbook of conflict resolution:
Theory and practice. Jossey-Bass.

Flores, G. (2006). Language barriers to health care in the United States. New England Jour-
nal of Medicine, 355(3), 229-231.

Freeman, R. E. (2010). Strategic management: A stakeholder approach. Cambridge University Press.
Gray, B. (1989). Collaborating: Finding common ground for multiparty problems. Jossey-Bass.
Gudykunst, W. B. (2003). Cross-cultural and intercultural communication. Sage Publications.
Gudykunst, W. B. (2005). Anxiety/uncertainty management (AUM) theory: Current status. In W. B.
Gudykunst (Ed.), Theorizing about intercultural communication (pp. 281-322). Sage.

Hall, E. T. (1976). Beyond Culture. Anchor Books.

Hofstede, G., Hofstede, G. J., & Minkov, M. (2010). Cultures and organizations: Software of
the mind. McGraw-Hill

Isaacs, W. (1999). Dialogue and the art of thinking together. Doubleday.
Neuliep, J. W. (2020). Intercultural communication: A contextual approach. Sage.

Office of Minority Health. (2001). National standards for culturally and linguistically appro-
priate services in health care. U.S. Department of Health and Human Services.

Paternotte, E., van Dulmen, S., van der Lee, N., Scherpbier, A. J. J. A., & Scheele, F. (2015).
Factors influencing intercultural doctor—patient communication: A realist review. Patient
Education and Counseling, 98(4), 420—445.

Reeves, S., Lewin, S., Espin, S., & Zwarenstein, M. (2010). Interprofessional teamwork for
health and social care. Wiley-Blackwell.

Samovar, L. A., Porter, R. E., & McDaniel, E. R. (2017). Communication between cultures.
Cengage Learning.

Schwei, R. ]., Del Pozo, S., Agger-Gupta, N., Alvarado-Little, W,, & Jacobs, E. A. (2016). Chang-
es in research on language barriers in health care since 2003: A cross-sectional review
study. International Journal of Nursing Studies, 54, 36—44.

Ting-Toomey, S., & Chung, L. C. (2012). Understanding intercultural communication. Ox-
ford University Press.

Ulrey, K. L., & Amason, P. (2001). Intercultural communication between patients and health
care providers: An exploration of intercultural communication effectiveness, cultural sen-
sitivity, stress, and anxiety. Health Communication, 13(4), 449—463.

193



Final Reflection: Multicultural Communication and Collaboration
through the Lens of the EMPOWER Model

by Matgorzata Szkup

This chapter shows that effective communication and collaboration within multicultural
teams are not only practical skills but also essential components of cultural competen-
ce, fully aligned with the EMPOWER model. Its core values—Multiculturalism, Profes-
sionalism, Effectiveness, Wellness, and Education Resources—are particularly visible
throughout.

Concepts such as active listening, empathy, dialogic communication, conflict resolution,
and the inclusion of diverse patient and colleague perspectives reflect EMPOWER’s em-
phasis on mutual respect, engagement, and inclusivity. The chapter offers practical stra-
tegies to overcome language barriers, stereotypes, and non-verbal miscommunication—
critical for safe and effective healthcare delivery.

It also highlights the role of technology and education in fostering dialogue and patient
partnership, aligning with the Education Resources pillar. The chapter further promo-
tes an empathetic and culturally aware professional identity, consistent with EMPOWER’s
focus on reflective professionalism.

The chapter strongly supports the implementation of the EMPOWER model in practice,
demonstrating that multicultural communication is a foundation for effective, ethical,
and equitable healthcare.

Do you want to go deeper?

Visit MultiCultiMed Platform!

We highly recommend visiting the MultiCultiMed educational platform, where you
will find interactive exercises, additional materials, and engaging activities aligned
with the EMPOWER model. These resources will help you transform knowledge
into practice and strengthen your reflective cultural competencies.

Explore. Reflect. EMPOWER.

@ www.multicultimed.eu ;
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Health is so superior to all other goods that
a healthy beggar is happier than a sick king.

— Arthur Schopenhauer




Chapter 10

10.1. Introduction

Health is the first and most important human need that determines a person’s
ability to work and ensures the harmonious development of the individual. It is
the most important prerequisite for cognition of the world around us, for self-af-
firmation and happiness.

The concept of health as a balance between humans and the environment, the
unity of body and soul, and the natural origin of diseases was the basis of the per-
ception of health in ancient Greece. Similar concepts existed in ancient Indian and
Chinese medicine (Svalastog, et al., 2017).

Hippocrates linked health to environmental factors and lifestyle. He created the
concept of ‘positive health’, which depended on a person’s primary constitution
(today it is genetics), diet and exercise. He believed that proper diet and exercise
were essential for health. Hippocrates believed that seasonal changes have a sig-
nificant impact on the human mind and body, causing respiratory diseases in
winter and digestive diseases in summer (Donev, 2019).

The World Health Organization offers the following definition of health: ‘Health
is not merely the absence of disease or infirmity but a state of complete physical,
mental and social well-being. The enjoyment of the highest attainable standard
of health is a fundamental right of every human being, regardless of race, reli-
gion, political beliefs, economic or social status’ (Pyurko, et al., 2022). Another
definition of ‘health’ is a harmonious unity of biological, psychological and social
qualities that are caused by innate and acquired biological and social influences.
The relative stability of the bio ecosystem and the sustainability of resources are
considered important predictors of health, the presence of which allows each per-
son to realize their health potential (Determinants of health, 2024).

Aims
Through this chapter students will enhance their attitudes, knowledge and skills in:

- Exploring Cultural Perspectives: Analyze how cultural beliefs, practices, and
values influence attitudes towards health, illness, and healthcare decision-
making across different populations.

- Defining Key Concepts: Clarify terms related to cultural factors and health,
such as "cultural competence,” "health belief model," and "cultural relativ-
ism," to provide a foundational understanding of the topic.

- Identifying Cultural Barriers: Recognize cultural barriers that may affect
patient-medical staff interactions and health outcomes, including language
differences, traditional health practices, and stigma associated with certain
illnesses.

- Emphasizing Cultural Sensitivity: Highlight the importance of cultural sen-
sitivity and awareness in delivering effective healthcare, fostering trust, and
improving patient engagement and adherence to treatment.
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Learning Outcomes
By the end of this chapter, readers will be able to:

- Understand Cultural Influences: Describe how cultural factors shape per-

ceptions, beliefs, and attitudes toward health and illness, and how these can
vary across different populations.

- Define Key Terms: Accurately define essential terms such as "cultural compe-

tence,” "health disparities,” "health belief model," "factors on which health de-
pends,” "levels of health,” "body perception,” "body culture,’ "mental health,’
and "perception of illness” to enhance understanding of the chapter's content.

- Identify Cultural Barriers: Recognize specific cultural barriers that may af-

fect individuals' access to healthcare, interactions with healthcare providers,
and overall health outcomes.

- Apply Cultural Insights: Explain how to apply insights gained from under-

standing cultural factors to develop culturally sensitive healthcare practices
that respect and accommodate diverse patient needs.

10.2. The Concept of Health and Illness in Different Cultures

Factors on which health depends:

- Biological and physical factors: genetic and biochemical indicators, physical

and motor capabilities, anatomical and functional features of each organ, sys-
tem and organism as a whole, the ability of the body to fully perform its bio-
logical and social functions. Maintaining physical health depends on, first and
foremost, a healthy and active lifestyle, sleep hygiene, quality nutrition, etc.

- Psychological factors: feelings, emotions, personality traits, energy and vi-

tality levels, temperament, self-esteem, resilience and motivation. Psycho-
logical health means the ability to cope with stress, adequate self-esteem,
emotional management, good immunity and responsibility. Each of these
aspects can have an impact on mental and overall well-being. Psychological
self-care can improve balance and resilience to stressful situations.

- Social and economic factors: education, work environment, financial status,

self-sufficiency, and leisure and recreation. Interaction with the world and
the environment, as well as social relationships, affect well-being and health
in general.

- Spiritual factors: are an important part of health and can be understood be-

198

yond the classical definition of religion. It is a sense of being part of some-
thing more holistic.This can be experienced through connection with na-
ture, religion or cultural traditions. Human consciousness, mentality, life
self-identification, attitude to the meaning of life, assessment of the realiza-
tion of one’s abilities and capabilities in the context of one’s own ideals and
worldview - all this determines the state of spiritual health of an individual
(Preeti Rao, 2024).
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The interconnection of these components and their mutual influence form the
overall state of health. The overall balance helps to increase resilience and the
ability to respond to adverse factors.

Well-being encompasses various aspects of human life:

- Physical well-being is good physical health, energy, vigour, and the ability to
withstand physical activity.

- Psychological well-being is the emotional, intellectual and spiritual well-be-
ing, the ability to learn and enjoy learning, the ability to analyze problems
and make informed decisions.

- Emotional well-being is the ability to understand feelings (your own and oth-
er people's), the ability to overcome setbacks, and manage stress.

- Spiritual well-being is the awareness of one's purpose and meaning in life,
the perception of universal values, and involvement in the cultural heritage
of one's nation, society, and humanity:.

- Social well-being is satisfaction with the social status and quality of relation-
ships with others, the ability to communicate and interact effectively with
people, it depends on economic factors, relationships with the structural
units of society - family, organizations through which social ties take place
(Chovhaniuk, et al., 2023)

Levels of Health

The human-health-environment system defines three interrelated levels of health
public, group and individual:

« The first level is public health, which characterizes the state of health of the
population as a whole and reveals an integral system of material and spiritual
relations that exist in society.

- The second level is group health, which is determined by the specifics of the
life activities of people in a given labour or family group and the immediate
environment in which its members live.
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- The third level is the individual level of health, which is formed both in the

conditions of the whole society and the group, and on the basis of the physi-
ological and mental characteristics of the individual and the unique lifestyle
that each person leads.

Health levels of an individual are dynamic states. There are intermediate stages be-
tween the theoretical concept of ‘complete health’ and disease (Stolyarenko, 2016):

- Absolutely healthy - a state of the body in which all organs and systems

function perfectly (theoretical concept).

- Practically healthy - the body maintains all indicators within the physio-

logical norm. It is able to withstand significant loads and, due to internal re-
serves, quickly adapts to changes in the environment.

- Maladjustment (failure of adaptation) it's a psychological or physical pro-

cess characterized by a violation of a person’s ability to effectively adapt to
external environmental conditions, social or personal situations. Malad-
aptation occurs in response to various stressors or life changes, when it is
not possible to develop or maintain coping strategies necessary to maintain
mental balance and successful interaction with the environment. a condition
in which, due to prolonged exposure to adverse factors, the body's self-reg-
ulatory system is disrupted, toxic substances accumulate, and the activity of
the immune system decreases (Zhenshen Bao, 2022).

- Pre-disease (‘third state’) is a transition from health to disease, when mala-

daptive changes accumulate in the human body, immunodeficiency occurs,
and metabolism is disturbed. At this stage, the pain threshold decreases, fa-
tigue and the risk of disease increase. In this state, the body spends energy
not on creative work, but on preserving life. In this state, it is possible to re-
store a higher level of health, as a rule, by mobilising the adaptive capacities
of the body itself (Health and Disease: I. History of the Concept, 2024).

- Disease is a disorder of the body's vital functions under the influence of
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harmful stimuli of the external or internal environment, which reduces the
adaptability of the human body to the environment and at the same time
mobilises its defences. Disease is usually defined as any harmful deviation
from the normal structural or functional state of the body associated with
specific signs and symptoms. This deviation disrupts the delicate physiolog-
ical balance, or homeostasis, of the body (Burrows & Scarpelli, 2024). Under-
standing the underlying factors of the disease is vital for effective diagno-
sis, treatment and prevention (Hansen , 2023). Etiology, the first component,
describes the causes of a disease, which can be biological, environmental or
genetic. Recognising these causes is essential for appropriate treatment and
preventive measures. Pathogenesis, the second component, includes the se-
quence of events that lead to the development of the disease, with a focus on
the interplay between genetic predisposition, environmental exposure and
immune responses (Dave,2023).
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The health of the population is assessed by three indicators: the first is the infant
mortality rate, the second is the number of working days missed due to illness,
and the third is life expectancy.

According to WHO estimates, the impact of medicine on these indicators does not
exceed 10%, the impact of heredity is 20%, the impact of the environment is 19%,
and the lifestyle is of the greatest importance - 51% (World health statistics 2024:
monitoring health for the SDGs, Sustainable Development Goals). Some of these
factors can be fully influenced by humans, others - only partially, and the rest we
have no influence on.

Achieving good health is closely linked to individual health components and depends
on many factors. The relationship between culture and health is complex and multi-
faceted, as cultural factors influence the way individuals perceive health, illness, and
well-being. Cultural beliefs, practices, and values shape behaviors related to health
maintenance, prevention, and treatment, highlighting the importance of under-
standing how cultural contexts affect health outcomes and medical practices (Fig. 12).
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Fig. 13. A diagram of the interconnections between culture and health
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10.3. Body Perception

Body image is a person's perceptions, thoughts and feelings about their body
and appearance. It is a multidimensional concept that includes body satisfaction
and dissatisfaction, body size assessment, and emotional attitudes towards one’s
body. Appraisal refers to how satisfied/dissatisfied a person is with their body;
investment refers to the cognitive, behavioural and emotional aspects that are
crucial for the perception of body image (e.g. self-preservation) in everyday life.
Negative self-esteem of physical appearance or body dissatisfaction is correlat-
ed with a number of mental health disorders, including low self-esteem, depres-
sion, and eating disorders (Monocello, 2022). Cultural norms and expectations
have a significant impact on individual perceptions of body image and its rela-
tionship to mental health. The complex relationship between cultural differenc-
es, body image and mental health extends beyond the individual to the societal
level. Social consequences can include emotional distress, unhealthy lifestyles,
and the significant economic burden of attempts to change appearance (Perkins,
Hayes & Talbot, 2021 ).The body is not just a living organism; it is shaped by social
expectations and represents a socially constructed phenomenon, subject to cer-
tain societal norms that focus on cultural determinants of body image. Culturally
adapted interventions have been shown to be effective in improving body image
and mental well-being. It is essential to understand body perception through the
lens of culture; appreciating the differences in body image perception between
cultures and linking culture with somatics is crucial for addressing issues relat-
ed to promoting mental well-being. Despite advances in understanding the rela-
tionship between culture and body image, many aspects remain to be explored,
especially in terms of a more holistic understanding of the impact of culture on
body image. By examining beauty ideals, cultural expectations, internationalisa-
tion, the consequences of body dissatisfaction and the requirements for cultural-
ly sensitive interventions, an attempt has been made to explore and understand
the influence and manifestations of cultural determinants such as societal norms,
traditional values and beauty standards on body image perceptions.

A systematic search in the scientific databases PubMed, Scopus, and Web of Science
revealed peculiarities of body image perception depending on the country of resi-
dence. Regardless of cultural background, there is a universal trend among young
people. For example, people aged 18 to 25 years were more concerned about their
body image. Adolescents also demonstrate a marked vulnerability to body image is-
sues, which is exacerbated by the cultural and social environment in which they live.
Gender also plays a significant role in vulnerability to body image issues. Women
in different cultures and countries show a greater tendency to be dissatisfied with
their bodies than male (Schaefer, et al., 2018). This gender difference is particularly
evident in studies of adolescent girls. An analysis of the literature has shown that
body image issues are not limited to women. Research indicates a growing con-
cern about body image among male adolescents (Perkins, Hayes & Talbot, 2021,
Whitbeck & Hoyt, 1999). Body image acceptance issues affect people worldwide, for
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example, studies conducted in Japan, Finland, Argentina, Brazil, the United States,
Thailand, and African and Arab countries show that cultural norms and societal ex-
pectations have a significant impact on body image perceptions in these diverse
settings (Schaefer, et al., 2018). Members of minority and ethnic groups face unique
challenges in body image perception. Research shows that adolescents from cer-
tain ethnic groups, such as Indo-Trinidadians and Afro-Trinidadians, show varying
degrees of body image concerns (Whitbeck & Hoyt, 1999). American adolescents
had more negative stereotypes about obesity than Chinese adolescents, mediated
by weight attribution and the idealisation of thinness. (Abdolj, et al., 2024) In the
United States and European countries, there is an increased prevalence of anorexia
nervosa and bulimia nervosa, which is often associated with the internalisation of
thin ideals. This was particularly evident in studies focusing on American and Brit-
ish populations (Dinesh Bhugra & Susham Gupta, 2010).

