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Abstract

Introduction: Nurses working in dementia care lack cultural competence to improve access to health care for ethnic
minority persons. This study aimed to develop a tool to strengthen nurses’ cultural competence, using a Design Thinking
approach in the Netherlands. Method: This qualitative participatory study followed five Design Thinking phases: empathize,
define, ideate, prototype, and test. Data were collected during co-creation sessions with a Design Team consisting of nurses,
an informal caregiver, researchers and students. Results: The Design Team (n = 7) formulated the problem statement: “It
is difficult to map all involved in the care for the person with dementia, and to be able to ask right questions.” In response,
the Good Conversation Method was developed, including a genogram to visualize the care network and conversation cards
to explore cultural and religious identity. Discussion: Design Thinking lessons included the importance of including all

stakeholders, managing differing perspectives, and allowing time for iterative development.
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Introduction

Ethnic minority (EM) people are at higher risk of developing
dementia, yet they use health care services, homecare, and
nursing homes less frequently than persons of ethnic major-
ity (Bindraban et al., 2008; Duran-Kirag et al., 2022, 2023;
Parlevliet et al., 2016). Studies reported several barriers
experienced by persons with dementia (PwD) with an EM
background suggesting a need for culturally appropriate
health care (Blix & Munkejord, 2022; Duran-Kirag et al.,
2022). This requires more understanding of how health care
providers can contribute to timely diagnosis of dementia
among EM groups, which can contribute to better access to
culturally appropriate health care (Kenning et al., 2017), but
a diagnosis on its own is insufficient for subsequent cultur-
ally appropriate use of services and home care. Nurses’
awareness of patients’ attitudes, readiness to seek help, and
limited knowledge about health care services and home care
is important (Duran-Kirag et al., 2022), as it may lower bar-
riers to accessing health care and support more responsive,
needs-based professional care(Gove et al., 2021).
Strengthening cultural competences for health care pro-
fessionals is needed, as cultural and religious values influ-
ence care needs, communication styles and preferences, and
help-seeking behavior (Berdai Chaouni & De Donder, 2019;
Clark et al., 2018; Duran-Kirag et al., 2023). However,

professionals often feel incompetent in conversation with
persons with EM backgrounds. It is not clearly outlined how
professionals can be best supported. There are several tools
available that can assess cultural competence and its underly-
ing dimensions (Javier & Belgrave, 2015; Sutharson et al.,
2025), but these do not assist in acquiring and developing
cultural competence. This is better captured in several con-
versation-support tools, such as the Cultural Formulation
Interview. This is a tool used by mental health professionals
to gather information about someone’s cultural background
and how culture influences the mental health of patients
(Lewis-Fernandez et al., 2020). Yet, this interview seems less
suitable for PwD and their wishes or barriers in using health
services and home care. Nurses often engage with the rela-
tives of PwD, which is also lacking in this Cultural
Formulation Interview. At present, there is a need for a tool
that strengthens the cultural competence of nurses working
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with PwD and an EM background and their informal
caregivers.

Design Thinking might be a suitable approach to co-
create a tool to improve cultural competence with stake-
holders. It offers the opportunity to find a solution to a
problem experienced in practice, with active involvement
from stakeholders through co-creation (Roddy & Polfuss,
2020). Design Thinking can be especially useful in design-
ing interventions for underserved populations whose needs
may be overlooked by other approaches (Altman et al.,
2018). Although Design Thinking has a history in engineer-
ing, architecture, and education, it recently also emerged in
health care professions (Wolcott et al., 2021). For example,
Aaronson et al. (2020) found in their study that Design
Thinking offered a good method for process improvement
regarding the patient-provider communication in the emer-
gency department. Roddy and Polfuss (2020) indicate that
combining Design Thinking with the expertise of health
care professionals can provide an opportunity for them to
influence product development. In addition, health care
professionals’ involvement in the design process allows
them to apply their expertise and influence products and
services that support their work (Roddy & Polfuss, 2020).
It is not yet known whether and in what way we can use
design thinking to develop a tool to improve access to care
for PwD and an EM background. The aim of this study was
to develop a tool that can strengthen cultural competence of
nurses who work with EM people through design thinking
and to reflect on the development process.

Method

The development of the tool was part of a larger project on
health care accessibility of EM PwD that was executed
between 2019 and 2025 in three regions in the Netherlands.
This study builds on information collected in an earlier phase
of the project. The aim of this study is to describe how a tool
can be developed for practical use based on research princi-
ples. This study focused on the development process itself,
rather than on evaluating the tool’s effectiveness. We fol-
lowed a qualitative approach according to participative
action research and applied the Design Thinking method,
adopted from Stanford University’s D-school, between
September 2021 and July 2022. We used the COREQ (Tong
et al., 2007) checklist to assess our study’s quality (Online
Supplemental Material), which showed that the quality is
sufficiently high.

Design Thinking

Design Thinking is a five-phase process that aims to explore,
define, and solve problems. It has a user-centered focus and
supports understanding the user experience and their chal-
lenges. Design Thinking consists of five phases: empathize,
define, ideate, prototype, and test. In the empathize phase,

stakeholders need to understand the problem and put them-
selves in the shoes of those affected. The define phase
focuses on defining a problem statement. During the ideate
phase, participants should feel free to express what they con-
sider important without being hindered by potential obsta-
cles. In the prototype phase, a prototype is developed, and in
the test phase, the prototype is tested. Design Thinking is an
iterative process, meaning that you can move back and forth
between the different phases until the optimal solution is
achieved.

