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Introduction

In today's global world, diversity is gaining a
new dimension, meaning and purpose [1]. There is an
increasing intertwinement of different races and
cultures. That is why Washington [2] claims that
diversity management is becoming a growing
challenge since diversity unites individuals from
various environments who possess important
knowledge that promotes organisational
competitiveness and growth.

Globalization affects the work patterns of
employees in medical institutions, since nurses are
encountering extremely diverse patients [3] in their
line of work, who may present great potential for
achieving progress and for the creativity and
productivity of the medical team; but simultaneously
they are creating utterly specific situations, as well as
conflicts and challenges [4].

Patients differ from one another by

BACKGROUND: The key to diversity in nursing is that nurses can provide competent nursing care to patients,
within the scope of their responsibilities, regardless of the patients’ personalities or primary and secondary factors.

AIM: To research which dimensions of diversity influence the attitude of nurses towards patients and the quality of

MATERIALS AND METHODS: This research study is based on the descriptive and causal non-experimental
method of empirical research. The independent samples t-test was used, and the within subjects ANOVA with the

RESULTS: There are statistically significant differences among the dimensions of diversity in the arithmetic
means of the ratings of the impact on the quality of nursing (F (1.407, 579.658) = 103.307, p < 0.001). Based on
the Bonferroni test, the impact of the “personality” dimension was rated statistically significantly higher than the
impact of the dimensions of “primary factors” (p < 0.001) and “secondary factors” (p < 0.001).

CONCLUSION: The diversity factors should be taken into account when developing knowledge of nurses for
managing patients' diversity. In modern nursing care, the safe clinical environment needs to enable the patient to

personality, primary factors (gender, age, nationality),
secondary factors (education, religion,
language/accent, appearance, geographic location),
organizational factors (the role of an individual, his/her
position in the hierarchy), and cultural factors (attitude
towards authority, personal space, attitude towards
competitiveness, body language) [5]. More and more
patients with culturally diverse backgrounds are
undergoing treatment. These cultural differences are
also evident among members of different social
classes and ethnic groups, and among
representatives  of  different genders, sexual
orientations, lifestyles and religious communities [6].

In medical institutions, diversity management
employs an individual and organisational approach.
The individual approach to diversity management
comprises two interdependent directions: learning and
empathy [7]. Empathy refers to the susceptibility of an
individual to the feelings, needs and concerns of
others [8, 9]. Not all medical institutions are ready for
diversity management and must, therefore, create a
vision that would explain the actual meaning of the
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diversity of their employees and patients, what
diversity is to them and the advantages and benefits
that it would generate for the medical institution [10].

Diversity in medical institutions is primarily
about recognising differences and respecting patients,
regardless of these differences, and, consequently,
ensuring integration and equality. We must bear in
mind that nurses do not provide nursing care to all
patients equally and that they do not work with all of
them in the same way, but differently with different
patients [11].

If we connect the dimensions of diversity with
the clinical setting, it can be claimed that the diversity
and uniqueness of patients create a unique working
environment. This presents great potential for
achieving progress, creativity and productivity, while
simultaneously creating specific situations, conflicts
and challenges within the medical institution. Nurses’
awareness of the differences among patients and the
management of said differences can constitute a great
advantage, which is reflected in the higher productivity
of the entire collective. At the same time, differentness
also gives rise to numerous conflicts and challenges
that can impede productivity if healthcare
professionals are unable to resolve them properly.
Diversity management must be based on the moral,
ethical and legal criteria of nurses regarding non-
discrimination and must, simultaneously, reflect the
connection between the identity of the medical
institution and human rights [12-14].

The contemporary model of nursing highlights
that nursing is oriented towards the patient, who is in
the centre of events; the patient is accepted as an
equal partner, as an integrated, holistic personality, as
a bio-psycho-social-spiritual whole, who is responsible
for his or her actions and who is actively involved
within his/her abilities and capabilities [15]. According
to Babnik et al. [16], this can be achieved by
sensitizing present and future healthcare
professionals to managing patients’ diversity; by
appropriately recognizing the cultural patterns of one’s
own social environment; by gaining knowledge about
other cultural environments; and by motivating the
present and future healthcare professionals to apply
their knowledge and skills of managing patients’
diversity in practice. Loredan and Prosen [17] point
out the importance of interaction with members of
other cultures and believe that cultural competences
are not automatically developed in medical institutions
merely by learning about an individual culture.
Betancourt et al. [18] add that factors such as
ethnicity, nationality, race, gender and language of
communication, which shape our beliefs and values

and motivate the behaviour of healthcare
professionals, can be described as sociocultural
factors.