Body culture is the tradition of body care in various cultures, from tribal rituals
and hygiene practices of the ancient world to modern counterparts. This includes
hairstyles and tattoos, which were of great importance in ancient times, and ritu-
al movements that later became the basis of body education. It is also worth not-
ing that ethnonational communities have their own body culture. These cultural
practices focus on the human body in order to transform human subjectivity. The
perception of the body can be different for each person. Culture and co-culture(s)
influence behaviour, values, beliefs, thought patterns and perceptions of the en-
vironment. Therefore, cultural and co-cultural memberships based on nationality,
race, gender, sexual orientation, class, ability and age influence perceptions.During
the socialization process, there is an internalization of beliefs, attitudes, and values
that are shared within the dominant culture and our co-cultural groups. The sche-
mas held by group members can be similar or very different (Monocello, 2022).
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10.4. The Influence of Culture on Shaping Beliefs About
Mental Health

Cultural beliefs can have a significant impact on mental health and on people’s
access to care. Members of racial and ethnic minorities with mental health prob-
lems are less likely to receive an early diagnosis due to cultural stigma and societal
factors (Misra, et al., 2021). Cultural influences and stigma can prevent people with
mental health problems from openly discussing their difficulties and seeking
professional help. Unlike physical symptoms, signs of a mental disorder are usu-
ally harder to recognise and are often mistaken for random personality changes.
Cultural stigma can make it even harder for people to describe their symptoms
and problems to family and friends. Living in an environment that discourages
the discussion of mental health issues can lead to self-stigmatisation and feel-
ings of internal shame or guilt. Facing mental health problems without a support
system is an isolating experience. In such circumstances, a person may perceive
their mental health problems as a personal failure, leading to low self-esteem and
worsening symptoms (Ngubane & De Gama, 2023).

Overcoming cultural taboos is an important step towards providing quality men-
tal health services to people and changing cultural norms. Lack of cultural com-
petence can lead to ineffective communication, inaccurate diagnoses and inade-
quate treatment plans (Purnell, 2018). When people seek mental health support,
they expect help and understanding of their specific problems. Healthcare pro-
viders should consider the social and cultural factors related to people’s issues,
focusing on diversity and ensuring appropriate resources for individuals from dif-
ferent cultural backgrounds.

Culture can shape how people perceive and report symptoms. For example, some
cultures may perceive symptoms of mental health disorders (such as depression)
as a sign of weakness or moral failure, and they may be less likely to seek help or
report these symptoms. In contrast, other cultures may prioritise mental health and
see seeking help as a sign of strength. There are also differences in the meaning of
illness and whether illness is ‘real’ or ‘imagined’ (Escalante, Ganz & Minetti, 2023).

Some examples illustrating how different cultures may perceive and report symp-
toms of mental health disorders:
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East Asian Cultures (e.g., China, Japan):

Perception: Mental health issues may be seen as a cause for shame or weakness.
There is a cultural emphasis on maintaining harmony and face, which might di-
scourage individuals from acknowledging mental health problems.

Reporting: People might minimize or avoid discussing their symptoms due to
fear of social stigma, leading to underreporting or seeking alternative forms of
support, such as family guidance or traditional medicine rather than professional
mental health services (Kirmayer & Minas, (2000)).

South Asian Cultures (e.g., India, Pakistan):

Perception: In some communities, mental health issues can be interpreted as a re-
sult of supernatural forces or a lack of faith. There may be a cultural narrative that
associates mental health problems with "bad luck” or karma.

Reporting: Some individuals may turn to spiritual or religious leaders for assistan-
ce instead of mental health professionals, viewing mental health issues through a
spiritual lens rather than a medical one (Ataullahjan, Janzen & McKenzie, (2016)).

Latin American Cultures (e.g., Mexico, Brazil):

Perception: In many cultures within Latin America, the concept of "familismo”
emphasizes family loyalty and support. Mental health symptoms may be viewed
as a collective family issue rather than an individual one.

Reporting: Individuals may discuss their symptoms within family contexts and
may rely on family members for support, potentially leading to less engagement
with formal mental health services (Hinton & Nichols (2008)).

Native American Cultures:

Perception: Mental health may be understood through the lens of a communal
relationship with nature, spirituality, and holistic health. Mental health issues can
be seen as a disruption of one’s connection to community and culture.

Reporting: Individuals may prefer to seek help from traditional healers or parti-
cipate in community rituals rather than accessing mainstream medical services
(Whitbeck & Hoyt (1999)).
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UK (Western Europe):

Perception: In the UK, mental health issues are increasingly recognized, but
stigma still exists. Conditions like depression may be viewed as a personal we-
akness, and there can be reluctance to seek help because of fear of being judged.

Reporting: Many individuals may initially discuss their symptoms with family or
friends before approaching mental health services, often using informal langu-
age to describe their feelings (Lewis (2019)).

Poland (Central Europe):

Perception: In Poland, there is traditionally less awareness and acceptance of
mental health issues. Disorders like depression or anxiety are sometimes asso-
ciated with personal failure or viewed negatively within the community.

Reporting: People may delay seeking help until symptoms become severe, often
reporting physical symptoms rather than emotional distress when they do visit
healthcare providers (Karam & Mneimneh, (2006)).

Norway (Scandinavian):

Perception: In Norway, there is a more open discussion around mental health, but
there can still be cultural expectations surrounding self-reliance, which may lead
individuals to downplay their struggles.

Reporting: Individuals might prefer talking about their experiences in the con-
text of personal growth or resilience rather than framing it as a disorder. (Sundal
& Coyle, (2019)).

Spain (Mediterranean):

Perception: In Spain, there is a blend of traditional beliefs and modern understan-
ding of mental health. Symptoms might be seen as a result of familial pressures
or societal expectations.

Reporting: Individuals may be more inclined to speak about their mental he-
alth issues within family settings first and may seek out informal support from
friends or family before seeing a professional. (Vazquez & Garcia (2019)).
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10. Italy (Mediterranean):

Perception: Italian cultural context often emphasizes familial support, and men-
tal health issues might be viewed within the context of family dynamics. Seeking
help may be discouraged if it is perceived as bringing shame to the family.

Reporting: Symptoms are often discussed more openly within the family unit,
and individuals might use vague terms to describe feelings rather than directly
naming a mental health condition.

General Insight: The reliance on family support can delay professional help, as
individuals may first seek understanding and assistance from relatives. (McDaid
& Evers, (2010)).

Disease and health are two concepts inherent in every culture. A deeper under-
standing of the prevalence and distribution of health and disease in a society re-
quires an integrated approach that combines biological and medical knowledge
with sociological and anthropological concerns. From an anthropological per-
spective, health is linked to political and economic factors that govern human
relationships, shape social behaviours, and influence collective experiences (Hy-
man, Levy, Myers, 2020).

Culture determines the socio-epidemiological distribution of diseases in two ways:

- from a local perspective, culture shapes people’s behaviour and makes them
more susceptible to certain diseases;

- from a global perspective, political and economic forces and cultural prac-
tices encourage people to behave in certain ways towards the environment
(Dan, et al., 2024).

People's daily actions and be-
haviors are shaped by culture,
which makes social behaviors
more homogeneous. People act
according to a specific health
culture, sharing fundamental
principles that help them inte-
grate into communities. Social
acceptance is based on respect-
ing these principles and passing
them on to others (Lewis, 2019).
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Final Reflection: Cultural Determinants of Health
and the EMPOWER

by Matgorzata Szkup

This chapter illustrates how cultural factors shape perceptions of health, illness, the body,
and wellbeing, aligning closely with the principles of the EMPOWER model—particularly in
the areas of Multiculturalism, Wellness, Professionalism, and Education Resources.

The chapter emphasizes the importance of spiritual, psychological, and social aspects of
health, framing health as a multidimensional concept influenced by cultural beliefs, social
norms, and individual perceptions. This holistic view supports EMPOWER’s goal of pro-
moting personalized, culturally responsive healthcare, where cultural competence and hu-
mility are foundational values.

By exploring diverse cultural understandings of health and illness, levels of health (indivi-
dual, group, societal), and body and mental health perceptions, the chapter reinforces the
Multiculturalism pillar. It encourages practitioners to recognize and respect the variety of
healthrelated worldviews across populations.

It also promotes reflective professional practice, highlighting the need to integrate cultural
awareness into diagnosis, communication, and treatment—fully aligned with EMPOWER’s
emphasis on empathetic, ethical, and skilled professionalism.

In summary, this chapter offers a strong theoretical and practical foundation for building
cultural competence, in line with the EMPOWER model: effective and equitable healthcare
requires deep awareness of cultural influences on health and illness.

£ CN L uli Do you want to go deeper?
y 1 Culti R |
\ Med Visit MultiCultiMed Platform!

We highly recommend visiting the MultiCultiMed educational platform, where you
will find interactive exercises, additional materials, and engaging activities aligned
with the EMPOWER model. These resources will help you transform knowledge
into practice and strengthen your reflective cultural competencies.

Explore. Reflect. EMPOWER.
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Chapter 11

11.1. Introduction

Mental Health cannot be analyzed without the umbrella of Culture because nor-
mal or anomalous experiences, emotions, and conducts are culturally conditioned.
A behavior, feeling or a thought could be considered normal for a given group,
while others could judge the same conduct, sensation or idea as deviated (Kirmay-
er & Bhugra, 2008). In addition, some researchers link Culture and Mental Health
to beliefs, values, and rituals of a cultural group (Nolan, et al, 2011); others relate
Mental Health with social phenomena —such as class, poverty and marginality—
that affect in different ways to diverse cultural groups (Inglis, et al., 2025). This
second viewpoint connects Mental Health with social elements because mean-
ings and behaviors are learned and transmitted in everyday life, and they serve
as adaptation and adjustment components for a group or a person. This point of
view recognizes that Culture has internal features —such as beliefs, values, and
attitudes—, and external characteristics —like roles and institutions—, and all
those elements modify how someone interprets different experiences (Yamada
& Marsella, 2013). Therefore, in Mental Health, every encounter with a patient is
a meeting between Biology and Culture.

The immigrant is often portrayed as a typical character in mediocre thriller mov-
ies that brings a rare, infectious, and potentially deadly disease that disrupts our
ordinary lifestyle. As a thriller, the aim of that kind of movie is that viewers feel
anxiety. Those kinds of films usually connect with real anxieties of viewers in the
First World, and the way the film presents these «others», the immigrants, impact
the audience more than a scientific report. In consequence, at the end of the film,
some spectators feel suspicious for anyone who may come from other countries.
So, our thoughts, emotions, and conduct are easily manageable (Brummett 2019,
83-86). But, has scientific research proven that? Are the «others» a real threat?

Human being’s emotional, behavioral, cognitive, and mental health is conditioned
by external factors —like a movie— and vulnerable groups are more exposed to
social stigmas amplified by social media (Stuart 2025). This chapter focuses on
considerations regarding several important questions about the impact of ethnic
and cultural factors in mental health. Interactions between two cultural groups
cause different reactions, and research has named this process «acculturation».
After the analysis of the scientific models of acculturation, this chapter shows its
general impact in mental health. Finally, the signs and symptoms of a radical mi-
gratory grief are explained.

Aims
Through this chapter students will enhance their attitudes, knowledge and skills in:
- Addressing key mental health challenges related to cultural differences.
- Recognizing major psychological strategies employed by minority cultural
groups in host societies.

- Developing cultural sensitivity as healthcare professionals and students to bet-
ter respond to diverse patient needs.
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Learning Outcomes
At the end of this chapter, readers will be able to:

- Describe the diverse and individual strategies of acculturation.

- Justify the influence of prejudices from host societies in minority groups’
mental health.

- Identify the most significant elements of Acculturative Stress.

- Explain the psychological characteristics of Migratory Mourning, including
the Ulysses Syndrome.

Relevant Definitions and Terms

Acculturation: Refers to the multidimensional process of adaptations that happen
when a person or a group of people migrate to a new culture and have a continuous
first-hand contact with culturally dissimilar people, groups, and social influence.
It is the degree to which individuals adapt to a whole new way of life by learning
about and adopting the attitudes, values, customs, beliefs, and behaviors of another
culture, typically the dominant culture of the receiving country (Crowford and Avula
2014). At a psychological level, acculturation refers to the individual’s affective, be-
havioral and cognitive changes as a result of being in contact with other cultures,
also known as the ABC’s of psychological acculturation (Ward 2001).

Acculturative Stress: Is the reaction to adapting to a host culture. Although it is
not essentially negative, research has associated with anxiety, depression, body
image disturbance, suicidal ideation, and eating disorders. So, it is demonstrated
that acculturative stress negatively affects mental health (Iwamasa, et al. 2013).

Ulysses Syndrome: So-called Chronic and Multiple Immigrant’s Stress is a group
of depressing, anxious, somatic, and confusional symptoms directly caused by
the demanding requirements of the acculturation process (Ramos-Villagrasa and
Garcia-Izquierdo 2007).
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11.2. Models of Acculturation

Ethnicity affects the lifestyle of a group, but there is a considerable diversity of the
way that people of an ethnocultural identity recognize themselves with a particular
tradition, beliefs or practice as a result of migration. Some of them may be bicultural,
others can reject their origin culture and adopt the practices, beliefs and values of the
new country, and some could maintain customs, behaviors, faith and rites to keep
themselves close to their roots. Usually, within a family, the first generation identifies
themselves closer to their culture of origin than the third generation, and this process
is known as «Acculturation». Acculturation describes the pathway of adaptation of
one minority cultural group to other larger one, and how they are seeking to accul-
turate. Every person of a minority group can use different psychological strategies of
adjustments, so, there are individual adaptations worth contemplating:

Assimilation is the way when there is little interest in cultural preservation of his/
her cultural heritage combined with a preference for interacting with the larger
society. As a result, the person deletes any feature of the earliest culture.

Separation is the way when cultural maintenance is sought while avoiding involve-
ment in relationships with others of the host society. In this approach people reject the
dominant culture with the intention of preserving their culture of origin. Those people
usually live in specific neighborhoods which keep cultural characteristics and customs.

Marginalization exists when neither cultural maintenance nor interaction with
others is wanted. These people reject both native and dominant culture because
they do not identify themselves with any of them. These persons suffer a lack of
a social support system, so they have greater degree of stress and psychologi-
cal problems. Marginalisation is normally defined as the process by which indi-
viduals and groups are pushed to the margins of society. Marginalised people or
groups face discrimination, exclusion unequal treatment in health care, educa-
tion, employment etc. This definition is the opposite of the one you used.

Integration is present when both cultural maintenance and involvement with the
larger society are desired. Thus, individuals adopt the cultural norms of the host
community while maintaining their culture of origin. Often, integration is synon-
ymous with biculturalism. (Berry, et al. 2006).

Cultural Conservatism
E\ 'y
g
- Integration Assimilation
3]
B
=
2
o - - - -
b Separation Marginalization
g
L
E. L 2

Fig. 14. Berry’s Model of Personal Acculturation (Erten, et al. 2018)
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Intercultural contacts cause personal modifications, but it is important to under-
stand that acculturation is more than a simple passive process. Instead of a unique
direction of action from the dominant culture above a minority group, each per-
son also develops these psychological strategies of adaptation in different ways.
Generally, immigrants choose to leave their country of origin to settle into a for-
eign country, so they have some economic, emotional and educational resources
like language skills, family and friends support, or knowledge about the culture.
Refugees, however, have been forced to leave their country of origin and resettle
into another for violent and unexpected reasons such as warfare or natural dis-
aster. Those involuntary immigrants are more likely to have deficient educational
levels, they have fewer financial resources, are unfamiliar with the language, cus-
toms, and values of the new country, and often they have experienced a signifi-
cant trauma (Iwamasa, 2013; Ritter, 2017).

From a Mental Health point of view, in a multicultural society integration is the
gold standard because it is associated with the least depressive symptoms, where-
as marginalization relates to the worst levels of depression and anxiety (Choy, et
al. 2020). But this ideal is not always possible for all of them. Integration is more
difficult for older immigrants and refugees, with mature personalities, values, and
preferences. For older people it is more difficult to integrate their experiences and
to learn more adaptive approaches in a new cultural context.

There are two significant models to understand acculturation’s nature and ex-
tension: the «racial identity model» (Cross, 1991) was created to study and under-
stand the experiences of an ethnic minority and emphasizes the consequences of
oppression. Biculturalism models, or multiculturalism models, were developed in
the context of immigration and cultural competence. One of the most well-known
is Berry’s model, developed in the eightles, in which an individual’s cultural con-
servatism and a person’s interactive tendency are two different forces. Someone
who moves in the level of identification and affiliation with the receiving culture,
will suffer less psychological stress than others who keep high levels of connec-
tion and linkage with the native culture (Kosic, 2006; Crawford & Avula, 2014).

