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DULE 1. CITLIVOSŤ A VEDOMOSTI O KULTÚRNYCH 
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Tento materiál bol vytvorený v rámci programu EÚ v oblasti zdravia (2008-2013), v rámci zmluvy o poskytovaní služieb s Výkonnou agentúrou pre spotrebiteľov, zdravie, poľnohospodárstvo a potraviny konajúcej v rámci mandátu od Európskej komisie. Obsah tejto správy predstavuje názory dodávateľa a je jeho výhradnou zodpovednosťou; v žiadnom prípade neodráža názory Európskej komisie a / alebo Výkonnej agentúry pre spotrebiteľov, zdravie, poľnohospodárstvo a potraviny, alebo akéhokoľvek iného orgánu v Európskej únii. Európska komisia a / alebo Výkonná agentúra pre spotrebiteľov, zdravie, poľnohospodárstvo a potraviny nezaručujú presnosť údajov uvedených v tejto správe, a neprijímajú zodpovednosť za akékoľvek využitie tretími stranami.

Časť 1. DIVERZITA 

1. Ciele a metódy 
1.1. Ciele
Ciele prezentácie:

· Pochopiť základné pojmy ako “kultúra”, “etnické skupiny a menšiny”, “migranti” a ich pôvod/zázemie.
· Oboznámiť sa s pojmom a obsahom „intersekcionality“ a jej aplikácie v oblasti zdravotnej starostlivosti pre migrantov a etnické skupiny. 
· Naučiť sa obsah pojmov ako „stereotyp a zovšeobecnenie“, „predsudky“ a „diskriminácia“.

Ciele aktivít:

· Uvedomiť si a  vedieť reagovať na možnosti a ťažkosti pri aplikovaní intersekcionality v odbornej praxi, rovnako aj vo vlastnom súčasnom sociálnom postavení. 

· Identifikovať prekážky a stratégie v rámci intersekcionality v praxi zdravotnej starostlivosti. 

· Identifikovať stratégie proti diskriminácii v zdravotnej starostlivosti orientovanej na kultúrne a etnické rôznorodosti. 

1.2. Metódy 

Predpokladaná doba pre modul 1 je 5 hodín, cca . 2:30 hodín pre každú časť. Vzdelávacie materiály každej časti obsahujú prezentácie, aktivity , videá a odporúčania / doplňujúce údaje a audiovizuálny materiál .

Odporúčame vám vybrať obsah prezentácie a aktivity, ktoré považujete za najzaujímavejšie a rozdeliť čas pre prezentácie a aktivity. Odporúčame vám ponechať dostatok času pre aktivity a diskusiu , cca 50 % zo sekcie.

V tejto časti sú dve navrhované aktivity súvisiace s intersekcionalitou (aktivita 3 vzor 1 a 2). Navrhujeme vybrať jednu z nich .

	Čas
	Ciele
	Aktivity
	Zdroje

	40 min.
	· Predstaviť obsah sekcie

· Uviesť profesionálne zameranie všetkých účastníkov 
	Aktivita 1:

„Lámanie ľadov“

Predstavenie účastníkov a ich očakávania zo stretnutia 

(Slidy 1-3)
	Projektor, laptop, premietacie plátno.
M1_U1_Prezentácia

	20 min.
	· Predstaviť tému "Kultúrne a ďalšie významné druhy rozmanitosti".

· Predstavenie pojmov "kultúry", "etnických skupín a menšín", "migrantov", a ich pôvod.
	Aktivita 2: Brainstorming
· Prezentácia metodológie
· Brainstorming
Prezentácia – téma “kultúrne a iné typy diverzity” o otázky (Slidy 4-10)

	Projektor, laptop, premietacie plátno.
M1_U1_Prezentácia

	15 min.
	· Uviesť koncept “intersekcionality” a jej aplikácie v oblasti zdravotnej starostlivosti o migrantov a etnických menšín.
	Prezentácia “Intersekcionalita” a otázky
(Slidy 11-16)

	Projektor, laptop, premietacie plátno.
M1_U1_Prezentácia

	30 min.
	· Uvažovať o príležitostiach a ťažkostiach pri aplikovaní intersekcionality vo vlastnej odbornej praxi a sociálnom postavení.
	Aktivita 3 “Identifikácia intersekcionálnych dimenzií”:
· Predstavenie metodológie 
· Samostatná práca 
· Diskusia v malých skupinách 
(Slide 17)

	Projektor, laptop, premietacie plátno.
Podklady (M1_U1 Vzor 1 Intersekcionalita, M1_U1 Vzor 2 Intersekcionalita)

	30 min.
	· Identifikácia bariér a stratégií v rámci intersekcionality v zdravotníckej praxi
	Aktivita 4 “ Intersekcionalita v zdravotníctve orientovaná na kultúrnu a etnickú rôznorodosť”:
· Predstavenie metodológie
· Práca v skupinách (8-10 ľudí)
· Plenárna diskusia
(Slide 18)

	Projektor, laptop, premietacie plátno.
Karty, zvýrazňovače, flip chart, lepiace pásky, lepiace body , ...  