Medical institutions are a part of the modern,
globalised world, which is becoming more and more
heterogeneous as a result of voluntary and involuntary

migrations and other socioeconomic changes.
Healthcare professionals are working with an
increasingly culturally diverse population [19, 20]. A
culturally competent nurse must be sensitive to the
issues that may cause discrimination based on race,
culture, ethnic affiliation, gender and sexual
orientation [21]. The anthropological paradigm
teaches that the diversity of patients enriches nurses
in all areas; in a broader context also in the area of
culture and the functioning of society. Nevertheless,
due to the deep-rooted stereotypes and the comeback
of a negative attitude towards "differentness",
discrimination based on diversity is becoming more
and more common [16, 22].

Seeing that the existing research in Slovenia
has studied only a few of the internal or primary
dimensions of diversity (race and ethnicity) while
neglecting the aspect of managing the external or
secondary diversity factors, the present study tries to
fill the research gap in this field.

The basic purpose of this research study is to
examine and determine which dimensions of diversity
influence the attitude of nurses towards patients and
the quality of nursing care. The following hypotheses
were proposed: H1: Nurses with a bachelor’'s degree
and nurses with a master's degree discuss the
dimensions of patients’ diversity more often than
nurses who have completed secondary school or a
short-cycle college; H2: The attitude of women
towards patients is influenced by the dimensions of
diversity more than the attitude of men; H3: Among
the dimensions of diversity that influence the quality of
nursing care, primary factors are predominant; and
H4: Among the dimensions of diversity that should be
taught in nursing programmes, the dimension of
personality is predominant.

Material and Methods

Study Design

This research study is based on the
descriptive and causal non-experimental method of
empirical research. A questionnaire on measuring
diversity factors was used as the data collection
technique, employing the division into layers of
diversity by T. Greif [24]. The dimensions were divided
into personality (personality, values), primary factors
(age, gender, race, ethnicity, physical abilities, and
sexual orientation) and secondary factors
(religion/creed, marital status, education, external
appearance). The nurses rated the layers of diversity
according to an attitude scale. The items were
arranged from 1 to 3; when assessing the frequency
of discussing the dimensions of patients’ diversity with
co-workers, 1 means "never", 2 means "sometimes",
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and 3 means "yes, often”; when assessing the impact
of the dimensions of patients’ diversity on their attitude
towards them and the quality of nursing care, 1 means
"never an influence”, 2 means "sometimes an
influence", and 3 means "yes, it is an influence”.

Participants

One thousand forty hundred and six
healthcare professionals took part in the survey, of
whom 12% were male, and 88% were female. 30%
were between the ages of 31 and 40, 25% were under
30 and between 41 and 50, respectively, and 20%
were 51 and over. Of these, 68% were nurses with a
bachelor's degree, 19% were nurses who have
completed secondary school, 8% had a master’s
degree in medicine or nursing, and 5% were nurses
who have completed a short-cycle college. The
majority (32%) had up to 10 years of service, 26%
from 11 to 20 years of service, and 21% from 21 to 30
years of service and 31 or more years of service,
respectively. 55% of them are employed in primary
healthcare, 27% of secondary healthcare and 17% in
tertiary healthcare. 35% of them are very satisfied with
the work they are doing; 56% of them are satisfied,;
6% are undecided; 2% are dissatisfied, but no one is
very dissatisfied.

Data Analysis

The sample was described with absolute and
relative frequencies; the dimensions of diversity
factors were described with the number of valid
answers, the arithmetic mean and standard deviation,
while the individual layers of diversity in the case of all
four scales were also described with relative
frequencies. They were afterwards properly
statistically processed for the purpose of verifying the
set hypotheses. Firstly, three dimensions of diversity
factors (personality, primary and secondary factors)
were calculated for each of the three scales as the
mean of the layers of diversity, which measure an
individual dimension. The differences in the
dimensions of diversity factors between genders and
between nurses with a bachelor's/master’s degree
and nurses who have completed secondary school or
a short-cycle college were verified with the
independent samples t-testt To analyse the
differences between the dimensions of diversity
factors, the within-subjects ANOVA with a Bonferroni
posthoc test was used. These differences were
confirmed with a 5% probability of error.