Although the dominant group has more power and more possibilities to shape the
way in which the minority group should adapt, the acculturation process involves
reciprocal influence between both groups. The Concordance Model of Accultura-
tion (CMA) focuses on the receiving culture and describes the dominant group’s
influence on the acculturation process. So, this model also studies the larger
culture’s expectations and attitudes towards minority groups (Piontkowski, et
al,, 2002). This model was developed in the early 2000s in Germany, and the re-
searchers demonstrated that German’s expectations towards Polish and Italian
immigrants were different. The participants in this study expected that 61.2% of
Poles wanted to participate fully in German life, compered to 55.6% of Italians.
However, general Germany’s acceptance was higher to Italian immigrants than
Polish, because people from Italy were seen as less threatening and more enrich-
ing (Piontkowski, Rohmann & Florack, 2002). As a result, the CMA predicts that
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the gap in acculturation attitudes could lead to intergroup conflicts and impact on
the immigrants’ psychological well-being (Crawford & Avula 2014).

Today, the most recent research in acculturation suggests to study both on mi-
grants and non-migrants following a Dynamic Approach to Acculturation (Jager
& Paolillo, 2022). Berry’s model was developed in the eighties, when societies and
migration were less complicated events. Today, however, migration has reached
unparalleled figures around the world, and, in some neighborhoods, immigrant
groups outnumber the traditional meaning of cultural majority. In these mi-
cro-contexts, native-born communities usually have negative attitudes towards
the immigrant groups, but they also adopt some settler’s habits listening to their
music, learning some words or expressions, or eating their food. The Dynamic
Approach to Acculturation proclaims to study interactions between people with
different cultural backgrounds, because acculturation is shaped in mutual inter-
actions. Besides, this model doubts if integration is the best strategy for immi-
grants, because assimilation could be a better option in situations such as get-
ting access to a job or applying for a university. So, interactional dynamics are on
the table. Finally, this model proposes to study personal intercultural competence
(van der Zee & van Oudenhoven, 2022).

Contacts between people of different cultures is a historical phenomenon. Travels,
colonization movements, or economical transactions changed the original cul-
tures and shaped new societies. However, the research on how those cultural con-
tacts have been impacting mental health is a relatively new topic. From a social
and political point of view, there are two main perceptions about multicultural
societies, that Berry has described as a «Melting Pot» and «Cultural Pluralism».
In the «Melting Pot» the dominant society is the middle and minority groups are
on the margins. These minority collectives should be absorbed, until they dis-
appear, into the mainstream culture. The «Cultural Pluralism» model recogniz-
es that contemporary societies are multicultural because different ethnocultural
groups participate in the larger society, contributing to its development (Berry,
2006). Researchers have also expanded their approach from a «Melting Pot», with
a general conception of immigrant’s acculturation, to study diverse groups —like
refugees, international students and workers, indigenous, or undocumented im-
migrants— and, of course, they also analyze the acculturation process of the host
society (Ritter & Graham, 2017).

11.3. Acculturative Stress and Mental Health Management

Every immigrant or refugee can suffer acculturative stress. That is, a personal
reaction to adapting to another culture. But the context also matters. A significant
factor is the social position about cultural diversity, because a hostile communi-
ty increases the probabilities of a stressful experience. Research has document-
ed that a hostile environment boosts anxiety, depression, suicidal ideation, body
disturbances and eating disorders. At the same time, improving educational levels
and cognitive abilities decrease acculturative stress (Cuéllar, 2000).
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Acculturative stress is a concept that describes difficulties and stressors that arise
during the acculturative process, such as language differences, perceived cultural in-
compatibilities, and cultural selfconsciousness. Usually, acculturative stress studies
focus on the differences between dominant vs. original cultures, but scholars also af-
firm that someone can suffer acculturative
stress when the family criticize the young- BRGNS AN R i lo) gR 1 LR To:

est if they cannot Speak their heritage lan- occur when the host Society’s ideolo-

guage. So, acculturative stress has multiple gical stance is critical of pluralism and
sources (Crawford & Avula, 2014). diversity and/or when members of the

Language is an important factor in ac- BRHRGEEAN I R e e
culturative stress because it affects every SRR RITRN 1)

family’s member. The proficier}cy level (Teodorowski, et al. 2021)
of a new language marks the difference
in the immigrant’s professional develop-
ment. Despite immigration being an exhausting experience itself, it is easier to
get a job for a Latin-American that came to Spain, rather than for another one
that does not have any knowledge of Spanish. In addition, for those who do not
know the language of the host country there are diverse problems for different
ages. 25% of children are dyslexic or have dysgraphia, so they suffer difficulties
to write and read. Usually, the older and poorer do not know the language and
confront more difficulties to learn it. During their working hours, most immi-
grant adults do not have contact with locals, making it more difficult for them to
improve their language proficiency. Language is one of the most stressful factors,
and researchers have demonstrated a clear association between insufficient pro-
ficiency and the underutilization of psychiatric services (Ohtani, 2015). However,
mental health professionals tend to over-diagnose when there are communica-
tion barriers (Achotegui, 2019).

Another factor that impacts mental health is the length of time since migration.
Some researchers affirm that acculturative stress is more frequent in poorer and
recent immigrants, but the opposite theory sustains that those who immigrat-
ed more than 10 years prior are unhealthier than those who are living less than
a decade in the new country (Crawford & Avula, 2014). Migrants usually feel this
new life with a deep sensation of frustration and loss, and they could even develop
an Acute Stress Disorder. Those who came from countries with a high incidence
of unrest, wars, and civil conflicts may show high rates of Posttraumatic Stress
Disorder or PTSD (Paniagua, 2013).

Immigrants frequently feel a deep sensation of loss. A grief for everything which
they have left behind: family and friends, language, culture, homeland, and a so-
cial status that gives them a sense of belonging. Those immigrants must face up to
dangerous journeys, accidents, or persecutions, so these physical risks reinforce
the migratory mourning. The American Psychiatric Association (APA) in order
to get an accurate diagnosis, recognizes how important the culture is to know
the illness experience, to get an effective assessment, and an appropriate clinical
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management. APA’s framework for assessing information has demonstrated to be
useful for clinicians and well accepted among patients. This model has five major
categories:

- Cultural Identity of the individual: Describe how the racial, ethnic, or cultur-
al reference group of a person relates to his/her relationships, use of resourc-
es, or conflicts with others. For immigrants and ethnic minorities, clinicians
should note separately the degree and kinds of involvement with both cul-
tures — original and host—. Language abilities, preferences, and patterns of
use are relevant for identifying difficulties with access to care, and social in-
tegration. Other clinically relevant aspects of identity may include religious
affiliation, socioeconomic background, personal and family places of birth
and growing up, migrant status, and sexual orientation.

- Cultural Conceptualizations of Distress: The experiences, understandings,
and communication of symptoms are described through cultural constructs,
so mental health professionals have to write down the severity of experiences
according to the norms of the individual's cultural reference groups. Assess-
ment of coping and help-seeking patterns should consider the use of profes-
sional as well as traditional, alternative, or complementary sources of care.

- Psychosocial Stressors and Cultural Features of Vulnerability and Resil-
ience: Mental Health Professionals have to identify significant stressors and
support the role of religion, family, and social network in the person’s emo-
tional, instrumental, and informational help.

+ Cultural Features of the Relationship between the Individual and the Clini-
cian: One cause of difficulties in the therapeutic process could be the differ-
ence in culture, language, and social status between the professional and the
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patient. The effects of this disconnection
1. Family and Loved ones includg the sigpificance of. symptoms and
2.Language b.eha'v'lors, and 1F is more difficult to have a
3.Culture significant relationship.

4.Homeland + Overall Cultural Assessment: To manage
5.Social Status the intervention properly, it is important to
6.Belonging summarize the implications of the cultural
7.Physical Risks components identified above (APA, 2013).

The Seven Migratory Mournings:

(Achotegui, 2019) Researchers have identified Seven Forms of
Migratory Mourning. Beyond the mourning
for language previously mentioned, immigrants
also feel grief for family and loved ones. This is the most common cause of mi-
gratory stress, and it also has consequences for those who remain in the original
country. Regularly, immigrants’ children feel abandoned, and parents often feel
guilty. The mourning for culture refers to values, food customs, dressing style, the
way of enjoying free time, the world view or religion that immigrants practice.
So, the concept of culture has a comprehensive perspective, it is very helpful to
include the immigrant in social, culture, artistic or sport groups, as an important
way of helping with the integration and elaboration of migratory grief. Immi-
grants also feel mourning for their homeland, usually when they come from warm
and light countries and move to another colder and darker place. The mourning
for social status is related with documentation, work, housing, access to oppor-
tunities etc. If within a few years after being expatriated, the immigrant does
not improve this economical, social and legal situation, she/he feels a sense of
demoralization and frustration.
Additionally, being illegal is fre-
quently associated with worse
job conditions, like exclusion,
exploitations, and racism. In this
context, the poorer immigrants
must accept more dangerous
conflicting | employment which has greater
Mitratory feelings inherent physical risk, leading to
Mourning workplace accidents. But it is not
the only reason to suffer a migra-
tory mourning for physical risks.
Most of the poorer immigrants
have done a dangerous migrato-
ry journey, have more domestic
accidents because their houses
have less security systems, they
live in fear of being deported...

Affects to
all family
memebers

Partial
Mourning

Recurring

Childhood

experiences Refression

Affects
identity

Fig. 15. Psychological Characteristics of Migratory
Mourning (Achotegui, 2019)
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To summarize, every day they have to confront physical, professional and emo-
tional risks (Achotegui, 2019).

Although integration is the gold standard for good health, how much healthier cul-
tural adaptation is, is not so clear. Researchers in the USA have found that people
from developing countries suffer more cardiovascular diseases and are more prone
to the abuse of psychoactive substances. Statistics correlate, however, higher socio-
economic status with lower rates of physical disease and mental disorders (Iwama-
sa, 2013). Despite the economy not being the only influential factor in an immi-
grant’s health, it is the most prominent.

Everything changes for immigrants and refugees: diet, social and family relations,
weather, language, status... So, resettling could trigger a deep grief. Poorer immi-
grants and refugees are the more exposed groups to develop patterns of symp-
tomatology with a proper noun: Ulysses Syndrome.

11.4. The Ulysses Syndrome

“Kyklops, you ask me for my illustrious name and Il tell you. Then
you can offer me what a guest deserves, as you’ve just promised. No
One is my name. They call me No One, my mother and my father and

all of my friends”.
- Homer, song IX, 124

Immigrants who have to face extreme situations develop a particular pattern of
symptoms. This new syndrome’s name is taken from the legendary Greek king
of Ithaca described in Homer’s Odyssey. An epic tale that describes the decade
Ulysses’ efforts to return home. Remembering one dangerous meeting with some
Cyclops, and just to hide his identity, Ulysses answers «No One is my name». Im-
migrants exposed to extreme situations are more prone to suffer this Ulysses Syn-
drome. Like the Greek hero, they have to make themselves invisible just to survive.
Without identity, neither options for social integration, they suffer a radical mi-
gratory grief in which all defense mechanisms fail.
Depression and anxiety disorders appear, and this
syndrome develops (Valero-Garcés, 2014). Symptomatology

This extreme mourning grief has a specific symp- Depression .

tomatology, and the cultural interpretation of all [SEUNENAIEEILENEILEE
these symptoms is an important issue. Among the [SRAALUSV LD

most common indicators of depression, we can find
sadness and crying. It happens that immigrants ex-
hibit apathy, low self-esteem, guilt, or thoughts of
death. They suffer insomnia, recurrent and intrusive thoughts, and irritability, so
they are undergoing anxiety-related disorders’ symptoms. Of course, they exhibit

Ulysses Syndrome’s

- Confusion
« Cultural Explanation
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somatic symptoms like migraine, fatigue, or articular complaints, and some signs
of confusion, like disorientation, or depersonalization. Some affected immigrants
blend these symptoms with expressions like «I must be cursed» or «I am the vic-
tim of witchcraft», and it is important that health practitioners understand that
this is the way some patients can express his/her problem (Achotegui, 2019).

The syndrome can become chronic if the stressors do not disappear. These stress-
ors may be related to loneliness, especially painful when the newcomer has left
behind children and a spouse, to a deep sense of despair and failure when they
cannot find conditions for a decent life in the new country, to fear of the physi-
cal dangers of the journey, of an uncertain future, to being immersed in the daily
struggle for survival, and the threat of repatriation (Valero-Garcés, 2014; Acho-
tegui, 2019).

In Spain, surveys on migrations have shown that migrants have progressively
experienced increased levels of stress. But characteristics of Spanish migrations
are international. The 21 century global economic crisis, together with the armed
conflicts, persecution and poverty have altered the migration patterns. Most mi-
grants have already experienced a huge level of stressors, mainly linked to vi-
olence, traumas and poverty in their native countries. After a forced separation
from their families and homeland, immigrants faced with dangerous and, often,
lethal migratory journeys. Those who survive are under stressors that go far be-
yond the usual adaptation mechanism when encountering new cultures. The fight
for survival determines the development of this extreme migration duel. Under
these circumstances, many of them often develop symptoms such as irritability,
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nervousness, migraine, tension headache, insomnia, tiredness, fear, loss of appe-
tite and generalized vague discomfort.

How many people suffer this syndrome is difficult to specify, since there are still
just a few epidemiological studies. A Swedish paper related an increased risk of
non-affective psychotic disorders among immigrants with a high frequency to
exposure to social adversity before migration. This research showned that refu-
gees were 1.66 times more likely to be diagnosed than migrants, because exposure
to war and prosecution contribute to the increased risk of PTSD. The post-migra-
tory factors in the host country, such as discrimination, racism, and social exclu-
sion, also explain the high rates of psychotic disorder in some immigrants and
refugees. Those researchers concluded that experiences of psychosocial adversi-
ties increase the risk of psychosis (Hollander, 2016).

In our time, the political and social context increase the psychosomatic disorders,
and mental health professionals must be prepared to find concomitant illnesses.
In 2015 the Migrant First Aid Centre in Genoa gave assistance to immigrants with
alarge variety of physical and psychological conditions. People with HIV, hepatitis
B, gonorrhea, syphilis, tuberculosis and pregnant women received medical assis-
tance, and psychological and psychiatric support when they needed it. After men-
tal health intervention, people felt improvements in their quality of life and ex-
perienced a more positive attitude towards the new environment (Bianucci, 2017).

Some illnesses are simultaneous to mental conditions, but pain is a symptom itself.
A recent observational study has explored the association between mental health
and pain among undocumented migrants in France. Researchers found that 11.5%
suffered anxiety, 15% had sleep disorders, 29.5% moderate to severe depression and
the 16.2% had PTSD. They found, notwithstanding, that there are significant differ-
ences by gender: depression affects more women, while men suffer more sleep dis-
orders. This study remembers that pain and mental illness share biological mech-
anisms and brain regions, so socioeconomically deprived people are more likely to
have chronic and severe pain. This paper strongly associates chronic pain among
undocumented immigrants with specific migration-related stressors, such as poor
safety, poor physical environments, and poor access to healthcare. As a result, they
recommend systematically asking questions pertaining to mental health when an
immigrant patient is experiencing pain (Moussaoui, 2025).

European healthcare professionals must be aware that the current global human-
itarian crises in the European Middle East, North Africa, and central Asia are add-
ing to more displaced people, asylum seekers, and refugees worldwide than at any
time since World War II. The immigrants ran away from social and economic sur-
roundings in their original countries and, after, they were exposed to structural
constraints in receiving countries. Those stressors increase the risk of common
mental disorders and PTSD. Just as for the general population, refugees and their
families will benefit from timely and early intervention and care, particularly in
those exposed to severe psychosocial adversity.
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Final Reflection: Mental Health in a Multicultural Society
and the EMPOWER Model

by Matgorzata Szkup

This chapter clearly demonstrates how migration experiences, acculturation processes,
and cultural differences deeply influence the mental health of individuals from minority
backgrounds. These insights are strongly aligned with the pillars of the EMPOWER mo-
del—particularly Multiculturalism, Wellness, Professionalism, and Effectiveness.

Topics such as acculturative stress, the Ulysses Syndrome, and migratory mourning hi-
ghlight the need for integrated, culturally sensitive mental health care that goes beyond dia-
gnosis to consider the social, linguistic, and identity-based context of each patient. This
approach reflects EMPOWER’s vision of holistic, person-centered, and empathetic care.

The chapter also provides practical guidance for supporting migrants’ mental resilien-
ce, drawing on cultural assessment tools, acculturation models, and culturally grounded
interpretations of symptoms. Additionally, it emphasizes the structural barriers—like lan-
guage gaps, legal status, and access to services—that align with EMPOWER’s call to reduce
inequities and social exclusion.

In short, this chapter complements and strengthens the EMPOWER model, demonstra-
ting that effective mental health care in a multicultural society requires not only clinical
knowledge, but also cultural competence, humility, and critical reflection.

