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Abstract
This article discusses the effects of two trends in contemporary biomedi-
cine that have so far been largely addressed separately: the steering of fields
through programmatic “buzzwords” and the projectified nature of con-
temporary health research, care, and promotion. Drawing on a case study
of an Austrian diversity-sensitive health promotion project related to
obesity prevention, we show how the articulation of these trends—gov-
ernance by buzzwords and projectification—often leads to not unproble-
matic and often paradoxical outcomes. Buzzwords such as “diversity”
become especially important in an innovation-driven environment
encouraging a promissory rhetoric. At the same time, the project form
shapes and restricts how buzzwords (as typically vague terms that need to
be fleshed out) are articulated and translated into a specific project design.
In our case study of an obesity prevention program, the need to translate
diversity into a “doable” project encouraged the identification of seemingly
clearly delineated target groups and thus promoted a rather narrow
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understanding of diversity, which stands in tension with much more fluid
and context-sensitive ways of performing “diversity.” We show how actors
grapple with these paradoxes. This restricts the full power a buzzword such
as diversity could achieve in terms of social justice.

Keywords
diversity, health promotion, projectification of health care, governance by
buzzwords, obesity

Introduction

“Diversity” has become the focus of policies and practices in a wide variety

of institutional contexts ranging from private businesses and state agencies to

universities, research institutions, and health-care providers (Vertovec 2012).

Originating from managerial and organizational discourses, the notion of

diversity has come to signify a revaluation of the importance of addressing

human differences. Diversity touches upon central, albeit contested values in

contemporary societies and implies positive connotations of differences,

suggesting that they are valuable and enriching (Blackmore 2006). While

diversity within such framings appears as a self-evident good, its meaning in

practice is often ambiguous (Vertovec 2012). Diversity shares the character-

istics of what Bensaude Vincent (2014) has termed “buzzwords” and what

Bos et al. (2014) have called “big words”: terms that are widely used by

policy makers, managers, scientists, journalists, and others to convey a shared

sense of importance, but which are at the same time vague enough so that

they can be linked to different agendas and concerns.

Such terms are “encompassing concepts that are uncontested themselves,

but that allow for multiple interpretations and specifications” (Bos et al.

2014, 151). Reminiscent of Star and Griesemer’s (1989) concept of

“boundary object,” they allow “actors from different social worlds . . . to

coordinate with each other in spite of their differing points of view”

(Trompette and Vinck 2009, 5). Such notions play an important role in

steering policy fields toward broad and generic goals and have concrete

consequences as actors reorient their practices and relate to these terms.

However, to become effective and fully deploy their steering capacity in a

specific context, “big words” need to be “articulated” (Bos et al. 2014, 152);

their meaning needs to be fleshed out, and they need to gain legitimacy

within a specific situated context.
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In this article, we discuss how the steering of fields through program-

matic buzzwords intertwines with another trend: the increasing organization

of contemporary health research, care, and promotion work in the form of

externally funded and time-limited projects. We empirically investigate

how “diversity” as one buzzword has been negotiated, specified, and thus

turned into a “doable problem” (Fujimura 1987) in an obesity-related health

promotion project in a Viennese health center, which explicitly positions

itself to be “diversity-sensitive.” Taking obesity prevention as a case study

seems particularly interesting, as body weight often gets linked to cultural

differences in ways of living and eating and has become the focus of

numerous public health interventions. Our goal is to contribute to the emer-

ging literature on the tangible governance effects of buzzwords by explor-

ing the challenges unfolding within the projectified context of

contemporary health promotion. What occurs when large encompassing

goals such as being “diversity-sensitive,” which are tied to central social

values and aim at long-term cultural change, have to be addressed within

small-scale and temporally limited projects with all their concomitant

restrictions and limitations?

This article shows how the articulation of big words is not simply a

process in which the broader meanings of such guiding terms are narrowed

down. Rather, the vagueness of buzzwords allows the simultaneous presence

of multiple realizations of situated meanings of “diversity” and potentially

conflicting normative commitments to it. Concurrently, the requirements,

possibilities, and limitations of the project form, as organizing principles,

create tensions with the normative commitments tied to the notion of

“diversity.” To successfully translate buzzwords into specifically situated

practices, actors therefore must reconcile different discursive and institu-

tional requirements and address the subsequent tensions and constraints.

Diversity in Health Care

Biomedicine and health care are areas where the buzz around diversity has

been particularly pronounced in recent decades, with policies developed

specifically to promote and institutionalize forms of “diversity care” that

ensure the “special needs” of different population groups are addressed

(Green et al. 2014; Saha, Beach, and Cooper 2008). One health-care domain

in which diversity discourses have gained particular prominence is public

health. Public health as a scientific and policy field is concerned with

assessing, surveying, and promoting the health of “the public.” As such,

public health has been central to what Foucault (1978) and others (e.g.,
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Rabinow and Rose 2006) have termed biopolitics, that is, governmental

strategies that target the “vital” characteristics (such as fertility, mortality,

and morbidity rates) of the population as a whole. Scholars have noted that

historically, public health has assumed a prominent role in delineating

“normal” from “deviant” behaviors (Bunton, Nettleton, and Burrows

1995; Race 2009) in a given context, which is “founded on a series of

normative assumptions about the character, preferences, motivations and

behavior of subjects held to comprise a given social totality” (Duff and

Moore 2015, 54).