	20 min.
	· otvoriť priestor pre reflexiu o stratégiách proti diskriminácii v zdravotnej starostlivosti orientovanej na kultúrne a etnické rôznorodosti
	Aktivita 5
· Predstavenie metodológie 
· Video skríning “Tzafar”
· Diskusia
(Slidy 21-22)

	Projektor, laptop, premietacie plátno.
Video “Tzafar”.

	10 min
	· Predstavenie pojmov "stereotypy a zovšeobecnenie" , "predsudky" a "diskriminácia"
	· Prezentácia “Vznik diskriminácie a stigmy" a "Zlepšenie vedomostí menšiny o ich právach zdravia a boja proti diskriminácii a stigmatizácii”
· Prezentácia a otázky
Aktivita 6 – skúsenosti s diskrimináciou na národnej úrovni 
(Slidy 23-31)

	Projektor, laptop, premietacie plátno.
M1_U1_Prezentácia
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MODUL 1:

CITLIVOSŤ A VEDOMOSTI O KULTÚRNYCH A INÝCH FORMÁCH DIVERZITY
Kultúrne a iné dôležité typy diversity

Cultural and other important types of diversity

Slide 1:  Titulná strana modulu. 

Slide 2: Obsah sekcie

Slide 3: Aktivita 1 – “Lámanie ľadov”

Každý účastník sa predstaví, môže povedať informácie o profesionálnom pozadí a iných skúsenostiach a vyjadrí očakávania z dnešného stretnutia. 

Môže sa použiť forma tzv. "lietajúcej loptičky" – účastníci si prehadzujú loptičku náhodne. 

Slide 4: Titulná strana.

Kultúrna rozmanitosť sa prejavuje v spolužití a výmene kultúrne odlišných postupov a pri poskytovaní a využívaní kultúrne rôznych služieb a produktov.

Diverzita bola tradične videná ako "kultúrne rozdiely," zdravotnícki pracovníci sú teraz vyzývaní, aby vzali do úvahy všetky aspekty spoločenského kontextu osoby a postavenie v spoločnosti.

Odborníci sa domnievajú, že kultúrne kompetencie sa musia zadefinovať, aby sa zlepšila schopnosť poskytovateľov starostlivosti, aby spĺňala rôznorodé potreby svojich rôznych užívateľov. Navrhujú zlepšiť "citlivosť k rozmanitosti", zahŕňajúc pohlavie, vek, náboženstvo
, postihnutia, sexuálnej a sociálno-ekonomické postavenie ,.

Kultúrna rozmanitosť je citlivý na, a prispôsobuje svoje správanie prispôsobiť rozdiely nájdené v rôznych pracovných prostredí. To zaobchádza všetkých jednotlivcov a skupín spravodlivo a s úctou, bez ohľadu na kultúrne zázemie, pohlavia, náboženského vyznania, veku, sexuálnej orientácie, rodinného stavu, fyzické postihnutie alebo politické presvedčenie.

Cultural diversity is expressed in the co-existence and exchange of culturally different practices and in the provision and consumption of culturally different services and products
.

Diversity was traditionally viewed through the narrow lens of ‘cultural differences,’ health workers are now urged to take account of all aspects of a person’s social context and position in society.

Experts have suggested that cultural competence has to be redefined in order to improve the capacity of care providers to meet the diverse needs of their diverse users. They propose the development of an improved ‘sensitivity to diversity’, encompassing gender, age, religion, disability, sexuality and socioeconomic position
, 
.

Cultural diversity is sensitive to, and adapts own behaviour to accommodate the differences found in diverse work environments. It treats all individuals and groups fairly and with respect, irrespective of cultural background, gender, religious belief, age, sexual orientation, marital status, physical disability or political conviction.
Čo sa myslí pod pojmom kultúra?

Slide 5:  Activity 1: Brainstorming

We can give a classical definition of culture and discuss the way it relates with professionals daily practice. 

Traditional definition: Culture can be defined as the values, beliefs, norms and practices of certain groups, acquired and shared, that acts as a model to guide thinking, decisions and actions
.

Slide 6: Culture has been defined for many years and by many authors as a static and a complex whole
.  This definition has evolved to something that is co-produced, an intersubjective process of giving meaning to reality and shaping one’s own experience of it.

Important changes have taken place over the last 30 or 40 years in the way ‘culture’ has been understood. During much of this period, ‘cultural differences’ (conceptualised in a certain way) have been considered to be the main barrier standing between migrant and ethnic minority patients and health service providers.
 In this conceptualisation, ‘culture’ is a relatively fixed and homogeneous set of characteristics that migrants bring with them, like baggage, from their country of origin. Language, religious beliefs, diet, hygiene practices and gender roles are typical items in this ‘cultural baggage’. Unawareness of these cultural characteristics was seen as hampering the delivery of appropriate care. Knowledge of different cultures was proposed as the way to tackle this barrier, and textbooks on different cultures became the main training tools for health professionals. 