Do you want to go deeper?

Visit MultiCultiMed Platform!

We highly recommend visiting the MultiCultiMed educational platform, where you
will find interactive exercises, additional materials, and engaging activities aligned
with the EMPOWER model. These resources will help you transform knowledge
into practice and strengthen your reflective cultural competencies.

Explore. Reflect. EMPOWER.

@ www.multicultimed.eu ;
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It is valuable to have a general understanding of religious, cultural,
and spiritual practices related to health; however, it is important to
remember that this knowledge is not an absolute guide. Each patient is
a unique individual who may nurture their traditions in different ways
and have specific needs. The key to empathy and effective care lies in
openness to dialogue and respect for personal beliefs, rather than
treating general assumptions as unquestionable principles.



Chapter 12

12.1. Introduction

This chapter explores cultural sociology, understood as the study of knowledge,
customs, and experiences expressed in the behavior of individuals who live and
interact within a group or community. It provides a cultural insight into the reli-
gious, spiritual, and cultural practices of communities related to health.

Cultural sociology is the study of knowledge, customs, and experiences expressed
in the behavior of individuals who live and interact within a group or community.

Future healthcare professionals must acquire cultural knowledge to competently
care for individuals from diverse cultures, religions, and ethnic groups in their
professional practice.

Aims
Through this chapter students will enhance their attitudes, knowledge and skills in:

- Understanding the religious, spiritual, and cultural beliefs and practices of
different religions, and their impact on healthcare decisions

- Recognizing the ethical and moral perspectives of these religious groups re-
garding medical procedures such as organ transplantation, euthanasia, con-
traception, and end-of-life care.

- Addressing potential challenges in healthcare delivery arising from religious
beliefs and finding appropriate solutions to ensure equitable and inclusive
medical treatment.

- Defining key concepts like sociology, culture, cultural sociology, religion,
ethnicity, ethnic minority, stereotype, prejudice, generalizations.

Learning Outcomes
By the end of this chapter, readers will be able to:

- Explain the religious, spiritual, and cultural beliefs and practices of different
religious groups and analyze their influence on healthcare decisions.

- Identify and evaluate the ethical and moral perspectives of various religious
traditions on medical procedures such as organ transplantation, euthana-
sia, contraception, and end-of-life care. Recognize and address challenges in
healthcare delivery related to religious beliefs, proposing solutions that pro-
mote equitable and inclusive treatment.

- Define and apply key sociological concepts, including sociology, culture, cul-
tural sociology, religion, ethnicity, ethnic minority, stereotype, prejudice, and
generalizations, in the context of healthcare.

Relevant Definitions and Terms

Sociology: Derived from the Latin socius ("partner”) and -logia ("study”). It is the
science that studies the structure and functioning of human societies. It analyzes
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the mechanisms that shape interpersonal interactions and social organization, as
well as the influence of social norms and institutions on the behavior of individ-
uals and groups (RAE).

Culture: From the Latin culttra ("cultivation”). It is a body of knowledge that al-
lows an individual to develop critical judgment. It also refers to ways of life, cus-
toms, knowledge, and the levels of artistic, scientific, and industrial development
in a given era, social group, or religious practice (RAE; Griswold, 2012).

Cultural Sociology: It is a branch of sociology that examines the knowledge, ex-
periences, and customs that shape individual behavior within a given community
over time. Groh (2019) points out that cultural sociology focuses on understand-
ing how culture influences social structure and individual attitudes within larger
social groups.

Religion: From the Latin religare ("to bind again”) or relegare ("to read carefully
again”), suggesting the restoration of the human-divine bond through strict ad-
herence to established traditions. The Royal Spanish Academy (RAE) defines reli-
gion as a set of beliefs or dogmas concerning divinity, the feelings of worship and
fear towards it, moral norms for individual and social behavior, and ritual practic-
es, primarily prayers and offerings, as acts of worship.

Ethnicity: From the ancient Greek ¢6vog (ethnos), meaning "people” or "tribe,’ refer-
ring to a human community defined by racial, linguistic, or cultural similarities (RAE).
Ethnic Minority: A subgroup within a population that differs from the majority in
terms of race, language, or religion (United Nations, 2018).
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Social Determinants of Health: The conditions in which people are born, grow,
live, work, and age that influence health outcomes and quality of life. There are
five main social determinants of health: economic stability, access to education
and its quality, access to healthcare and its quality, neighborhood and environ-
mental conditions, and the social and community context (WHO, 2020; ODPHP;
Koh, et al., 2011).

Stereotype: A widely held but oversimplified and often harmful belief about a spe-
cific group of people (Giger & Haddad, 2021).

Prejudice: A preconceived notion or judgment that is not based on sufficient
knowledge. It can be either favorable or unfavorable. Negative prejudices can lead
to stereotypes and discriminatory behaviors (e.g., racial prejudice) (Duckitt, 2014).

Generalizations: Statements about common cultural patterns. They often lead
to misinterpretations, as descriptions of all individuals within a particular group,
which in turn leads to the formation of stereotypes (Callender, 2015).

Spirituality: Statements that lead to a connection with something that gives life
meaning and supports personal growth. Spirituality also contributes to the de-
velopment of values and positive inner emotions. Within the proposed model, the
authors identify three main dimensions of spirituality:

- Beliefs, practices, and experiences that initiate a spiritual connection.

- Objects of connection, such as God, nature, community, art, the afterlife,
spiritual beings, or the inner self.

- Outcomes of spirituality, including values, personal growth, meaning in life,
well-being, and a sense of inner peace.

This definition encompasses both theistic and secular approaches, recognizing
the cultural and individual diversity of spiritual experiences in the context of
healthcare (de Brito Sena, et al. 2021).

12.2. A Brief Guide to Cultural, Spiritual and Religious Practices
Related to Health

Future healthcare professionals will encounter individuals from diverse cultur-
al and religious backgrounds in their work. Recently arrived patients in Europe,
including immigrants, representatives of ethnic minorities such as the Roma, as
well as religious groups such as Jehovah’s Witnesses, along with patients from
majority groups adhering to major religions such as Catholicism, Islam, and Hin-
duism, form a population to which healthcare workers and the healthcare system
must provide high-quality care. The challenge lies not only in overcoming lan-
guage barriers but also in understanding their worldviews, attitudes, and values,
in order to prevent unequal treatment of any minority group. To address health
inequalities, it is essential to equip future healthcare professionals with the nec-
essary competencies and knowledge.
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In Europe, the major Christian religions, particularly Catholicism, Orthodoxy, and
Protestantism, are the most widespread. In 2018, approximately 70% of the Euro-
pean population identified as Christian (Pew Research Center, 2018).

12.2.1. Catholicism

Is one of several Christian denominations. According to the Center for the Study of
Global Christianity, in 2022, there were 2.4 billion Christians worldwide, of which
1.36 billion were Catholics (Center for the Study of Global Christianity, 2022). Ca-
tholicism, in its full scope, is defined as a doctrine of faith revealed in the Bible
and tradition, the institution of the Church and its office, worship, liturgy with
sacraments, Christian morality, religious practices and life, and the openness of
the believer to divinity and all higher worldly values (Pawlak, 2002).

Institutionally, Catholicism is organized under the leadership of the Pope, who
is regarded as the head of the Church and the successor of Saint Peter. The Ten
Commandments serve as moral and religious principles governing human con-
duct. The Catholic Church believes that life and physical health are precious gifts
entrusted by God and must be cared for, always considering the needs of others
and the common good. Although physical life is part of the transcendent val-
ue of a person, it inherently reflects the temporality of human existence, which
becomes evident through illness and suffering. Christians view illness and suf-
fering as a path to salvation. While they must respect physical life, they should
not consider it an absolute value, opposing the spread of the so-called "cult of
the body." Catholics are encouraged to avoid all forms of excess related to food,
alcohol, or drugs.

The Catholic Church supports organ donation and transplantation as acts of sol-
idarity. However, it holds a negative stance towards artificial insemination, in
vitro fertilization, post-mortem fertilization, and surrogacy (Donum Vitae, 1987).
Church teachings affirm that all sexual ac-
tivity achieves its true meaning and moral
dignity only within marriage. The Catholic
doctrine clearly prohibits any procedures
related to abortion (Evangelium Vitae, 1995).

Death signifies the end of human life on
Earth but, for Christians, represents the
transition to eternal life. It is the begin-
ning of a transformed existence. During the
dying process, religious symbols such as
a crucifix, images of saints, or medals worn
on the wrist or hung on a chain around the
neck may be seen beside the dying person.
Hospital spaces should be adapted so that
the family can accompany the patient in
their final moments. Direct euthanasia is
prohibited, however, the cessation of per-
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sistent therapy is permissible. Palliative care and sedative therapy are applied to
ensure the best possible quality of life in the patient’s final days (Samaritanus Bo-
nus, 2020). Cremation and autopsy procedures are permitted.

The Catholic Church regards motherhood as a mission of exceptional responsi-
bility and service to life. A pregnant woman must receive comprehensive support
from her family and religious community. After childbirth, the mother dedicates
herself to the care andfeeding of the child. If the health or life of the child is at
risk, any necessary medical interventions to protect the child are permitted. The
right to protect the child's life reflects the Church's commitment to care—every
child deserves to be treated with love, tenderness, and understanding (Majda,
et al.,, 2009).

12.2.2. Orthodox Church

The Orthodox Church's faith is rooted in tradition, which affirms the need to re-
main faithful to the spirit of the early Church. The most important source of faith
is the Holy Scripture (the Bible). The Orthodox Church bases its teachings on the
Greek translation of the Bible, believing that this text was written under the in-
spiration of the Holy Spirit.

Sacraments (mysteries) accompany individuals during the most important and
significant moments of life, serving as participation in divine grace. These in-
clude baptism, chrismation (confirmation), the Eucharist, confession (penance),
ordination (priesthood), marriage, and holy function (anointing with blessed
oil). One significant ritual in the Orthodox Church is the anointing with oil, pre-
viously blessed by a priest. This sacrament heals the soul, mind, and body and
can be administered to anyone
in need—whether for physical or
mental healing, or as preparation
for death (Pruszynsk & Grabows-
ka-Grzyb, 2007).

Icons hold a special place in the
life of every Orthodox believer. In
Orthodox tradition, an icon is an
object of veneration, painted (Or-
thodox followers say "written"
rather than "painted” icons, con-
sidering them a form of prayer
and a way to convey truths of the
faith, rather than merely a work
of art) using Byzantine tech-
niques, representing the pres-
ence of grace and the sacramental
sign of God's invisible presence
(Gwynn, 2007).
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The attitude of Orthodox believers towards health, illness, and death is similar to
that of other Christian denominations. They view illness as an act of God that can
help a person draw closer to Him and receive special grace to help others. Death
is seen as a transition to eternal life. Orthodox Christians consider providing as-
sistance and support to the sick as a natural part of life. The Orthodox Church
does not oppose organ donation and transplantation. However, some Orthodox
believers may be reluctant to donate organs due to their belief in the resurrection
of the body. This may be interpreted as desecration of the body and could prevent
or complicate organ donation (Iglesias, et al., 2023).

In comparison to Roman Catholicism, the Orthodox Church is more liberal re-
garding the use of contraceptives. It treats abortion as murder. The use of eutha-
nasia is unacceptable.

In the care of a dying patient, it is essential to provide support and the presence of an-
other person so that the patient does not feel alone and abandoned. Pain relief is ad-
ministered through analgesics. The deceased bid farewell with a kiss on the forehead.

It is important to ensure contact with an Orthodox priest for the reception of
sacraments, such as confession, the sacrament of anointing of the sick, or Holy
Communion. After death, the body is washed and elegantly dressed. The funer-
al service is held on the third day after death. In the care of adults and children,
there are generally no special needs specific to this religion. All life-saving and
health-restoring treatments are permitted. A woman may receive Communion
during pregnancy and breastfeeding. After childbirth, a woman should fast ac-
cording to the guidelines, as other members of the Church do. As with any other
case, religious customs should be followed according to the patient's needs (Maj-
da, et al.,, 2009).

12.2.3. The Greek Catholic Church

Refers to several Eastern Catholic Churches that maintain a close relationship with
the Roman Church while adhering to the Byzantine or Greek rite. This Church
acknowledges the authority of the Pope and Catholic dogmas, yet preserves its
independence in terms of canonical law, diocesan organization, liturgy, clergy's
right to marry, and the Julian calendar. The differences between the Greek Catho-
lic and Eastern Orthodox Churches relate to dogmas concerning the primacy of
the Pope, the origin of the Holy Spirit, Purgatory, and the Assumption of the Bless-
ed Virgin Mary.

The Church’s stance on health, illness, and death is similar to that of other Chris-
tian denominations. Health and life should be supported at every stage. The faith-
ful observe fasts that involve limiting the number of meals or abstaining from
certain foods, such as meat or dairy products. Greek Catholics, like Orthodox and
Catholics, support organ donation, organ transplants, and blood transfusions.
These procedures must always be performed with respect for both the donors
and recipients. The Greek Catholic Church condemns marriages that avoid pro-
creation and use contraception. It condemns abortion as an act of murder. In the
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care of pregnant and postpar-
tum women, newborns, sick
children, adults, and patients
in the final stage of life, there
are no substantial differenc-
es compared to other Christian
religions. Pregnant women and
those who have given birth are
exempt from fasting if medical-
ly required. In cases where the
life and health of the child are at
risk, all medical actions neces-
sary to maintain the child's life
and health, in line with current knowledge, are permitted.

At the end of life, the sacrament of the sick is administered, which lasts much longer
than the sacrament provided in Catholicism. After blessing the oil, the priest prays,
reads excerpts from the Gospel, and makes the sign of the cross, anointing the fore-
head, nose, ears, chest, hands, and feet of the sick person, repeating this action sev-
en times. The Bible is presented to the sick person for kissing. (Majda, et al., 2009;
Fouka, et al., 2012).

12.2.4. Protestantism

Is one of the branches of Christianity, alongside Catholicism and Orthodoxy. It
consists of three religious groups: Lutheranism, Calvinism, and Anglicanism,
originating from Martin Luther’s Reformation in the 16th century. Luther em-
phasized the direct relationship between the believer and God, questioning the
necessity of sacramental mediation and liturgy. The understandlng of the Bible
is the key difference between Protestantism | ST A
and Catholicism. Protestantism emphasizes |
religious individualism and the role of sub-
jective religious conscience.

Protestant believers accept only two sacra-
ments: Baptism and Eucharist; they do not
practice individual confession; reject the cult
of Mary, saints, indulgences, and relics. The
contemporary Protestant Church is frag-
mented, as it believes it cannot identify with
any institutionalized church. Among Protes-
tant churches are Baptists, Methodists, the
Pentecostal movement, and the Seventh-
day Adventist Church. With the exception
of the Seventh-day Adventists, the lifestyle
of Protestants does not significantly differ :
from that of Catholics. Many free Protestant Martin Luther
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churches have strict fasting rules. Seventh-day Adventists do not smoke, drink al-
cohol, or use drugs, including strong coffee and tea. A vegetarian diet is recom-
mended, although beef, lamb, venison, and poultry, such aschicken and turkey, are
permitted. A key aspect of Protestant life is work, viewed as a vocation and a human
duty. It rejects a consumerist approach to life and the secularized culture of leisure.

Protestants accept organ donation, organ transplants, and blood transfusions. Most
Protestant churches do not recommend artificial insemination, but they do not reject
it either. The Pentecostal Church does not allow any form of genetic manipulation,
while the Seventh-day Adventist Church permits artificial insemination only if the
genetic material comes from a married couple. In Protestantism, abortion is consid-
ered a sin, but the Church does not impose a single solution on its followers; the deci-
sion of the mother or the couple should be respected. Active euthanasia is not accept-
ed, but the decision to limit therapeutic efforts is differentiated and separated from
euthanasia. Care for a patient in the final moments of life should take into account
the differences arising from belonging to a specific religious community. Differenc-
es, for example, arise when a newborn in critical condition can be baptized with the
parents’ consent. This practice is permitted in the Evangelical Lutheran and Meth-
odist Churches. The care of a pregnant woman, a postpartum woman, a newborn, or
a sick child does not require any special actions beyond those commonly accepted
and practiced in current healthcare. (Majda, et al., 2009; Swihart, et al., 2023).