The Design Thinking Team

The first step of Design Thinking is creating a Design Team
(DT) consisting of stakeholders. For the participation of
PwD, we first contacted informal caregivers. Conversations
revealed that the PwD were unable to participate. Therefore,
we decided to invite close family members. Our DT con-
sisted of a nurse who is an expert in dementia case manage-
ment, two practice nurses in geriatric care, an informal
caregiver with an EM background, and two nursing students.
We included students to ensure a diverse range of experi-
ences within the DT, involving stakeholders with varying
levels of experience in working with PwD with an EM back-
ground. The DT was complemented by two researchers, the
first and second authors. The first author is part of the
research group Living Well with Dementia within the depart-
ment of Health and Well-being and has experience in con-
ducting research on health care accessibility for EM people.
The second author is head of the Health and Social Care
research department and has experience in conducting
research on the experiences of case managers within people-
centered care programs. The nurses who participated in the
DT work for health care organizations that were part of the
overarching project. They shared experiences on access to
health care for EM people. Inclusion criteria for these nurses
were that they worked with EM people. The informal care-
giver who participated was recruited through the first
author’s network and was also part of the overarching proj-
ect. Inclusion criteria for the informal caregiver were having
an EM background and currently providing care for a PwD.

Process Facilitator. An independent process facilitator (S.K.)
led the DT through the Design Thinking process. Her role
was to ensure that the Design Thinking sessions ran in a
structured manner, to promote equal participation among all
stakeholders within the DT, to mediate and resolve any con-
flicts of those arose. Her presence allowed researchers to
fully engage as members of the DT. The process facilitator
prepared each session by defining the goals for each phase of
Design Thinking and designing concrete exercises or discus-
sions to guide the DT though the process. Decisions during
the Design Thinking process were made collectively, with a
strong emphasis on ensuring that all voices were heard and
considered. The goal was to reach consensus among all
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Table 1. Barriers in Health care Experienced by Health care Professionals (Supply) and Informal Caregivers (Demand), Supplemented
With Experiences From the DT Presented in Italics.

Approachability (supply)

Acceptability (supply)

Appropriateness (supply)

Professionals perceive communication as
challenging

Professionals experience a language barrier

Professionals have insufficient knowledge
of available resources to engage with EM
groups

Difference between contact person and
decision-maker within the family of the
client is unclear for the professionals

Professionals experience building and
maintaining a relationship as difficult

Professionals experience discrepancy in
understanding dementia between informal
caregiver and healthcare professional

Professionals experience feelings
of uncertainty because of cultural
differences

Professionals have assumptions about
ethnic minorities

Professionals feel unsure about where their
tasks end

Professionals have a need for
cultural skills

Professionals have a need for more
cultural knowledge

Professionals have a need for skills
to acquire cultural skills

Professionals have a for being able
to ask the right questions

Professionals having fear of
addressing (cultural) sensitive
topics

Family members do not appear to be
on the same page; no action can be
taken

Ability to perceive a need for healthcare
(demand)

Ability to search healthcare
(demand)

Ability to engage in healthcare
(demand)

Informal caregivers and family members
experience a lack of knowledge about
dementia before diagnosis

Different health beliefs between
professionals and persons with an ethnic
minority background

Taking care of the older adult is common
within some cultures, making signs of
dementia less likely to be problematized

Lack of health literacy within ethnic groups

Personal and social values of the informal
caregiver can influence choices regarding
whether or not to seek professional
care

Informal caregivers have a lack of
knowledge about available care options
and what to ask professionals

If symptoms are perceived as normal no
help will be sought. If symptoms are not
experienced as a disease, no solution will
be sought

Language barrier makes seeking healthcare
more difficult

The decision-maker within a family
determines the acceptance of professional
healthcare

Informal caregivers experience a
lack of person-centered care

External (professional) help can
cause shame and diminish pride
within the informal caregiver

Informal caregivers have a
preference for staying involved in
caregiving tasks

Informal caregiver feels caught
between family, professional
healthcare and the community

Uncertainty and lack of knowledge
about what to expect from
professional healthcare

participants. The process facilitator made efforts to balance
contributions so that no one dominated.

Data Collection

Data collection followed the five phases of Design Thinking
with the DT for a total of eight meetings. For this purpose,
writable and reusable materials were used to follow the vari-
ous steps of the Design Thinking process. All eight meetings
with the DT were also audio-recorded, and the first and second
authors took notes. Before each meeting, participants of the
DT were verbally asked for permission to record the audio.

Emphasize. First, the DT empathized with nurses and the
PwD with an EM background. To support the DT in this

phase, they were given information and insights about the
outcomes of previous studies within the larger project on
cultural competence of nurses and what experiences of
PwD with an EM background and their informal caregivers
were concerning access to (appropriate) health care (Duran-
Kirag et al., 2022; Duran-Kirag et al., 2023). The researcher
presented barriers in health care access experienced by
nurses and informal caregivers (see Table 1), mainly based
on the theoretical framework of Levesque et al. (2013). For
each insight into the experienced obstacles, examples from
practice were provided, sourced from the interviews. The
DT then split into two groups to discuss the most pressing
obstacles to health care access, aiming to identify and
assess whether these challenges were also recognized by all
DT members.
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Define. In this phase, the DT defined a problem statement.
With the input from scientific insights (Duran-Kirag et al.,
2022; Duran-Kirag et al., 2023) and bringing their own expe-
riences, the DT discussed the most urgent problem(s) to
address. Topics included difficulties in identifying all infor-
mal caregivers, communication barriers, and lack of cultural
sensitivity. To prioritize, each participant received five stick-
ers to distribute across one or more identified problems. This
visual voting method helped clarify collective priorities. The
facilitator monitored whether participants understood the
instruction and ensured the voting process was fair.