This view of the role of culture in health services for migrants and ethnic minorities has increasingly come under fire since the 1990’s. 
At the same time, given the increase in the number and diversity of sending countries, becoming a culturally competent health provider has become increasingly difficult for those who try to follow the traditional text-book approach. A different approach has come to the fore, which proposes that little of use can be learned about a patient’s culture from books. Instead, the first task is seen as understanding one’s own culture: in this way one can become better able to accept and understand that of others. As in ‘patient-centred care’, the way to overcome cultural barriers is to take the time to get to know the patient better.
  The appropriate attitude for health professionals is therefore one of ‘cultural humility’
 - “a commitment and active engagement in a lifelong process that individuals enter into on an ongoing basis with patients, communities, colleagues, and with themselves” 
 

It is important to note that abandoning a static, stereotypical view of migrant and ethnic minority  ‘cultures’ does not mean abandoning the concept of culture altogether in favour of a purely individual-centred approach. Migrants and ethnic minorities are likely to appreciate a health worker who knows and respects their traditions and shows an informed interest in their country of origin. In addition, although a huge variety of cultural and ethnic groups can be found across Europe, large migrant communities often gravitate to specific locations, making it possible for service providers to focus on the needs of particular groups without necessarily pigeon-holing them according to rigid stereotypes
. 

Slide 7 and 8: Race and racism
The concept of ethnicity has superseded the concept of ‘race.’ The term ‘race’ has now been largely discredited as a residual concept from the nineteenth century, when it was used to define recognisable categories within the human species in order to rank people according to physical and ideological criteria. The acceptance of ‘race’ as a credible concept has been used as a justification for racism.

The UNESCO and UN declarations on racism are the most widely acknowledged definitions of racism and give a clear statement that racism is without scientific foundation and is contrary to internationally accepted human rights.

The UNESCO Declaration (1978) states:

‘Any theory involving the claim that racial or ethnic groups are inherently superior or inferior, thus implying that some would be entitled to dominate or eliminate others who would be inferior; or which places a value judgement on racial differentiation, has no scientific foundation and is contrary to the moral and ethical principles of humanity.’ 

The UN International Convention on the Elimination of all Forms of Racial Discrimination (1969) states: ‘Any distinction, exclusion, restriction or preference, based on race, colour, descent, national or ethnic origin, which has the purpose of modifying or impairing the recognition, the enjoyment or exercise on an equal footing of human rights and fundamental freedom in the political, economic, social, cultural, or any other field of public life constitutes racial discrimination.’

Lisbon Treaty
 defines the role of the EU in combat discrimination (2007). The article 10 defines and implements its policies and activities, the Union shall aim to combat discrimination based on sex, racial or ethnic origin, religion or belief, disability, age or sexual orientation.

It is now most widely accepted that human beings are one species. Species is a biological term given to any group of animals or plants than can procreate and produce descendants. Within this species (Homo Sapiens) there is a diversity of physical features: skin colour, facial features, bone structures, hair, height and so on. 
Ethnic groups and ethnicity

Following the idea that culture is a dynamic process, we can also talk about ethnicity as one possible way of defining social groups (internally and / or externally).
Ethnic group has been defined as a group of people sharing a collective identity based on a sense of common history and ancestry. Within this definition ethnic groups possess their own culture, customs, norms, beliefs and traditions. Other relevant characteristics shared in common could be language, geographical origin, literature, or religion. An ethnic group can be a majority or a minority group within a larger community.

It is impossible to make a definitive list of the ethnic minorities that exist in Europe because of the lack of shared understanding in this field. Moreover, studies on health have only been carried out on a few minorities (most of them ‘indigenous’) – although in the UK and the Netherlands the variable ‘ethnicity’ is commonly used in health research. In this presentation, special attention is shown to the Roma for three reasons. Firstly, the group is much larger than any other ethnic minority in Europe (10-12 million). Secondly, Roma experience an extreme degree of social disadvantage and discrimination. Thirdly, data on other European minorities are sparse, whereas there is a growing body of research on the inequalities in health experienced by Roma in Europe. 

It is safe to say, however, that many ethnic minorities in Europe – however they are defined – experience some of the same socioeconomic disadvantages and prejudices as the Roma, leading to inequalities in health and barriers to quality health care. The Sami in Northern Norway, Sweden and Finland provide an example of this. Health professionals should be trained to understand the particular socioeconomic conditions, health risks and barriers to health care experienced by the ethnic minorities present in the countries where they practice.

Slide 9:

Ethnic minorities

The term ‘ethnic minority’ covers a range of disparate groups: there are also widely differing views about what ethnicity is, which ethnic groups exist and who should be regarded as a member of them. For these reasons alone, ethnicity is a topic on which useful statistics are much harder to get hold of
. An additional problem is that in many countries, the collection of data on ethnic minorities is a highly controversial issue.

