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Abstract
Background Culturally sensitive care is integral to effective and equitable healthcare delivery, necessitating an 
understanding and acknowledgment of patients’ cultural needs, preferences, and expectations. This study investigates 
the perceptions of cultural sensitivity among general practitioners (GPs), focusing on their intentions, willingness and 
perceived responsibilities in providing care tailored to cultural needs.

Methods In-depth interviews were conducted with 21 Flemish GPs to explore their perspectives on culturally 
sensitive care. Data analysis followed a conventional qualitative content analysis approach within a constructivist 
framework. A coding scheme was developed to identify recurring themes and patterns in the GPs’ responses.

Results Findings reveal that culturally sensitive care provision is perceived as a multifaceted process, initiated by 
an exploration phase where GPs inquire about patients’ cultural needs and preferences. Two pivotal factors shaping 
culturally sensitive care emerged: patients’ specific cultural expectations and GPs’ perceived responsibilities. These 
factors guided the process of culturally sensitive care towards three distinct outcomes, ranging from complete 
adaptation to patients’ cultural requirements driven by a high sense of responsibility, through negotiation and 
compromise, to a paternalistic approach where GPs expect patients to conform to GPs’ values and expectations. 
Three typologies of GPs in providing culturally sensitive care were identified: genuinely culturally sensitive, surface-
level culturally sensitive, and those perceiving diversity as a threat. Stereotyping and othering persist in healthcare, 
underscoring the importance of critical consciousness and cultural reflexivity in providing patient-centered and 
equitable care.

Conclusions This study emphasizes the significance of empathy and underscores the necessity for GPs to embrace 
the exploration and acknowledgement of patients’ preferences and cultural needs as integral aspects of their 
professional role. It highlights the importance of shared decision-making, critical consciousness, cultural desire and 
empathy. Understanding these nuances is essential for enhancing culturally sensitive care and mitigating healthcare 
disparities.
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Background
In contemporary societies, multiculturalism and super-
diversity have become the norm [1]. The provision of 
culturally appropriate and sensitive care has there-
fore evolved towards a fundamental aspect of health 
care delivery. This evolution is underscored by research 
demonstrating its pivotal role in equitable care and rec-
ognizing it as an essential component of the CanMeds 
framework, one of the most prominent frameworks 
used in medical education and practice delineating the 
required roles and competencies of physicians in today’s 
complex healthcare environment [2–4]. Health care 
providers are required to explore and, where applicable, 
adapt to specific needs and expectations of patients with 
diverse ethnic backgrounds in order to overcome cultural 
and linguistic barriers that may arise during intercultural 
consultations [5, 6].

In intercultural care encounters, it is necessary to rec-
ognize that minority patients – individuals whose ethnic, 
cultural, religious or linguistic background differs from 
the dominant population in a certain area – frequently 
exhibit variations in health beliefs, values, preferences 
and behaviors [7, 8]. Disregarding culturally specific 
needs has been identified as a key factor contributing to 
ethnic healthcare disparities [9, 10]. Previous research 
demonstrated that the failure to tailor healthcare prac-
tices to the needs of patients from diverse ethnic back-
grounds can lead to various adverse consequences. These 
implications encompass diminished levels of patient sat-
isfaction, increased mistrust in providers, lower therapy 
adherence, feelings of disempowerment and, ultimately, 
overall suboptimal health outcomes [11–13]. The impera-
tive to address culturally specific patient needs is further 
underscored by the existing disparities in health out-
comes observed among certain ethnic minority groups, 
who disproportionately experience higher risk for infec-
tious diseases [14], higher premature death rates from 
heart disease [15] or who display increased prevalence of 
anxiety and depression [16]. Recognizing the central role 
of healthcare providers, particularly general practitioners 
(GPs), in shaping the health care experiences and out-
comes of ethnic minority patients, it is widely acknowl-
edged that substantial efforts are necessary to enhance 
providers’ intercultural awareness and skills [17, 18]. 
GPs, as primary points of contact for individuals seeking 
healthcare, assume a pivotal role in ensuring effective and 
equitable medical care.

Consequently, the notion of cultural sensitivity or com-
petence was introduced as a strategy to tackle the above 
mentioned ethnic health disparities [3]. Culturally sensi-
tive care refers to the ability of healthcare professionals 
to provide equitable and high-quality care to all patients, 
regardless of ethnicity, culture or language proficiency 
[9]. By recognizing, acknowledging and integrating the 

significance of culture in patients’ health beliefs and 
behavior, healthcare provision can be tailored to cater to 
culturally specific requirements [3, 19, 20].

The terms culturally sensitive care and culturally com-
petent care are often used interchangeably in the litera-
ture and essentially encompass the same core concept 
[21, 22]. Nonetheless, a nuanced distinction is evident 
between cultural sensitivity and competence, wherein 
cultural sensitivity entails a heightened awareness of 
one’s own culture and recognition of, as well as respect 
for, the cultural background of others [23–25]. There-
fore, culturally sensitive care necessitates an understand-
ing of both cultural similarities and differences in how 
people perceive health and illness, communication with 
healthcare providers and, consequently, tailoring care 
approaches accordingly. Conversely, the concept of cul-
tural competence has attracted criticism for its tendency 
to portray culture as static, overemphasize cultural differ-
ences and fails to consider the impact of healthcare pro-
viders’ personal cultural values and professional cultural 
norms [26, 27]. Moreover, it often overlooks the inherent 
diversity within cultural groups and neglects the inter-
section of other dimensions of patient identity, frequently 
resulting in stereotypical assumptions [27, 28]. Addition-
ally, related terms such as ‘cultural humility’, ‘cultural 
awareness’ and ‘cultural safety’ are frequently employed 
to describe this notion, each highlighting distinct aspects 
[3, 27, 29–31].

