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 Dimensions of Diversity: Terminology in health research  

 

Hannah Bradby and Tilman Brand 

Abstract 

This short review considers how ‘ethnicity’ and ‘superdiversity’ are used alongside ‘diversity’ in 

health research in a sample of recent journal articles. Diversity appears regularly in health 

inequalities research where the term is used to justify a focus on particular minorities presented as 

especially vulnerable to ill health or to being in receipt of inadequate services. Given the complexity 

of what is covered by ‘diversity’ there is a tendency to focus on a single dimension for intervention, 

such as language or ‘health literacy’. The development of cultural competency or cultural safety is a 

common response to diversity in health service provision. The review considers gaps in how diversity 

is treated and the way that superdiversity is largely being used as yet another synonym of diversity. 

The translation of terms into English, as the dominant language in the political economy of academic 

publishing, introduces further uncertainty in pinpointing the local dimension of diversity that is under 

research. The ways that ‘superdiversity’ is gradually appearing does not (yet) undo such uncertainty. 

Highlights 

• Diversity appears regularly in health inequality literature but is poorly defined 

• Diversity used synonymously with other terms (culture, ethnicity, race, language) 

• Superdiversity used as an amplifier 

• Language or ‘health literacy’ often nominate as aspect of diversity for intervention 

• Cultural competence or cultural safety encompass progressive aspirations but less often 

specific practical responses to the challenges of diversifying diversity 

• Health professionals do not see responding to diversity as their responsibility 

Gaps 

• Specified relationships between inequality, inequity and diversity  

• Positive effects of diversity on health outcomes and on inequality  

• Evaluation of effect of increased workforce diversity on health equality  

• Evaluation of effectiveness of cultural competency/safety programmes  

• Professional structures and culture rarely included as part of the problem  

• Effects of political and economic context, especially austerity and globalisation, on health 

services’ response to diversity  

• How dimensions of diversity relate to one another across locations 

• How vocabulary of superdiversity relates to that of ethnicity, racism and multiculturalism 
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Introduction 

The term ‘diversity’ is a standard, mainstream term, used in a wide range of health research settings 

from Kenya (Achia and Mageto, 2015) to Massachusetts (Alegría et al., 2014) and Myanmar/Burma 

(Low et al., 2014). 

The rise of ‘diversity’ as an acceptable term in research and policy is part of the ongoing 

development whereby the language of race has been usurped by ethnicity (Bradby, 1995), which has 

in turn been seen as inappropriate due to its compromised and frequently racialised usage (Bradby, 

2003). As with other contested terms, the intended meaning of term ‘diversity’ varies by context, 

both through time and across cultures. Furthermore, since the term is regularly used without being 

defined, its intended meaning can be impossible to ascertain.  

Health inequality  

Demographic shifts driven by migration are held to present new challenges to the equitable provision 

of health-care and to promoting equity in health outcomes. The term ‘diversity’ regularly appears in 

discussions of health inequality to broaden the debate beyond divisions round age, gender and social 

class, a trend driven in part by the requirements of research funding councils (Helberg-Proctor et al., 

2015).  

Migration is held responsible for producing ‘ethnic culturally diverse nations’ of countries that 

previously saw themselves as ethnically homogenous (Bäärnhielm et al., 2013). Global migration 

(Norredam et al., 2007) is described as producing an ‘increasingly multicultural population’ (Alegría 

et al., 2014) with ‘multicultural’ used as a synonym for diversity, further elaborated as ‘language, 

cultural, religious and ethnic diversity’ (Riggs et al., 2015a).  The tendency to use a range of 

dimensions of diversity including linguistic, ethnic, cultural (Horton and Dickinson, 2011), and/or to 

use hybrid terms such as ethnic and racial (Alegría et al., 2014), or ethnocultural (Zanchetta and 

Poureslami, 2006) indicates the imprecision of what is indicated by ‘diversity’.   

The structural influences on health outcomes, which have been the main focus of health inequalities 

research, are often acknowledged alongside dimensions of diversity: 

determinants of these disparities include baseline health status, race and ethnicity, culture, 

gender identity and expression, socioeconomic status, region or geography, sexual orientation, 

and age (Awosogba et al., 2013: 17). 

(The term ‘disparity’ is used as a synonym for ‘inequality’ in US literature. The phrase ‘health 

disparities’ has echoes of the British ‘health patterning’ terminology of the 1990s, which sought to 

down-play the social injustice encoded in the phrase of ‘health inequality’.) 