Ideate. In the Ideate session, we focused on determining the
design of the tool. The process facilitator led the session,
encouraging participants to freely contribute their ideas
without considering obstacles.

Prototype and Test. The first and second authors developed a
prototype based on the DT’s specifications, gathering addi-
tional feedback through individual discussions with mem-
bers of the DT. In her objective role, the process facilitator
ensured that all input was incorporated into the prototype.
When substantive decisions needed to be made that did not
directly come from the DT, these were always reviewed with
the DT in the following session. A complete prototype was
presented in March 2022, along with a feedback form for
further input. After receiving feedback, the prototype was
revised before proceeding to the test phase.

Data Analyses

Each session generated a variety of qualitative input, includ-
ing field notes taken by the researchers and process facilita-
tor, written contributions from DT members, and audio
recordings used as supplementary material. Following each
session, the two researchers and process facilitator collabora-
tively reviewed all collected data to identify key insights
ideas, and challenges expressed by the DT. These insights
were then clustered into themes relevant that were consid-
ered relevant to become part of the tool. To ensure complete-
ness and validity, interpretations by the researchers were
brought back to the DT during subsequent sessions. This
iterative and participatory process allowed us to collectively
shape the prototype and informed the next steps within the
Design Thinking process.

Ethical Considerations

The first author explained Design Thinking and its role in
the DT during the first meeting. Participants were asked ver-
bal consent to (a) participate in the DT; (b) contribute to the
tool development and a related scientific article; and (c)
audio record the meetings. All participants agreed. This
study was reviewed by the Research Ethics Review
Committee (RERC) of the Faculty of Social Sciences (FSW)

at Vrije Universiteit Amsterdam. The committee confirmed
that further ethical review by the RERC was not necessary
according to their guidelines, and therefore, the study was
exempt from a full ethics review.

Reflection on Design Thinking

The reflection on Design Thinking took place after the
Design Thinking process had been completed. A reflection
was carried out for each phase of the Design Thinking pro-
cess with all authors of this article. The reflection focused
on the following questions: (a) What were the outcomes of
each individual phase, as well as the overall Design
Thinking process? (b) What challenges did we encounter
in each phase? (c) What information or insights, if known
in advance, would have helped us better to navigate these
challenges?

Results

First, we explain the process-related outcomes of Design
Thinking. Second, we focus on the practical outcomes for
nurses. The DT went through all five phases of Design
Thinking (see Figure 1), resulting in the development of the
Good Conversation Method.

Design Thinking Process

Emphasize. In the Emphasize session, the DT reviewed
insights from prior research presented by the first author.
This phase combined scientific findings with personal expe-
riences. The process facilitator monitored the conversations,
ensuring the discussions stayed on track and intervening
when necessary by posing questions to help the participants
clarify their statements. For example, one conversation
focused on communication issues faced by nurses when
interacting with PwD with an EM background. The facilita-
tor first listened to their discussion and then asked: “What do
these communication problems look like for you? Is it related
to a language barrier?” The professionals responded: “/¢ is
not just the language barrier, but also maintaining contact
and keeping appointments.” The facilitator then emphasized:
“It is important to articulate the obstacles as concretely as
possible, in this case, specifying what the communication
issues look like.” The DT added their own experiences to the
table of encountered obstacles (Table 1), presented in italics.
The results presented from the literature were recognizable
to the participants of the DT, and they had their own exam-
ples which reinforced the findings from literature.

Define. The voting process resulted in two obstacles receiv-
ing the highest number of votes. The process facilitator
decided it was important to include the voice of all DT mem-
bers and suggested defining one issue combining the two
selected most urgent obstacles.
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Figure |. The Five Phases of the Design Thinking Process.

Ideate. At the start, it was difficult for the participants to
think freely and come up with ideas for the design of the tool.
Questions from the process facilitator were necessary to
assist the participants. Examples of responses included: “The
tool should help the professional understand the family situ-
ation and the wishes of the family” (informal caregiver). The
informal caregiver also formulated “The fool should support
the professional in facilitating the conversation, not only
with the informal caregiver but with the entire family.”
Nurses stated: “The tool should help the professional ask
about the family structure.” One of the students suggested
that the tool should provide questions to ask family
members.

Prototype and Test. After gathering input from the DT, the
researchers collaborated with the process facilitator to
develop an initial prototype. The prototype was then pre-
sented and tested within the DT, followed by the collection
of further feedback to refine it. After several iterations
between the prototype and testing phase with the DT, this
process led to the final tool: the Good Conversation Method.

The Good Conversation Method

The first phase of Design Thinking led to the following
problem statement (see Figure 1): “It is difficult to map all
those involved in the care of the PwD, and to be able to ask
the right questions.” Table 1 provides an overview of the
themes that were not included in the tool. As shown in
Figure 1, the DT chose to develop a tool for nurses that sup-
ports them in (a) mapping the (in)formal network surround-
ing the PwD and (b) asking relevant questions to understand
the cultural and religious identity of the PwD. The tool
addresses key challenges in delivering culturally congruent
care by supporting nurses in understanding the cultural
identities of the PwD and improving culturally competent
health care practices.