In practice, a culturally sensitive approach entails GPs 
identifying patients’ individual needs by, for instance, 
exploring patients’ ideas, concerns, expectations and rea-
sons for seeking consultation or assessing patients’ lan-
guage abilities [6, 32]. It also requires clinicians to be able 
to critically reflect on their own beliefs and values (i.e. 
cultural reflexivity [33]). Furthermore, cultural sensitivity 
involves a willingness to understand the perspectives and 
traditions of culturally diverse patients, considering the 
intersecting factors of their identities, such as education, 
socio-economic status, and gender identity. This allows 
providers, where necessary and possible, to adapt diag-
nostic and treatment policies to patients’ unique cultural 
contexts [6, 34]. This approach enables GPs to provide 
more patient-centered, tailored and effective care respon-
sive to the diverse needs and experiences of all patients.

GPs’ cultural sensitivity and competence have been 
associated with a multitude of positive outcomes [23]. 
These include heightened levels of trust in providers 
[35], increased patient satisfaction and perceived qual-
ity of care [36, 37], patients engaging more in informa-
tion-sharing and information-seeking behaviors [37], 
more effective communication [20] and improved ther-
apy adherence [38–40]. The cumulative effects of these 
advantages culminate in overall improved health out-
comes [23].
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Because of these benefits, there has been a grow-
ing emphasis on integrating cultural sensitivity into the 
medical education of future practitioners, as well as 
their continuous training throughout their professional 
development [41]. Yet, the majority of medical schools 
either inadequately or superficially addresses this topic, 
resulting in inconsistent levels of instruction [41, 42]. 
Consequently, the overall state of cultural sensitivity in 
medical education is often deemed insufficient and frag-
mented [43]. Moreover, numerous intervention strate-
gies designed to enhance GPs’ cultural sensitivity have 
been developed and tested [44, 45]. However, research 
results remain inconsistent on the impact of training on 
physicians’ behavior in intercultural consultations [18, 
24, 44, 46–48]. Whereas some interventions resulted in 
improved practitioner cultural knowledge and attitudes, 
minimal evidence exists supporting positive interven-
tion effects regarding GPs’ behavioral changes, minority 
patients’ satisfaction or health outcomes.

Furthermore, very few indications of culturally sensi-
tive care have been observed in general practice research 
[6, 49–51]. The lack of implementing culturally sensi-
tive strategies may be due to the inherently complex 
work environment typical for primary care, as interac-
tions with patients and patients’ relatives can be particu-
larly challenging, often without clearly defined problems 
or standard solutions [52]. Even with specific cultural 
knowledge, considerable nuance is advised when apply-
ing this knowledge in specific situations and interactions 
with patients from diverse backgrounds. Therefore, con-
tinuous critical reflection and reassessment of personal 
perceptions, biases, competencies and how they affect 
patient interactions is required [10, 52].

Another possible explanation for the lack of culturally 
sensitive strategies in practice is that healthcare students 
and providers consider cultural sensitivity a “soft sci-
ence” or inferior to basic science or clinical knowledge 
[9, 53, 54]. This perspective persists even though cultural 
sensitivity is inherently tied to professional competence 
and is integral to GPs’ CanMed roles [4, 55]. Shepherd 
and colleagues [56] also found that practicing health care 
professionals scarcely acknowledge the need for cultural 
awareness and critical reflexivity of one’s own culture, 
despite being central components of cultural sensitiv-
ity [21]. Additionally, Dauvrin and Lorant [5] reported 
that GPs do not feel responsible for adapting care in 
accordance with patients’ cultural preferences. This 
responsibility was predominantly attributed to patients 
themselves. GPs’ apathy and resistance towards the sub-
ject, along with high reported levels of unpreparedness 
and unawareness [50], may be important contributors to 
the lack of cultural sensitivity in today’s general practice. 
However, further research is needed to determine GPs’ 

moral reasoning, perceptions of culturally sensitive care 
and its absence in today’s primary care [23, 50, 56].

Moreover, understanding of these issues within the 
European context is limited due to inadequate data avail-
ability [57, 58]. The Flemish context, representing the 
largest segment of Belgium, is of particular interest due 
to its extensive history of immigration. Studies have also 
revealed that certain discriminatory and inequitable care 
practices are more prevalent in Belgium compared to 
other European nations [16]. Ascertaining the views and 
experiences of GPs regarding culturally sensitive care 
provision is of profound importance in advancing our 
understanding of cultural sensitivity in health care, and 
the lack thereof [23, 56]. Such insights from GPs have 
been notably limited in the existing literature and, there-
fore, this study aims to qualitatively explore GPs’ percep-
tions regarding culturally sensitive care, their intentions 
to implement culturally sensitive strategies, their willing-
ness to adapt care provision based on cultural consider-
ations, and their perceived professional responsibilities.

Methods
Design
This study adopted a qualitative approach under a con-
structivist perspective to gain insight into the perspec-
tives and experiences of Flemish GPs regarding culturally 
sensitive care. Recognizing the multifaceted nature of 
cultural sensitivity in healthcare provision, this method-
ological approach allows for a comprehensive exploration 
of the complex interplay between cultural factors and 
healthcare practices. By emphasizing the subjective reali-
ties and contextual interpretations of GPs, the study aims 
to uncover how cultural considerations shape their per-
ceptions and behaviors in clinical settings.

Within this approach, our study utilized in-depth, 
semi-structured interviews. A topic guide was developed 
to comprehensively explore all pertinent aspects con-
cerning GPs’ attitudes, intentions, and perceived respon-
sibilities in delivering culturally sensitive care. Interview 
questions were based on the existing literature within the 
scope of our research objectives, recommendations and 
identified knowledge gaps. Developing the topic guide 
was a collaborative process involving all authors, with 
iterative revisions to refine its content and scope. Addi-
tionally, two pilot interviews were conducted with GPs 
experienced both in cross-cultural care and qualitative 
research to assess the relevance of the identified topics 
and evaluate the interview questions’ quality and clarity.