In defining the problem around diversity and health inequality, there is a tension between 

explanations around cultural difference often coded as ‘ethnic’ (Gwede et al., 2010) and those 

around socio-economic status or material inequality (Sheridan et al., 2011).  
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Socio-economic inequalities/social determinants of health work tend to emphasize financial 

and material resources, whereas the diversity agenda, whether on ethnicity, gender, sexual 

orientation or disability, puts as much if not even more emphasis on cultural matters. By 

combining perspectives we create a more powerful ‘equity lens’ (Bhopal, 2012: 171). 

If we take up this view, diversity is something like cultural heterogeneity – a horizontal inequality 

dimension involving differing ideas and perceptions of physical and mental wellbeing and this applies 

to all groups and situations and not only to migrants or ethnic minorities (Napier et al., 2014). Socio-

economic inequalities represent a vertical inequality dimension, which may produce new cultures, 

e.g. senses of social insecurity and limited choice (Napier et al., 2014). Although conceptualized as a 

horizontal inequality dimension (or categories without an inherent order), it is quite clear that 

cultural heterogeneity and diversity is not a plain field but is linked to privileges and systems of 

oppression involving less access to material resources, discrimination and limited access to health 

care. Social categories or groups that are often mentioned in terms of diversity are also labelled as 

axes of inequality or axes of differences (Veenstra, 2011). 

As migration or ethnic minority status is in many cases associated with a lower socio-economic 

status, the latter has to be taken into account when analysing migrant health and/or access to 

healthcare (Ingleby, 2012). But it is also known that common indicators of socio-economic position 

do not work in the same way across migrant groups (Agyemang et al., 2010; Kelaher et al., 2009; 

Oakes and Kaufman, 2006). Even when socio-economic position is effectively controlled for, the 

interpretation and implication of differences in health between ‘diversity group’ are not so clear: in 

the past differences between ethnic groups in epidemiological studies have often been attributed to 

genetic variation, current studies tend to interpret differences as inequities. But in most cases we do 

not know whether these differential health outcomes are due to specific exposures (e.g. 

discrimination) or access barriers, and thus inequity (Whitehead and Dahlgren, 2006), or due to 

cultural factors, such as health beliefs or patient preferences, and thus ‘merely’ inequalities. 

The introduction of ethnicity terminology in British and US data sought to disaggregate structural and 

identity aspects of diversity and their influence on health outcomes (Bradby and Nazroo, 2010; 

Davey-Smith et al., 2000).  This approach led to an assessment of ethnicity as an independent 

variable, which could be used ‘to investigate critically the role of ethnicity in the provision of services 

more generally’ (Griffith, 2010: 289). Criticism suggests that ethnic terminology has become reified 

into reductionist and over-simplified categories that fail to reflect the dynamic complexity of 

diversity. But, as with each iteration of terminological change, the language of diversity has not 

replaced that of ethnicity, but rather is used in tandem.  

Generally missing from research articles is a discussion of the relationship between equality, equity 

and how diversity might intervene, an issue taken up by a review of policy guidance relevant to 

mental health services in the UK: 

Diversity in a broad sense is about the recognition and valuing of difference, whereas equality 

is essentially about creating a fairer society where everyone can participate and has the 

opportunity to fulfil their potential. Equality and diversity are not inter-changeable but are 

inter-dependent (Owen and Khalil, 2007: 468). 
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Where ‘inequality’ refers to difference between groups without comment on the source of that 

difference, ‘inequity’ refers to a normative principle of social justice that considers the differences to 

be unfair and unjust to the extent that they are avoidable. Until we know the extent to which the 

major chronic diseases are socially determined, the lack of precision in attributing their inevitable or 

avoidable nature encapsulated by the term ‘inequality’ is an appropriate description of the 

dimensions of the problem (Siegrist and Marmot, 2006). While racial discrimination has a measurable 

effect on health outcomes (Nazroo, 2003), the wider implications of diversity for health outcomes 

are less clear. Positive effects of diversity on health outcomes are very little examined.  

The extent to which good quality, equitable health services can address population health 

inequalities remains contested. Nonetheless, population diversity is assumed to place particular 

demands on health service provision.  There are regular assertions that ‘increases in population 

diversity emphasize the need for culturally competent, patient-centered, participatory care’ (Beck 

and Gordon, 2010). What is less often noted is that changes that would benefit the needs of 

particular minorities ‘have the potential to create more inclusive and responsive ... health services 

for all’ (Reitmanova and Gustafson, 2008: 101).  