Public health has often been ambivalent about what the “public” is that

it addresses and needs to address. On the one hand, it has often operated

with rather undifferentiated notions of “the public,” viewing it as the

entirety of a given state’s population (Duff and Moore 2015; Bunton

2008). On the other hand, public health has a long history of addressing

groups that are perceived as deviant or simply different, for example, drug

users, homosexuals, or ethnic and migrant minorities, thereby assuming a

prominent role in the policing of these groups (Conrad 2007; Race 2009;

Douglas 1995). Douglas (1995) argued that public health measures that

target migrant and ethnic minorities have often assumed a “culturalist”

perspective, “attempt(ing) to explain the health status, health experiences

and health behavior of . . . minority ethnic communities . . . purely in terms

of culture, often comparing (them) to white majority cultures in a detri-

mental way such that the beliefs and values of minority cultures were

undervalued” (p. 70). Such approaches, often framed as a “deficit model

of health education,” tend to “‘blame the victim’ or their culture for poor

health, and (do) not address the social economic factors contributing to

(their) health status” (Douglas 1995, 71). Hall and Lamont (2009) have

argued that there is an urgent need to widen the lens through which we

view public health problems and investigate socioeconomic factors and

“the role played by institutional practices and cultural frameworks in the

determination of population health” (p. 7).

The emergence of diversity discourses during the past two decades must

be situated against this background because it has led to a shift in the

rhetoric used for public health measures targeting minority groups. In these

discourses, diversity has been reestablished as a positive value and resource,

giving rise to “diversity-sensitive,” “intercultural,” or “transcultural” public

health programs that aim to “activate” or “empower” minority groups.

While discussions within public health often laud this development as an

important step for addressing the health needs of what is perceived as

unprivileged segments of the population (Wolf, Endler, and Wimmer-
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Puchinger 2010), social science scholars have often been quite critical.

They have argued that such interventions still “build upon an understanding

of intervention and culture that has evolved from colonial initiatives of

correction” (Schneeweis 2011, 297). In this context, Krieger (1996) deliv-

ered a powerful critique of notions such as “diversity,” “heterogeneity,” and

“disadvantaged” that are often used in public health, denouncing such

vocabulary as euphemisms for sidestepping questions of social justice. Such

terms obscure the inequalities in health that are deeply rooted in social

structures and hierarchies rather than mere expressions of “differences.”

Words such as “disadvantaged” or “special populations” “catch almost

exactly that combination of sympathy for the victims of a social order with

the conviction or unnoticed assumption that such an order will or must

continue to exist,” thereby barring discussions of socioeconomic inequal-

ities, power relations, and health (Williams 1983, 324, cited in Krieger

1996, 135). A language of “diversity” might thus tend to obscure how

medical and health-care issues are deeply related to social justice issues

(Fishman, Mamo, and Grzanka 2017).

Contemporary public health interventions that aim to be “diversity-

sensitive” or “intercultural” occur in spaces that are not only characterized

by a vagueness of what “diversity” or “culture-sensitivity” actually mean

but that are also highly contentious. Obesity—a prominent example of

contemporary public health debates—is arguably an excellent case for

studying how issues of human diversity are imagined and acted upon.

Research, policy, and public debates have persistently linked obesity to

“cultural” factors such as lifestyle and eating behavior (Boero 2007; Penk-

ler, Felder, and Felt 2015; Felt, Felder, and Penkler 2017; Gard and Wright

2005), and the bellicose imagery of the “war on obesity” can be easily

transformed into a vilification of the norms, values, and identities of minor-

ity groups, as their “culture” is often blamed for higher than average body

mass indexes (Herndon 2005). In this context, targeting minority groups

with specially designed health promotion projects—as this is the case in our

study—treads in a particularly uneasy terrain of stigma, moralization, and

reifying assumptions about “others” and their cultures.

Projectification of Health Care and Health Promotion

Traditionally, the universal Austrian health-care system, which covers vir-

tually the full population living in Austria, was strongly oriented toward a

curative approach, and the first legislative initiatives for health promotion

were not established until the 1990s (Noack 2011; Hofmarcher and Rack
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2006). The most important legislation was the federal Health Promotion Act

of 1998 that delegated the implementation of health promotion measures to

the publicly funded nonprofit Healthy Austria Fund. The fund’s main pur-

pose is to finance health promotion measures through short-term projects;

they do not receive funding for long-term programs. From the beginning,

Austrian health promotion has thus taken a highly projectified form (Noack

2011).

There have been a number of studies on the effects of projectification

in broader scientific research contexts (see Felt 2009; Vermeulen 2015;

Torka 2006; Abrahamsson and Agevall 2010). However, given the cen-

trality and prominence of work in the form of projects in biomedicine

and health care, surprisingly, there have been few studies on their effects

on the production and application of biomedical knowledge. The

increasing allocation of research and health-care funds for projects is

tied to the administrative doctrine of new public management (NPM),

which has been increasingly propagated since the 1980s (Abrahamsson

and Agevall 2010; Fred 2015). The creation of marketplaces where

different organizations compete for resources is one of the core ideas

of NPM approaches. The use of temporal projects to steer activities and

allocate public resources is tied to the promise that this will make health

care and research activities more efficient, flexible, and easier to shape

and will increase the cost-effectiveness and accountability of those who

receive public funds.