12.2.5. Judaism

The Jewish religion dates back to the second millennium BCE. Judaism is not
arevelation, doctrine, or teachings of an inspired master (as in Buddhism, Cathol-
icism, or Islam), but rather the result of a slow, collective creation, involving fig-
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ures such as Abraham, Jacob, David, and the prophets of Israel. From ancient times
to the present day, the Bible remains the foundation of life, thought, and worship
in the Jewish religion. The Hebrew Bible is a vast literary work consisting of three
parts, the most important of which is the Torah. In order to make it accessible to
the faithful, an extensive commentary known as the Talmud was written. Despite
significant dispersion worldwide, Jews have remained faithful to their religion.
However, many do not strictly observe the commandments of their faith. Today,
only about ten percent of Jews practice traditional Judaism, known as Orthodox
Judaism. This branch considers the Hebrew Bible to be inspired. Conservative Ju-
daism, however, disagrees with this view, claiming that the Torah (the holy book
of Judaism) was invented by rabbis attempting to adapt Judaism to the new era.
Reform Judaism is the most liberal and rejects most traditional religious practices.
Rabbinic writings treat the human being as an inseparable whole of body and soul.

A person is morally obligated to care for their body. Food must be kosher, pre-
pared according to rules derived from Jewish laws and regulations based on those
written in the Torah. Orthodox Jews strictly observe these rules. In Jewish com-
munities, there are associations where members care for the sick and dying (men
care for men, and women care for women). There is an obligation to care for those
who suffer, and neglecting this is considered a lack of virtue. The Sabbath is the
seventh day of the week, falling on Saturday, and its observance begins on Fri-
day evening with the lighting of candles. All paid work is prohibited, and there
are exactly 39 forbidden activities that cannot be performed during the Sabbath.
Jews accept organ donation, organ transplants, blood transfusions, and artificial
insemination within marriage. They allow the use of oral and intrauterine con-
traceptives. They oppose abortion, but each case is treated individually. Reform
Judaism accepts cremation and autopsies; Orthodox Jews oppose them. Jewish law
rejects any means to shorten human life and is against euthanasia.

Jewish tradition requires special care for pregnant women,; they are not obligated
to fast, but it is their duty to cooperate with medical personnel and undergo all
recommended medical examinations. After childbirth, women are ritually un-
clean for seven days in the case of a male child and for fourteen days in the case
of a female child. Women in some branches of Judaism cover their heads in public
places, including in hospitals. When admitted to the hospital, it should be ensured
that the patient has disposable plates and cutlery, as required by the need for food
segregation. If necessary, family members should be allowed to bring food from
home, and if this is not possible, a vegetarian diet should be provided. Boys are
circumcised eight days after birth. Care for Jewish children is the same as in oth-
er religions and among atheists. All vaccinations are performed according to the
vaccination schedule. In Jewish tradition, children reach maturity and begin to be
treated as adults when they turn 13 (boys) or 12 (girls).

For Judaism, human life is of the highest value. Patients are responsible for their
health and actively cooperate with medical staff to recover. Families often care for
patients in the hospital, for example, attending to hygiene to protect the patient's

239



privacy. Orthodox Jews follow the principle of not touching members of the oppo-
site sex. However, in cases of serious illness, all restrictions are lifted. If the patient's
condition significantly worsens, the family must be allowed to stay with the patient,
even if the family is large. Family members encourage the seriously ill patient to
reflect on their conscience. After the death of a patient, the body is ritually prepared
in a specially equipped room, never in the hospital. The presence of the deceased’s
body is a source of impurity, and touching it requires the ritual washing of hands as
a sign of spiritual purification (Majda, et al., 2009; Gabbay; et al., 2017).

12.2.6. Islam

Is the youngest monotheistic religion, founded in the 7th century. Its sacred scrip-
tureis the Qur'an, which contains revelations delivered to humanity by the Prophet
Muhammad in the Arabic language. The Qur'an comprises doctrinal statements,
principles concerning religious worship, moral norms, guidelines for appropri-
ate behavior, dietary laws, civil and criminal law, international law, and religious
narratives. The entire Muslim culture and civilization is based on it. In addition
to the Qur'an, the source of knowledge is also the Sunna, the tradition of Prophet
Muhammad, which consists of hadiths—records of Muhammad's behaviors, say-
ings, decisions, and actions—offering a model for imitation (Szopski, 2005). The
fundamental principle of Islam is loyalty to religion and God. Prayer is a very im-
portant element; it is a form of veneration and praise of God. Every Muslim must
pray five times a day, standing in a clean place, such as on a prayer mat, facing the
direction of Mecca, the holy city of Islam. Almsgiving is another symbolic prac-
tice that expresses readiness for sacrifice in the name of religion. Fasting involves
refraining from eating and drinking for 30 days, from dawn until dusk, during
the month of Ramadan. Meals are only allowed before dawn and after dusk. Fast-
ing is an obligation for every adult Muslim. Fasting may be broken if the person’s
work is physically demanding or
! if there is a concern that fasting
may harm the individual or oth-
ers. Every Muslim is required to
make a pilgrimage to Mecca.

Muslims form the second-largest
religious community in the world
(after Christianity). In Europe, Is-
lam is the fastest-growing reli-
gion, with the largest increase in
followers, not only due to the in-
flux of immigrants but also due to
a high birth rate and conversions.

Islam emphasizes the importance
of maintaining health. Preventive
measures include fasting, prayer,
ritual body washing, almsgiving,
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and marriage, as well as prohibitions such as drinking alcohol, smoking, using
drugs, adultery, gambling, and consuming pork. The Muslim family is patriarchal.
The Muslim religion imposes no restrictions on organ donation or transplanta-
tion. Blood transfusions and blood products are permitted and accepted.

Islamic law accepts methods of artificial insemination when used within the context
of marriage. In different Muslim countries, there are various opinions on the use of
contraceptive methods; in some countries, they are allowed if they serve to protect
the health of women. In the Qur'an and Sunna, abortion is prohibited after the 120th
day of pregnancy, although opinions on this issue vary; in some countries, abortion
is entirely forbidden. Islam opposes cremation, as the body after death should be
arranged in such a way that the face is turned towards Mecca. Autopsies are allowed
only for medical and legal reasons. Euthanasia is condemned, but it is advised to re-
frain from artificial lifeextending methods. During the postpartum period, a wom-
an does not fast, engage in sexual activity, or pray, but focuses on recovering her
strength. Breastfeeding for two years is recommended. Muslim women often are re-
luctant to undergo gynecological examinations if the physician is a man. In Islamic
culture, there is no tradition of family childbirth (Leong, et al., 2016).

The birth of a child is a great joy for the family. As soon as the midwife cuts the
umbilical cord, the newborn should hear the word adhan (call to prayer) whis-
pered into their ear. Locally, there are various traditions, such as bathing the baby
four times after birth or placing a chewed date in the baby’s mouth. Circumcision,
performed on boys from the seventh day until the age of 15, is a practice still ob-
served today. All vaccinations, life-saving procedures, and blood transfusions are
permitted. Muslims often use natural medicine, such as herbal medicine, apither-
apy, homeopathy, and psychotherapy, to complement conventional medicine.

In Islam, there are no sacraments like those in Catholicism, such as confession,
penance, or anointing of the sick. Muslim tradition requires that the immediate
family members sit with the dying patient, touch them, and pray together. The
word “God” should be the last word spoken by a Muslim. The first action after
death is ritual purification, performed by someone of the same gender. The de-
ceased is wrapped in a shroud and placed in the grave without a coffin, although
in European countries, Muslims bury their dead in coffins (Ordys & Eszyk, 2007,
Majda, et al., 2009; Almansour, et al., 2017).

12.2.7. Hinduism

Is currently one of the largest religious systems in the world in terms of the number
of followers. It is practiced by over a billion people, primarily in India. Almost every
region has its own customs, beliefs, god worship practices, traditions, and rituals.
The worship of gods is vibrant, with statues decorated with flowers and fruits, and
worshippers singing hymns and litanies. The position of an individual in the caste
system depends on their origin, qualifications, and type of work. There are four ba-
sic social groups: Brahmins, Kshatriyas (warriors), Vaishyas (merchants and farm-
ers), and Shudras (laborers). There are also people who do not belong to any caste,
known as “untouchables,” who occupy the lowest position in Indian society.
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A pilgrimage to the Ganges River for a ritual bath is of great significance to many
Hindus. Its purpose is to eliminate the negative effects of karma. The growing in-
terest in Hinduism in Europe is linked to its beliefs and traditions, vegetarianism,
yoga, and elements of Ayurvedic medicine.

Concepts of health, illness, and death in Hinduism are based on religious, philosoph-
ical, and magical foundations. Since the destiny of all beings depends on previous
incarnations, all manifestations of happiness and misfortune, good and evil, pros-
perity, illness, and suffering can be interpreted as direct consequences of actions in
a past life. One can avoid illness through prayer, dedication, and various religious
practices. Conversely, the negative consequences of bad actions committed in a pre-
vious life can be reduced or even eliminated by leading a virtuous life in accordance
with practices developed to free oneself from the cycle of reincarnation, such as
asceticism and yoga, which aim to neutralize the factors affecting the "wandering
soul” To achieve this goal, one must isolate oneself from society, fast, mortify the
body, and meditate. In Hinduism, health is viewed as synonymous with life.

The natural medicine system called Ayurveda has moved away from magical and
religious approaches to health and seeks to rationally explain health problems.
The ultimate goal of life in Hinduism is to ascend to higher levels in the hierarchy
of being, which is why death is not considered a negative event. To prepare for
death, one must undertake a pilgrimage to Varanasi, a place of ritual purification
located on the left bank of the Ganges River. It attracts many sick and dying indi-
viduals and is also a site for ritual suicides (Arora, 2024).

Organ transplantation is viewed positively because it extends the life of another
person, thereby allowing them to fulfill their karma. Blood transfusions are also
permissible. However, there are conflicting opinions, with some arguing that any
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attempt to artificially extend life traps the soul in the old body, disrupting the nat-
ural cycle of birth and death.

Artificial insemination is accepted in Hinduism. The most important value in
Hinduism is family. Having children and family planning are linked to the sex-
ual and erotic spheres, which occupy an important place in Hindu culture. Atti-
tudes toward sex, contraception, and family planning vary depending on the sect
of Hinduism. Abortion is seen as a cause of bad karma and may lead to a fall to
a lower level in the hierarchy of beings.

The birth of a child is an important event. Often, Hindu women, regardless of their
health and financial situation, wish to become pregnant because it frees them
from heavy household duties and physical labor. Pregnant women are subject to
many prohibitions, including avoiding fasting, losing weight, and traveling. Their
husbands may accompany them during childbirth. They may give birth naturally
or through a cesarean section. The mother must rest for 40 days after giving birth.
Inability to bear children, miscarriage, or loss of a child may be viewed as punish-
ment for the woman, leading to poorer treatment by her relatives. After the birth
of a child, a ceremony is often held in many families to drive away evil spirits.

The quality of healthcare in India depends on the patient's origin, educational level,
profession, and, most importantly, their economic situation. High-class hospitals
are accessible only to those with the necessary financial resources, which is why
some immigrants from India may find themselves in a hospital for the first time in
Europe, as care for the poor is typically provided only at home or in nursing homes.

In Indian culture, an autopsy is seen as a transformation of the soul's consciousness,
which, after death, separates from the body to take on a new material form. Another
factor influencing the cycle of birth, life, and death is cremation, one of the oldest
Hindu customs associated with death. The body must be burned to achieve libera-
tion. Cremation is primarily a form of purification. Euthanasia is seen as death by
choice and an escape from life and its associated suffering. In India, passive eutha-
nasia is allowed; food and water are withheld at the patient's request. The approach
to persistent life-sustaining treatment is clearly defined: when the brain loses its
activity, the body’s functioning should not be artificially maintained.

The final stages of life involve continuous preparations for death. Temporal matters
must be resolved. People from lower castes are cared for by their relatives at home,
but it often happens that sick and exhausted individuals die on the streets without
assistance. In higher castes, patients in the final stage of life receive care in hospi-
tals. Caregivers maintain contact with the patient until death but try not to touch
the body—according to tradition—as the body is considered impure. Thereisa g
roup of specialized individuals who professionally care for the deceased for a fee.
After death, the body, wrapped in a thin cloth, is placed on a funeral pyre (sandal-
wood for wealthier castes and sun-dried cow dung for the poor), covered with flow-
ers, and set alight by the eldest son; if the deceased is a woman, the fire is lit by her
husband or younger son. After the body is cremated, the ashes are thrown into the
sacred Ganges River or a lake (Majda, et al., 2009; Chakraborty, et al., 2017).
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12.2.8. Buddhism

Buddhism emerged as a religious system in the 6th century BCE in India. The
founder of Buddhism, the Buddha "The Enlightened," Siddhartha Gautama, re-
nounced his luxurious and comfortable life to practice asceticism, which he later
abandoned in favor of attaining enlightenment—understood as freedom from the
continuous cycle of birth, death, and suffering. One hundred years after the death of
the Buddha, the movement split into two main branches: the Hinayana and the Ma-
hayana. The former focused on the study of the Buddha’s texts, while the teachings
of the Mahayana branch primarily centered on the understanding of emptiness and
the Nature of the Buddha. In their spiritual practice, they developed the capacity for
loving-kindness, understanding the nature of reality, and deepening knowledge of
the Buddha’s nature. The second branch gave rise to the Vajrayana practice, which
spread to Tibet (forming the foundation of Lamaism) and parts of China.

It is important to accumulate karma (merit) through actions motivated by love,
compassion, and gratitude. Money, titles, and family—these all vanish when we die.
Buddhist philosophy does not refer to the concept of a Creator but instead believes
in the law of cause and effect, understood as the result of positive and negative ac-
tions. Spiritual development aimed at cultivating kindness, love, compassion, wis-
dom, and eliminating the three fundamental poisons of the mind—desire, anger,
and ignorance—leads to enlightenment and breaks the cycle of rebirth and death.
Birth, illness, old age, death, or contact with something that does not bring pleas-
ure is considered suffering. Freedom from suffering can be attained by overcoming
negative emotions such as anger, jealousy, hatred, desire, and false self-esteem.
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In Buddhist medicine, there are four categories of disorders (diseases). The first
category includes illnesses arising from karma accumulated in past lives; the sec-
ond includes diseases originating early in life; the third is caused by spirits; and
the last results from poor diet or improper behavior. Tibetan medicine also ad-
dresses chronic diseases, including cancer. (Bauer-Wu, et al., 2014).

Buddhism is generally supportive of blood transfusions, organ donations, and
transplantation—giving an organ to someone will bring positive results in the
next incarnation. Different Buddhist sects hold various positions on family plan-
ning and contraception. In practice, there is a recognition of the need for these
methods. Currently, the methods accepted by Buddhists include oral contracep-
tives, condoms, diaphragms, sterilization, and natural methods. Buddhism ac-
cepts assisted reproduction, though it views it as an attempt to influence karma,
i.e., the life path for the next incarnation.

According to Buddhist tradition, human life begins at the moment of conception.
In traditional Buddhist schools, abortion is considered illegal and is only permis-
sible if the mother's life is in danger. There have been exceptions to this rule in
history, such as in post-World War II Japan, where abortion was practiced to re-
duce birth rates (mabiki rituals and mizuko kuyo). Buddhism accepts cremation
and does not oppose autopsy, focusing on consciousness rather than the human
body. Buddhism strongly opposes euthanasia as it leads to the accumulation of
negative karma.

Buddhism places great importance on having children. A pregnant woman must
care for her physical and mental health. Positive thinking and religious practic-
es are essential. Proper nutrition, rest, adequate sleep, walks, and avoiding heavy
work are recommended for expectant mothers. Medical care, a calm environment,
and surrounding oneself with honest people facilitate childbirth and reduce neg-
ative emotions associated with pain. Postpartum, women may participate in all
religious practices. Typically, they breastfeed their children for at least a year. Tra-
ditionally, a horoscope is drawn for every newborn. All people who come into con-
tact with the newborn on its first day of life should be kind to it. At the request of
the parents, the Dalai Lama selects the child’s name while still in the womb.

The healing process for an adult involves following dietary recommendations,
including the elimination of foods that disrupt the body's balance. The patient
must take herbs prescribed by the doctor. Recovery in Buddhist understanding is
possible if religious practices are combined with spiritual practices, such as med-
itation, and physical practices, such as lifestyle changes, for example, abandoning
addictions.