The data was processed using the SPSS 19.0
statistical software package. The reliability of the
attitude scale on the frequency of discussing the
dimensions of patients’ diversity with coworkers is
confirmed by Cronbach’s a, with the value of 0.869 for
the entire scale; 0.732 for the “personality” dimension;
0.805 for the “primary factors” dimension; and 0.769
for the “secondary factors” dimension. In the case of

the attitude scale on the dimensions of diversity that
influence the attitude of nurses towards patients,
Cronbach’s a is 0.866 for the entire scale; 0.806 for
the “personality” dimension; 0.790 for the “primary
factors” dimension; and 0.768 for the “secondary
factors” dimension. In the case of the attitude scale on
the dimensions of diversity that influence the quality of
nursing care, Cronbach’s a is 0.902 for the entire
scale; 0.850 for the “personality” dimension; 0.849 for
the “primary factors” dimension; and 0.811 for the
“secondary factors” dimension.

Results

For the needs of this research study and with
regard to the theoretical premises, all dimensions of
diversity were combined into three groups: (1)
personality, which includes personality and values; (2)
primary factors, which include age, gender, race,
ethnicity, physical abilities and sexual orientation; (3)
secondary factors, which include religion/creed,
marital status, education and external appearance.

An independent samples t-test was used to
verify if there were any statistically significant
differences between nurses with a bachelor's or
master's degree and nurses who have completed
secondary school or a short-cycle college in the
variables that measure individual dimensions of
patients’ diversity in the scale on the frequency of
discussing the dimensions of patients’ diversity with
co-workers. To better demonstrate the differences
between the two groups, these differences were also
verified for the remaining three scales (Table 1).

The results of the analysis show that in
comparison with nurses who have completed
secondary school or a short-cycle college, nurses with
a bachelor's degree and nurses with a master’s
degree statistically significantly more often discuss the
“personality” dimension of patients’ diversity (t = -
2153, p = 0.032) and the dimensions of “primary
factors” (t = -2.898, p = 0.004) and “secondary factors”
(t = -2.739, p = 0.006). The first hypothesis can,
therefore, be confirmed; it can be claimed that nurses
with a bachelor's degree and nurses with a master’s
degree discuss the dimensions of patients’ diversity
with their co-workers more often than nurses who
have completed secondary school or a short-cycle
college.

The results of the analysis show that in
comparison with nurses who have completed
secondary school or a short-cycle college, the attitude
of nurses with a bachelor's degree and nurses with a
master's degree towards patients is statistically
significantly influenced more by secondary factors (t =
-2.013, p = 0.045).
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Table 1: Differences in the dimensions of patients’ diversity
between nurses with a bachelor’'s or master’'s degree and
nurses who have completed secondary school or a short-cycle
college (independent samples t-test)

nursing care (p > 0.05).

To determine whether there are statistically
significant differences between genders in the
variables which measure individual dimensions of
patients’ diversity in the scale on the impact of the
dimensions of patients’ diversity on their attitude
towards them, an independent samples t-test was
conducted. To better demonstrate the differences
between the two groups, these differences were also
verified for the remaining three scales (Table 2).

Table 2: Differences in the dimensions of patients’ diversity
between genders (independent samples t-test)

Scale Dimension Education N M SD t p
Secondary
school/short-cycle 275 219 0.53
Personality college -2.153 0.032
Frequency Bachelor’'s/master 871 232 055
of s degree
discussing Secondary
the school/short-cycle 275 1.77 0.45
dimensions Primary factors ~ college -2.898 0.004
of patients’ Bachelor's/master’
diversity s degree 871 193 047
with co- Secondary
workers school/short-cycle 275 1.63 0.44
Secondary college -2.739 0.006
factors Bachelor's/master’ 871 177 047
s degree ’ ’
Secondary
school/short-cycle 275 1.83 0.69
Personality college -1.564 0.119
Bachelor's/master’
Impact of s degree 871 195 065
the Secondary
d|men3|on§ school/short-cycle 275 1.30 0.38
of patients Primary factors ~ college -0.572 0.568
diversity on Bachelor's/master’
their attitude 871 133 0.40
s degree
towards
them Secondary
school/short-cycle 275 1.15 0.33
Secondary college 2,013 0.045
factors Bachelor's/master’ 871 123 034
s degree . .
Secondary
school/short-cycle 275 1.39  0.60
Personality college -0.518 0.605
Bachelor's/master’
Impact of s degree 871 142 056
the Secondary
dimensions school/short-cycle 275 1.20 0.34
of patients Primary factors ~ college -0.384 0.701
g:versn{_ on Bachelor's/master’ 871 121 +038
© qual ity s degree : '
of nursing
care Secondary
school/short-cycle 275 1.11 0.26
Zecigrnsdary college -0.790 0.430
Bachelor's/master’ 871 114 031
s degree
Secondary
school/short-cycle 275 2.40 0.69
Personality college -2.757 0.007
Bachelor's/master’
s degree 871 260 0.54
Need for Secondary
teaching school/short-cycle 275 192 0.59
about Primary factors ~ college -3.591 0.000
d|m§ns|qns Bachelor's/master 871 216 059
of diversity s degree
Secondary
’ school/short-cycle 275 1.58 0.65
Secondary college -2.553 0.011
factors Bachelor's/master’
871 1.79 0.70
s degree