Mapping the (In)Formal Network. From the problem state-
ment and the conversations within the DT during the first
and second phases of Design Thinking, it became clear that
the DT values mapping the (in)formal network. The DT
indicated that there are sometimes (too) many people
involved in the care for the PwD, making it difficult to
maintain an overview. A member of the DT stated: “Family
relationships are important and influential in the caregiving
process. Who is the decision-maker, and how do things typi-
cally work within the family?” The lack of clarity results
sometimes in the wrong people being addressed for continu-
ation in health care. The DT identified the following barrier:
“The difference between the decision-maker and the infor-
mal caregiver that the nurses is in contact with, is not always
clear.” The DT emphasized that it is crucial to clearly iden-
tify the decision-maker, as this person often decides on
important matters such as involving formal care. Therefore,
the Ecogram (Hartman, 1978), an existing methodology,
was chosen for this tool to support nurses in mapping the
(in)formal network of the PwD. The DT decided to enhance
the Ecogram with various options for representing relation-
ships (tasks, positive and negative interactions with each
other and with the PwD), making it clearer for the profes-
sional to understand the nature of the relationships and to
identify any problematic ones.

Asking Questions. A second important topic the DT formu-
lated was being able to ask the right questions to the EM
people without a sense of offending the other person or
bringing up culturally sensitive topics in an inappropriate
manner. The tool should be helpful in communicating with
the PwD and their informal caregiver, and it should support
in the conversation nurses have with them. The DT identi-
fied several barriers that nurses may experience in lacking
the ability to ask questions. One barrier, for example, was:
“Nurses feel insecure about their skills, e.g., being able to
ask the right questions.” According to the DT, this insecurity



Duran-Kirag et al.

293

Table 2. An Overview of the Conversation Cards Within the Good Conversation Method.

Theme conversation card

Aim conversation card

(1) Cultural and religious identity

(2) Role of the conversation
partner

(3) Physical care

(4) Emotional care

(5) Important decisions

(6) Professional care
(7) Other forms of care
(8) Reflection on the

conversation network

To explore the cultural and religious identity of the care recipient

To identify the role of the conversation partner in case the conversation partner is not the care
recipient (but maybe the informal caregiver or translator)

To identify the (unmet) needs regarding physical care of the care recipient

To identify the (unmet) needs regarding emotional care of the care recipient

To understand how important decisions are being made and identify the involved persons in
those important decisions

To identify the (unmet) needs regarding professional care of the care recipient

To explore other forms of care that are involved but not discussed yet

To reflect together with the care recipient on the conversation and the mapped (in)formal

was primarily observed among nurses without an EM back-
ground. In addition, the DT identified another barrier:
“Nurses have stereotypical beliefs and assumptions about
EM people.” Therefore, the DT decided to expand the Eco-
gram with conversation cards. These cards support the
nurses in mapping the (in)formal network by asking ques-
tions and assessing the influence of culture and religion on
their conversations. The conversation cards must have
example questions the nurses could ask and should serve as
an inspiration to motivate nurses to engage in open conver-
sations. It became apparent that some members of the DT
had much, and some had little experience in working with
EM people. Therefore, they decided to make the conversa-
tion cards optional. Eight conversation cards were devel-
oped (see Table 2).

Overarching Theme: Cultural and Religious Identity. The DT
identified the following barrier: “Informal caregivers feel a
lack of person-centered health care” and unanimously
agreed in the first prototype phase that the cultural and reli-
gious identity of the PwD should have a central place in the
tool. Nurses should be supported in exploring cultural and
religious identity. Therefore, the DT decided to include a
conversation card with “Cultural and religious identity” as
theme with questions to inspire the nurses to have a conver-
sation about this theme. In addition to the separate conversa-
tion card for cultural and religious identity, the DT has
chosen to address this theme in other cards also. For exam-
ple, the card “Physical care” includes questions related to
culture and religion: “Are there cultural aspects that need to
be considered in physical care?.” A question on the “Profes-
sional care” card regarding culture and religion is as fol-
lows: “Do nurses understand the cultural or religious
background? If so, how do you notice that? If not, what
needs to be done for them to understand?.” The final version
of the Good Conversation Method was tested within the DT.
All participants agreed that this final version can be shared
and can be used to support nurses in strengthening their cul-
tural competence.

The Good Conversation Method Explained

The Good Conversation Method is a practical tool that health
care professionals can use to map the (in)formal network of a
PwD, using a genogram. In addition to identifying members of
the network it also allows professionals to represent the nature
of the relationship (strong, weak or absent) and the roles of
each involved person. The method includes a set of conversa-
tion cards with guiding questions designed to explore the cul-
tural and religious identity in a structured way.

Discussion

The objective of our study was to develop a tool that focuses
on strengthening cultural competence and to reflect on the
Design Thinking process. We developed the tool in co-cre-
ation with end users and stakeholders, applying the Design
Thinking methodology. The DT determined that the tool
should support nurses with the overall aim in mapping the
(in)formal network and asking questions related to the cul-
tural and religious identity of the person with an EM back-
ground and their families.

Good Conversation Method

The DT selected two main topics for the tool and connected
two tools to them: the ecogram (Hartman, 1978), enhanced
by conversation cards with questions to support the nurses.
This decision stemmed from a prioritization process, leaving
out topics like “lack of knowledge about dementia within
families” and “lack of awareness about dementia care profes-
sionals,” which are also recognized as barriers for EM people
in accessing health care (Berdai Chaouni & De Donder,
2019; Hossain & Khan, 2019; Mountford & Dening, 2019;
Mukadam et al., 2011; Parveen et al., 2018). Yet, with the
need to prioritize, the focus was more on the perceived barri-
ers of the health care professional, as the uncertainty which
questions to ask, than on the barriers as perceived by the
PwD (see Table 1). Thus, this Design Thinking process
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prioritized the attitudes and uncertainties of nurses over other
aspects. Previous research emphasizes that the challenge
goes beyond asking questions (Duran-Kirag et al., 2023).
During the sessions of the DT, it was realized that the real
challenge involves the attitudes of nurses toward EM people.
Studies reveal that professionals often view EM people as
“the other” with different views and needs than one’s own,
causing insecurity and a sense of incompetence (Claeys
et al., 2023). Furthermore, asking appropriate questions and
maintaining an open attitude are crucial for strengthening
cultural competence (Duran-Kirag et al., 2023). Based on the
DT discussions, the Good Conversation Method may support
professionals in fostering openness, asking questions, and
engaging meaningfully with “the other.”