Death in Buddhism is considered the most important moment in life, and its
course is divided into stages. According to Buddhist philosophy, the body consists
of the elements of earth, water, fire, air, and space, which create and sustain the
body until death. The external decomposition begins when sensory activity ceas-
es, and strength and energy are lost. Control over physiological functions and the
ability to perceive physical sensations fade. Heat loss occurs, and the perception
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of external stimuli changes. In the phase of the disintegration of the air element,
breathing disturbances appear, and the person loses contact with the material
world. Depending on the life lived, visions of all negative events and fears arise. If
the person lived a good and compassionate life, they will encounter loved ones and
experience heavenly visions. The environment of the sick person should be calm.
Family and friends should evoke feelings of love, compassion, and devotion. Direct
presence of loved ones is not recommended, as despair may disrupt the calm of
the dying person. The most important support is the presence of a spiritual guide.
The position of the body at the time of death is also significant. Traditionally, it is
recommended that the dying person be placed on their left side in the "sleeping
lion" position. This position is intended to facilitate the recognition of luminosity,
which appears after death and helps the consciousness leave the body. A great
help for the dying person is the practice of phowa, which involves visualizing rays
of light flowing toward the dying person and cleansing them. It is best to perform
phowa before touching or moving the body. This practice should be continued for
three weeks after death. Funeral customs in Buddhism vary and depend on the
region or country. In Thailand, the body of the deceased is taken to a monastery,
washed, and cremated on a day determined by the horoscope. In Tibet, the body is
wrapped in white cloth, cut into pieces, and left to be consumed by birds without
leaving any trace. The bodies of respected members of the community are often
burned on a pyre (Majda, et al., 2009; Khoo, 2023).

12.2.9. Jehovah's Witnesses

Was founded in 1872 by Charles T. Russell in Pennsylvania, USA. For Jehovah's
Witnesses, the Bible is a sacred text, considered the inspired word of God, holding
the highest authority in their religious beliefs and practices. According to their
convictions, the Bible contains God's will, laws, moral principles, and the plan for
humanity’s salvation. Jehovah's Witnesses do not isolate themselves from society
but live and work within it; however, they refrain from engaging in politics or mil-
itary service, as they believe these actions contradict biblical teachings. They do
not participate in ecumenical events, reject traditional religious rituals, and only
observe the annual commemoration of the death of Jesus Christ, which occurs
around Easter. Baptism is performed by full immersion in water and is conduct-
ed for individuals who are mature enough to make this decision consciously and
independently. Jehovah's Witnesses are extensively involved in evangelism. They
do not establish strict guidelines regarding customs, do not celebrate holidays or
birthdays, consume very little alcohol, and avoid foods containing animal blood.

Jehovah's Witnesses are committed to maintaining their life and health as a gift
from God. Therefore, they approach medical treatment with great awareness, dis-
cipline, willingly cooperating with medical staff and diligently ensuring the effec-
tiveness of their treatment. However, Jehovah's Witnesses reject all forms of blood
transfusion. This position began to be advocated after 1945. Since then, both adults
and minors who are Jehovah's Witnesses are prohibited from consenting to blood
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transfusions. This extreme stance has led to numerous studies aimed at provid-
ing alternative blood replacement therapies and developing protocols for treating
critically ill patients without blood transfusions (Villarejo, et al., 2007; Tayloret,
et al., 2020). In the case of newborns, infants, or children, the decision regard-
ing a transfusion is made by the parents, with the father having the final say if
there is a disagreement between the parents. It is important to note that from the
perspective of both law and medical ethics, the life of the child is paramount and
takes precedence over the protection of religious beliefs and the personal freedom
of the parents. If a doctor perceives no alternative therapeutic option, they may
seek a judge’s intervention, who may, under certain circumstances, revoke paren-
tal rights for the duration of the treatment. All actions must be transparent and
cannot be concealed from the parents.

Jehovah's Witnesses have a positive stance toward organ donation and transplan-
tation. The Bible does not explicitly forbid receiving organs and tissues from other
individuals, aside from blood. Each member of the congregation makes a per-
sonal decision about organ transplantation in accordance with their conscience
(Cummins & Nicoli, 2018). Euthanasia is explicitly condemned, as it is incompati-
ble with biblical teachings. For Jehovah's Witnesses, life begins at conception, and
therefore abortion is not accepted. Neither the threat to the mother's health, nor
the discovery of fetal genetic defects, nor cases of rape or incest, justify abortion.
The Bible does not condemn birth control within marriage; the couple may choose
contraceptive methods as a personal decision. It is essential to avoid substances
that may harm the developing fetus.

-
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For Jehovah's Witnesses, funerals are an occasion to express religious beliefs.
Their belief in resurrection prevents them from expressing sorrow or grief over
the deceased. Jehovah's Witnesses do not attach religious significance to funerals.
Autopsies are only permissible when required by law (Majda, et al., 2009; Swihart,
et al.,2023).

12.2.10. Roma

Are the most diverse and currently the largest ethnic group in Europe, with ances-
tors who likely originated in India and began migrating to Europe as early as the
6th century. They do not have their own state or defined territory. Due to migra-
tion and contact with other cultures, people, languages, customs, and religions,
they have become highly diverse. Since ancient times, the Roma have been in-
volved in ironworking, metal production, juggling, dancing, and fortune-telling.
Everything related to the Roma and their culture has been passed down orally.
Today, the Roma are divided into various subgroups, spread across all continents.
These include the Calés, Sinti, Kalderash, Doms, and Romanichels. Most Roma are
Christians, some are Muslims, and others maintain their faith in Hinduism. One
of the most distinctive features of their social behavior is their solidarity within
the group and tolerance. All aspects of Roma life are governed by an unwritten
code of moral laws and prohibitions, which evolved from tradition and centuries
of experience (Gypsy law). Failing to adhere to these rules may result in conse-
quences such as "banishment,” or expulsion from the group. The Roma divide the
world into "our” and "other, non-Roma.” They draw from elements of the "other”
world to meet their needs, using hospital services in cases of childbirth, illness,
or death. In many cases, they resist prolonged hospitalization and regard surgical
procedures as highly dangerous. In some Roma groups, there is a belief that the
larger a person is, the happier and healthier they are, which often results in obesi-
ty, while a slim physique is seen as a sign of illness or poverty (Majda, et al., 2009;
Poveda, et al., 2014; Krasnowolski, 2022).

Health care is often not viewed as one of their highest priorities in Roma com-
munities. In many cases, organ donation and transplantation are considered pro-
cedures they do not trust and reject. Most prefer not to discuss death or organ
donation after death. They accept blood transfusions to save their lives (Rios et
al., 2023). In vitro fertilization is not permitted. Infertility is a taboo subject, as is
contraception, and Roma often do not wish to discuss these topics.

Abortion is considered a sin; it is understood as the deliberate killing of a Roma
child and is strictly prohibited. The foundation of Roma existence is the family,
which is typically large, multi-child, and very extended. Life revolves around this
social unit. The birth of the first child is particularly awaited; its absence is seen as
a punishment for sins. Childlessness among the Roma leads to so-called internal
adoption, in which another married couple gives their newborn to a childless fam-
ily. Pregnancy outside of marriage is seen as a crime, resulting in the loss of honor
and respect, and may lead to disputes between families. The subject of childbirth is
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taboo, and it is not discussed.
Currently, most births oc-
cur in hospitals. Hospitaliza-
tion helps isolate the birthing
woman from the Roma com-
munity. Roma women prefer
female staff care. The father is
never present at the birth. He
often waits outside the hospi-
tal until the birth is over, ap-
pearing briefly only to see his
child. After returning home,
the mother is isolated in her
home. The mother or mother-
in-law handles domestic du-
ties. This isolation lasts up to R
six months. The newborn also | )

has limited contact with the EANAS

father and grandfather, who

often do not touch the grandchild for the first three months of the child’s life.

The Roma reject cremation. They may accept an autopsy if it is a judicial proce-
dure. They do not accept euthanasia. The solidarity of the Roma community is
most evident during the illness and death of a family member. A large group of
close relatives gathers to vigilantly care for the sick and dying. Today, Roma pre-
dominantly die in hospitals. Crying and wailing are part of the behavior associat-
ed with death among the Roma. (Kozubik, et al., 2019)

The Roma treat the deceased with great respect, and their memory is honored.
According to tradition, they should die away from their place of residence; in the
past, the bed was carried out of the home. The closest family should be present at
the hospital with the sick, keeping vigil, and apologizing for even the most trivial
matters to ensure they are not "visited” after death. (Kowarska, 2005; Majda, et al.,
2009; Ficowski, 2013; Nowicka, 2014; European Commission, 2020).

Care and attention to the patient require meeting the cultural needs and beliefs
of individuals and families. Religion often provides spiritual guidance and em-
phasizes healthcare. A person’s culture and religion can significantly influence
their views on healthcare and healthcare professionals. Medical and health sci-
ence students, as future professionals, must understand the origins and beliefs of
these patients to ensure culturally sensitive healthcare in the future. (Swihart, et
al., 2023).
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Final Reflection: Religious and Cultural Practices
and the EMPOWER Model

by Matgorzata Szkup

This chapter offers a broad overview of religious, spiritual, and cultural practices related to
health, highlighting their influence on patient decisions and the care process. This diversity of
perspectives aligns closely with the values of the EMPOWER model, particularly in the areas of
Multiculturalism, Professionalism, Effectiveness, and Education Resources.

The author emphasizes that competent care requires openness, respectful dialogue, and avo-
idance of stereotypes, which reflects the core EMPOWER principle of cultural humility. The
chapter shows how religious beliefs can shape attitudes toward organ donation, transfusions,
abortion, or end-oflife care—demonstrating that delivering effective healthcare demands
flexibility and respect for patient values.

The rich examples of practices from various religions and ethnic groups serve as a valuable
educational resource, aligning with EMPOWER’s emphasis on experience-based cultural le-
arning. The chapter also underscores the need to develop strong communication and ethical
skills when working with patients from different belief systems—central to EMPOWER'’s vi-
sion of reflective professionalism.

In summary;, this chapter demonstrates that understanding cultural and religious diversity is
not about memorizing facts, but about adopting an attitude of respect and ongoing learnin-
g—a foundation for effective, empathetic, and equitable care, fully consistent with the spirit of
the EMPOWER model.

Do you want to go deeper?

Visit MultiCultiMed Platform!

We highly recommend visiting the MultiCultiMed educational platform, where you
will find interactive exercises, additional materials, and engaging activities aligned
with the EMPOWER model. These resources will help you transform knowledge
into practice and strengthen your reflective cultural competencies.

Explore. Reflect. EMPOWER.

@ www.multicultimed.eu ;
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Chapter 13

13.1. Introduction

The term "culture” can be applied to both social groups and the individuals who
make them up. The culture of a society consists of, among other things: language,
collective systems of beliefs, convictions, views, values (including moral values),
norms, rituals, as well as knowledge, art, and law (Spencer-Oatey, 2012; Gajda, 2003).
A person who is a member of a social group co-creates collective culture while si-
multaneously drawing from it. Moreover, they bring their individual cultural re-
sources, such as race, gender, age, sexual orientation, personal value hierarchy, and
worldview, into it. This understanding of culture creates
IG5 space for the development of two polarized social struc-
another person is a tures: monoculture and multiculturalism. In the content
confrontation with presented below, the reader’s attention is directed towards

their distinct culture ) . .
in its multifaceted multiculturalism in a moral context.

understanding. The process of engaging with the material presented in the
chapter can take two forms: 1. A non-reflective, and there-
fore less impactful, engagement with the theoretical material, or 2. An active as-
similation of the material with a deep sense of its practical dimension, which is
strongly recommended. The learning process is more effective when the student
is convinced that the knowledge being acquired will be useful in practice. So where
can we find multicultural interpersonal relationships in the field of medicine?

Students who are the intended readers of this book live in various parts of the
world. Among them are countries with complex social structures that host nume-
rous cultures. These readers may find it easier to place the content of this chapter
within their daily lives, which are saturated with encounters with multiculturalism,
in a narrower sense (let's call it narrow for the purposes of this chapter), referring
primarily to nationality, religion, origin, and sexual orientation. In a somewhat dif-
ferent situation, it might seem at first glance, are readers living in countries that are
not particularly common destinations for immigration and, therefore, are charac-
terized by relatively homogeneous manifestations of social culture. However, mul-
ticulturalism definitely extends beyond this narrow understanding. As mentioned
in the beginning of the chapter, each person possesses a set of cultural components
that are unique to them. Some of them are permanent, like gender, while others
are constantly changing, like age. This is the first basic piece of knowledge that the
reader should take away from this chapter: we should not look for multicultura-
lism only in its narrow sense (for example, a patient is a tourist from a culturally
different part of the world). Every encounter with another person is an encounter
with their distinct culture in a multifaceted understanding.

Moving to the core of the chapter, two essential questions must be posed:

+ Which values and moral norms contribute to the formation of a prosocial at-
titude towards cultural diversity?

- Why can implementing the proposed values and moral norms help optimize func-
tioning in the medical environment (with particular focus on patient care) in the
context of multiculturalism, while respecting one’s own cultural distinctiveness?
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Aims

Through this chapter students will enhance their attitudes, knowledge and skills
and will be able:

- To characterize the terminology used in the text in its general meaning.

- To contextualize the aforementioned terminology within the framework of
multiculturalism in medicine and to justify its relevance to the discussed topic.

- To present proposals for individual and group exercises aimed at supporting
the development of an open attitude towards multiculturalism in medicine
while respecting one's own value system.

The author of the chapter is aware that the values and moral principles that seem
appropriate for the creation of a multicultural community represent an exceptionally
broad spectrum. The material presented neither exhausts this spectrum nor claims
to do so. Furthermore, the terms used in the text, mostly from the fields of philoso-
phy and ethics, and their placement in the multicultural medical environment, also
remain open-ended and unfinished. The author's intent and scientific-educational
desire are to initiate the reader's own reflection on the moral dimension of encoun-
ters with others and their cultural richness, regardless of their assigned social role
(student, patient, and their close ones, member of the therapeutic team). Ultimately,
these encounters will take place in the individual "I - you"” space. The reference to
the philosophy of dialogue is used consciously and purposefully (Buber, 1971). Un-
doubtedly, the message of the chapter is also to motivate the reader to engage in
a broader discussion on the emerging moral dilemmas at the intersection of many
cultures in the field of medicine. We are convinced that, to some extent, the exercis-
es proposed in the final part of the chapter will contribute to this.

Three components of moral attitude:
- Cognitive — consists of thoughts, beliefs, and knowledge about the object of the attitude.

- Affective — refers to the emotions felt towards the object of the attitude.
- Behavioral — refers to the behaviors presented towards the object of the attitude.

Learning Outcomes
By the end of this chapter, readers will be able to:

- Characterize the terms discussed in the chapter: human dignity and tolerance.

- Demonstrate the application of the terminology presented in point 1 in the
context of multiculturalism in medicine.

- Show awareness of morally unacceptable attitudes in the context of multicul-
turalism in medicine.

- Demonstrate internal coherence between the three components of attitude:
cognitive, affective, and behavioral, in relation to multicultural relationships
in medicine.
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Relevant Definitions and Terms

Introducing the topic of ethics in multiculturalism requires defining the neces-
sary terminology in its general sense (without references to multiculturalism in
medicine). To begin, I will address some fundamental concepts. This subchapter
will focus on the notions of human dignity and tolerance.

Before the reader delves into the terminology rooted primarily in philosophy and
ethics, it is important to note a significant limitation applied in the text. The at-
tempt to define the concepts below had to be done succinctly enough so that the
reader would not get lost in the maze of philosophical debates. Instead, the goal
was for the reader to master the terms in such a way that they form a clear frame-
work for the practical part, which will primarily involve any relationship in the
medical environment. This necessitated an authoritative choice of certain philo-
sophical trends and the definitions developed within them. The individual world-
view preferences of the author played no role in this selection. The only criterion
was the appropriateness of the presented definitions for the leading topic, which
is multiculturalism in medicine.

Human dignity — The term “dignity” (Latin “dignitas”) was introduced by Cicero
(Shershow, 2013). In its original meaning, it referred to ethical and aesthetic values
such as beauty and attractiveness. Being a person of dignity meant someone who
exhibited beauty through their demeanor. Over time, the term “dignity” began
to be used, for example, in the Polish language, as a synonym for the word “sur-
name” (“What is your dignity?” means “What is your surname?”). It acquires yet
another meaning in statements like “I have a sense of dignity,” referring to our
internal respect for ourselves.

From the perspective of the book’s main theme, we placed particular emphasis on
an internal human quality: dignity.

- What is its nature (what are its properties and characteristics)?

- Does every person possess it, and if so, what is its source?

- And perhaps the most compelling question: what does it mean in practical
terms for your dignity, my dignity, and everyone’s? Does this concept impose
any mutual obligations on us?

Each of these short questions has been the subject of countless reflections in phi-
losophy;, religion, law, psychology, and sociology (Charter of Fundamental Rights
of the European Union, 2000; Dignity, 2023). Some of them are positioned at two
opposite extremes. Legal concepts can significantly differ regarding the recog-
nition of specific attributes (characteristics) of human dignity. What is certain is
that the terms “human dignity,” “dignity of the human being,” or, following the
personalist philosophy, “dignity of the human person” (in philosophy and ethics,
most words, seemingly synonymous, carry specific, distinct meanings. Therefore,
their selection must be intentional) are simultaneously very general, highly com-
plex, and even controversial. I will therefore focus on the most important con-
tent from the perspective of the topic. Due to the diversity of philosophical-ethical
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views and the need for clarity in the text, the following interpretation of "human
dignity” is largely based on the personalist school mentioned above.