Moreover, in comparison with nurses who
have completed secondary school or a short-cycle
college, nurses with a bachelor's degree and nurses
with a master's degree statistically significantly agree
more with the item that nursing students should be
taught the following dimensions of patient diversity:
“personality” (t = -2.757, p = 0.007), “primary factors”
(t = -3.591, p < 0.001) and “secondary factors” (t = -
2553, p = 0.011). No statistically significant
differences have been established between the two
groups regarding their opinion on the impact of the
“personality” and “primary factors” dimensions of
patients’ diversity on their attitude towards patients,
and regarding their opinion on the impact of all three
dimensions of patients’ diversity on the quality of

Scale Dimension Gender N M SD t p
. Male 137 2.39 0.54
sir:guuses?%ge Personality Eemale 1000 227 0.55 1.332 0.183
" ; X Male 137 1.99 0.47
gg:z:tsslf)gisvgisny Primary factors Female 1009 188 047 1.491 0.137
with co-workers ~ Secondary Male 137 1.88 0.48 2243 0025
factors Female 1009  1.72 0.47 ) i
. Male 137 2.21 0.67
lmgﬁtsgnt:if Personality Female 1009 189 0.66 3.093 0.002
o X Male 137 1.48 0.47
gﬁt;ﬁr;?a(tjtli\t/scrj?y Primary factors Female 1009 130 0.39 2.797 0.005
towards them Secondary Male 137 1.32 0.39 2198 0.029
factors Female 1009  1.21 0.34 ) i
. Male 137 1.60 0.71
Lr;]nrj)zﬁtsr)ofnt:if Personality Female 1009 140 0.55 1.950 0.056
. - 5 . Male 137 1.35 0.45
gﬁt;ﬁztsui:l\ilfrzlfty Primary factors Female 1009 120 0.36 2.346 0.023
nursingqcarey Secondary Male 13757 oA, T
factors Female 1009  1.12 0.27 ) i
. Male 137 2.65 0.56
Need for personality Female 1009 255 059 1068 0.286
teaching about . Male 137 2.29 0.62
dimensions of 1My factors  pele 1009 208 gsg 2326 0020
diversity Secondary Male 137 2.06 0.69
factors Female 1009 1.70 0.69 3309 0.001
The results of the analysis show that in

comparison with women, men rated the impact of the
“personality” (t = 3.093, p = 0.002), “primary factors” (t
= 2.797, p = 0.005) and “secondary factors” (t = 2.198,
p = 0.029) dimensions of patients’ diversity on their
attitude towards patients statistically significantly
higher. The second hypothesis, therefore, cannot be
confirmed, since, judging by the respondents’
answers, the dimensions of diversity have a greater
impact on the attitude towards patients among men
than among women.

Men also statistically significantly more often
discuss the “secondary factors” dimension of diversity
with their co-workers (t = 2.243, p = 0.025); rate the
impact of the “primary factors” (t = 2.346, p = 0.023)
and “secondary factors” (t = 2.077, p = 0.043)
dimensions of patients’ diversity on the quality of
nursing care statistically significantly higher; and rate
the need to teach nursing students about the “primary
factors” (t = 2.326, p = 0.020) and “secondary factors”
(t = 3.309, p = 0.001) dimensions of diversity
statistically significantly higher.

No statistically significant differences were
established between genders regarding the frequency
of discussing the “personality” and “primary factors”
dimensions of patients’ diversity with their co-workers;
regarding the impact of the “personality” dimension of
patients’ diversity on the quality of nursing care; and
regarding their opinion on the need to teach nursing
students about the “personality” dimension of diversity
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(p > 0.05).

A one-way within subjects ANOVA was used
to verify whether there were any statistically significant
differences among these three dimensions regarding
the rating of the impact on the quality of nursing care;
the Bonferroni test was used to verify between which
specific dimensions these statistically significant
differences exist (Table 3).