Diversity referring to particular minority groups 

The term ‘ethnicity’ tends to be used as if it was a characteristic of minorities only (Bradby, 1995), 

and in the same way, diversity is regularly used to justify a focus on particular minorities in a way 

that can have an ‘othering’ if not a ‘racialising’ effect. Groups indicated as included under the 

‘diversity’ heading are constructed as being  ‘vulnerable and isolated communities’ (Riggs et al., 

2015b) with unmet healthcare need or unknown healthcare practices (Venters and Gany, 2011). 

‘African communities’ (Shangase and Egbe, 2015), Arab speakers (Ahmed et al., 2010), ‘immigrants’ 

(Dias et al., 2008), ‘migrant communities’ (Ford et al., 2013), ‘visible minority immigrants’ 

(Reitmanova and Gustafson, 2009), pregnant Muslim immigrant women (Reitmanova and Gustafson, 

2008), refugees (Jensen et al., 2013), ‘disadvantaged communities, including refugee and migrant 

populations’ (Riggs et al., 2012) or ‘older adults’ (Solway et al., 2010) are indicated as sub-groups of 

an over-arching category, ‘diversity’. The focus on specific groups is justified by their vulnerability to 

poor health outcomes or tendency to receive poor health services. Thus a study of access to primary 

mental health care for hard-to-reach groups includes Black and minority ethnic (BME) groups 

(Kovandžić et al., 2011) even though there is not necessarily anything inherently ‘hard to reach’ 

about belonging to a minority ethnic group. The centrality of evidence-based medicine has hampered 

attempts to attend to diversity in effectively tackling health inequalities. The formal evidence base 

cannot discriminate sub-populations’ responses to methodologically rigorous interventions since 

these interventions tend to be aimed at easy-to-reach population segments, rather than the 

multiply-deprived sections that both service providers and researchers find hard to reach (Asthana 

and Halliday, 2006). The methods employed in evidence-based public health simply cannot detect 

the potential effectiveness of public health interventions in these populations, for which other forms 

of evidence are necessary.  
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Diversity as a an indicator of problems and as a problem in itself  

The diverse nature of ‘older adults’ is described as including barriers to accessing health services 

‘related to race and ethnicity, socioeconomic status, location, age, gender, immigrant status, 

language, sexual orientation, and diagnosis’ (Solway et al., 2010: 360). The inclusion of ‘diagnosis’ as 

an aspect of diversity means that illness outcomes that might be driven by diversity are also included 

as an element of that diversity. Definitions of diversity often try to keep a range of factors in play as 

potentially contributing to ‘health disparities in the population’, such as ‘socioeconomic, geographic, 

and race/ethnicity factors’ (White et al., 2014: 51). While trying to keep definitions broad, there is a 

tendency to use diversity as both an indicator of health vulnerability and as a causal or explanatory 

factor. In a paper describing health in a global region, not only are the populations of southeast Asia 

described as diverse, but so are the area’s health systems, with history, geography, and the trading of 

goods and services identified as causative of such diversity (Chongsuvivatwong et al., 2011). When 

everything is diverse, it is hard to see what is analytically indicated by the term. 

The ‘development of evidence-based mental health interventions for refugees is’ said to be 

‘complicated by the cultural and linguistic diversity of the participants’ (Birman et al., 2008: 121), 

suggesting that diversity is an aberration that gets in the way of the normal delivery of health 

services. The observed within-group variation (diversity among the refugees) is something that is also 

highlighted by the term superdiversity (although not mentioned here). Circular reasoning whereby 

diversity is both cause and effect of health disparities cannot be simply dismissed as evidence of a 

lack of logic; it can also be taken as indicative of the complexities and uncertainties of the direction of 

causation of the social processes in play.  

Focussing on a single aspect of diversity: newness/language/health literacy 

While rarely mentioned, the state of being a new arrival or ‘newcomer’ is described in Canadian 

research as resulting in ‘less effective use of these preventive services’ on the grounds that ‘linguistic, 

religious, and cultural factors contribute to the newcomers' social isolation’ (Zanchetta and 

Poureslami, 2006: S26). 

Language is often nominated as the key variable of exclusion when a single dimension of diversity is 

needed around which to design an intervention to improve the health outcomes of an ethnic or 

migrant group (Murray and Buller, 2007). The phrase ‘language diversity’ (Schiaffino et al., 2014) has 

been used, without explaining how this might differ from a person or community being multilingual. 

Linguistic groups are used as a sampling frame to operationalize an aspect of diversity assumed to be 

relevant for health (Ahmed et al., 2010). 