Characteristics of “human dignity” — inalienability, inviolability, non-gradability,
non-transference (Sroda, 2010). This means that a person is born with the dignity
that belongs to them, which they do not need to earn, and neither they nor anyone
else can take it away. It is not gradable — one cannot have more or less human dignity.

oo

Does every person have dignity? What is its source? The answer to the first
question is simple. Yes, being human is synonymous with being endowed with
dignity, understood in the sense discussed here. The second issue has a wide va-
riety of arguments (we will also consider ideas that go beyond personalism). Here
are some of them:

-+ Human dignity stems from the attribute of rationality and free will. This in-
terpretation was supported by, among others, Immanuel Kant (Diiwell, et al.,
2015).

- A person is created in the image of God, and this constitutes the source of
their dignity. This concept, as one might expect, is propagated by those who
practice philosophy within a religious framework.

- The human capacity for reflection and moral choices (Sroda, 2010).

- The ability to work and, thus, shape the surrounding reality in a purposeful
and conscious way makes a person worthy (Sroda, 2010).

Human dignity — from theory to practice: Accepting the fact that we possess in-
born and inalienable dignity leads to reflection: How does this philosophical, ab-
stract concept translate into social relationships and the norms that shape them?

One of the most important consequences is the connection between the awareness
of human dignity and the codification of rights inherent to it, such as the Univer-
sal Declaration of Human Rights (United Nations, 1948), or patient rights present
in many countries. Unfortunately, the history of humanity reveals numerous ex-
amples of violations of human dignity every day. International conflicts, internal
disputes, and family quarrels are behaviors that people in every corner of the world
must confront. Therefore, law should provide clear guidelines for protecting the
fundamental value of human dignity. But does law, even if perfectly constructed,
constitute a sufficient condition for the development of pro-social attitudes based
on respect for human dignity? While it is an essential regulator of social order, it is
not enough by itself. This insufficiency of law may be particularly evident in direct
relationships with another person, especially when one party is in an unfavora-
ble position relative to the other. For example, when their freedom is infringed in
terms of law (prisoners), health status (patients in intensive care units), or political
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conditions (immigrants), to a greater or lesser extent. What additional condition is,
therefore, necessary in building the attitudes mentioned? At this point, I will refer to
Lawrence Kohlberg’s theory of moral development (human dignity is a fundamen-
tal moral value). In his years of research, he observed different stages of a person’s
maturation in response to the world of values (for those interested in the entire top-
ic, I refer them to the website https://courses.lumenlearning.com/suny-lifespande-
velopment/chapter/kohlbergsstages-of-moral-development/, where the issue is de-
scribed in greater detail) (Kohlberg&Kramer, 1969; Zhang&Zhao, 2017). For the topic
of this chapter, the following conclusions from Kohlberg are important: at a certain
stage (it must be noted that it is quite an advanced stage in an individual’s develop-
ment), a person realizes moral values as long as they are justified by the applicable
law. Returning to the main issue — individuals whose moral development is at the
“law and order” level will respect human dignity, provided it is regulated by legal
order. However, life cannot be “contained within the confines of law.” Even the most
precise legislations do not resolve all social situations. This is where the second key
conclusion from Kohlberg's research comes into play: the highest stage of moral de-
velopment is respecting moral values because of the inherent good present in them.
Yes, this may sound overly philosophical. Therefore, an example of how Kohlberg’s
theory can be applied in practice is presented in the box below.

Situation: A senior customer enters the store. She hands her entire wallet to the
cashier, asking her to choose the money for the purchases. The saleswoman, tak-
ing advantage of the senior’s trust, has the opportunity to pocket even a small
amount. She does not do so. We are interested in answering the following question:

What is her motivation for the morally correct action? (refraining from theft)

- Answer 1: The saleswoman refrains from stealing because she knows that
the law prohibits it, and violating the law could result in serious conse-
quences (she frames her moral action within legal constraints).

- Answer 2: The saleswoman refrains from stealing because she has an in-
ternal conviction that the act is morally wrong, that it causes harm to an-
other person. According to Kohlberg, this reasoning represents the high-
est level of moral maturity.

Thus, the awareness of another person's dignity can be considered an impor-
tant regulator of interpersonal relationships. The question remains whether be-
ing "equipped” with dignity simply because of belonging to the human species is
enough to expect respect. Should this trait (which, let us note, we have no influ-
ence over, assuming the concept of its inborn nature) not be complemented by
the necessity of behaving decently? The view that this is indeed the case seems
reasonable. And here we arrive at an important observation worth internalizing: if
I acknowledge that I possess dignity, I should act morally correctly, which, among
other things, means respecting the dignity of others (as well as my own). Isn't this
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the ideal way to establish open relationships in a multicultural dimension? We will
return to this idea in the next subchapter.

Tolerance — one of the most demanding moral ideas. Difficult to implement, yet
fundamental to ethics in a multicultural world. Understanding the criteria of tol-
erance and its limitations would help build a world free of tensions in interper-
sonal and intercultural relationships. Let us briefly discuss the mentioned criteria.
The foundation of tolerance lies in certain behaviors worth remembering. Here
they are (Sroda, 2010):

1. There exists a factor, attitude, or behavior in our surrounding environment
(represented, of course, by a specific person or people) that causes me oppo-
sition, and it may even be in conflict with my hierarchy of values.

2. I have the possibility to act against this phenomenon. I may try to change
the existing state of affairs through force, persuasion, or spreading false in-
formation (e.g., causing the social isolation of the person holding the views
mentioned in point 1).

3. Irefrain from acting to the detriment of the phenomenon mentioned in point 2.

This understanding of tolerance is called "negative tolerance” in ethics — negative
because it expresses a lack, in this context, the lack of our destructive reaction
to someone else's attitude or views. It is the minimum moral obligation we must
adhere to. At the same time, the idea of tolerance is a claim-based idea: I show tol-
erance towards you, but you show tolerance towards me. There is also the concept
of "positive tolerance.” This attitude takes a significant step forward by adding
the last criterion, which is best captured by Voltaire’s statement, “I disapprove
of what you say, but I will defend to the death your right to say it”. Positive tol-
erance is not just refraining from acting against the phenomenon mentioned in
point 1 (criteria of tolerance). It involves actively supporting it with respect for the
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equality of all people. This occurs within the boundaries of tolerance, which will
be discussed shortly.

The literature on the topic points to several sources justifying the existence of
tolerance, but their discussion lies beyond the scope of this chapter. Undoubtedly,
one of the most important values upon which tolerance is based is human dignity
and the equality of all people derived from it, understood in a moral context.

Tolerance has its limits; otherwise, it would require openness to antisocial atti-
tudes. We strongly oppose this idea. It must be clearly stated that tolerance should
only be applied to attitudes, views, and behaviors that fall within the legal, moral,
and political boundaries (a view put forward by the philosopher J.S. Mill). It is also
important to emphasize that tolerance, as a moral stance, is not the same as ac-
ceptance. We may accept differing views, even sympathize with them, but we are
not required to. As mentioned earlier, tolerance constitutes the moral minimum in
the interest of a multicultural world.

13.2. Human Dignity as the Supreme Value in Multicultural
Relations in Medicine

In section 13.1. we entered the world of two philosophical and ethical concepts in
their general meaning. Now, we will try to place them within the context of multi-
culturalism in medicine, in relation to practices concerning patients, their families,
and in employee relations. The goal of sections 1.5 and 1.6 is to search for an answer
to the question: Can respect for human dignity and openness to the phenomenon of
tolerance support prosocial attitudes in a multicultural medical environment?

Patient dignity is the dignity of a person filled with fear for their life and health. It
is the dignity of those close to them, worried about entrusting their loved one to the
hands of nurses, midwives, doctors, physiotherapists, and paramedics. Finally, it is the
dignity of the people with whom we share the struggles and joys of long shifts. Every
participant in this relationship brings their cultural background to it. This is nothing
unusual, as everyday relationships we experience in public spaces are also character-
ized by this. So, what makes the medical field so special that it is worth, as the authors
of this handbook have done, focusing on the meaning of human dignity as a funda-
mental value in this specific area of medicine within the context of cultural diversity?

The view on which we based section 13.1. assumes that dignity is considered
a characteristic inherent to each of us. It does not depend on race, gender, sexual
orientation, financial status, or age. Moreover, such an understanding of innate
and inalienable dignity requires us to recognize it even in people who have com-
mitted morally unjust acts. However, it is important to emphasize the word "in
people,” not in their actions, which deserve appropriate condemnation and pun-
ishment according to their wrongdoing. Let’s return now to the sentence from the
introduction to this chapter. Every encounter with another person is an encounter
with their distinct culture in a multifaceted understanding. Thus, when I engage
with you in all your cultural richness, I am also confronted with both your and
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my human dignity. I — a representative of the medical world, and you — a patient,
a family member, a loved one. You — my colleague at work.

So, what is the most important outcome of this meeting? It is the feeling of human
equality within the basic value of dignity. If we accept this conclusion with genuine and
deep understanding, we will realize that from the moment we meet another person,
we begin to build our relationship on one strong foundation. The various factors aris-
ing from cultural diversity only enrich the relationships we create. Let’s try to visualize
this thought. We have a square on which we can place various buildings. This square is
ametaphor for our professional life. The buildings represent every person who appears
in this life. We can place each of them only on their designated foundation with the
surrounding piece of sidewalk. However, there is a risk that moving from one building
to another, we will encounter gaps and unevenness that have formed between them.
They are, after all, very diverse just like our patients and colleagues, some are calm, oth-
ers more prone to intense emotions, some are healthier and happier, others are dying
and depressed. Some are young and full of life, while others are seniors, often terrified
by the prospect of illness and frailty. There are also those who can communicate easily
in our native language and others with whom communication will be very difficult).
Such a constructed square would, over time, become a collection of random buildings,
creating a hazard for the passerby moving between them (that is, us).

However, if we begin our work with the concept of unity and human equality,
based on the foundation of human dignity, we will start building this metaphor-
ical square by placing a single, strong foundation. The multiculturalism of every
person we meet in our professional life will make our "square” colorful, beauti-
ful, and rich. Viewing another person from the perspective of their dignity offers
the chance to build morally correct relationships from the very foundation, thus
promoting good quality of life for patients, their dignified dying, or, in relation to
colleagues, a favorable atmosphere in the workplace.

Every encounter with another person is a confrontation with their
distinct culture in its multifaceted understanding. Every individual is
characterized by innate and inalienable human dignity. Therefore,

every encounter with another person is an engagement with the
human dignity that belongs to them.

We also mentioned earlier that the relationship with another person becomes
a starting point for reflection on the dignity that I myself am endowed with. It
obliges me to respect my own rights and myself. And although from the first day
of studies we embrace the idea of “Salus aegroti suprema lex esto” (The welfare
of the patient should be the highest law), let us make the patient the center of our
care while simultaneously and proportionally expecting respect for ourselves and
the culture we bring. Our age, gender, nationality, and other cultural variables de-
mand the same protection and respect from the patient, family, and colleagues as
they expect from us.
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13.3. Tolerance and Multiculturalism in Medicine

We already know from section 13.1. what the term "tolerance” means. This atti-
tude plays a key role in multicultural medicine. When facing people who bring
with them their world of culture, whether they are patients experiencing illness
or we are concerned with optimal therapy, every even fleeting interaction is an
opportunity to demonstrate a tolerant attitude. The more culturally diverse the
groups we encounter in our work, the more difficult this becomes. It requires us to
restrain from expressing opposition to differences.

Let’s provide an example:

We have started working in a country where the customs associated with saying
goodbye to the deceased differ greatly from those we grew up with. The behavior
of the deceased’s relatives may seem strange or irritating to us. It may also dis-
rupt our established work schedule. At the same time, we know that the rituals
performed by the family at the bedside of the deceased stem from the family’s
long-standing cultural tradition. We also know that the hospital (understanding
the idea of tolerance) fully allows these rituals. What attitude will we take? Will we,
with a glance or gesture, show impatience, dislike, intolerance? Or, even if we con-
tinue to feel confused and angry, will we refrain from even the smallest gestures
of opposition? Or perhaps we will go a step further, embracing positive tolerance:
creating an environment that actively supports the family?

The dignity of patients, their world, the dignity of our colleagues, and our own are the
backdrop for tolerance that harmonizes multicultural relationships, even in medicine.

One of the most frequently cited examples from medicine, which allows
medical personnel to demonstrate a tolerant attitude, is the refusal of

a blood transfusion by Jehovah's Witnesses. In the practical section
of the chapter, there is an exercise prepared for the reader on this topic.

13.4. Three Components of Moral Attitude in Relation to
Multiculturalism in Medicine

One of the objectives of this chapter is to foster an open attitude towards multicul-
turalism in medicine, while simultaneously respecting one's own world of values.
Three components of moral attitude have been identified: cognitive (thoughts,
beliefs, and knowledge about the attitude object), affective (a set of emotions ex-
perienced towards the attitude object), and behavioral (behaviors exhibited to-
wards the attitude object) (Sawicki, 2024). Let's elaborate on this thought.

Earlier, we discussed fundamental values such as dignity and tolerance. These
have been treated as the foundation for building good relationships with others.
However, simply respecting dignity, which is expressed through tolerance, does
not equip us with sufficient competencies to develop a prosocial moral attitude in
the context of multiculturalism in medicine. Why is this belief held?
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The answer lies in the fact that working at the intersection of two vast and mul-
tifaceted areas—multiculturalism and medicine—poses a tremendous challenge.
The diversity of configurations between them is practically infinite. Therapy di-
rected at the patient (the term "therapy” refers to all possible actions towards the
patient by members of any medical group) and considered in the context of re-
spect for multiculturalism absolutely requires, on the one hand, medical knowl-
edge, and, on the other, an understanding of the customs, practices, and norms
regulating the culture of the person entrusted to our care. No one belongs solely
to one cultural identity, such as gender. We are subject to intersectionality, identi-
fying simultaneously with many characteristics, as discussed in the introductory
part of the chapter. For instance, a young woman giving birth in her home coun-
try, among people who know and share her cultural norms, will have different
reactions compared to a woman giving birth among medical staff with differ-
ent cultural patterns, who is also in a non-heteronormative partnership. A single
mother giving birth will be in yet another position. To provide comprehensive
care to a patient, which necessarily includes our moral dignity, it is essential to
constantly work on building the cognitive component. While recognizing digni-
ty in another person is the starting point for forming this attitude, continuously
gaining knowledge about them enables us to cultivate appropriate emotions to-
wards them (the affective component).

The situations we encounter in medicine are, not coincidentally, the basis for nu-
merous popular television shows set in hospital settings, such as ER, Grey's Anat-
omy, or Dr. House. The everyday dramas of human life, unexpected twists, joy
interspersed with sadness, hope and its end, the exhaustion of nurses, midwives,
doctors, and paramedics —a conglomerate of emotions at the highest level of feel-
ing. It is so easy to lose empathy within this. Now, let’s layer on these "fast lanes”
the additional variables arising from our multiculturalism. Merely respecting the
dignity of another person will not suffice. Working based on emotions without
a foundation of knowledge may be detrimental to all parties involved. By under-
standing the cultural sources of human behavior, it is much easier to strengthen
positive emotions in ourselves and suppress negative ones. Understanding why
our patient, their loved ones, and our colleagues behave in a certain way and be-
ing aware of the significance it holds for the culture with which they identify will
serve as guideposts in the tangled maze of paths. Both the cognitive and affective
components will form the basis for the main manifestation of our work: behavior
expressed through action (the behavioral component). Equipped with knowledge,
I understand others (especially behaviors that are different from mine, difficult to
accept)—understanding means opening myself up to positive emotions towards
others. Equipped with knowledge and fueled by good emotions, I proceed to act.
The ethics of multiculturalism in medicine condensed in a nutshell, as it often is
with medications. After all, the moral attitude with which we enter the world of
medicine should be like the best medicine, not a poison made from a mix of igno-
rance, harmful emotions, and intolerance.
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13.5. Conclusions

We have collectively gone through the theory, which provides only modest foun-
dations for the ethics of multiculturalism in medicine. As mentioned in the in-
troduction, this topic has certainly not been fully explored. We would venture to
say that it has only been very briefly signaled. The contents of the chapter were
intended to serve the Socratic role of a gadfly, provoking thought... Perhaps they
will even evoke opposition or rebellion in some readers. If that happens, it is good,
because the most important thing from the perspective of our culturally rich pa-
tients, their loved ones, our colleagues, and ourselves is to engage in reflection on
the ethical foundations of human and intercultural relationships.