Regarding the nature of ethnicity, there are two contrasting approaches in the social sciences
. 

· The classic (‘primordial’) approach maintains that people can be ascribed to an ethnic group on the basis of objective characteristics such as their place of origin, genetic heritage, language, culture or religion. 

· ‘Instrumental’ definitions, by contrast, regard ethnicity as a social construction and/or an individual choice, the boundaries of which are negotiated in a pragmatic way. In some countries there exist officially recognised ethnic minorities, to which legal definitions (usually based on the ‘primordial’ approach) apply.

Different types of ‘ethnic group’ can be distinguished. 

· Indigenous peoples are groups, which may have lived in a country as long as or even longer than, the majority (or dominant) ethnic group, e.g. the Sami in the north of Norway. 

· National minorities can be created by migration or by changes in national borders – as happened on a large scale, for example, during and after the First and Second World Wars, the break-up of the Soviet Union and the Balkan Wars. Examples of national minorities include the Hungarians in Romania or the Russians in the Baltic States. Their members have a common national origin and may maintain the customs and language of this nation, even though they may acquire the citizenship of the country they live in
.  

* It is also important to consider the population groups represented from descendants from migrants, which have migrated mainly by economic reasons or recent conflicts and are not yet integrated, like the Turkish, Maghrebians, Russians, Syrians, Libyans, Afghans, etc

Ethnicity is not always associated with nationhood, however, but can also be rooted in language, religion, culture and other shared behaviours. Indeed, members of an ethnic group can be scattered across many different countries.  

There is no agreed distinction between ‘national minorities’ and other ethnic minorities formed by migration. In this field, ‘objective’ definitions have gradually given way to ‘instrumental’ ones: ethnicity is increasingly considered to be a question of the group one identifies with, so that what counts is the group that a person says that he or she belongs to. This is how ethnicity is treated in the US or UK census, i.e. through ‘self-ascription’
.

Slide 10:  Migrants
The terms 'migrant' and 'ethnic minority' are complex, and definitions often vary from country to country. Regarding migrants, this presentation adopts the definition used by the UN, World Bank, OECD and EU, which defines an (international) migrant as a ‘foreign-born’ resident (i.e. a person born outside the country in which he or she lives).   Migrants may be classified in terms of the grounds on which they receive a residence permit, for example labour migrants, students, migrants arriving for family reunification or family formation or asylum seekers. Most irregular (or ‘undocumented’) migrants have at some time held a valid permit. 

Migration history and background

Migration is not simply the movement from one place to another. Migration is a complex and multifaceted phenomenon that includes economic, political, psychological, social, and cultural factors. Although migration has always been related to humans as a natural fact, we are going to describe it historically in order to contextualise it.

In Europe, there are four distinct phases from the Second World War regarding migration movements:

· From 1945 to 1970. The first migration wave towards industrialised countries, whose education systems had incomplete assimilation programs.

· Since the economic crisis of 1973. Several countries promulgated restricting actions towards the arrival of immigrants, whilst other countries started or intensified family reunion actions. 

· During the 1980s. The presence of migrants increased significantly in Europe with Turkish people in Germany and Maghrebi  (Moroccan, Tunisian and Algerian) people in France. The linguistic and cultural difficulties increased, including those associated with religion.

· Currently. During the last decade, the situation of immigrants has deteriorated due to the economic recession. Restrictive politics towards immigration in Europe have been toughened. There is a risk of falling into a situation of desintegration or segregation within schools, although educationally the rights to the identity of ethnic and cultural minorities are recognised, along with the right to a differential education.

Europe experiences three main immigration flows.

· From East to West. From the middle of the last century until now, there has been a significant migrant movement that has created a parallel trend of an agricultural and industrial workforce. This workforce has moved from the poor eastern countries to the rich capitalist centres and northern Europe.  Until the end of the 1960´s, the profile of immigrants in Europe corresponded to that of a young man, of working age and with low or no qualifications and a rural background. He moved within a workforce to other countries in Europe to be able to maintain his family, which stayed in the country of origin. Since 1975, this worker profile, however, was progressively replaced by four new immigration profiles: the family (women and children), the refugee or an individual demanding asylum due to war conflicts, ethnic or religion prosecution (e.g. the recent war in the Balkans), the clandestine or ‘illegal’ individual without documents, and the new middle class worker. The appearance of these new four categories could be explained not only in terms of economic changes in the countries of origin, but also because of the evolution of the law in the recipient countries. A gradual settlement of immigrants from Asian countries (China, Cambodia, etc.) has also been detected.