Participants
A purposive sampling strategy was employed to select 
participants for this study, drawing from GPs who par-
ticipated in our earlier study [51]. Our prior study inves-
tigated GPs’ consulting behavior and effectiveness in 
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intercultural care encounters, utilizing online video 
recorded consultations with ethnic minority patients 
and comparing with their behavior in consultations with 
ethnic majority patients. GPs who had participated in 
the prior study and expressed willingness to engage in 
follow-up interviews, were contacted through email and 
invited to provide additional insights on culturally sensi-
tive care. GPs were included for selection based on the 
criteria of gender, years of experience and practice char-
acteristics, aiming for a diverse and more representative 
sample, including GPs’ exhibiting both exemplary and 
substandard performances in interactions with simulated 
patients from an ethnic minority background. Since the 
prior study’s participant pool primarily comprised Flem-
ish majority GPs, our capacity to attain ethnic diversity 
in the current sample was severely constrained and con-
sequently not pursued. The interview session sched-
uling was coordinated according to the respondents’ 
preferences.

In total, 21 GPs participated in this study, comprising 
eight female and 13 male GPs (Table 1). The age range of 
participants was 27–64, with a mean age of 45.1 years. 
Most GPs in our sample reported frequent consultations 
with ethnic minority patients, ranging from a weekly to a 
daily basis. Further, most respondents had not undergone 
any culturally sensitive training intervention or program. 
Further demographic details are presented in Table 1.

Procedure
This study was reviewed and approved by the Ethics 
Committee of University Hospital Ghent (EC registra-
tion number: BC-08924), and all participating GPs signed 
an informed consent before conducting the interviews. 
Respondents were assured that participation was volun-
tary and anonymous, that data was stored securely, and 
that they could stop the interview at any time if they 
chose to do so.

In addition, during the introductory briefing cover-
ing the study’s objectives, ethical considerations, and 
interview procedures, participants were provided with 
a concise description of cultural sensitivity to ensure a 
common understanding. Data were collected between 
April and September 2022, with interviews lasting 
between 30 and 60  min. Audio recordings of the inter-
views were transcribed verbatim. Data collection con-
tinued until theoretical saturation, the point at which no 
new information or themes emerged from the interviews, 
was achieved.

Data analysis
Data analysis was conducted using Nvivo, version R1. 
The analysis followed a conventional qualitative content 
analysis approach, as described by Hsieh and Shannon 
[59]. As current research and evidence of GPs’ percep-
tions regarding culturally sensitive care is limited, the 
adoption of this approach is considered suitable. Qualita-
tive content analysis allows for the systematic exploration 
of large quantities of data, facilitating in-depth examina-
tions of participants’ experiences and perspectives and 
has, therefore, become a standard methodology in health 
research, effectively aligning with our research objec-
tives [59, 60]. This methodology aims to develop a coding 
scheme by systematically organizing data into meaning-
ful categories, which can be employed in further research 
in similar settings or fields, thereby enhancing the reli-
ability and comparability of findings within similar con-
texts or fields.

Two independent coders (RV and LR) engaged in the 
coding of three randomly selected interviews, subse-
quently comparing their respective coding to establish an 
initial coding framework. The coding framework under-
went a comprehensive discussion and validation process 
involving all authors before further application. Once an 
agreement was achieved, the established coding frame-
work was employed to code all interviews systematically. 
This coding procedure was consistently upheld as the 
same pair of coders independently coded the entirety 
of the dataset. The coders compared their findings and 
engaged in further discussions to ascertain agreement 
on the data coding and the final iteration of the coding 
framework. This rigorous iterative process culminated 
in a mean kappa coefficient of 0.93, underscoring the 

Table 1 GP characteristics
General Practitioners N/M
Gender
 female 8
 male 13
Age 45.1
 min 27
 max 64
Years of experience 17.19
 min 1
 max 37
Practice composition
 solo practice 4
 solo + GP trainee 5
 2 GPs 3
 2 GPs + GP trainee 1
 group practice 8
Frequency consulting ethnic minority patients
 (almost) never 1
 once or a few times a month 1
 weekly 6
 few times a week 6
 daily 7
Followed culturally sensitive training
 yes 2
 no 19
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‘almost perfect’ intercoder reliability of the analysis [61] 
and resulted in the creation of a coding scheme revealing 
five distinct categories: the need for cultural sensitivity, 
patients’ cultural preferences, culturally sensitive strate-
gies and activities, perceived responsibilities and per-
ceived ability to adapt care provision (Table 2).

Results
The following section delves into GPs’ conceptualization 
of culturally sensitive care, derived from the interpreta-
tion of the coding scheme utilized in our analysis. First, 
we describe GPs’ perspective on cultural sensitivity, char-
acterizing it as an intricate and dynamic process. Second, 
we describe how this process is shaped by two pivotal 
factors: (a) patients’ specific cultural preferences and (b) 
the responsibilities GPs attribute to themselves (Fig. 1).

Culturally sensitive care as a process
The majority of GPs in our sample did recognize the need 
for culturally sensitive care. According to our partici-
pants, customizing to individual patient needs, includ-
ing cultural preferences and expectations, is necessary 
in order to attain an equitable care provision. Acknowl-
edging the diverse contexts and backgrounds of patients, 
care should ideally be tailored to their respective realities 
and possibilities. This approach involves implementing 
differential treatment characterized by an equal measure 
of respect for and interest in each patient, with the ulti-
mate goal of achieving equitable outcomes.

Our data revealed several health-related cultural varia-
tions between GPs in our sample, consisting exclusively 
of ethnic majority practitioners, and their diverse patient 
populations. Notably, discussions on cultural sensitiv-
ity mostly revolved around patient interactions with 
individuals from a Moroccan-Maghreb or Turkish back-
ground, two prominent ethnic, (predominantly Muslim) 
minority groups within Flanders, Belgium. GPs primarily 
addressed commonly occurring, somewhat stereotypical 
examples, such as culturally specific eating habits, pref-
erences regarding healthcare providers’ gender, religious 
traditions (e.g. Ramadan, a month-long Islamic fasting 
period characterized by daylight abstinence from food 
and drink), and the expression of symptoms. However, 
some respondents were observed to value genuine cul-
tural curiosity, expressing a deeper interest in under-
standing cultural nuances beyond these surface-level 
differences.

GPs note that a culturally sensitive approach requires 
a substantial additional investment of time and effort, 
often scarcely available in general practice. This scarcity 
contributes to the perception of GPs in our study that 
culturally sensitive care is a process of ongoing pursuit, 
with GPs striving to achieve care provision as culturally 
sensitive as restrictions allow.