The DT emphasized the importance of acknowledging
the cultural and religious identity of PwD. Previous studies
show that both PwD and their informal caregivers often feel
that nurses overlook their cultural and religious needs
(Duran-Kirag et al., 2022). Other research has shown that
health care services fail to meet cultural needs of EM peo-
ple, with a lack of intercultural person-centered care
(Chaouni et al., 2020; Nielsen et al., 2020; Sagbakken et al.,
2018). Duran-Kirag et al. (2022) recommend educating
nurses to address the cultural, religious, and linguistic needs
of patients. Both nurses and informal caregiver within the
DT acknowledged the empirical findings of the project and
the literature on this matter. Nurses stated that they encoun-
ter challenges and find it difficult to clarify cultural and reli-
gious needs.

Design Thinking: Lessons Learned

The Composition of the DT. The DT played a key role in
addressing the issue of strengthening cultural competence
among nurses through co-design. Co-design encourages
active involvement from users and stakeholders in develop-
ing new solutions or services (Lam & Pitsaki, 2018). The
composition of the DT is crucial in co-design, as its members
decide on the challenge to tackle and the type of tool needed.
They should be familiar with the challenge it aims to tackle.
Both the compostion of the team and their interactions deter-
mine how Design Thinking is implemented. It is therefore
important to ensure equal participation patterns within the
DT. Unequal participation patterns between members of the
DT can lead to tensions (Goldman et al., 2014).

The first lesson from our Design Thinking process is the
importance of the participation of all stakeholders in the
Design Thinking process. One study found that conflicts
within teams can stem from a lack of leadership of task dis-
tribution issues (Aflatoony et al., 2018). To ensure equal
participation and clear task distribution, an independent pro-
cess facilitator was appointed to ensure all members had an
equal voice.

The second lesson from our Design Thinking process is
the importance of appointing a process facilitator, whose

main tasks include ensuring equal participation from all
members of the DT and providing space for participating
researchers (who also can be stakeholders). In Design
Thinking particularly, it is important to engage all stakehold-
ers, including researchers. This makes it even more impor-
tant in this context that the involved researchers can delegate
process related tasks to the process facilitator.

Aligning Team Differences. Each involved stakeholder within
the DT has a different frame of reference. For example,
nurses view the problem through the lens of their practical
work, while the informal caregiver had her own experiences
with dementia care. To align everyone’s knowledge and
insights, we provided the DT with information from previous
research (Duran-Kirag et al., 2022; Duran-Kirag et al., 2023).
We believed this would help them approach the problem
from a shared perspective. Although our effort resulted in an
overview of existing knowledge and insights, we wonder if
this was enough to reach agreement on what is truly impor-
tant within the DT. We did not receive any signals of con-
flicting viewpoints within the DT. However, we should still
take a moment to reflect on this by checking it with the DT.
The Design Thinking process does not provide guidance for
researchers or process facilitators on how to navigate poten-
tial conflicts (Verganti et al., 2021).

The third lesson learned from our Design Thinking pro-
cess is that researchers and process facilitators need to pre-
pare on how to navigate through and work with possible
conflicting viewpoints within the DT. Literature identifies
three types of conflict: cognitive, relationship, and process
conflicts. Relationship conflicts involve emotional differ-
ences and poor relationships, while process conflicts relate to
disagreements about timing, planning and scheduling.
Cognitive conflicts occur when persons have different beliefs
or perspectives (Ying & Lei, 2020). Research shows that
relationship and process conflicts negatively affect produc-
tivity (Ying & Lei, 2020), but cognitive conflicts can lead to
fruitful discussions and more ideas (Badke-Schaub et al.,
2007), which are essential in Design Thinking. While not yet
a formal part of Design Thinking, methods like Empathy
Mapping can help. An Empathy Map is a collaborative tool
that visualizes what we know about a specific user, helping
to create a shared understanding of their needs and support
decision-making (Sinansari et al., 2023).

The fourth lesson learned from our Design Thinking
process is that researchers should always be mindful of
the various viewpoints of stakeholders, even when no con-
[lict seems to be present at first. An Empathy Map can be
helpful to ensure that no conflicting viewpoints are pres-
ent that could slow down or hinder the Design Thinking
process.

Define. We chose the most urgent problem by voting on
issues identified by the DT. However, the voice of the PwD
was missing. An opportunity of Design Thinking is that all
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stakeholders are involved in the DT. In the context of our
objective, this also should include PwD. Meetings were
held during COVID-19. Although restrictions were eased,
informal caregivers felt it was too risky for PwD to partici-
pate. While understandable, we could have explored alter-
native ways to include PwD. Meaningful partnerships in
scientific research include inclusion, representation and
shared decision-making (Walter et al., 2025). It is possible
that the inclusion of PwD could have influenced the deci-
sion-making process regarding the issues identified by the
DT, potentially leading to a different problem being chosen
to develop a tool for.