While the use of projects has often been lauded as an organizational

response to the “challenges of managing in a world of growing complexity,”

scholars from science, technology, and society and related fields have also

noted how “the world of projects is inhabited by dilemmas and contra-

dictory logics” (Vermeulen 2015, 31-32). Projectified modes of working

introduce novel “modes of ordering” (Law 1994) into academic research

and, as in our case study, also in the provision of health care. They bring

along “project related principles, rules, techniques and procedures, aspiring

to form a ‘new iron cage of project rationality’” (Maylor et al. 2006, 664),

which reorients practices and aspirations to align with the logics and con-

straints of temporally well-delimited projects. In the context of research,

this means that the open and unpredictable process of conducting research is

at least partly subordinated to the logic of administrative control and

accountability (Felt 2009), formalized through contracts (Vermeulen

2015), and driven by the idea of an optimal knowledge/time relation.

Embracing such a logic of accountability means that attention must be

shifted to countable outputs per time when a project is acquired (Felt
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2017b, 53), which conflicts with the character of knowledge generation

because it is generally an unexpected and open-ended process (Felt 2009).

Abrahamsson and Agevall (2010) described comparable dynamics and

paradoxes in their study of two health-care projects designed for immigrants

in the Swedish context: the projectification of health care increases the

administrative workload, reducing the actual provision of health care. In

addition, compartmentalizing health care into projects and predefining proj-

ect goals are detrimental to developing a more holistic perspective that

remains sensitive to a more comprehensive concept of health and to possi-

bly unforeseen health-care needs. Projects are often “short-term solutions to

long-term problems” (Abrahamsson and Agevall 2010, 201); at best, they

may be ineffective and at worst counterproductive, as clients continue to

have persistent unsatisfied needs after the termination of projects (Abra-

hamsson and Agevall 2010).

In both health care and research, projectification leads to “structural

uncertainty” (Abrahamsson and Agevall 2010, 202) with which the actors

are left to cope (see Sigl 2016). This often leads to a situation in which

actors only pursue research or care approaches that are “doable” (Fujimura

1987) within the temporal and spatial confines of a project, leading to the

exclusion of approaches that may not fit the project form (Sigl 2016; Torka

2006). In this context, it is not mainly substantial and content-related con-

siderations that guide project applications but often pragmatic considera-

tions of what is deemed fundable.

In the following, we analyze how the buzzword diversity currently plays

an important role in steering project-funded Austrian health promotion

activities in the area of obesity prevention.

Method

We conducted a case study of a diversity-sensitive public health promotion

project for obese clients at a Viennese health center specializing in women’s

health. The project, taking place in the early 2010s, focused on what the

center described as “disadvantaged” population groups and had a project

duration of roughly two years.1 The center conducting the project is pri-

marily operated by psychologists and social workers. It has a noticeable

focus on behavior-related health interventions and its projects center on

topics such as nutrition, exercise, and body weight. The women’s health

center cooperated with an affiliated men’s health center but took a clear lead

in conducting the health promotion project.
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The health promotion project primarily consisted of diet groups for obese

clients in addition to lobbying for public health policy on obesity and raising

health awareness. Groups were separated according to gender, and the project

was conducted in several languages (German, Turkish, and Bosnian-

Croatian-Serbian [BCS]). For a period of eight months, each of the diet

groups met once a week for two hours. While the main part of the weekly

meetings was dedicated to psychological group work, there were dedicated

time slots for nutritional advice and group exercise under the supervision of

dieticians and exercise trainers. Groups were led by gender-matched psychol-

ogists or psychotherapists, with the exception of the Turkish male and female

groups, which were coled by a male medical doctor.

In 2012, we conducted in-depth, open-ended interviews with the director

of the health center (who was also the project leader) and other health

professionals involved in designing and conducting the health promotion

project. Among these individuals were two psychologists who led the

German-language women’s groups, a psychotherapist who led the

German-language men’s group, and a psychologist who led the Turkish-

language women’s group.2 We were not able to conduct interviews with the

psychologists who led the Turkish-language men’s group and the (by then

defunct) BCS group nor with the medical doctor who coled the Turkish-

language groups.

We documented the activities of the health professionals and the public

events held between 2012 and 2014; in addition, we attended talks, con-

ferences, and network meetings that the health professionals organized.