“I think that we should strive to achieve the same 
quality of care, especially in terms of results, for 
everyone. Now, I do believe that it is a pursuit and 
that it may not necessarily be realized. But I think 
the differences mainly lie in the process because… 
yes, there are multiple ways to reach Rome, and the 
same path is not equally good for everyone.” (male 
GP, 29).

In practical terms, GPs conceptualize the process of 
culturally sensitive care with an initiating explora-
tion phase. At the beginning of and during physician-
patient consultations, GPs should inquire about general 
patient preferences, including ideas, concerns and cul-
tural expectations, in order to be able to take them into 
account throughout the further consultation and therapy 
recommendations. Continuously exploring whether cer-
tain aspects could bear cultural significance to individ-
ual patients, thereby demonstrating cultural awareness, 
may alleviate potential barriers during interactions with 
patients from diverse cultural backgrounds. The dem-
onstrated openness of GPs contributes to both patient 
comfort and open communication between patient and 
provider.

“For example, I do know that Muslim women, when 
they want to see a gynecologist, usually prefer a 
female practitioner, and so I try to show them that 
I know this. That it’s a cultural preference. [I say] ‘I 
would like to refer you to the gynecologist; we work 
with a number of gynecologists. Some are male, 
some are female. Do you have a preference?’ I never 
try to say, ‘I am going to refer you to a female,’ but I 
do ask. I show that I recognize this, while with some-
one else, just a Western woman, I say, ‘I am going to 
refer you to the gynecologist, to that doctor,’ without 
specifying that one is male and the other is female.” 
(female GP, 39).

Following the phase of exploring patients’ cultural needs 
and preferences, GPs depict three distinct ways in how 
they deal with cultural expectations. A first possibility 
is that GPs take patients’ preferences into consideration 
and proceed to adapt their care provision (e.g. therapy 
recommendations, referrals, treatment) to patients’ 
needs. In this case, GPs are willing to change their “nor-
mal” behavior and tailor care to the patient.

Another possibility is that GPs are unwilling or unable 
to fully accommodate cultural preferences, potentially 
considering it undesirable, and instead opt to engage 
in deliberation and negotiation with the patient. Here 
the GP and patient will work together and negotiate in 
attempt to obtain a compromise between patients’ cul-
tural preferences and the medical implications of these 
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preferences. It is essential for both patient and provider 
to describe their expectations and to depict how they 
look at the matter at hand, within a safe environment.

“that depends on the dialogue between [patient 
and provider], how that fairs. It’s certainly not ‘I’m 
absolutely never going to do that’, but it’s also not ‘I 
always respond to the patient’s request’. It really is 
trying, step by step, to write a story together.” (male 
GP, 61).

Lastly, GPs could require patients to completely adapt or 
put aside their cultural preferences during the medical 
encounter. In this instance, GPs feel that they can only go 
so far, they are not willing or able to fully adapt to other 
cultures and, at a certain point, it is up to the patient.

This distinction in how GPs shape the process of cul-
turally sensitive care varies by two main factors (see 
Fig. 1). On the one hand, the specific nature of the cul-
tural preferences at hand influences GPs’ willingness or 
ability to tailor care according to these needs or prefer-
ences. As such, GPs might fully adapt to certain cultural 
expectations and depict a lot more resistance to other 
cultural preferences. On the other hand, the degree to 
which GPs adapt depends on their perceived responsibil-
ities. Certain GPs attribute a larger role or responsibility 
to themselves to tailor care to patients’ cultural prefer-
ences than others.

Specific cultural preferences
Firstly, GPs indicate a willingness to tailor care provi-
sion regarding specific cultural needs, whereas other 
cultural expectations cause GPs to feel more reluctant to 
adapt. Therefore, the process of culturally sensitive care 
is partially determined by inherent aspects of cultural 
preferences.

For instance, the vast majority of GPs in our sample 
readily prescribe medication in adherence to patients’ 
religious preferences regarding food and medication 
intake during Ramadan. A substantial number of patients 
believe that, during the fasting period, neither food, liq-
uids nor medication can be consumed between sun-
rise and sunset. This presents specific challenges when 
GPs need to prescribe medications intended for e.g. 
thrice-daily consumption. While the intake of (neces-
sary) medication is allowed during Ramadan, and certain 
alternatives are delineated in Islam, not all patients are 
aware of this. Consequently, GPs actively search for alter-
native methods, aligning with fasting regulations during 
Ramadan.

“Our [previously discussed] patient, he must and 
he will take his pills, even if I have to call an Imam 
[religious leader]to convince him that he should take 
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them. With other patients I have already adjusted 
medication schedules to Ramadan, where I say ‘yes 
take them right before and yes, right after breaking 
the fast and right before your fast starts again’. Or 
okay, we can use a different antibiotic with fewer 
doses, or if you’re not going to take your antibiotics 
properly, okay, then we won’t prescribe them. Um, 
then we’ll try it without antibiotics, because if you 
don’t take them properly then we’re just going to 
have more problems.” (male GP, 29).

Interestingly, in the case of coping with dietary and 
medicinal restrictions during Ramadan, several partici-
pants indicated they feel more confident or capable to 
tailor care due to their knowledge of this concept. They 
emphasize that they, to a certain extent, know what 
Ramadan is, what it entails and how it may influence 
healthcare. One GP considered Ramadan to be accepted 
by the dominant culture. Therefore, GPs’ intercultural 
knowledge may substantially influence their confidence, 
capacity and willingness to deliver culturally sensitive 
care.