It is impossible, in conclusion, not to mention the existence of difficult, morally
conflicting situations, generated at the intersection of different cultural expres-
sions. These situations cannot be avoided. It is also impossible to provide a ready-
made solution that would be beneficial to all parties involved in the conflict.
Sometimes, it is not even feasible. Surely, many examples of seemingly "hopeless”
situations, characteristic of one’s country, workplace, or culture, come to mind for
the reader. However, in order not to leave the reader in a complete void regarding
proposed solutions to moral problems within the context of multiculturalism in
medicine, we suggest always grounding the alternatives discussed in the values
mentioned in the concluding chapter: human dignity, tolerance, moral maturity
at a high level, and a solid dose of knowledge.
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Final Reflection: Ethics of Multiculturalism in Medicine
and the EMPOWER Model

Matgorzata Szkup

This chapter addresses key questions about which moral values foster an open attitude
toward cultural diversity in medicine. It places strong emphasis on the concepts of human
dignity, tolerance, and moral maturity—all of which resonate deeply with the EMPOWER
model, particularly its pillars of Multiculturalism, Professionalism, Wellness, and Educa-
tion Resources.

The author highlights that every interaction in the medical setting—with a patient, a family
member, or a colleague—is simultaneously an encounter with a unique cultural identity,
and thus with that person’s inherent dignity. This perspective fully supports EMPOWER’s
vision of holistic, empathetic, person-centered care. Importantly, tolerance is not framed
as passive acceptance, but as an intentional ethical restraint from harmful reactions—
a moral minimum expected from professionals working in multicultural environments.

The chapter also introduces a model of moral attitude based on three components: cognitive,
emotional, and behavioral. This structure mirrors EMPOWER’s focus on reflective, infor-
med, and compassionate action, grounded in knowledge and guided by ethical awareness.

In summary, this chapter strongly reinforces the implementation of the EMPOWER model
in practice. It demonstrates that ethical intercultural competence is not merely a set of
skills, but a deep, value-based stance rooted in respect, maturity, and meaningful “I-You”
relationships, in the spirit of dialogical philosophy and EMPOWER’s core principles.

Do you want to go deeper?

Visit MultiCultiMed Platform!

We highly recommend visiting the MultiCultiMed educational platform, where you
will find interactive exercises, additional materials, and engaging activities aligned
with the EMPOWER model. These resources will help you transform knowledge
into practice and strengthen your reflective cultural competencies.

Explore. Reflect. EMPOWER.
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All human beings are born free and equal in dignity and
rights. They are endowed with reason and conscience and
should act towards one another in a spirit of brotherhood.

— United Nations. Universal Declaration of Human Rights, 1948




Chapter 14

14.1. Introduction

Human rights are based on the principles of dignity, equality and freedom, which
are the foundation of a just and harmonious society. These principles ensure that
every person, regardless of their ethnic, cultural, social or religious background,
has the same rights and opportunities.The universality and indivisibility of human
rights are key values that ensure equality of civil, political, economic, social and cul-
tural rights. These principles are reflected in the Universal Declaration of Human
Rights, which emphasises that all human beings are ‘born free and equal in dignity
and rights’ (United Nations Population Fund. Human rights principles, 2005).

The idea of human rights also encompasses the importance of mutual respect
and tolerance in a multicultural environment. Adherence to these values contrib-
utes to social cohesion, integration of different cultures and prevents discrimina-
tion. Human rights act as a guide for creating a society where diversity is seen as
a source of strength rather than a challenge (Polnikova, 2024).

The principles and values underpinning human rights are the foundation of a just
and harmonious society. They ensure that everyone, regardless of ethnic, cultural,
social or religious background, has equal rights and opportunities. The univer-
sality and inalienability of human rights means that all people in the world have
these rights and cannot be deprived of them. The indivisibility of human rights
emphasises that all rights - civil, cultural, economic, political and social - are in-
terrelated and of equal value. Deprivation of one right has a negative impact on the
others (United Nations Population Fund. Human rights principles, 2005).

Mutual respect and tolerance are im-
portant in a multicultural society.
These values promote social cohesion,
integration of different cultures and
prevent discrimination. Tolerance is
based on the equal dignity of all people
who deserve respect as rational indi-
viduals capable of creating and defin-
ing their own identity (Tadmor, Galin-
sky & Maddux, 2012).

Adherence to these principles contrib-
utes to the creation of a society where
diversity is seen as a source of strength
rather than a challenge. Recognising
and respecting cultural differences
fosters dialogue, cooperation and un-
derstanding between different groups,
which is key to building a harmonious
and just society.
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Aims

Through this chapter students will enhance their attitudes, knowledge and skills
and will be able:

- Exploring human rights: Analyze how human rights concepts influence

health care practice and policy around the world, especially in relation to ac-
cess to health care, discrimination, and the right to health, which will con-
tribute to a deeper understanding of universal values and their role in creat-
ing a just society.

- Identify human rights violations: Students will learn to recognize the dif-

ferent forms of human rights violations that can occur in health systems,
including systemic inequalities and abuses, and their impact on vulnerable
populations, enabling them to better understand issues such as social ine-
quality and cultural relativism.

- Emphasize ethical responsibility: Emphasize the ethical responsibilities of

health care professionals to protect human rights and promote social justice
in their practice. This includes developing strategies for advocacy in multi-
cultural settings and increasing competence in dealing with ethical dilem-
mas.

- Application of the human rights system: Students will understand how to

apply human rights frameworks and principles in a health care context to
promote equitable and just health care delivery. Students will gain practical
knowledge of international legal mechanisms, such as the Universal Declara-
tion of Human Rights, and their application in real-world situations.

- Definition of key terms: Accurately define key human rights terms, including

“right to health,” “discrimination,” and “health equity,” to lay a solid founda-
tion for understanding the complexity of human rights and their importance
in addressing contemporary global issues such as climate change, refugees,
and social inequalities.

The aim of human rights studies is to develop a deep understanding of the univer-
sal principles of dignity, equality and freedom, which are the basis of a harmoni-
ous and just society.

Learning Outcomes

By the end of this chapter, readers will be able to:

- Understand what human rights are: Describe the fundamental concepts of

human rights as universal, inalienable, and indivisible principles safeguard-
ing dignity, equality, and freedom for all individuals.

- Define key terms: Identify and explain essential terminology related to hu-
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- Identify contemporary issues: Recognize current challenges in the protec-
tion of human rights globally, including disparities between countries, cul-
tural stigmas, and societal factors that impact access to rights.

- Apply the human rights framework: Demonstrate how to utilize the human
rights framework in analyzing social justice issues and creating strategies
for promoting equality and mutual respect in multicultural environments.

- Analyze multicultural competence: Evaluate the importance of multicultural
competence in the context of human rights, including understanding diverse
perspectives and addressing the tensions arising from cultural differences
and discrimination.

Relevant Definitions and Terms

Human Rights: Fundamental rights and freedoms to which all individuals are en-
titled, regardless of nationality, gender, ethnicity, or any other status. These rights
include the right to life, freedom of expression, and access to healthcare.

Right to Health: The right of individuals to attain the highest standard of physical
and mental health, which encompasses access to healthcare services, a healthy
environment, and the underlying determinants of health such as food and clean
water.

Discrimination: Unjust or prejudicial treatment of individuals based on charac-
teristics such as race, gender, age, or disability, which can lead to disparities in
healthcare access and outcomes.

Health Equity: The principle that everyone should have a fair opportunity to
attain their full health potential and that no one should be disadvantaged from
achieving this potential due to social, economic, or environmental conditions.

Universal Declaration of Human Rights (UDHR): A historic document adopted by
the United Nations General Assembly in 1948, outlining the fundamental human
rights that should be universally protected, including specific references to rights
related to health and well-being.

Informed Consent: A legal and ethical requirement in healthcare that mandates
that patients must be fully informed about the risks, benefits, and alternatives of
medical interventions before giving consent for treatment.

Patient Autonomy: The right of patients to make informed decisions about their
own healthcare, respecting their values and preferences, and ensuring that they
have control over their medical treatment.

Vulnerable Populations: Groups of individuals who are at a higher risk of experi-
encing barriers to healthcare, including marginalized communities, refugees, the
elderly, and those with disabilities.

Cultural Competence: The ability of healthcare providers to understand, respect,
and effectively interact with patients from diverse cultural backgrounds, which is
essential for ensuring equitable healthcare delivery.
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Social Determinants of Health: Conditions in which people are born, grow, live,
work, and age that affect health outcomes, including socio-economic status, edu-
cation, neighborhood environment, and access to healthcare.

Ethical Dilemmas: Situations in which healthcare professionals face conflicting
obligations related to patient care, often requiring the balancing of individual
rights, public health concerns, and resource allocation.

Right to Privacy: The right of individuals to keep their personal health informa-
tion confidential and to have control over who accesses their medical records and
health data.

Healthcare Justice: The concept that healthcare should be distributed fairly, en-
suring that all individuals have access to necessary medical services and that dis-
parities in care are addressed.

Non-Discrimination: A principle that prohibits discriminating against individu-
als in healthcare settings based on race, gender, disability, sexual orientation, or
other protected characteristics, ensuring equal access and treatment.

Medical Ethics: A set of moral principles that govern the practice of medicine,

including respect for patient autonomy, non-maleficence (doing no harm), benef-
icence (acting in the patient's best interest), and justice.

Right to Education: The right of individuals to receive education about their
health, including information about medical conditions, treatments, and their
rights within the healthcare system.
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Participatory Rights: The rights of individuals and communities to actively en-
gage in decisions that affect their health and well-being, including involvement
in policymaking and the delivery of healthcare services.

Community Health: An approach to health that emphasizes the importance of
understanding and addressing the health needs of specific populations or com-
munities, taking into account their unique social and cultural contexts.

Global Health: A field of study and practice that focuses on health issues that tran-
scend national boundaries, recognizing the interconnectedness of health systems
and the need for international cooperation in promoting public health.

Human Rights-Based Approach (HRBA): A strategy for development and social
change that integrates human rights principles into all aspects of planning and
implementation, emphasizing empowerment, participation, and accountability.

14.2. What the Research Say

Human rights are universal, inalienable and indivisible principles that ensure the
dignity, equality and freedom of every person. They are the basis for the protec-
tion of civil, political, economic, social and cultural rights. The Universal Decla-
ration of Human Rights (1948) was the fundamental document that defined these
rights as universal and binding on all states (United Nations General Assembly.
Universal Declaration of Human Rights, 1948).

In a multicultural environment, human rights are a key mechanism for ensuring
equality and mutual respect. They promote social cohesion and prevent discrim-
ination on cultural, religious or ethnic grounds. According to research, the effec-
tive implementation of human rights ensures social justice and equal access to
resources regardless of a person’s background (Agyare, 2024).

Globally, the protection and promotion of human rights differ widely. According
to data from Our World in Data, while there has been a general improvement in
human rights protections over time, significant disparities persist between coun-
tries. Factors such as governance structures, cultural norms, and economic con-
ditions contribute to these differences (Herre & Arriagada, 2016).

According to the U.S. News Best Countries rankings and Social Purpose sub-
ranking, Denmark, Sweden and other European countries are often recognized
for their strong commitment to human rights. They have strong legal frame-
works and institutions designed to protect individual freedoms and promote
equality. Their societies emphasize transparency, inclusiveness, and social wel-
fare, which contribute to high human rights standards (U.S. News Best Countries
rankings, 2024).

In contrast, according to the World Report 2023, the human rights situation in
China has become the subject of international attention. Reports have highlighted
issues such as restrictions on freedom of speech, suppression of political dissent,
and concerns about the treatment of ethnic minorities. The Chinese government
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often prioritizes collective rights and social stability over individual freedoms,
reflecting a different philosophical approach to human rights. Saudi Arabia has
been criticized for its human rights practices, particularly with regard to freedom
of speech, women's rights, and the use of the death penalty. The country's legal
system is based on Islamic law, which affects the interpretation and implemen-
tation of human rights. Recent reforms have been aimed at improving women's
rights, but significant challenges remain (Hassan, 2023).

Historically, the concept of human rights has its origins in the philosophy of nat-
ural law that developed in antiquity. In the Middle Ages, these ideas were adapted
by theologians such as Thomas Aquinas, and in the Enlightenment by philoso-
phers such as John Locke and Jean-Jacques Rousseau. They argued that human
rights are inalienable and independent of the will of the state (Perell6 CFA, 2014).

Education on human rights enables the acquisition of better skills in peacefully
resolving conflicts, contributing to countering extremism, and promoting ideas
of tolerance and respect for others. This is especially important in multicultural
societies, where different views and traditions can cause tensions. Human rights
education contributes to countering extremism by promoting ideas of tolerance
and respect for others. Students learn how to analyse manipulative informa-
tion and recognise manifestations of radicalisation in society (UNICEF,2024). In
modern international law, human rights are enshrined in a number of funda-
mental documents that define the standards of their protection and promote
their observance at the global level. In particular, the key role is played by the
International Covenant on Civil and Political Rights (1966) and the Internation-
al Covenant on Economic, Social and Cultural Rights (1966), adopted by the UN
General Assembly as part of the development of the International Bill of Human
Rights. These covenants are part of the international legal order and oblige state
parties to take measures to ensure that national legislation complies with inter-
national standards. Together with the Universal Declaration of Human Rights
(1948), they form the basis of modern international human rights law (Risse,
Ropp & Sikkink, eds, 2013).

Human rights play a key role in ensuring the protection of individuals in diverse
sociocultural contexts, promoting the principles of equality, tolerance and over-
coming discrimination. In today's world, globalisation has a significant impact
on intercultural interaction, creating new challenges that require effective hu-
man rights protection mechanisms. The implementation of international human
rights standards contributes not only to preserving cultural identity but also to
ensuring harmonious coexistence of different groups, regardless of their ethnic,
religious or social background.

In the context of human rights, it is essential to include the Convention on the
Rights of Persons with Disabilities (CRPD), a key international instrument that
emphasizes both legal protections and social inclusion. The Convention adopts an
inclusive and comprehensive definition of persons with disabilities and firmly as-
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serts that all individuals, regardless of the type of disability, are entitled to the full
enjoyment of human rights and fundamental freedoms. It provides clear guidance
on how various categories of rights should be applied to persons with disabilities
and highlights the need for reasonable accommodations to ensure these rights
can be effectively exercised. Moreover, the CRPD identifies areas where rights
have historically been violated and underscores the importance of strengthening
legal safeguards for this marginalized group (United Nations, 2006).

In the context of globalisation, the growth of intercultural contacts can lead to
conflicts caused by inequality, prejudice or competition for resources. In such cir-
cumstances, human rights become a key tool for reducing tensions, as their main
goal is to create conditions for equality and mutual respect. For example, the prin-
ciples enshrined in the Universal Declaration of Human Rights (1948) and other
international documents state that everyone has the right to freedom of expres-
sion, equal access to education and opportunities to fulfil their potential, which
promotes social inclusion (Donnelly, 2013).
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Refleksja koncowa: Prawa czlowieka
w kontekscie modelu EMPOWER

Matgorzata Szkup

This chapter emphasizes the fundamental role of human rights as the foundation of equ-
ality, dignity, and justice in diverse societies. This perspective strongly aligns with the
EMPOWER model, particularly its pillars of Multiculturalism, Wellness, Professionalism,
Effectiveness, and Education Resources.

The authors show that protecting human rights—including the right to health, non-di-
scrimination, patient autonomy, and privacy—is not only a legal obligation for healthcare
systems, but also an everyday ethical responsibility of healthcare professionals. Acknow-
ledging each person's dignity and right to equal treatment reflects the core of culturally
competent and socially just care, central to the EMPOWER philosophy.

The chapter also provides practical tools for analyzing human rights violations in heal-
thcare, thereby enhancing professionals’ reflective and advocacy competencies. It highlights
the need to protect vulnerable groups, promote community health, and build a global dia-
logue grounded in mutual respect and intercultural cooperation—goals that fully resona-
te with the EMPOWER model.

This chapter translates EMPOWER’s values into the language of human rights and shows
that putting them into practice is essential for delivering ethical, effective, and equitable care
in a globally connected world.

’I 3 1V u“_i Do you want to go deeper?
Y 1 Culti o ,
\ Med Visit MultiCultiMed Platform!

We highly recommend visiting the MultiCultiMed educational platform, where you
will find interactive exercises, additional materials, and engaging activities aligned
with the EMPOWER model. These resources will help you transform knowledge
into practice and strengthen your reflective cultural competencies.

Explore. Reflect. EMPOWER.

@ www.multicultimed.eu Q
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