Further, we analyzed the public health center’s reports, documents, and

publications. We also interviewed four public health stakeholders to gain

better insights into the broader context of Viennese public health promo-

tion. Furthermore, we conducted six in-depth, open-ended interviews with

attendees of the male German-speaking diet groups to gain a more nuanced

picture of the groups and their dynamics. We obtained informed consent

from the participants for the interviews, which were tape-recorded and fully

transcribed. We regard the interviews not as representations of an underly-

ing reality but as situated performances and as occasions to engage in

reflexive sensemaking and articulation practices (Holstein and Gubrium

1995; Gubrium and Holstein 2003). Unfortunately, we did not obtain access

to the actual group sessions due to concerns that our participation might

invade clients’ privacy and disturb therapeutic progress nor did we get the

opportunity to interview participants in the female diet groups. We coded

and analyzed all data employing grounded theory coding procedures (Char-

maz 2006).
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Findings

Searching for “Hot Topics”

Since the implementation of health promotion as a policy field in Austria in

the 1990s, the definitions of priorities and goals set for activities are largely

tied to project funding (Noack 2011; Hofmarcher and Rack 2006). The

women’s health center, similar to other public health actors in the Austrian

context, has only limited stable funding that ensures their ability to offer

basic health counseling hours. Offering additional health promotion activ-

ities and launching new initiatives are almost entirely dependent on receiv-

ing third-party funding. Major sources of project funding include the federal

Healthy Austria Fund, the communal Wiener Gesundheitsförderung (Vien-

nese Health Promotion), and the Austrian social security carriers.

In this context, the procurement of funding is a major concern for the

health center, leading to interventions being mainly organized around topics

that may attract funding. Innovativeness is a major criterion for the funding

of projects in the Austrian health promotion context; therefore, the health

center must constantly search for new “hot topics,” as stated by health

professionals. Buzzwords such as “diversity” play a crucial role in this

search and foster an entrepreneurial atmosphere among the team members

of the health center.

The health promotion project we observed was actually based on a

combination of two hot topics: obesity and diversity. Since the early

2000s, obesity has become increasingly framed as a major public health

concern in the Austrian context (Felt et al. 2014; Penkler, Felder, and Felt

2015). Indeed, in the past few years, the health center has been able to

attract project funds to address obesity, including several health promotion

projects aimed at obesity prevention or weight loss. One health professional

told us that the director of the health center had pushed to focus on this topic

despite the fact that other members initially showed little interest:

I cannot say why, but (the director) wouldn’t stop talking about this topic.

I guess she had realized that it is a politically popular topic and there will be

money in it.

For many on the team, and at that point in time, obesity was not an

obvious matter of concern, which illustrates how in projectified contexts,

health professionals need to develop the skills to anticipate which topics

will be regarded as having enough future potential and which will not.
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The second hot topic around which the health promotion project was

organized was “diversity,” a buzzword that has gained popularity in the

Austrian context in the 2000s, and which was largely imported from the US

context (Felt, Felder, and Penkler 2017). As indicated by the interviews we

conducted, being “diversity-sensitive” is often considered “best practice” in

public health, and it also plays a central role in the self-presentation of the

health center, which had begun to explicitly engage with this notion during

the design of the project. The project team, whose members come from

different migrant backgrounds and pride themselves on their ability to speak

multiple languages (thus “living diversity,” as stressed by several team

members during the interviews), was clearly drawn to this new positive

framing of human differences.

The health center began to consider the term “diversity” against a back-

ground in which concerns about health differences have always played a

central role. The women’s health center was founded in 1999 specifically to

cater to what was perceived as the “socially disadvantaged” segments of the

population. Its foundation was a response to the growing realization that

existing public health services mostly focused on more “privileged” groups.

As explained by the director of the health center, “Anyways, health promo-

tion used to be—frankly—a middle and upper-class program, wasn’t it?”

The director and other members stated that the original work of the

health center was strongly motivated by a social justice framework in which

differences in health access and needs were framed as the consequences of

well-entrenched socioeconomic disadvantages. Therefore, due to the orig-

inal framing, differences among population groups were considered to be

something negative that would ideally be overcome at some point. The

health professionals embraced more recent discourses on “diversity,” partly

in response to concerns about the stigmatizing effects of framing disadvan-

taged groups by using deficit terminology and partly because of the oppor-

tunity to ground their work in a more positive understanding of human

differences. At the same time, they remained concerned that a purely pos-

itive framing of “diversity” might obscure how it is linked to and might lead

to inequalities due to structures of discrimination.

As a buzzword, “diversity” exemplifies the fuzzy nature of wide-

sweeping concepts that are often used to programmatically steer fields in

particular directions. As we will show in the upcoming sections, this multi-

valence and ambiguity regarding how to evaluate “diversity” proved to be a

source of constant struggles and negotiations during the implementation of

a “diversity-sensitive” health promotion project. The tensions apparent in

the health professionals’ work were further increased because of the
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time-limited nature of the project. The professionals were required to iden-

tify and delineate “public health problems” that could fit within these tem-

poral confines. This emphasis encouraged narrow definitions of target

groups and the attribution of clearly defined needs to these groups, which

may be at odds with a more comprehensive understanding of “diversity.”

Designing and Assembling a Doable Project

To translate “diversity” into concrete public health interventions, the health

professionals had to articulate the buzzword in a way that fit the project

format. Working in a “diversity-sensitive” way was operationalized as

designing interventions that cater to target groups meant to represent clearly

distinct segments of the population. Based on prior experiences, the project

team chose to adopt a commonly recognizable and easily relatable under-

standing of diversity in the form of categorical differences between groups.

They decided to focus on the combination of two rather robust large-scale

categories for grouping the Austrian population: gender and native lan-

guage; therefore, they planned and conducted gender-separated diet group

interventions in German, Turkish, and BCS.