Another frequently mentioned theme is culturally spe-
cific illness perceptions. Interpretations of what it means 
to be sick, and subsequently, expressing symptoms and 
expectations regarding medication and treatments, can 
often substantially vary across different cultures. For 
example, GPs frequently reference encounters where eth-
nic minority patients more often expect medication, anti-
biotics, referrals or “a scan of everything”, whereas these 

are not required according to GPs’ assessment or guide-
lines. These cultural expectations can sometimes collide 
with GPs’ own cultural perceptions and framework and 
may result in GPs’ perception of minority patients as 
more “theatrical” and “demanding” in expressing their 
symptoms. Consequently, patients’ cultural expectations 
influence the process of culturally sensitive care, with GPs 
indicating a lesser inclination to readily accommodate 
these preferences compared to more widely recognized 
cultural needs, such as those observed during Ramadan. 
In cases involving culturally divergent interpretations 
of illness, GPs prioritize active listening, attempting to 
understand potential underlying issues, negotiating with 
patients, and taking appropriate action, rather than com-
pletely adapting to patients’ cultural preferences.

“A different ethnicity also brings about different 
aspects, a different perception of illness, and dif-
ferent possibilities. I think sometimes maybe not 
enough thought goes into that. Physicians are also 
people coming from specific backgrounds. They are 
often white, Flemish doctors who originate from a 
particular setting, and I frequently sense that that 
setting provides little understanding or insight into 
what it is like to live in poverty, rely on benefits, or 
reside in a socially disadvantaged neighborhood. 
There seems to be little connection with these experi-
ences, and the healthcare provided may not be ade-
quately tailored or responsive to them, which is often 
overlooked. Physicians certainly take such factors 

Fig. 1 The process of culturally sensitive care
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into account, mostly on the most apparent aspects. I 
believe that there are many cultural differences that 
we are not aware of, that not everyone is familiar 
with, and that are not being explored or spontane-
ously discussed. In such cases, physicians cannot 
adapt their approach accordingly.” (male GP, 28).

Similar to Ramadan, GPs also describe the importance of 
intercultural knowledge in addressing culturally specific 
perspectives on health and healthcare. In this context, 
however, more emphasis is placed on the lack of knowl-
edge concerning certain interpretations, expressions and 
their origin. Without this knowledge, GPs may remain 
unaware of many cultural nuances and views on health, 
further hindering their capacity to tailor care provision 
accordingly. Consequently, intercultural knowledge may 
affect how cultural preferences shape GPs’ perceptions of 
the culturally sensitive care process. GPs with a height-
ened understanding of cultural values and expectations 
may find themselves better equipped and more adept 
in navigating cultural preferences, thereby mitigating 
potential negative impacts on the culturally sensitive care 
process.

Nevertheless, GPs also illustrate certain cultural val-
ues that result in considerably more frustrations or resis-
tance towards adapting care provision. Ultimately, these 
cultural preferences may lead to a discernible cultural 
clash between the patient and the healthcare provider. 
The prevalent theme in this context revolves around 
cultural perspectives on gender, with GPs occasion-
ally noting distinct gender inequalities in certain cul-
tures. These cultural views can be exemplified by female 
patients expressing a preference for female care provid-
ers for intimate medical examinations, a preference GPs 
are very understanding of. However, gender-related cul-
tural views can also manifest in both male and female 
patients expecting consultations with healthcare provid-
ers of the same gender, irrespective of any issues related 
to intimacy. Participants indicate how male patients 
might favor male physicians, viewing female physicians 
as inferior, while female patients may expect female phy-
sicians purely for their perceived comfort. Such prefer-
ences collide with GPs’ cultural beliefs regarding gender 
equality and may undermine their sense of professional 
competence. As GPs are not able “to change their gen-
der”, the process of culturally sensitive care in these cases 
often necessitates a negotiation between patient and 
GP or requires patients to set aside cultural preferences 
and, therefore, fully adapt to GPs’ values. Alternatively, 
patients may opt to change their GP to better align with 
their preferences.

“When it’s purely cultural, there are quite a few 
man-woman barriers that I experience. That is defi-

nitely something. Women who are actually denied 
care by their husbands or by themselves because it 
involves a male doctor, for instance. Women [col-
leagues] experience that a bit less, although some 
female physicians also tell me that they sometimes 
have less authority over male patients. The gender 
difference is certainly present.” (male GP, 37).

Another gender-related issue highlighted by GPs in our 
sample does not pertain directly to the healthcare pro-
vider. GPs occasionally observe instances where female 
patients are frequently accompanied by their male 
spouses, who assume a dominant role during the con-
sultation. In some cases, female patients are constrained 
by their husbands from undressing or adhering to the 
instructions provided by the GPs. Similar to preferences 
regarding GPs’ gender, these cultural inclinations collide 
with GPs’ beliefs regarding equality and emancipation. 
GPs report more difficulties with such cultural prefer-
ences, which may result in more reluctance to account for 
these cultural values in providing care. In such instances, 
GPs may attempt to persuade female patients to attend 
consultations alone, thereby shifting the focus of cultur-
ally sensitive care towards modifying patient behavior.

Lastly, as highlighted by several GPs, a general bound-
ary in the process of providing culturally sensitive care 
occurs when specific cultural requests are not scientifi-
cally based or, more importantly, not medically rational 
or “scientifically justifiable”. For instance, patients may 
ask for specific scans or investigations that are medically 
unnecessary or not recommended, or demand antibiot-
ics or potent painkillers without medical justification. 
Therefore, variations in how specific cultural preferences 
influence the process of culturally sensitive care provi-
sions may be explained by the extent to which patients’ 
preferences challenge the professional competence and 
values of GPs, as well as by the potential risks they pose 
to patients’ well-being.

Perceived responsibilities
In addition to the nature of cultural preferences, another 
pivotal factor shaping the process of culturally sensitive 
care is the responsibilities GPs ascribe to themselves. The 
perceived responsibilities of GPs’ constitute a recurring 
theme in our data, and while these responsibilities often 
exhibit variation among participants, general patterns 
have also emerged.

Throughout our interviews, GPs consistently indicate 
a sense of responsibility in exploring patients’ cultural 
needs and expectations (i.e. engaging with the initiat-
ing exploration phase). Subsequently, they feel respon-
sible for adapting care provision accordingly. Moreover, 
according to the respondents, it is the GPs’ responsibil-
ity to establish a safe environment for patients to express 
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their preferences and to provide comprehensive advice 
regarding medication, treatments and the consequences 
of not complying with GPs’ recommendations.