Another candidate for intervention is ‘health literacy’ which goes beyond linguistic skills to highlight 

how ‘newcomers’ may be unfamiliar with the health care system ‘in terms of navigating needed 

services and/or seeking health-related information’ (Zanchetta and Poureslami, 2006: S26). The need 

for better health literacy is linked to ‘cultural and linguistic competence in health care’ (Kalengayi et 

al., 2012) (see below for discussion of cultural competence). Where professionals report ‘difficulties 

in communicating effectively with [minority] populations about risk-taking behaviours’ and these 

minorities lack health literacy, problems ensue. Specifically, ‘educational resources and approaches 

only partially reach people from cultural minorities’ resulting in ‘less effective use of these preventive 
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services. Linguistic, religious, and cultural factors contribute to the newcomers' social isolation’ 

(Zanchetta and Poureslami, 2006).  The European Health Literacy Survey has indicated lower health 

literacy levels in migrants (based on a German subsample) (Kickbusch et al., 2013).  

The term ‘health literacy’, when used in combination with discussions of diversity, can imply the 

existence of an appropriate way to use health services which new arrivals or visible minorities, or at 

least those with health problems, fail to follow. Critical conceptual frameworks go beyond individual 

competencies to access, understand and appraise information about health and health services 

(functional literacy), adding an interactional (e.g. social support) and a critical dimension 

(empowering communities) (Sørensen et al., 2012). Nevertheless, these two dimensions are often 

ignored in empirical health literacy studies. The concept of health literate health service organization 

(similar to migrant friendly hospitals (Kickbusch et al., 2013), or intercultural opening (Penka et al., 

2012)) is interesting because it focuses on the healthcare organization as a whole and just not on the 

individual competencies of the patients or providers (Kowalski et al., 2015). Another problem with 

health literacy is that it usually focuses on formal health services, thereby ignoring the informal or 

less formal ways in which people look after their own health. 

Responses to diversity 

Increasing population diversity, however described, is regularly connected to the need for cultural 

competency or cultural safety in the provision of health services. The term ‘cultural competency’ 

implies policy and training that will ensure that patients receive appropriate services. The likelihood 

of achieving cultural competency is often connected with workforce diversity (Jacob and Sánchez, 

2011; Quist and Law, 2006; Sarto et al., 2013):   

It is widely accepted that diversifying the nation's health-care workforce is a necessary 

strategy to increase access to quality health care for all populations, reduce health 

disparities, and achieve health equity (Williams et al., 2014: 32). 

While the promotion of workforce diversity may be a social good, clear-cut evidence that it will 

reduce health inequalities across dimensions of diversity is lacking. 

‘Cultural safety’ (Taylor et al., 2013) implies going beyond the mere formulation of policy to create a 

culturally safe environment through programs and services that meet the diverse needs of both staff 

and patients (Gurm and Cheema, 2013). Recognition that diversity is a feature of staff as well as 

patients (McKimm and Webb, 2010; Solway et al., 2010) avoids some of the ‘othering’ effects of 

diversity terminology.  

While the terms ‘cultural competence’ and ‘cultural safety’ may represent important and progressive 

aspirations, if ‘health care professionals do not consider it to be their responsibility to adapt to ethnic 

diversity’ (Dauvrin and Lorant, 2014: 1), then such aspirations amount to nothing. Not only may staff 

feel no responsibility for adapting to diversity, in maternity services ‘ethnic minority women are 

expected to adapt to the system rather than the maternity services being responsive or adapting to 

the new multi-cultural population’ (Lyons et al., 2008). The whole edifice of evidence-based 

knowledge, which has dominated debates about variable medical practice since the 1990s, may be 
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unsuited to the ‘ways of knowing’ of minority cultures (Kirmayer, 2012) and reinforcing an 

exclusionary medical culture that ‘cultural competency’ cannot address.  

Policies that aspire to ‘cultural competence’ or ‘migrant friendly services’ have to be delivered by 

professionals whose the attitudes and values are crucial for day-to-day practice (Markey et al., 2012). 

Professionals’ lack of responsibility for responding to population diversity is supported by the 

powerful scientific claims of biomedicine: scientifically-informed medical practice is assumed to be 

immune to the vagaries of culture, despite evidence that medicine is a social institution, subject to 

bias and prejudice, like any other. The presumed scientific neutrality of medical knowledge and 

practice means that minorities whose cultural needs might differ from the majority population are 

constructed as irrational and the opposite of the scientific rational modernity that medicine 

represents.  