Table 3: Paired comparisons of the impact of individual
dimensions of patients’ diversity on the quality of nursing care
(Bonferroni test)

95% Confidence
Interval

for Differences
Mean

Difference
() dimension (J) dimension (1-3)

Lower
Bound

Upper

Std. Error Sig.? Bound

Personality  Primary factors 0.205 0.022 0.000 0.151 0.258

Secondary factors 0.274 0.023 0.000 0.218 0.330

Primary
factors

Secondary factors

0.070 0.012 0.000 0.041 0.098

A. Adjustment for multiple comparisons: Bonferroni.

Judging by the within subjects ANOVA with
the Greenhouse-Geisser correction, it can be claimed
that there are statistically significant differences
among the dimensions in the arithmetic means of the
impact ratings (F (1.407, 579.658) = 103.307, p <
0.001). According to the Bonferroni test, the rating of
the impact of the “personality’” dimension is
statistically significantly higher than the rating of the
impact of the “primary factors” (p < 0.001) and
“secondary factors” (p < 0.001) dimensions, whereas
the rating of the impact of the “primary factors”
dimension is statistically significantly higher than the
impact of the “secondary factors” dimension (p <
0.001).

A one-way within subjects ANOVA was used
to determine whether there were any statistically
significant differences in the opinions of respondents
regarding the need to teach nursing students about
individual dimensions of diversity; the Bonferroni test
was used to verify between which specific dimensions
these statistically significant differences exist (Table
4).

Table 4: Paired comparisons of the ratings of the importance of
teaching nursing students about individual dimensions of
patients’ diversity (Bonferroni test)

95% Confidence
Interval
for Differences

Upper
Bound

Mean

the

difference
(1) dimension (J) dimension (1-3)

Lower

Std. Error Sig.*  Bound

Personality ~ Primary factors 0.458 0.030 0.000 0.385 0.530

Secondary factors 0.810 0.035 0.000 0.727 0.893

Primary
factors

Secondary factors

0.352 0.021 0.000 0.303 0.402

A. Adjustment for multiple comparisons: Bonferroni.

Judging by the within subjects ANOVA with
the Greenhouse-Geisser correction, it can be claimed
that there are statistically significant differences

among the dimensions in the arithmetic means of the
ratings of the importance of teaching (F (1.562,
634.077) = 392.211, p < 0.001). According to the
Bonferroni test, the rating of the importance of
teaching nursing students about the “personality”
dimension of diversity is statistically significantly
higher than the rating of the importance of teaching
about the “primary factors” (p < 0.001) and “secondary
factors” (p < 0.001) dimensions, whereas the rating of
the importance of teaching about the “primary factors”
dimension is statistically significantly higher than the
rating of the importance of teaching about the
“secondary factors” dimension (p < 0.001). This
hypothesis can be confirmed; it can, therefore, be
claimed that among the dimensions of diversity that
should be taught in nursing programmes, the
dimension of personality is predominant.

Discussion

To do their jobs professionally, nurses must
develop a high level of ethical awareness [25].
Naturally, the question arises whether, despite the
high ethical standards laid down in the Slovenian
Code of Ethics in Nursing [26], patients are treated
unequally within nursing. The diversity of patients
must never be a reason for discrimination, but a
competitive advantage for every medical institution. It
must be seen as the active and conscious
development of future-oriented, strategic,
communication and, last but not least, managerial
processes of accepting and using the differences and
similarities between patients as the potential for
generating added value [12]. Jones [27] points out
that medical institutions must develop creative, broad-
based approaches to dealing with the differences
among patients, and that public awareness of medical
(in)equality as a moral issue may aid in solving this
problem. Based on the research results, it has been
established that nurses with a bachelor’s degree and
nurses with a master’s degree discuss the dimensions
of the diversity of their patients with their co-workers
more often than nurses who have completed
secondary school or a short-cycle college. This
provides them with more opportunities for assertive
communication, which is reflected in their respect for
themselves and others, and means that they allow
different opinions and the discussion of these opinions
based on facts and arguments [22].