Contrastingly, the prevailing viewpoint among most 
GPs asserts that adherence to medication or therapy rec-
ommendations is entirely and exclusively the patient’s 
responsibility. GPs consider the neglect of their rec-
ommendations due to cultural beliefs as beyond their 
control and, therefore, they do not regard it as their 
responsibility.

“I may be a bit naive, but we are an advisory coun-
cil. Ultimately, a patient comes for advice, not to 
undergo what we decide. I find that incorrect. If the 
patients’ goal is to get better, I will explain how. ‘If 
you come with a complaint and you want to heal 
from it, these are the options, and if you refuse those 
options, that is your choice.’” (male GP, 37).

Notably, these insights appear to contradict the previ-
ously expressed openness of GPs’ to adapting to prefer-
ences related to medication during Ramadan. While GPs 
demonstrate a readiness to engage in discussions about 
preferences, deviating from established treatments based 
on cultural values may result in a diminished sense of 
responsibility among GPs. This underscores the need to 
consistently explore and address patients’ cultural needs 
and preferences throughout the course of treatment and 
to engage in shared decision-making processes.

Despite general agreement regarding perceived respon-
sibilities, several instances arose depicting individual 
differences. Therefore, even within specific cultural pref-
erences where most GPs feel responsible in a uniform or 
similar way, individual GPs may display varying senses 
of responsibility. These variations, in turn, influence the 
shaping of the process of culturally sensitive care in dis-
tinct ways.

GPs feeling more responsible in providing cultur-
ally sensitive care, might adapt their behavior more fre-
quently and may less often require negotiation or patients 
to completely adapt their cultural expectations and pref-
erences. For instance, one participant emphasizes the 
overall responsibility of GPs to adapt their approach, 
regardless of specific cultural needs.

“You must adapt to your patient, of course. If you 
have a patient who is intellectually disabled or 
who is less proficient in Dutch than someone else, 
you must adjust your language. If you have some-
one with very poor adherence to therapy, you may 
propose a different therapy where adherence is less 
essential than for someone you know will stick to it 
well.” (female GP, 29).

Conversely, another example illustrates the reverse effect 
of GPs perceived responsibility. Whereas the majority 
of GPs in our sample expressed a willingness to accom-
modate patients’ cultural preferences, such as adjusting 
medication intake during Ramadan, one GP does not 
consider herself responsible for such treatment custom-
ization. As a result, this absence of a sense of responsi-
bility steers the trajectory of culturally sensitive care 
towards the expectation that patients should adapt.

“It’s not my problem, it’s the person in front of you 
who has a problem. He doesn’t pass his problem 
on to me. I’m not going to go through the infection 
myself. If I have an infection and antibiotics are 
necessary, I’d take my antibiotics. If it’s for cultural 
reasons that it can’t be done, I don’t know. I’ve never 
been in a situation like that before. But I would 
rather have the idea: not my problem. I give you the 
advice and you do with it what you want. And if you 
don’t see it as a solution, then don’t come and say, 
‘I can’t take antibiotics three times a day [during 
Ramadan], give me another solution.’ If I say there’s 
no other solution, then there is no other solution.” 
(female GP, 51).

One possible explanation for diverging perceptions of 
responsibility within our sample is distinct outlooks on 
diversity and multiculturalism, clearly indicated by vary-
ing levels of cultural openness among GPs in our study. 
Specifically, we observe variations regarding their char-
acterization of interactions with patients from different 
ethnic backgrounds. Some GPs define these interactions 
as more interesting and engaging, asserting that valu-
able information can be learned from understanding 
the thought processes of individuals from other cultural 
backgrounds. Other participants illustrate how these 
encounters can be an “enrichment” by learning how oth-
ers live and experience things. In this perspective, inter-
cultural care encounters are viewed as an opportunity 
rather than an obstacle, reflecting cultural openness. 
However, other participants depict multiculturalism in 
general practice as more challenging, frustrating and 
burdensome.

“Do we need to completely adapt ourselves to the 
person in front of us, or do we work according to 
what we are used to? If you experience a language 
barrier with a person, that person would definitely 
not, if there’s a language barrier, receive the same 
quality treatment you would give to someone who 
speaks the same language as you. But can you avoid 
that? That is the question. Should you? Preferably 
yes, but you will have to invest very much.” (female 
GP, 51).
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In these cases, emphasis is placed on a required invest-
ment to cope with different cultures and values, rather 
than an opportunity to learn more about other cultures. 
One GP describes these encounters as “confusing” and 
“frightening”, referring to a fear of losing one’s own cul-
tural identity while adapting to other cultures.

These different outlooks on diversity and senses of 
responsibility can also be interpreted as varying levels 
of cultural empathy. For instance, our data illustrates 
how certain GPs appreciate the value of understand-
ing patients’ perspectives, whereas others do not. Such 
empathic attitudes are likely to shape GPs’ perceptions 
of culturally sensitive care and sense of responsibility 
in adapting care tailored to patients’ cultural values and 
preferences.

Discussion
Implications of findings
This study aimed to explore GPs’ perceptions regarding 
culturally sensitive care, including their intentions, will-
ingness and perceived responsibilities. Utilizing in-depth 
interviews with Flemish GPs, our findings reveal that cul-
turally sensitive care is conceptualized as a multifaceted 
process of pursuit, in line with Campinha-Bacote’s [19] 
care model defining it as “the ongoing process in which 
the healthcare provider continuously strives to achieve the 
ability to effectively work within the context of the client” 
([19], p. 181). Additionally, consistent with previous stud-
ies [57], our findings underscore the importance of the 
GP’s context in achieving culturally sensitive care, with 
GPs indicating they strive to achieve cultural sensitivity 
despite the inherent contextual restrictions present in 
general practice settings.

Furthermore, GPs describe this process as initiating 
with an exploration phase, requiring them to explore 
patients’ cultural needs, preferences and expectations. 
Addressing such preferences is essential at the start of 
consultations, and throughout the entire interaction and 
treatment recommendations. This approach allows GPs 
to differentiate treatment, marked by equal amounts of 
respect and interest for each patient, striving to achieve 
equitable care outcomes. The process of culturally sensi-
tive care is further shaped by two pivotal factors: patients’ 
specific cultural expectations and GPs’ perceived 
responsibilities.