Lesson five is the need to consider how to include all
perspectives of the stakeholders, including of PwD in the
Design Thinking process. Researchers should be prepared
to think about participation of stakeholders in alternative
ways. In cases where PwD may find it challenging to partici-
pate, researchers should explore other possibilities to gather
input. Previous studies have already demonstrated that there
are various methods to facilitate their involvement (Collins
et al., 2024).

Prototype and Test. We chose to conduct the Testing phase
within the DT. This meant participants tested the tool after each
prototype with other DT members. A key lesson for us is that
the testing phase may need to be more extensive. By expanding
the test to the professionals’ practice, you can gather more
extensive input on the tool’s effectiveness within the process of
Design Thinking. However, the methodology requires flexibil-
ity but the researcher has a time frame to deal with. Design
Thinking requires to go back and forward between the different
phases until a good prototype is developed and tested (Roddy
& Polfuss, 2020). This iterative process can sometimes take
longer than the time available to the researcher (due to budget
constraints, for example). There is no maximum number of
times the phases can be revisited within Design Thinking, but
the research output requires framing of the project to achieve
valid and transferable findings (Jacobs, 2017).

The final lesson learned from our Design Thinking pro-
cess is that researchers should consider the potential con-
flict between the reality of limited time and the Design
Thinking process s need for multiple iterative cycles across
different phases. While time management is crucial in any
research, it is especially important in Design Thinking
because the process is inherently iterative and requires con-
tinuous updates based on feedback. We advise researchers
to allow ample time for iteration between phases, including
in the planning to prevent iterations from being rushed
through too quickly.

Implications. The Good Conversation Method offers nurses a
practical tool to engage in more culturally sensitive commu-
nication with EM people. This supports the delivery of cul-
turally competent health care. In addition, the study also
provides valuable insights into the Design Thinking process

that may inform future research. Lessons learned can con-
tribute to the further refinement of Design Thinking as a
method for co-creation to contribute to more culturally
responsive health care innovations.

Limitations. A limitation of this study is the absence of direct
input from PwD during the DT sessions, particularly given
the study’s focus on person-centered care. We acknowledge
that incorporating perspectives of PwD is essential to under-
stand their needs and preferences. Alternative approaches are
needed to ensure their voices are included, such as conduct-
ing individual interviews outside of the group sessions, or
using proxy interviews with informal caregivers. These strat-
egies could help capture the experiences of PwD more effec-
tively and enhance inclusivity.

Future Directions. While the Good Conversation Method
was iteratively developed and refined within the DT, it has
not yet been evaluated in clinical practice. To evaluate its
potential to strengthen nurses’ cultural competence, future
research should focus on piloting the method in health care
settings. A longer-term implementation is needed in which
nurses apply the tool repeatedly in their daily work with EM
PwD. We recommend conducting a pilot study in which a
diverse group of nurses (such as dementia case managers
and practice nurses) integrate the GCM into their interac-
tions. This allows a comprehensive evaluation of the effec-
tiveness in fostering an open attitude, encouraging culturally
sensitive questioning, and supporting the identification and
understanding of the cultural and religious identity of PwD
with an EM background. Such a pilot should also gather in-
depth feedback from health care professionals on its usabil-
ity. These insights are crucial in assessing how, when, and
under what conditions the GCM contributes to culturally
competent health care, and identifying opportunities for fur-
ther implementation.

Conclusion

Design Thinking has contributed to involving stakeholders
in the development of the Good Conversation Method that
aims to strengthen nurses’ cultural competence. We have
learned important lessons that can improve the Design
Thinking process. First, it is important to have all stakehold-
ers participated in the Design Thinking process. Second,
appointing a dedicated process facilitator proved crucial,
enabling researchers to concentrate on content. Third,
researchers must be prepared to navigate and manage con-
flicting viewpoints within the DT. Fourth, it is important to
be mindful of the various viewpoints of stakeholders, even
when no conflict seems to be present at first. Fifth, it is
important to find ways to include all stakeholders, and sixth,
researchers should consider the potential conflict between
limited time and the Design Thinking process’s need for
multiple iterative cycles.



296

Journal of Transcultural Nursing 37(2)

Acknowledgments

The Design Team meetings in this study have been led by an inde-
pendent process facilitator: S. Kuijer.

Author Contributions

GD-K: Conceptualization, Methodology, Formal analysis,
Investigation, Writing—Original draft, Project administration,
Visualization. RU: Conceptualization, Methodology, Writing—
Review and Editing, Supervision. HH: Conceptualization,
Methodology, Writing—Review and Editing, Supervision. MIBG:
Conceptualization, Methodology, Writing—Review and Editing,
Supervision.

Data Availability Statement

The data that support the findings of this study are available on
request from the corresponding author.

Declaration of Conflicting Interests

The authors declared no potential conflicts of interest with respect
to the research, authorship, and/or publication of this article.

Funding

The authors disclosed receipt of the following financial support for
the research, authorship, and/or publication of this article: This
work was supported by the Dutch Research Council (NWO),
Doctoral Grant for Teachers (grant number 023.014.056).

Ethical Approval and Informed Consent Statement

We adhered to the guidance from VU University’s ethnical com-
mittee. According to Dutch law, this study does not fall under the
Law on medical research (non-WMO). Each participant was
asked verbally for permission to (a) participate in the Design
Team as a participant, (b) to contribute to the development of the
tool and therefore a scientific article in which the results of this
process is published, and (¢) to audio record the meetings. Consent
was demonstrated by continued participation of the Design Team
members.

ORCID iDs

G. Duran-Kirag
R. Uittenbroek

https://orcid.org/0000-0002-6466-7045
https://orcid.org/0000-0002-0886-7640

Supplemental Material

Supplemental material for this article is available online.