The survey has established that the attitude of
women towards patients is not influenced more by the
dimensions of diversity than the attitude of men.
Similar conclusions were reached by Haugan [28] and
Prebil et al. [29], since the results of their research
showed that the relationship and well-being between a
healthcare professional and patient is not influenced
by the gender of the healthcare professional, but by
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respect and decent behaviour, which ensures that the
communication is adapted to the particularities of the
patient and the changes in his/her life [30, 31]. Skela
Savi¢ [32] also points out the importance of the
primary factor of age and emphasises that nurses
must assume responsibility for gaining the knowledge,
skills, findings and evidence which they will be
transferring into practice, with the aim of providing
quality medical treatment and care to the elderly and
their needs. A patient's physical abilities (e.g.
disability) are an extremely important factor in the
attitude of the nursing workforce towards patients.
When the physical abilities of patients are reduced or
even lost, the patients expect help and support from
the nursing workforce, because they wish to stay
mobile for as long as possible and contribute to the
quality of their lives; this finding has been reached by
various foreign authors [33, 34].

AZman [35]  Dbelieves that with the
advancement of science (not just of medicine) the
medical treatment of patients is becoming more and
more demanding. The accessibility, quality and safety
of treatment are coming to the fore. The research
results have shown that the predominant dimensions
of diversity which influence the quality of nursing care
are primary factors, such as the age, gender, race,
ethnicity, physical abilities and sexual orientation of
patients. Skela Savi¢ [36] also states that nursing is
expected to assume responsibility for the new roles in
medical treatment. By the Strategy of Nursing Care
Development /.../ for the 2011 to 2020 Period [37]
nurses are responsible for helping patients to
maintain, improve and promote health, prevent
disease and deal with disease, using their knowledge,
experiences and the results of research work.

Nurses are surely aware of the zero tolerance
in the equal treatment of different groups of patients,
however, we must be aware of the fact that it is
extremely difficult to shape and alter one’s attitude;
even more difficult is recognizing one’s own prejudice,
which is defined as an intolerant, unfair or irrationally
negative attitude towards a group of people [23]. The
research study by Zhang [38] has established that the
personality traits of nurses influence the quality of
nursing and contribute to their success within nursing.
According to Azman [35], they must be guided in the
process by high moral and ethical norms and
professional standards. Loredan and Prosen [17] state
that cultural competencies are an inevitable ingredient
of quality medical services and simultaneously a
safeguard against unequal treatment of patients and
discrimination.

Skela Savi¢ [36] mentions that educational
programmes at all levels of education must be
founded on the constant monitoring and evaluation of
one’'s work within the profession and research
findings. The professional identity of nurses develops
through years of study and clinical experience, and
can, according to Watkinson [39], be achieved only

through formal education, which must incorporate
knowledge gained by conducting systematic research,
including professional judgement acquired through the
development of critical thinking and evidence-based
decision-making. The results of the research study by
Babnik and Savle [16] likewise show that healthcare
professionals feel the need to be familiar with various
cultural environments which the patients are coming
from and that an important element in training for a
profession in nursing must be the gaining of cultural
competences. Sotler [40] has determined that to
maintain the quality of medical services and facilitate
the work of the nursing workforce, targeted research
will have to be conducted in the future, and specific
measures will have to be adopted, including
establishing the cultural competences of the nursing
workforce. The increased mobility of people has
contributed to an increased religious, spiritual and
cultural diversity, which is undoubtedly interesting, but
may put healthcare professionals in an awkward
position, as their lack of familiarisation with these
types of diversity often prevents them from correctly
approaching the patient [11]. Hence, to provide
quality, suitable and safe care of patients, Sotler
recommends that healthcare professionals are kept
informed for the purpose of enabling the patient to
exercise the constitutional right to freedom of
conscience in nursing. Lubi [41] adds that the basis
for such work is a high level of professional
knowledge of every individual who is providing
medical treatment. The present research study has
established that the  surveyed healthcare
professionals are aware of the importance of teaching
about the dimensions of patients’ diversity and place
greater emphasis on educating about the patient’s
personality. A similar conclusion has been reached by
Hvali¢ Touzery [19], who says that a culturally
competent nurse must be sensitive to issues relating
to culture, race, ethnic affiliation, gender and sexual
orientation. She adds that nurses must develop
cultural competences to do their jobs effectively and to
be able to properly assess, develop and implement
the interventions intended for satisfying the needs of
patients. This development must begin by properly
educating nursing students and by training those who
are already employed in nursing, since the lack of
knowledge about cultural competences may have a
fatal impact on the course of treating a disease and on
how it is experienced by the patient and his/her family.
It is very important that the nurses realise that
diversity is a broad concept, which encompasses
many aspects of differentness or personal
circumstances among people and affects how
individuals behave and how they interact [9].

This study has presented the issue of
diversity management in-depth but is based on the
opinions of nurses. To gain a more comprehensive
view, further research could employ additional
methods, such as observation, to determine how
nurses are in fact managing the diversity of patients.
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