The need to legitimize a “diversity-sensitive” approach created a strong

incentive to conceptualize the different diet groups as having clearly dis-

tinguishable ways of living and therefore different needs for addressing

issues related to body weight. On the one hand, the center argued that

gender-separated diet groups were necessary, as women and men relate

to specific gender roles and attach different meanings to their bodies, have

gender-specific ways of expressing their concerns, and experience differ-

ently the highly emotionalized topic of body weight.

On the other hand, the reason for conducting interventions in Turkish

and BCS as well as in German was to reach population groups that were

perceived as somehow disadvantaged compared to others in the Austrian

health-care system. Based on their prior experiences, the health profession-

als started by forming the hypothesis that migrant communities struggle not

only with language problems but also with access barriers due to specific

blends of cultural, educational, and socioeconomic factors related to health

literacy. Language was thus used as a proxy for addressing “cultural” dif-

ferences, that is, differences in the social and cultural contexts of their

clients and differences in their biographical situations as well as their

assumed values.

These assumptions about these different needs led the center to develop

different strategies for enrolling the participants into the diet groups. For
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example, the health professionals scheduled the Turkish women’s groups

for specific times of the day:

We have, for example, planned the Turkish courses before noon because in

our experience, the housewives or women who are not working full-time

prefer to come to us at this time, don’t they? Because they often have to

go home at noon in order to pick up the kids from kindergarten or school . . . .

In contrast, the BCS groups were planned during the evening because the

psychologists assumed that women who had migrated from former Yugo-

slavia would—in contrast to Turkish migrants—work full time and thus

would only have time in the evening.

Similarly, the health professionals employed very different strategies for

contacting the potential participants based on prior assumptions. Below are

comments from another psychologist involved in designing the project:

The Turkish-speaking psychologists went where the women could be found,

which was primarily at the mosques and cultural clubs. And every woman had

to be individually approached there. It wasn’t enough to go speak to a group

or so, you really had to talk with every single woman. The German-speakers

were naturally a bit easier to approach. I remember when we put an insert in

the Kronenzeitung [Austria’s largest tabloid], and the telephone wouldn’t

stop ringing.

The effort that the health professionals put into reaching the Turkish

clientele illustrates how their predefined target groups were not simply “out

there” waiting to be enrolled. Rather, developing the diet groups described

in the project proposal required much extra work for the health profession-

als in terms of assembling the respective groups. This effort indicates that

the composition of the diet group did not simply represent preexisting

population groups. The specific form of the health center’s recruitment

work homogenized what was regarded as typical for the Turkish- and

German-speaking women in general; it also excluded potential clients that

did not conform to these constructions, such as German-speaking women

with low health literacy or those who did not respond to the advertisement

in the newspaper. We regard this as an example of what Busch (2011) calls

“standardized differentiation” (p. 152), that is, the use of standards to estab-

lish differences between categories. The participants were positioned both

as members of a specific group and as different from all others outside of

the group.
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The requirement to construct a doable diversity-sensitive health promo-

tion program thus led the health professionals to conceptualize target groups

with different needs and, subsequently, to engage in assembling actual diet

groups that corresponded to their initial definition of “diversity.” However,

the process of assembling the groups was not always successful because it

also depended on the availability of actors that would fit to the prescribed

groups. This was particularly evident for the BCS groups, which proved not

to be doable, as explained by the director:

We dropped [the BCS groups] again. We held one course, but we saw that

holding another one was not necessary. The women are simply linguistically

more advanced; it is clearly possible that women who come from former

Yugoslavia take German-language courses. There are not so many . . . of these

classical cultural differences.

The center’s difficulties in recruiting participants for the BCS group led to

the conclusion that the needs of BCS women had become close to those of

German-speaking women. The BCS group had an advanced understanding

of the German language, which was considered to be a proxy for having

similar health-related needs. In contrast, difficulties in recruiting partici-

pants for the Turkish-speaking groups triggered an even stronger effort to

reach women who met the requirements for inclusion in the target group.

Coproduction of Diet Groups and Problem-Solution Packages

The definitions of the different target groups, how the health professionals

perceived their respective problems, and the solutions to those problems

were all mutually constitutive. In observing the health promotion project,

we could thus witness coproduction in the making (Jasanoff 2004), that is,

how the actors know and represent the world around them is inseparable

from the ways they live and intervene in it. The actual composition of the

diet groups not only changed what was discussed during the two hours of

the weekly meetings but also shaped the understanding of the participants’

bodies and of the health issues that needed to be addressed.

The health professionals identified the factors motivating German-

speaking and Turkish-speaking clients to participate in the health promotion

project as differing markedly. The director of the health center told us:

Women without a migration background have enormous [amounts of]

psychological stress; they have tried umpteen diets . . . . They also already
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know quite a lot regarding nutrition; [they] are better nutritionists and

dieticians than our trainers . . . . This is not at all the case for women of

Turkish origin . . . they have only very little nutritional knowledge but also

less psychological stress: I now have to lose weight . . . and part of that is

simply that they don’t have to worry about a certain societal beauty ideal,

isn’t it?