References

Aaronson, E. L., White, B. A., Black, L., Sonis, J. D., & Mort,
E. A. (2020). Using design thinking to improve patient-pro-
vider communication in the emergency department. Quality
Management in Healthcare, 29(1), 30-34. https:/journals.
Iww.com/qmhcjournal/fulltext/2020/01000/using_design_
thinking_to improve patient provider.5.aspx

Aflatoony, L., Wakkary, R., & Neustaedter, C. (2018). Becoming
a design thinker: Assessing the learning process of students

in a secondary level design thinking course. International
Journal of Art & Design Education, 37(3), 438-453. https://
doi.org/10.1111/jade.12139

Altman, M., Huang, T. T. K., & Breland, J. Y. (2018). Design
thinking in health care. Preventing Chronic Disease, 15, E117.
https://doi.org/10.5888/pcd15.180128

Badke-Schaub, P., Goldschmidt, G., & Meijer, M. (2007, August
28-31). Cognitive conflict in design teams: Competing or
collaborating? [Conference paper]. ICED 2007, the 16th
International Conference on Engineering Design, Paris, France.

Berdai Chaouni, S., & De Donder, L. (2019). Invisible reali-
ties: Caring for older Moroccan migrants with dementia
in Belgium. Dementia, 18(7-8), 3113-3129. https://doi.
org/10.1177/1471301218768923

Bindraban, N. R., van Valkengoed, I. G., Mairuhu, G., Holleman,
F., Hoekstra, J. B., Michels, B. P., Koopmans, R. P., &
Stronks, K. (2008). Prevalence of diabetes mellitus and the
performance of a risk score among Hindustani Surinamese,
African Surinamese and ethnic Dutch: A cross-sectional pop-
ulation-based study. BMC Public Health, 8, 271. https://doi.
org/10.1186/1471-2458-8-271

Blix, B. H., & Munkejord, M.-C. (2022). Indigenous Sami fam-
ily caregivers’ experiences with accessing and collaborating
with municipal health and care services. Global Qualitative
Nursing Research, 9, 23333936221123333. https://doi.
org/10.1177/23333936221123333

Chaouni, S. B., Smetcoren, A.-S., De Donder, L., & De Donder,
L. (2020). Caring for migrant older Moroccans with demen-
tia in Belgium as a complex and dynamic transnational net-
work of informal and professional care: A qualitative study.
International Journal of Nursing Studies, 101, 103413. https://
doi.org/10.1016/j.ijnurstu.2019.103413

Claeys, A., Berdai-Chaouni, S., Tricas-Sauras, S., & De Donder, L.
(2023). Barriers and facilitators in providing care for patients
with a migration background. Journal of Clinical Nursing,
32(5-6), 912-925. https://doi.org/10.1111/jocn.16491

Clark, J. L., Phoenix, S., Bilbrey, A. C., McManis, T., Escal, K.
A., Arulanantham, R., Sisay, T., & Ghatak, R. (2018). Cultural
competency in dementia care: An African American case
study. Clinical Gerontologist, 41(3), 255-260. https://doi.org
/10.1080/07317115.2017.1420725

Collins, R., Martyr, A., Hunt, A., Quinn, C., Pentecost, C., Hughes,
J. C., & Clare, L. (2024). Methods and approaches to facilitate
inclusion of the views, perspectives and preferences of people
with moderate-to-severe dementia in research: A narrative sys-
tematic review. International Journal of Older People Nursing,
19(1), e12594. https://doi.org/10.1111/0pn.12594

Duran-Kirag, G., Uysal-Bozkir, O., Uittenbroek, R., van Hout, H.,
& Broese van Groenou, M. 1. (2022). Accessibility of health
care experienced by persons with dementia from ethnic minor-
ity groups and formal and informal caregivers: A scoping
review of European literature. Dementia (London), 21(2), 677—
700. https://doi.org/10.1177/14713012211055307

Duran-Kirag, G., Uysal-Bozkir, O., Uittenbroek, R., van Hout, H.,
& Broese van Groenou, M. 1. (2023). Informal caregiver and
nurse perceptions of access to culturally appropriate health care
for ethnic minority persons with dementia: A qualitative study.
Journal of Advanced Nursing, 79(8), 3002-3014. https://doi.
org/10.1111/jan.15687



Duran-Kirag et al.

297

Goldman, S., Kabayadondo, Z. A. R., Carroll, M., & Rot, B. (2014).
Student teams in search of design thinking. In L. Leifer, H.
Plattner, & C. Meinel (Eds.), Design thinking research (pp.
11-34). Springer.

Gove, D., Nielsen, T. R., Smits, C., Plejert, C., Rauf, M. A., Parveen,
S., Jaakson, S., Golan-Shemesh, D., Lahav, D., Kaur, R., Herz,
M. K., Monsees, J., Thyrian, J. R., & Georges, J. (2021). The
challenges of achieving timely diagnosis and culturally appropri-
ate care of people with dementia from minority ethnic groups in
Europe. International Journal of Geriatric Psychiatry, 36(12),
1823-1828. https://doi.org/10.1002/gps.5614

Hartman, A. (1978). Diagrammatic assessment of family rela-
tionships. Social Casework, 59(8), 465—476. https://doi.
org/10.1177/104438947805900803

Hossain, M. Z., & Khan, H. T. A. (2019). Dementia in the Bangladeshi
diaspora in England: A qualitative study of the myths and stig-
mas about dementia. Journal of Evaluation in Clinical Practice,
25(5), 769-778. https://doi.org/10.1111/jep.13117