Patients’ cultural preferences most often mentioned 
by GPs in our sample, such as dietary restrictions during 
Ramadan and gender preferences, underscore partici-
pants’ tendency to focus on Muslim patients and those 
of Moroccan-Maghreb or Turkish backgrounds when 
discussing the notion of culturally sensitive care. Whilst 
these groups do constitute two of the largest ethnic 
minority groups in Belgium, other groups or ethnicities 
were mentioned notably less often. Similar to findings 

by Claeys et al. [21] and Wets et al. [62], our data sug-
gests a risk of narrowing cultural sensitivity to religious 
distinctions, a reductionist focus on select ethnic groups 
and “othering”. This marginalization of ethnic minority 
patient groups, viewing them as ‘the other’, might rein-
force social inequalities, albeit often unintentionally, and 
neglects the intricate nature of culture in healthcare [63].

GPs further demonstrate how their competence and 
confidence in managing patients’ cultural preferences are 
augmented by increased intercultural knowledge. Con-
versely, a lack of familiarity with specific cultural prefer-
ences results in diminished capability or confidence in 
accommodating these preferences. Additionally, when 
GPs displayed less knowledge or understanding of cul-
tural differences, they more often tended to resort to 
using stereotypes. The use of stereotypes negatively influ-
ences intercultural communication processes and con-
tributes to healthcare disparities by fostering unequal 
treatment [15, 64]. However, as for instance Schouten 
et al. [41] emphasized, heightened intercultural knowl-
edge might inadvertently also lead to stereotyping, as it 
may overlook within-group distinctions, necessitating a 
deeper understanding of the mechanics of stereotyping. 
Our findings further demonstrate the risk of wrongfully 
assuming one can know another culture, viewing it as 
something static, concrete and applicable to all members 
of an ethnic group [41, 63]. Therefore, in line with pre-
vious recommendations [19, 23, 44, 55], integrating life-
long learning as a central component of intervention and 
training programs is crucial to address these obstacles 
and promote continual improvement in patient-centered-
ness and cultural sensitivity among healthcare providers.

GPs’ increased reluctance to adapt care provision 
when they feel less confident or knowledgeable about 
cultural differences opposes the imperative of curiosity 
and desire to explore patients’ preferences and their ori-
gins, as advocated in cultural sensitivity models [19, 32, 
41, 65]. This becomes particularly evident in discussions 
surrounding cultural views on gender. The perceived 
lack of emancipation in certain cultures and preferences 
for gender concordant consultations may lead to a col-
lision with GPs’ cultural values and a perceived lack of 
acknowledgement of physicians’ professional compe-
tence. Such discrepancies, previously studied as cultural 
distance between patient and provider [66], often lead 
to a lack of understanding and, consequently, resistance 
in GPs to explore and discuss patients’ cultural prefer-
ences, thereby hindering cultural sensitivity. Cultural 
distance has already been shown to negatively influence 
the quality of care [66, 67], which further underscores the 
necessity of exploration, cultural reflexivity and critical 
consciousness during intercultural care encounters.

The second pivotal factor guiding the cultur-
ally sensitive care process, pertains to GPs’ perceived 
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responsibilities. Our study identified a general sense of 
responsibility among the sampled GPs, particularly con-
cerning the exploration of patients’ needs and expecta-
tions, as well as the establishment of a safe healthcare 
environment. This observation aligns with the assess-
ment by Dauvrin and Lorant [5] regarding healthcare 
providers’ responsibility for comprehensive information 
provision. However, a predominant viewpoint among our 
sample was that adherence to medication and therapy 
recommendations falls entirely on the patients, despite 
the importance of shared decision-making and evidence 
indicating the crucial role of providers in therapy adher-
ence [32, 68–70]. Many GPs perceived their role merely 
as an “advisory board” in therapy recommendations, 
placing the responsibility on patients to adhere or not 
adhere to given recommendations. Nevertheless, evi-
dence suggests that healthcare providers’ cultural sensi-
tivity is associated with patients’ adherence, highlighting 
the importance of shared decision-making and effective, 
patient-centered communication strategies in recom-
mending therapy.

Participants also displayed varying senses of respon-
sibility, as evidenced by their willingness to adapt to 
Ramadan requirements. This variability in sense of 
responsibility may be attributed to the different attitudes 
of GPs towards diversity, similar to findings by Duveau et 
al. [58]. While some perceive diversity as an opportunity 
for enrichment, others view it with apprehension, feeling 
as though their own moral values, rooted in the medical 
profession, are jeopardized by what they may perceive as 
inferior cultural values. Appreciation of and openness 
towards other cultures are fundamental prerequisites for 
cultural sensitivity [20, 23]. Therefore, it is highly plau-
sible that cultural openness influences GPs’ perceived 
responsibility and, consequently, the customization of 
care to meet patients’ cultural needs.

Moreover, variations in the sense of responsibility may 
also be explained by GPs’ level of empathy, another con-
cept widely acknowledged as fundamental to cultural 
sensitivity [32, 71, 72]. Empathy has been associated with 
increased effectiveness in intercultural care [51], more 
patient trust in providers [32, 71] and a heightened sense 
of responsibility [73, 74]. Consequently, our data under-
scores the significant importance of empathy in both 
GPs’ perceived responsibilities and the overall provision 
of culturally sensitive care. Additionally, cultural open-
ness and empathy can reciprocally influence each other 
[75], reinforcing the importance of fostering both cul-
tural openness and empathy within healthcare settings.

Ultimately, both patients’ cultural preferences and 
GPs’ perceived responsibilities guide the process towards 
three distinct possible outcomes. These outcomes range 
from complete adaptation to patients’ cultural require-
ments driven by a high sense of responsibility, through 

negotiation and compromise, to a paternalistic approach 
where patients are expected to conform to GPs’ values 
and expectations.