· From South to North. A large percentage of the African population are between 18 and 25 years of age due to the still high birth rate. Therefore, they have the highest migratory potential. The migrant movements are increasing at an alarming rate from countries that not only include Maghreb (Morocco, Tunisia, Alger), but also the sub-Saharan countries (Senegal, Sudan, Equatorial Guinea, etc.). It is not uncommon to see a massive arrival of immigrants to Europe through Spain, due to the geographical proximity to the African continent. The immigrants cross the Gibraltar strait and arrive on illegal boats or as stowaways to the Andalucian coasts and to the Canary islands.
· From South American countries to Europe: The main driving forces behind the emigration of these people are poverty, economic and social scarcity, and the extinction of the middle class in the countries of origin. The origin countries are varied and include Argentina, Peru, the Dominican Republic, Colombia, Ecuador, and Chile.
After the 14th century, the migration of the Romani people to Europe has primarily taken place in the past century and a half. The abolition of slavery of Roma in Romania11, and the subsequent destitution of the freed slaves and their descendents at the end of the 19th century and the early part of the 20th century caused many Roma to flee southeastern Europe for the western and northern points in search of a better life, and at times, simply in search of food .

The last recent migration in Europe flows coming to Europe from East and Southern borders due to the Mid-East and North African conflicts. 
What does the migration process involve?

There are several reasons why people move from one country to another: political, moral, religious, but, above all, economic. In this point, the decision-making process is complex and difficult, because it implies making choices, giving up, and hoping. The decision-making process also generates ambiguous feelings, stress, anxiety, feelings of guilt, sadness, fear of failure and of the unknown, etc. The migration process thus involves a migrating grief that should be taken into account.

The arrival also involves confusion and feelings of fear, as well as emotional ambiguity: joy and  sadness. The new situation generates conflicts between rules and/or absence of rules that usually expresses itself as an identity crisis.  Upon arrival, the caring and managing roles that some public and private institutions play in the recipient society are of fundamental importance, and at this stage, instrumental in determining the future process.

The “Intra-cultural Social Support Network” by a group of immigrants from the same country and culture of origin is also essential for reception, support, and counselling. 
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Intersectionality

1. Presentation

Slide 11: Title page

Slide 12: Intersectionality has been defined as “The interconnected nature of social categorizations such as race, class, and gender as they apply to a given individual or group, regarded as creating overlapping and interdependent systems of discrimination or disadvantage”
. In another definition, intersectionality is described as follows: “Intersectionality refers to the ways race, class, gender, ethnicity, sexual orientation, ability, status and other markers of differences intersect to inform individual realities and lived experiences. Intersectionality recognizes that individuals and groups are shaped by multiple and intersecting identities. These identities often inform an individual’s world view, perspective and relationship to others in society”
.

By contrast, ‘intersectorality’ refers to the collaboration of different stakeholders in a shared action or programme, including health care services, as well as other sectors. The ‘intersectorality’ concept and its applications will be presented in detail in Module 4, Unit 6. 

Slide 13: The first mention of the ‘intersectionality’ concept in is attributed to Kimberle Crenshaw in 1989
, in relation to the multiple and interconnected forms of structural discrimination black women suffer in the US. 

Over the last decades, a broad field of intersectionality theories
,
,
,
 has been developed, including reflections on their contributions and methodological challenges, as well as their applicability to the field of public health. 

Slide 14: In the figure, a graphic representation of the intersectionality concept is provided, showing multiple interconnected aspects which create interdependent systems of discrimination or disadvantage. These may influence the identity and lived experience of the individual, and include education, social class, employment status, income, migration status, ethnicity, culture, language, geographic location, family status, gender, sexual orientation and gender identity, ability, health status or age.

Slide 15: Multiple applications of the intersectionality concept can be observed in the field of migrants’ and ethnic minorities’ health and health care. Regarding migrants’ and ethnic minorities’ health research
,
,
,
,
,
,
,
, the relevance of taking into account intersectional perspectives is stressed, and not only analyzing culture and ethnic-specific aspects. Furthermore, methodological reflections regarding the opportunities and challenges of integrating intersectionality in migrants’ and ethnic minorities’ health research can be identified. In a recent paper
, the utility of intersectional approaches in training is discussed, as well as the relevance of achieving self-awareness on the own personal and professional trajectory and social status by analyzing intersectional dimensions. 

Slide 16: In relation to professional practice
,
,
,
, recent studies analyze the relevance of taking into account several intersectional dimensions in the living conditions of migrants and ethnic minorities, apart from migration status and ethnicity, in the process of health care delivery. Furthermore, the importance of being aware of one’s own background and position as a health professional is stressed. Regarding health policies
,
,
, the relevance of taking into account intersectional perspectives in the development of health policies and interventions focused on migrants and ethnic minorities is underlined. 

2. Activity 3: Identifying Dimensions of Intersectionality

We recommend you to choose Activity 3 or Activity 4. 

Slide 17: The working group activity consists of three parts: 

1. Presentation of the activity 
The facilitator explains the methodology of the activity.

2. Individual task 
Each participant is given a template (M1_U1 Template 1 Intersectionality) and is invited to answer the following questions and complete the template. 

· Remember a migrant or member of an ethnic minority community you have provided health care to recently, and identify elements of intersectionality in his/her situation.

· Describe your own personal and professional position, taking into account several dimensions of intersectionality, and identify its potential influence in the communication with health care users. 