Jacobs, G. (2017). “A guided walk in the woods”: Boundary cross-
ing in a collaborative action research project. Educational
Action Research, 25(4), 575-593. https://doi.org/10.1080/096
50792.2016.1203344

Javier, S., & Belgrave, F. (2015). Critical synthesis package:
Cultural Competence Self-Assessment Questionnaire—
Service Provider Version (CCSAQ-SP). MedEdPORTAL, 11,
10180. https://doi.org/10.15766/mep_2374-8265.10180

Kenning, C., Daker-White, G., Blakemore, A., Panagioti, M.,
& Waheed, W. (2017). Barriers and facilitators in accessing
dementia care by ethnic minority groups: A meta-synthesis of
qualitative studies. BMC Psychiatry, 17(1), 316. https://doi.
org/10.1186/s12888-017-1474-0

Lam, B., & Pitsaki, 1. (2018). Co-design for the development of
new knowledge and practices in not-for-profit organiza-
tions. Design Management Journal, 13(1), 70-82. https://doi.
org/10.1111/dmj.12044

Levesque, J.-F., Harris, M. F., & Russell, G. (2013). Patient-centred
access to health care: Conceptualising access at the interface
of health systems and populations. International Journal for
Equity in Health, 12(1), 18. https://doi.org/10.1186/1475-
9276-12-18

Lewis-Fernandez, R., Aggarwal, N. K., & Kirmayer, L. J. (2020).
The cultural formulation interview: Progress to date and future
directions. Transcult Psychiatry, 57(4), 487—496. https://doi.
org/10.1177/1363461520938273

Mountford, W., & Dening, K. H. (2019). Considering culture and
ethnicity in family-centred dementia care at the end of life: A
case study. International Journal of Palliative Nursing, 25(2),
56-64. https://doi.org/10.12968/ijpn.2019.25.2.56

Nielsen, T. R., Nielsen, D. S., & Waldemar, G. (2020). Barriers in
access to dementia care in minority ethnic groups in Denmark:
A qualitative study. Aging & Mental Health, 25(8), 1424—1432.
https://doi.org/10.1080/13607863.2020.1787336

Parlevliet, J. L., Uysal-Bozkir, O., Goudsmit, M., van Campen, J. P.,
Kok, R. M., Ter Riet, G., Schmand, B., & de Rooij, S. E. (2016).
Prevalence of mild cognitive impairment and dementia in older
non-western immigrants in the Netherlands: A cross-sectional
study. International Journal of Geriatric Psychiatry, 31(9),
1040-1049. https://doi.org/10.1002/gps.4417

Parveen, S., Blakey, H., & Oyebode, J. R. (2018). Evaluation of
a carers’ information programme culturally adapted for South
Asian families. International Journal of Geriatric Psychiatry,
33(2), €199—e204. https://doi.org/10.1002/gps.4768

Roddy, L., & Polfuss, M. (2020). Employing design thinking meth-
ods in nursing to improve patient outcomes. Nursing Forum,
55(4), 553-558. https://doi.org/10.1111/nuf.12461

Sagbakken, M., Spilker, R. S., & Nielsen, T. R. (2018). Dementia
and immigrant groups: A qualitative study of challenges
related to identifying, assessing, and diagnosing demen-
tia. BMC Health Services Research, 18(1), 910. https://doi.
org/10.1186/s12913-018-3720-7

Sinansari, P., Salsabila, S. H., Hanoum, S., Lopatka, A., &
Wlodarski, W. (2023). Identify customer element through
empathy map and user persona. Procedia Computer Science,
225, 4148-4156. https://doi.org/10.1016/j.procs.2023.10.411

Sutharson, P. B., Maaskant, J. M., & Eskes, A. M. (2025). The
Dutch-translated cultural competence assessment scale for
nurses: Cross-cultural adaptation and validation. /nternational
Journal of Nursing Studies Advances, 8, 100303. https://doi.
org/10.1016/j.ijnsa.2025.100303

Tong, A., Sainsbury, P., & Craig, J. (2007). Consolidated criteria
for reporting qualitative research (COREQ): A 32-item check-
list for interviews and focus groups. International Journal

for Quality in Health Care, 19(6), 349-357. https://doi.
org/10.1093/intghc/mzm042

Verganti, R., Dell’Era, C., & Swan, K. S. (2021). Design think-
ing: Critical analysis and future evolution. Journal of Product
Innovation Management, 38(6), 603—622. https://doi.org/10.
1111/jpim.12610

Walter, S., McArdle, R., Largent, E. A., Edelmayer, R., Sexton, C.,
Sandoval, S. L., Medsger, H., Meserve, N., Samaroo, R., Sierra,
C., Smeitink, M. M. P., Gibson, A., Gregory, S., Karamacoska,
D., Leroi, 1., Molina-Henry, D., Suarez-Gonzalez, A., &
Glover, C. M. (2025). Public and participant involvement as
a pathway to inclusive dementia research. Alzheimers Dement,
21(1), e14350. https://doi.org/10.1002/alz. 14350

Wolcott, M. D., McLaughlin, J. E., Hubbard, D. K., Rider, T. R.,
& Umstead, K. (2021). Twelve tips to stimulate creative prob-
lem-solving with design thinking. Medical Teacher, 43(5),
501-508. https://doi.org/10.1080/0142159x.2020.1807483

Ying, L., & Lei, L. (2020, November 30). 4 review of research
on team conflict, conflict management and team performance
[Conference paper]. 2020 2nd International Conference on
Economic Management and Cultural Industry (ICEMCI 2020),
pp. 321-326.