Limitations to the idea of cultural competence in addressing health inequalities around diversity, 

include  ‘inadequate recognition of the ‘culture of medicine” and the scarcity of outcomes-based 

research that provides evidence of efficacy of cultural competence strategies’ as well as ‘narrow 

concepts of culture often conflate culture with race and ethnicity, failing to capture diversity within 

groups and thus reducing the effectiveness of cultural competence strategies’ (Thackrah and 

Thompson, 2013). As with terminology around diversity, definitions of what constitutes cultural 

competency are lacking and are not treated critically. Such uncritical treatment means that ‘cultural 

competence’ comes to mean ‘inclusive’ (e.g. Riggs et al., 2015a). 

Gaps and silences  

The standard critique of the language of diversity is that it does not conceptualise power and 

therefore fails to assess both discrimination and structural issues that create inequalities of wealth, 

education and employment. 

The breadth of what is implied by the term ‘diversity’ means that any presumption that groups that 

are labelled ‘diverse’ must share some health vulnerability should be treated critically. Investigation 

of the extent to which dimensions of diversity relevant to health are shared across contexts (Lazear 

et al., 2008) is not often under-taken. 

Local, regional or national issues tend to be investigated in the name of diversity, with less attention 

to a transnational or global dimension. An exception is a paper considering Chinese-African relations 

which uses the term ‘health diplomacy’ to describe a ‘growing interface between foreign policy and 

global health’, encompassing ‘both the concept of using health to further foreign policy objectives as 

well as the idea that diplomatic tools can be helpful for attaining public health goals’ (McLaughlin et 

al., 2014: 579). Global economic recession and its effects on health equity (Bacigalupe and Escolar-

Pujolar, 2014) and the challenges of ‘integrating indigenous and/or cross-border health systems’ 

(Low et al., 2014: 1) are seldom addressed. 

While the focus on the local is understandable given the key role that national and regional policy 

and funding structures play in determining health services, there is little recognition of the 

importance of political will in improving the outcomes of these processes (Salway et al., 2013). This is 

particularly important in the context of global recession. 
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Beyond diversity? 

In emphasizing that diversity is a key dimension of health inequalities and in planning equitable 

service provision, the terms ‘superdiversity’ and ‘hyperdiversity’ are gradually appearing. In general 

these terms are neither defined nor explained, but function as amplifiers of the multicultural or 

multi-ethnic character of the population under examination. For instance, reference to the 

‘hyperdiversity of patient populations’ alongside the ‘unequal treatment on the basis of cultural, 

racial, or ethnic group membership’ in medicine is used to justify why such difference cannot be 

ignored (DelVecchio Good and Hannah, 2015).  

How superdiversity adds to our understanding is described in publications dealing with maternity 

services in the West Midlands (Newall et al., 2012) where the superdiverse nature of the population 

is described in terms of migration status, ethnicity and language  (Phillimore, 2011). A helpful 

distinction is drawn between ‘ethnic-specific issues and minority position factors’ with factors that 

are ethnic-specific to South Asian families named as the impact of parental and professional 

knowledge and beliefs, health service utilisation pattern explanations and the impact of prejudice 

and stigmatisation, whereas language barriers are said to reflect a ‘minority position’ (Lakhanpaul et 

al., 2014). 

Where papers describe the complexity of identity and its interaction with healthcare need, the 

necessity of treating each person individually becomes clear (e.g. Culley, 2014). Where population-

level diversity interacts with individual identity, then superdiversity offers a frame work for 

‘theorising how and why social conditions shape health and how a range of social characteristics and 

diverse understandings of healthcare might influence the negotiation and navigation of healthcare 

systems’ (Green et al., 2014). 

Superdiversity appears as a keyword despite not being used (much less defined), in the article text. 

For instance, papers that consider how ethnic monitoring questions are asked (Leydon et al., 2013), 

the under-representation of minority ethnic groups in research (Redwood and Gill, 2013), self-

reported health variation between indigents and immigrants (Dzúrová and Drbohlav, 2014), 

immigrant naturalisation and measures of social cohesion (Kesler and Demireva, 2011) and the 

experience of ‘multicultural people’ navigating identities and how the relationship with well-being 

(Yampolsky et al., 2013). In this respect superdiversity is emerging as yet another synonym for 

diversity, ethnicity, ethnic minority or multiculturalism. This is particularly problematic when 

diversity terminology from other languages is so regularly translated into English-language terms, 

given the dominance of Anglophone journal publication. In the processes of translation, the local 

specificity of the dimension of diversity or difference is lost and processes of reductionism and 

racialization intervene (Helberg-Proctor et al., 2015). Developing terminology that avoids such 

reductions in meaning is a contribution that cross-country and multidisciplinary comparative work 

can offer (e.g. Phillimore et al. 2015).  
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