· Identify potential strategies for addressing intersectionality in the process of providing health care to migrants or members of ethnic minority communities. 

3. Discussion in small groups (3-4 people)
The participants are divided into small groups (3-4 people). Before starting the discussion, each group is asked to assign a rapporteur in charge of writing down a summary of the group discussion (M1_U1 Template 2 Intersectionality). The participants of the small groups are invited to discuss the following aspects:

· Exchange the most relevant dimensions of intersectionality identified in the individual activity. 

· Exchange your reflections regarding your own position, taking into account dimensions of intersectionality and its influence in communication with health care users. 

· Share potential strategies for addressing intersectionality in the process of providing health care to migrants or members of ethnic minority communities. 

3. Activity 4: Intersectionality in Health Care Oriented towards Cultural and Ethnic Diversity

We recommend you to choose Activity 3 or Activity 4. 

Slide 18: The activity consists of three parts: 

1. Presentation of the methodology 

2. Identification and prioritization of barriers and strategies for introducing intersectional dimensions in health care oriented towards cultural and ethnic diversity 
Method: Nominal group technique.

Moderation: 1-2 facilitators.

Materials: Cards, markers, flip chart, adhesive (spray), self-adhesive dots. 

Technique:

· The participants are invited to write down 2 barriers for introducing intersectional dimensions in health care oriented towards cultural and ethnic diversity (one idea / card; in plenary). 

· The facilitators collect the cards, reading and arranging the named aspects by topics on a flip chart (in plenary). 

· The participants are divided in small groups (4 people / group). Each small group is invited to write down 2-3 strategies for introducing intersectional dimensions in health care oriented towards cultural and ethnic diversity (one idea / card). 

· The facilitators collect the cards, reading and arranging the named aspects by topics on a flip chart (in plenary). 
· The participants are asked to prioritize the most feasible strategies (5 dots / person, in plenary). 
3. Discussion (in plenary). 
· Group discussion.
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Activity 5: Video Screening “Tzafar” 
Slide 22: The activity consists of three parts: 

1. Presentation of the methodology.

2. Video Screening “Tzafar”, Nancy Spetsioti, 2011 (2:36, Greek, subtitles in English): 

http://www.unhcr.gr/1againstracism/en/tzafar-a-short-film-against-racism/ 

3. Group discussion on the contents of the video (in plenary), including the following questions:

· Do you think this situation could happen in your own country / regional context?

· What strategies could be developed to avoid discrimination?

· Do you think that stereotypes and generalizations are present? In what way?

Stereotypes and generalisations

Factors such as the language, geographical origin, population group, etc., contribute to the cultural construction of an individual. Thus, we tend to create stereotypes according to the ethnic identities or the nationality on the passport or the language that immediate relatives speak in the place of origin. We are all different. To base our personal relations on stereotypes in the context of the consulting room could be dangerous for the medical contact experience.

A stereotype is usually negative. It denotes individual thinking towards a form of slavery or semi-slavery to pre-defined formulas that are opposite to critical reasoning either from us or from others towards new experiences. This attitude and behaviour can establish barriers between the patient and the doctor and lead to missed appointments, unfinished treatments, etc.

Clinging to prejudices is essentially irrational, unless it can be proven that the original idea was an exact and wise summary, based on previous experiences.

We should remember that cultural groups have sub-groups with their own cultural values and rules. In addition, acculturation allows individuals to have a mixture of values, behaviours and beliefs from dominant cultural models and those that come from their specific cultural or religious groups.

Generalisations are somewhat more positive. It is important to distinguish between a stereotype and a generalisation. Whilst they are seemingly similar, their consequences are quite different. For example, if we take Maria, a Mexican woman, and I assume that as a Mexican she has a big family, I am falling into a stereotypical way of thinking. But if I say, “Mexicans tend to have big families, I wonder if Maria would have a big family too”, then I am generalising. A stereotype is a final end, and there is effort to check if it is appropriate to apply it to a given person. A generalisation however, is a starting point; generalising will not classify our patients and would help us to understand and behave according to a wide range of behaviours and beliefs.

By using this we can get closer to our foreign patients, offering a satisfactory experience. The reward for us would be as rich and wide as that for the patient.

Stereotypes, along with prejudices, are elements of thinking that configure the perception of reality in a racist way and have an impact on subsequent attitudes and beliefs. They attribute racist meaning to certain phenotypic characteristics of human beings, thereby creating artificial categories and hierarchies within those groups.

Slide 23: Prejudices are a consequence of stereotypes
 They are images, usually unfavourable, about a group of people that lead to them being subject to negative judgements without verifying the facts.

Prejudices are a specific part of racism that are fed from ignorance, lack of contact, and lack of knowledge about the people or groups who are the victims. Prejudices can also generate stress. 

The most common distortions are:

1) Tunnel vision or mental filter, or the tendency to only remember a certain aspect of reality, excluding the rest.