According to the health professionals, in the context of these two groups,

obesity was constructed as a quite different problem. For German-speaking

women, they described the weight problem as being largely psychological:

prevalent body images would pose a lot of emotional stress on women to

comply with hegemonic beauty ideals, which in turn leads to self-

deprecation and unhealthy dieting habits. Psychological work addressing

the emotional aspects of food and body weight and aiming at transforming

the women’s self-perceptions was thus put in the focus of the German-

speaking diet groups.

In contrast, the health professionals characterized the Turkish-speaking

women as being less concerned with their body image and as more moti-

vated by genuine health concerns such as back pain. Allegedly, beauty

ideals were of less importance for this target group due to traditional Turk-

ish gender roles. The main problem of this target group was described by a

psychologist as “having a very strong deficit in regard to healthy nutrition.”

Accordingly, the Turkish-speaking diet groups were designed with a focus

on providing nutritional knowledge and increasing health literacy. The

project team, therefore, decided to include a male Turkish-speaking medical

doctor as a coleader in both the male and female groups. They had colla-

borated with the doctor in previous projects and argued that he was well

received by this target group that attributes a lot of authority to medical

expertise. This was somewhat at odds with the design of the German-

speaking groups, which were led by gender-matched psychologists, as gen-

der parity between clients and supporting health professionals was deemed

as psychologically advantageous. Knowledge orders and social orders thus

got closely entangled.

Catering to the Turkish-speaking clientele also had consequences for

how the Turkish-speaking diet groups developed in practice. From the

beginning, it proved difficult to develop an obesity-focused project that

was attractive to Turkish-speaking migrants; in the advertisements, the

health professionals reframed it in strategic ways, as noted by one of the

psychologists:
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What is always well received is healthy nutrition—isn’t it?—healthy cooking

for the family . . . if we came and said: we have a wonderful slimming pro-

gram here—that would be totally unattractive.

Thus, while the project was financed and legitimatized as a weight-loss

intervention, adapting to the perceived needs of the target group led to a

marked reduction of the focus on body weight in the Turkish-speaking

groups. This became even more of an issue when the groups were actually

held. A Turkish-speaking psychologist shared the following:

They not only ask questions about nutrition or losing weight, but, as there is a

Turkish-speaking doctor here, they come with all their clinical reports and

want to discuss all kinds of things with the doctor . . . for example, what are

the side effects of this or that drug? Or they ask questions about other dis-

eases, for example, thyroid diseases. You can tell that the women cannot

usually discuss these things with their doctors because of their limited ability

to speak German.

The method used to define the Turkish-speaking groups thus led to shifting

the focus away from weight loss, and the health issues discussed in the

group went far beyond issues related to weight and food. The Turkish

women utilized the diet groups as an otherwise missing occasion to discuss

health problems with a medical doctor in their native tongue. The health

professionals in turn were happy to provide this service to a target group

that was seen as disadvantaged and as having difficulties to access compre-

hensive primary health care. Accepting that the official goal of losing

weight shifted to the background, they also perceived the Turkish-

speaking dieting groups as an opportunity to bring together women who

are often isolated to discuss topics of physical and emotional health.

In the Turkish-speaking diet groups, the shift away from a focus on

issues related to weight loss was a consequence of the project design; to

ensure that the health promotion intervention was diversity-sensitive, the

health professionals had to “identify” diet groups with clearly distinguish-

able needs. The project’s success thus rested on the capacity to shape doable

problems that are both adapted to the funding logic and appropriate for the

respective groups the project should speak to (Abrahamsson and Agevall

2010). Thus, our case shows how the attempt to develop a project that

relates to two hot topics—”obesity” as a growing health concern and the

buzzword of “diversity”—can create challenges and tensions for a health

promotion practice that tries to attend to both. We witnessed a shift in how
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the very health problem that needed to be addressed was reconfigured on

the frontstage and concerns over body weight were moved to the backstage.

The methods used to define the groups and their needs performed

“substantial difference,” which then shaped how the health professionals

represented their clients. In the interviews, project reports, and conference

talks, the perceptions of Turkish-speaking clients reiterated arguments that

attributed their otherness to culture.3 Their weight problems were depicted

as rooted in their poor health literacy and cultural norms; thus, the center

engendered public health concepts that define the poorer health status of

particular groups in terms of a deficit with regard to the majority population

(Schneeweis 2011; Douglas 1995). Turkish-speaking women were charac-

terized as being less affected by beauty ideals because their lifestyle and

mode of dressing were perceived as more traditional and less westernized.

These differences were partly an artifact of the recruiting process tied to the

project design: the “German-speaking” group was self-recruited and

included clients who were already concerned about their body weight.

Individuals for Turkish-speaking groups were explicitly searched for while

concurrently excluding Turkish-speaking women who worked.

The descriptions used for each group fall inconveniently in line with

widespread stereotypes about Muslims in Austria (Hametner 2014). How-

ever, the psychologists were not ignorant of these potential consequences

and were very conscious of the dangers of othering their Turkish-speaking

clients. We will highlight their struggles to address these tensions in the

next section.

