
 
 

 
 

 

Goal: 
To explore the variety of words and phrases currently in use to describe best practices in a multi-
cultural (in the fullest meaning of that word) health-care setting; to contrast, compare and 
distinguish the problems or benefits of some words over others.  In so doing, people find 
themselves moving onto discomfitting terrain as participants begin to get a glimpse of some 
underlying attitudes that might be getting in the way of equitable care for clients and respectful, 
happy and productive team relationships. 
 
Set-up 
Ask for eight volunteers (if you have fewer than eight participants, conscript members of the staff 
to help).  You have eight words written on separate pieces of paper (or on Hello, My Name Is 
badges) that have been folded over so that others cannot see.  Hand each of the volunteers one of 
the pieces of paper.  The words are:  Acceptance, Anti-discrimination, Anti-oppression, Cultural 
Competency, Diversity, Inclusion, Tolerance, Welcoming.  If there is an aboriginal component to 
your client population, add Cultural Safety to make it nine.  The eight-nine persons will stand in a 
row facing the rest of the group.  
 
Running the Tool 
The eight (or nine) participants are asked, in their best debating society style, to make the case as 
to why their word is the best word to describe (be vague) ‘whatever it is we are doing today’.   
 

 Each presents their case.  Invite the listeners to applaud when each has finished. 

 Then you will ask them questions, facilitating a discussion amongst the eight/nine people and 
calling them by their ‘word’ rather than their name:  

o Which one really IS the best word? (Some may choose to stick with their word.)  
o Can they be grouped in any way? Do some of them have characteristics in common?  
o Do they belong in some kind of order or continuum?  If so, what might the order be, on 

what sort of continuum? 
o What do ‘acceptance’, ‘inclusion’, ‘tolerate’ and ‘welcome’ have in common? (It is very 

important to get at the subject-object nature of these words:  acceptance, inclusion, 



 
 

tolerance and welcome are given/received – and therefore can be refused or 
withdrawn. The giver of these things – all of them positive to some degree – is in a 
position of power over the receiver.  Consider the example of what was once a 
widespread cultural norm:  men opening doors for women.) 

 
Take Note 
As always, watch the room, watch body language and faces in order to stay on top of the 
emotional learning going on.  It is not easy to know in advance how people will respond to this 
exercise.  Ideally, what you hope to elicit are some or all of the following:   

 ‘Tolerance’ needs to be discarded as a bar that is set way too low. 

 ‘Cultural competence’ suggests culture can be reduced to a technical skill for which clinicians 
can be trained to develop expertise and it tends to be one-way. 

 ‘Tolerance’, ‘acceptance’, ‘inclusion’ and ‘welcoming’ have a subject and an object, one decides 
to tolerate, accept, include or welcome another – or not. 

 ‘Anti-’ words are seen as negative, accusatory even, and also potentially one-way. 

 The use of an ‘anti-discrimination’ approach today might signal an organisation that has not 
reviewed their approach in a while; the focus tends to be on Ontario Human Rights Code 
compliance.  

 ‘Diversity’ is potentially superficial, an exercise in checking boxes on a board or staff 
recruitment form. 

 ‘Diversity’ and ‘inclusion’ are often linked, offering assurances that people will be embraced 
and not experience differential treatment due to any aspect of their identity; focusses on the 
celebration of cultural differences; also tends to indicate a focus on OHRC compliance; this 
approach can obscure the important issues of the differential experiences of marginalised 
members within what can come across as a benign demographic ‘catch-all’. 

 In the corporate world ‘diversity’ is often used to describe the evolving nature of the consumer 
base and thus good for business.   

 ‘Anti-oppression’ invites a critique of structures and not just persons and conduct; helps to get 
at the political decisions that create poverty, to name things like white privilege, an example of 
unearned merit.  But it gets in the way because ‘anti-’ words are often received as accusatory, 
preventing people from moving forward. 

 Some words are used in order to facilitate buy-in because they are seen to be more palatable 
and more likely to be embraced more easily by the majority, less likely to elicit resistance 

 
Then ask:  what about ‘health equity’? what phrases would you use to describe health equity?  
 
Groups may come up with: ‘health equity’ is the best term because it invites an analysis of 
structure, architecture, power dynamics, position/rank/privilege, social location, attitudes, 
behaviours, interests, motivations.  Many don’t get that far at this point; that’s OK.  Revisit this as 
you go through the workshop and at the end.  Notice the changes in people’s conceptions of 
these words as the workshop progresses. 
 



 
 

Some additional notes on Health Equity:  a Definition 
 
 

Within the health system, EQUITY means: 
 

 reducing systemic barriers to equitable access to high quality health care for all; 
 

 addressing the specific needs of people all along the social gradient, including the most 
health-disadvantaged populations; 

 
 and ensuring that the ways in which health services are provided and organised 

contributes to reducing overall health disparities. 
 
 

Simply put, health inequities or disparities are 
 

 differences in health outcomes that are 
o avoidable, 
o unfair and 

o systematically related to social inequality and marginalisation. 
 
 

Research shows that: 
 

 the roots of health disparities lie in broader social and economic inequality and exclusion 
and 

 that there are clear social gradients in which people’s health tends to be worse the lower 
down the hierarchies of income, education and overall privilege. 

 
 

Health equity, then, works to: 
 

 reduce or eliminate socially-structured health inequalities and differential health 
outcomes. 

 
 

Health equity is: 
 

 is linked with broader ideas about fairness, social justice and civil society. 
 
Citation:  Health Equity Impact Assessment (HEIA) Workbook, Toronto:  Queen’s Printer, 2011, pp 4, 5.  



 
 

 

Some additional notes on Cultural Competency 
 
Cultural factors are crucial to diagnosis, treatment, and care. They shape health-related beliefs, behaviors, 
and values. But the large claims about the value of cultural competence for the art of professional care-
giving around the world are simply not supported by robust evaluation research showing that systematic 
attention to culture really improves clinical services. 
 
One major problem with the idea of cultural competency is that it suggests culture can be reduced to a 
technical skill for which clinicians can be trained to develop expertise. This problem stems from how culture 
is defined in medicine, which contrasts strikingly with its current use in anthropology—the field in which 
the concept of culture originated. Culture is often made synonymous with ethnicity, nationality, and 
language. 
 
See  Anthropology in the Clinic: The Problem of Cultural Competency and How to Fix It 
Citation: Kleinman A, Benson P (2006) Anthropology in the Clinic: The Problem of Cultural Competency and 
How to Fix It. PLoS Med 3(10): e294. doi:10.1371/journal.pmed.0030294 
Published: October 24, 2006 