2) Absolutism and dichotomy of thinking, or the tendency to perceive reality as a dichotomy (“black or white”) going from one extreme to the opposite without considering middle positions.

3) Fatalism, or the perception of a lack of control about living events.

4) Confusion of thoughts and emotions with reality, or believing that what we think about reality is the reality itself and what we feel to be the truth, is the truth.

5) Exaggerated interpretation of the behaviour of others with intention, this being negatively directed towards the self. Experiencing violent situations helps to interpret the behaviour of others in the worse possible way.

6) Tagging, or converting one’s own behaviour or that of others to a personality feature and then judging it negatively.

7) Useless anticipatory thoughts. Foreseeing that some negative events or situations will happen without thinking about how to prevent them.

Slide 24: 

The following steps can be taken to overcome the problems mentioned above:

a) Describing as objectively as possible the situation that generated the tension or discomfort.

b) Identifying and naming all the emotions and feelings that we associate with the described situation.

c) Trying to reconstruct the internal conversation, in writing and phrase by phrase, both before and after the stressful situation, 

d) Identifying the different types of distortions that occur in the internal conversation that provokes stress, and those thereafter: tunnel vision, absolutism, fatalism, confusion of emotions with reality.

e) Correcting distorted thoughts by replacing them with others.

f) Associating the new thoughts with new emotions.
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Slide 26: Improving the minority’s knowledge about their health rights and fighting discrimination and stigma

Definition of discrimination

To discriminate means to differentiate or to treat differently when there is no relevant difference between two persons or situations, or to treat in an identical way situations which are in fact different. The two anti-discrimination Directives, which provide the basis for this training, prohibit both direct and indirect discrimination and provide the same definition of discrimination.

Slide 27:

· Direct discrimination has occurred if one person is treated less favourably than another is, has been or would be treated in a comparable situation, on any of the grounds on which discrimination is prohibited. 

For example, if an employer denies a worker a pay rise because of the worker's sexual orientation, and another worker in the same situation is given the pay rise, it is likely that this would constitute discrimination in violation of Employment Framework Directive (2000/78/EC).

· Indirect discrimination occurs where an apparently neutral provision, criterion or practice would put persons belonging to a protected group at a particular disadvantage compared with other persons. This is so unless the provision, criterion or practice in question is objectively justified by a legitimate aim and the means of achieving that aim are appropriate and necessary.

For example, an apparently neutral provision in a company's internal rules requesting a particular dress code, if this dress code leads to the exclusion of a person or a group of persons.

Slide 28 and 29: EU has done a lot of work to fight against discrimination. The webpage of the Department of Justice at the European Commission states:

“Fair treatment is a basic right in the EU. It is illegal to discriminate on the grounds of a person's age, disability, gender, race, religion or sexual orientation. Yet only one-third of EU citizens are fully aware that they are legally protected against discrimination.

Getting the message across that Europe values diversity and is taking discrimination seriously is crucial for the success of its anti-discrimination measures. Raising awareness of anti-discrimination laws is vital to make rights known, used and understood. It is also crucial to facilitate a debate on the benefits and challenges of diversity within society.

The EU is supporting an information campaign "For diversity. Against discrimination" across Europe, to make more people aware of their rights and responsibilities.” 

This campaign includes an introduction talking about “Legislating against discrimination in the EU”.
The EU has long been active in the fight against discrimination, especially in its promotion of equal opportunities for men and women in the workplace. In 1997, the Amsterdam Treaty brought new, far-reaching powers for the European Union to act to combat discrimination based on sex, racial or ethnic origin, religion or belief, disability, age and sexual orientation. In 2000, shortly after these new powers came into force, the EU adopted groundbreaking laws making it illegal to discriminate in the workplace on the grounds of racial and ethnic origin, religion and belief, disability, age and sexual orientation.

The law prohibiting racial and ethnic discrimination covered not only employment, but also education, social security, healthcare and access to goods and services, including housing.

Slide 30:

The EU has, pursuant to Article 13, put in place a three-part strategy to combat discrimination:

• A Directive to implement equal treatment irrespective of racial or ethnic origin (Council

Directive 2000/43/EC)

• A Directive establishing a framework for equal treatment in employment and occupation on the grounds of religion or belief, disability, age and sexual orientation (Council

Directive 2000/78/EC)

• The Community Action Programme 2001-2006 (Decision 2000/750/EC) to combat discrimination on all the grounds listed in Article 13 (other than sex). The programme has three principal objectives:

– Assist in analysing and evaluating the extent and nature of discrimination in the

EU and the effectiveness of measures to combat it;

– Help to build the capacity of the actors in the Member States of the EU and at

European level who are active in the fight against discrimination;

– Promote and disseminate to practitioners and opinion-formers the values and

practices underlying the fight against discrimination

The “Community Action Programme to Combat Discrimination” was launched in 2001 to support the new anti-discrimination legislation.

Slide 31: Activity 6

To work on national discrimination experience in order to be aware of national context – awareness raising, laws and practical experiences.