Based on this distinction, guided by patients’ specific 
cultural needs and GPs’ perceived responsibilities, we 
propose a typology that consists of three types of GPs in 
the provision of culturally sensitive care. It is important 
to note that these categories should not be perceived as 
rigid or deterministic; rather, they are dynamic and inter-
connected, evolving through ongoing interactions. This 
characterization aligns with previous studies employing 
social positioning theory to delineate health profession-
als’ roles [76].

The first type encompasses GPs distinguished by gen-
uine cultural sensitivity. They possess comprehensive 
knowledge of cultural disparities, and a genuine curios-
ity to explore patients’ cultural needs and values. More-
over, they exhibit empathy and an openness to diverse 
cultures. Recognizing the pitfalls of stereotyping, they 
feel a heightened sense of responsibility to accommodate 
patients’ expectations and tailor care provision to meet 
their individual needs. Notably, our observations sug-
gest that younger GPs, as well as those more frequently 
encountering ethnically diverse patients, tend to align 
more closely with this type, demonstrating higher levels 
of cultural sensitivity and a greater openness to cultural 
diversity.

The second type encompasses surface-level culturally 
sensitive providers who, while customizing care provi-
sion to some extent, lack sustained curiosity about cul-
tural nuances. Although they possess some knowledge 
of cultural differences and their impact on the care pro-
cess, it tends to be rather superficial, and they often fail 
to grasp culture as a dynamic and multi-dimensional 
concept that encompasses more than just the beliefs and 
practices of specific groups.

Lastly, the third type represents GPs who perceive 
diversity as a threat. These practitioners exhibit minimal 
cultural empathy and are resistant to deviate from bio-
medical models to tailor care provision to cultural needs, 
consequently burdening patients with the responsibil-
ity of adaptation. They frequently individualize patient 
choices, such as abstaining from medication during 
Ramadan, without acknowledging the broader cultural 
context impacting health and illness perceptions.

Limitations
While our study provides valuable insights into GPs’ 
perceptions of culturally sensitive care, several limita-
tions should be acknowledged. Firstly, our study relied on 
self-reported perceptions and experiences of GPs, which 
may be subject to social desirability bias or recall bias. 
Incorporating observations of actual patient-provider 
interactions or employing mixed-methods approaches, 
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including mystery patients, which have proven to be 
commendable approaches in various fields [77, 78], could 
provide a more comprehensive understanding of cultur-
ally sensitive care practices.

Furthermore, our study predominantly explored cul-
tural sensitivity in the context of ethnicity, overlooking 
other dimensions of diversity such as socioeconomic sta-
tus, sexual orientation, or disability, as this would exceed 
the scope of the current study. Future studies should 
adopt a diversity sensitive approach to examine how mul-
tiple aspects of patients’ identities intersect and influence 
healthcare interactions. Additionally, participants often 
referenced Islamic and religious traditions, potentially 
narrowing the conceptualization of culture. Subsequent 
studies should examine whether similar patterns emerge 
among GPs interacting with diverse ethnicities beyond 
those of Islamic faith to enhance our comprehension of 
cultural sensitivity in healthcare.

Moreover, our study primarily focused on GPs’ 
perspectives, overlooking the views of other health-
care stakeholders such as patients, nurses, or special-
ists. Future research should adopt a multi-stakeholder 
approach to gain a more holistic understanding of cul-
tural sensitivity in healthcare settings.

Lastly, our participant sample, the interviewer and 
entire research team exclusively consisted of people of 
Flemish, ethnic majority descent. While this composi-
tion facilitated linguistic fluency and cultural familiar-
ity, it also poses risks of biased perspectives and limited 
understanding of broader ethnic and cultural contexts in 
healthcare. Diverse teams offer innovative perspectives 
and help identify and address knowledge gaps, particu-
larly when researching culture and equity [79]. Moving 
forward, prioritizing diversity within research teams is 
important for fostering inclusivity and validity in efforts 
to understand and mitigate healthcare disparities.

Future research directions
In terms of future research directions, longitudinal stud-
ies could explore the effectiveness of cultural sensitivity 
training programs or interventions aimed at enhancing 
healthcare providers’ cultural awareness, reflexivity, and 
empathy, and their impact on healthcare outcomes over 
time. Moreover, comparative studies conducted across 
various healthcare systems or cultural contexts could 
offer valuable insights into the applicability and trans-
ferability of culturally sensitive care practices, including 
the relevance of our coding scheme in diverse ethnic set-
tings. Investigating the presence or absence of our sug-
gested typologies in different contexts would provide 
further understanding of their generalizability and utility. 
Furthermore, delving into the underlying factors driving 
individuals to adopt specific typologies, such as those 
identified in our study (e.g., physicians who strongly 

believe in the validity and superiority of biomedical mod-
els, derive status from their professional identity, and 
perceive cultural diversity as a threat are more inclined to 
fall into the latter typology), would offer deeper insights 
into the dynamics of culturally sensitive care provision.

Overall, addressing these limitations and pursuing 
future research directions will contribute to the advance-
ment of knowledge in the field of culturally sensitive care 
and ultimately enhance the quality of healthcare delivery 
for diverse patient populations.

Conclusion
In conclusion, our study sheds light on GPs’ perceptions 
of culturally sensitive care, revealing it as a multifaceted 
process of pursuit shaped by patients’ specific cultural 
preferences and GPs’ perceived responsibilities. Despite 
commendable intentions of some GPs to accommodate 
cultural diversity, challenges persist, including the risk 
of stereotyping, cultural distance, and varying levels of 
empathy and sense of responsibility among healthcare 
providers, hindering the process of culturally sensitive 
care provision.

By delineating three typologies of GPs based on their 
approach to culturally sensitive care, our study high-
lights the importance of genuine cultural sensitivity, sus-
tained curiosity about cultural influences, and empathy 
in healthcare practice. Recognizing and addressing these 
typologies may be crucial for fostering equitable and 
patient-centered care.

Moving forward, it is imperative to address the limita-
tions of our study and pursue future research directions 
to further understand and enhance culturally sensitive 
care practices. By doing so, we can strive towards health-
care practices that are genuinely inclusive, responsive, 
and respectful of diverse patient needs and preferences.
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