Struggling with Tensions in Diversity-sensitive Project Work

As previously discussed, designing the health promotion project for diet

groups separated based on gender and language coproduced representations

of the clients that tended to inconveniently fall along the line of prevalent

cultural stereotypes (Hametner 2014). Such representations not only tend to

influence how people perceive themselves (Hacking 1986) but also affect

how they are perceived in a wider public sphere through the health center’s

publications and conference presentations. This posed a challenge for the

health professionals who were deeply concerned about the social disadvan-

tages of their clients and potential stigmatization and who, as one psychol-

ogist puts it, were “of course” aware that “differences are produced.”

Despite being conscious of the risks embedded in such an approach, the

health professionals fully stood behind it. This is well described in the

following reflection provided by a psychologist:
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Out of our experiences at the health center: yes, there are real differences.

And it doesn’t matter if they are a specific nationality or where they come

from because there are groups that are disadvantaged and really need special

support, aren’t there? . . . . And it is also good that we offer gender-specific

programs because it is a necessity and it does make sense.

To counterbalance the potential problems linked to explicitly calling people

“migrants” or labeling them as “disadvantaged,” the health professionals

highlighted the importance of explicitly acknowledging existing social

injustice: they strongly called for acknowledging that there are structural

disadvantages that need to be identified and addressed, even at the danger of

homogenizing groups and fostering certain stereotypes.

The professionals deeply cared about and struggled with such questions,

which became evident in the interviews we conducted with them but did not

find expressions in their official statements. On the one hand, the project

team presented the utility of a diversity-sensitive approach as self-evident in

their official reports and at conference presentations and did not further

problematize it. They described their approach as an unequivocal success

in addressing a clear need for diversity-sensitive health promotion. For

example, the final project report states: “The results have shown that this

approach accommodates very well to the needs of the different target

groups,” adding that there is a continuous “high demand” for such

measures.

In contrast to these public presentations, the health professionals expli-

citly told us that they welcomed the opportunity to reflect on this “difficult

topic” in the more informal setting of the interviews and to engage us as

“diversity experts.” They asked us, the social scientists, about our own

opinions of what the definition of diversity is or should be. This allowed

us to gain insights into how they addressed a perceived tension between the

need to acknowledge differences and the danger of stereotyping. We

observed two main strategies to handle these tensions at work. One tech-

nique of resisting such culturalizations was to collectively remind each

other in team meetings of the fragility of concepts such as culture and to

scrutinize their own evaluations of the communities they worked with. For

example, the director of the health center shared the following:

We discuss this topic a lot, that we ourselves do not say: the “migrants” and

the “non-migrants.” Okay? Like in the example of the farmwomen. We tend

to think: Oh, of course, women of Turkish descent are like that. But if we look

at the countryside here [in Austria], there actually is no difference, is there?
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This is something you can apply to other topics as well, such as the issue of

headscarves . . . my grandmother never left the house without a headscarf.

Yes, there are these differences, but they are sometimes not as massive. But

of course, there are specificities.

The psychologists stressed that the differences perceived as “cultural” were

often rather a matter of education, socialization, or class. The professionals

occasionally policed themselves in our interviews when they realized their

arguments might paint a stereotypical picture about Turkish-speaking

Viennese.

Another strategy that the psychologists applied was to stress the indivi-

duality of each participant. By doing so, they observed that their view

aligned with recent trends in discourses on diversity:

It goes ever more into the direction of paying attention to individual needs.

Not to build rough categories, but to pay attention: what makes this individual

person different. To look at all the small parts. I do think that this is a good

approach. Because, as I said, the social milieu, the migration background, or

sexual orientation do not really mean much, do they?

To address the tensions that emerged in their work, the psychologists

stressed the importance of taking an individual approach and reminding

themselves that “everyone is different.” However, they also called for

caution and stated that they should not lose sight of the systematic

oppression and discrimination of specific groups by simply focusing

on each client individually, which highlights the danger of obscuring

structural factors.

The complexity of the health professionals’ engagements with the notion

of diversity shows how diversity is a vague and ambiguous buzzword that

can encompass different articulations of the relevant differences between

human beings. However, the way in which the project was set up was

mainly focusing on one articulation of diversity—caring for diversity as

attending to group differences—and subsequently it also reproduced this

understanding, leaving in practice little room to actually engage with the

unique needs of individual clients. The health professionals wished they had

more time and money to integrate a more individualized understanding of

human differences into their work. They found that good health care

required both a focus on the individual and a consideration of the specific

vulnerabilities of different groups; however, the limits of projectified health

promotion severely impeded this task.
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The short-term nature of project work was thus seen as a constant impe-

diment and challenge. The health professionals told us that working mean-

ingfully in a diversity-sensitive way would require more stable

arrangements, and they worried about the sustainability of their health

promotion interventions: they felt that any success they made with their

clients was threatened by the imminent discontinuation of their work when

a one-year diet group was over. The director told us:

It [a health promotion program] is well accepted, it is going nicely, there is

demand, and then the project ends. And that is an absolutely frustrating

experience that we have again and again.

The project team worried about how to continue rendering their services to

their clients on a more long-term basis and worked hard to find solutions.