1. Presentation of the methodology 
Technique:

2. The participants, divided in small groups, are invited to think on one situation where discrimination has occurred (using different population examples, as migrants and people from ethnic minorities). After that, they are invited to work on the basis of the EU and national legislation and awareness strategies. To finish, they have to reconsider the situation in order to identify strategies to prevent discrimination.. 

3. In plenary:  discussion

Slide 32: Title page
Self or institutional awareness-raising has been used as a strategy for fighting against discrimination, as well as awareness-raising of equality issues.

Slide 33:

What is the purpose of awareness-raising?

• Changing attitudes, behaviours and patterns, mobilising support in favour of new policies, promoting the implementation of an equality agenda, etc. 

Who are the target groups?

• Public opinion, victims or potential victims, public and private sector employers, providers of services, including housing, educational bodies, enforcement authorities, etc.

How can it be done?

• By providing information, by organising campaigns, by educating and training, by doing research and making it public, by networking and building alliances, by doing media work.

• By identifying examples of conscious or unconscious discrimination which occur, particularly where these involve inhuman or degrading treatment. 

• By providing reasons, understandable by and acceptable to the community at large, why such discrimination is prohibited and the significance of the fact that this prohibition is written into law.

• By personalising the understanding of what suffering discrimination is like (i.e. educating people to empathise with the victims of discrimination) and moving away from seeing the victims as ‘others’.

• By providing information about:

· Law relating to discrimination rights;

· Legislation giving effect to those rights, and in particular the duty on States under Article 12 Council Directive 2000/78/EC and Article 10 of Council Directive 2000/43/EC to disseminate  information about the content of the Directives by all appropriate means;

· Powers that exist to protect people against discrimination;

· Preventative measures;

· Routes to challenging violations of anti-discrimination legislation; and 

· Details of relevant organisations and authorities specifically established to deal with particular areas of discrimination.

At the European level, the EU acts on behalf of EU citizens to prevent them being discriminated against on grounds of racial or ethnic origin, religion or belief, disability, age or sexual orientation and sex.

The European Commission takes action to:

· Improve knowledge of discrimination by raising awareness
 among the population of their rights and obligations
 and also of the benefits of diversity;

· Support intermediary actors such as social partnersNGOs

   
 and equality bodies
 o improve their capacity to combat discrimination;

· Support the development of equality policies at national level and encourage the exchange of good practices between EU countries;

· Achieve real change in the area of anti-discrimination through anti-discrimination training activities.

· Push for business-oriented diversity management as part of a strategic response to a more diversified society, customer base, market structure and workforce.

In addition to the two Directives (Racial Equality Directive and Employment Framework Directive
), the European Commission has created a non-discrimination governmental experts group and adopted a Communication in July 2008, which presents a comprehensive approach to stepping up action against discrimination and promoting equal opportunities.

Slide 34: Thank you and questions.

Slide 35: References. 
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� Council Directive 2000/43/EC of 29 June 2000 (OJ L 180 of 19.7.2000, p 22) implementing the principle of equal treatment between persons irrespective of racial or ethnic origin and Directive 2000/78/EC of 27 November 2000 (OJ L 303 of 2.12.2000) p 16)  establishing a general framework for equal treatment in employment and occupation. � HYPERLINK "http://ec.europa.eu/justice/discrimination/files/com_2014_2_en.pdf" �http://ec.europa.eu/justice/discrimination/files/com_2014_2_en.pdf� (retrieved: January 12, 2015)


� Combating Discrimination – A Training Manual.  � HYPERLINK "http://bit.ly/1uYrrHu" �http://bit.ly/1uYrrHu� (retrieved: January 12, 2015)


� � HYPERLINK "http://ec.europa.eu/justice/discrimination/awareness/index_en.htm" �http://ec.europa.eu/justice/discrimination/awareness/index_en.htm� (retrieved: January 12, 2015).


� � HYPERLINK "http://ec.europa.eu/justice/discrimination/rights/index_en.htm" �http://ec.europa.eu/justice/discrimination/rights/index_en.htm� (retrieved: January 12, 2015).


� � HYPERLINK "http://ec.europa.eu/justice/discrimination/awareness/ngos/index_en.htm" �http://ec.europa.eu/justice/discrimination/awareness/ngos/index_en.htm� (retrieved: January 12, 2015)


� � HYPERLINK "http://ec.europa.eu/justice/discrimination/awareness/trade-unions/index_en.htm" �http://ec.europa.eu/justice/discrimination/awareness/trade-unions/index_en.htm� (retrieved: January 12, 2015).


� � HYPERLINK "http://ec.europa.eu/justice/discrimination/help/index_en.htm" �http://ec.europa.eu/justice/discrimination/help/index_en.htm� (retrieved: January 12, 2015)


� � HYPERLINK "http://ec.europa.eu/justice/discrimination/law/index_en.htm" �http://ec.europa.eu/justice/discrimination/law/index_en.htm� (retrieved: January 12, 2015)
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