The health center funded a small amount of diet groups out of their basic

budget after the official end of the project, and the team strived to find new

funds for a more large-scale continuation of the project but was unsuccess-

ful at the time when we concluded our fieldwork. In our interviews, they

voiced a sense of frustration between policy makers’ claims about the

importance of “diversity” as a buzzword and the lack of resources devoted

to it in a project-driven world. This sense is palpable in the following quote

by the director: “Diversity is fashionable, and you often hear how important

it is, but it’s mostly a fig leave. Lived diversity is rare.” According to her,

what is really needed is a more open approach toward diversity that allows

addressing more long-term and partly unforeseeable needs and that gives

enough space for meaningful developments: something that is difficult to

accommodate for in short-term and necessarily time-limited projects.

Discussion

This article identifies the effects of two trends in contemporary biomedicine

that have thus far been largely addressed separately in the literature: the

steering of fields through programmatic “buzzwords” and the projectified

nature of contemporary health research and health care. Our case study of a

diversity-sensitive health promotion project shows how these two trends are

intimately intertwined in contemporary Austrian public health programs:

the “structural uncertainty” (Abrahamsson and Agevall 2010, 202) inherent

in an organizational form based on (always insecure) short-term funding

leads to a situation in which actors strategically articulate new projects

based on currently fashionable funding trends—a dynamic that is
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strengthened by an insistence on “innovative” approaches in NPM. In this

context, terms that are popular, highly value-laden, and quite vague play a

crucial role in guiding the design of projects. The promissory logic inherent

in the world of projects (see Borup et al. 2006) leads to a situation in which

actors feel compelled to make sweeping promises about solutions to societal

challenges as epitomized in buzzwords such as “diversity” combined with

the promise of obesity prevention.

At the same time, the organizational form of the project often under-

mines the realization of these wide-sweeping claims and ambitions. Our

case study exemplifies that well: while the buzzword of diversity often

stands for a positive revaluation of human differences tied to imaginaries

of long-term cultural change, the institutional logic used to develop projects

caused health professionals to articulate and specify it in a much more

restricted way. One reason for this is that the design of projects requires

the identification of clear-cut problems and goals that can be addressed

within the spatial, infrastructural, and temporal constraints of a single proj-

ect. In the context of public health’s biopolitical concern with the health of

subpopulations, the need to develop “doable” projects encourages health

professionals to identify clearly specified (large enough) target groups and

their needs. The logic used for projectified health promotion thus promotes

a practice of addressing diversity that may appear as being crude and

potentially stereotyping and thus be at odds with efforts to increasingly

fine-tune the categorizations applied (see Felt, Felder, and Penkler 2017).

Notions such as “superdiversity” (Vertovec 2007) highlight how entrenched

categories of diversity are increasingly regarded as problematic and as

inadequately representing the complexity of contemporary societies and the

proliferation of social stratifications and identity categories. While the

health professionals expressed enthusiasm for such notions of diversity in

our conversations, they also felt compelled to design their project in line

with and reinforcing more rigid understandings of diversity in terms of

entrenched social categories. The need to define “doable” health interven-

tions upfront thus means that a more open and flexible form of diversity that

is responsive to unforeseen needs, intersectionality, and, perhaps, newly

emergent forms of difference easily appears to be too risky and complex.

Additionally, the temporalization of project work hampers and compli-

cates attempts to implement more structural changes in the provision of

health care—something clearly needed if the visions of structural and cul-

tural change tied to notions of “diversity” are taken seriously. There is an

inherent tension in trying to reach long-term goals through projects, as what

they can contribute is necessarily and by definition limited by time and
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resources. Projects tend to offer temporary and singular “fixes” for long-

term structural problems (Abrahamsson and Agevall 2010; Felt 2017a). As

a result, actors constantly worry about how to maintain sustainable work

arrangements despite these limitations, asking questions like: how can they

get the next project funded? Is a specific topic going to continue to be “hot”

and thus to attract funding? How can they ensure continuity between and

across projects in order to be able to cater to health-care needs and problems

that require long-term approaches?

The pressure to align with certain buzzwords thus adds to the “dilemmas

and contradictory logics” of the “world of projects” (Vermeulen 2015, 32)

in specific ways. The “new iron cage of project rationality” (Maylor et al.

2006, 664) tends to change how these buzzwords are specified and articu-

lated in ways that may create considerable tensions with what actors would

actually regard as the most appropriate way to engage with notions such as

diversity. As a result, actors face the challenge of having to navigate and

reconcile conflicting institutional, substantial, and conceptual demands, as

the logic of the project form guides their work in directions that are far

removed from what they were initially inspired to do.

Our analysis identifies the limitations of addressing diversity-related health

issues through projectified work. There is an inherent tension between the

short-term nature of projects and the long-term aspirations tied to establishing

diversity-sensitive approaches. While the projectification of health care is

often advanced with the argument that it allows predefined goals to be reached

more efficiently, in reality, the logic and framework of projectified work

considerably change how diversity in health care can be approached as a

problem and how solutions are developed. Temporalized project work does

not allow organizations the time they need to develop novel approaches to

diversity in specific contexts nor does it allow for the work that is needed to

address the complexities of multiple coexisting differences. Instead, short-

term projects tend to focus on classical forms of “standardized differentiation”

(Busch 2011, 152). For professionals to imbed meaningful definitions of

human differences that address the complex web of life concerns and structural

factors in the design and outreach of their projects, they need a work environ-

ment that allows for reflection and for considering broader problems that might

not be solved during the short life span of a single project.
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