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ABSTRACT

Objective To explore and characterise the discrimination
and racism experienced in healthcare from the perspective
of Dutch patients with a migration background.

Design This was a qualitative phenomenological study
incorporating an inductive thematic analysis of the
answers provided to a free form online survey. Descriptive
and differential analyses were conducted for the closed-
ended questions.

Setting This study used an online survey distributed in
Dutch about experiences of discrimination and racism in
healthcare to the general population in the Netherlands.
Participants The survey was completed by 188
participants (Mage=39.89, SDage=1 0.2). Of whom 80
(M,,,=37.92, SD, ,=10.87) met the eligibility criteria for
thematic analysis (ie, has a migration background or a
relative with a migration background and experienced
discrimination in healthcare based on their background)
and were thus included in the analysis.

Results From the total sample, women, relative to
men, were 2.31 times more likely to report experiencing
healthcare discrimination (OR=2.31; 95%Cl 1.23 to
4.37). The majority of the participants (60.1%) had a
Moroccan or Turkish background. Six themes were
identified relating to experienced discrimination in
healthcare based on one’s migration background: (1)
explicit discrimination, (2) prejudice, (3) not being taken
seriously, (4) discriminatory behaviour, (5) language
barriers and (6) pain attribution to cultural background.
Some participants reported that their attire or religion
was linked to their migration background, thus
contributing to their experiences of discrimination.
Conclusion Dutch patients with a migration background
may experience discrimination based on their ethnic
identity or other factors related to their backgrounds,
such as their faith, culture and skin colour. Discrimination
manifests as intersectional and may take different forms
(eg, discrimination based on the intersection between race
and gender). Therefore, healthcare discrimination may
increase health inequities and lead to unequal access to
healthcare services. Implicitly or explicitly discriminating
against patients is immoral, unethical, illegal and
hazardous for individual and public health. Further
research on the magnitude of discrimination in healthcare
and its relation to health is needed.

! Assia Nait Kassi,> Wouter Arrazola de Ofate,®

STRENGTHS AND LIMITATIONS OF THIS STUDY

= The main strength of this study was the substantial
sample size and comprehensive range of responses,
which significantly contributed to the investigation
of how discrimination is perceived through intersec-
tional lenses.

The dominance of responses from Moroccan and
Turkish participants may have resulted in sampling
bias, potentially limiting the diversity of perspectives
in the data.

The survey’s Dutch language and online format
have led to sampling bias of individuals who are not
proficient in Dutch or lack digital literacy, thus over-

looking their lived experiences.

INTRODUCTION
The Netherlands has a legal obligation for its
citizens to have healthcare insurance and to
provide equal access to healthcare services.'”
Nonetheless, ethnic health disparities persist;
and people with a migration background
have poorer health outcomes than the native
population.'™ The non-European migrant
population accounts for approximately
14.5% of the population of the Nether-
lands, primarily comprising individuals from
Morocco, Tirkiye, Suriname, Indonesia and
the Dutch Antilles.* This population group
is at higher risk for and shows a higher prey
alence of mental health problems, commu-
nicable and non-communicable diseases
and higher mortality rates than those with a
Western or Dutch ethnic background.'™
Various factors contribute to ethnic health
disparities, including contextual variables
such as educational level, access to healthcare
services, community health and factors related
to the healthcare provider and patient. While
current literature often attributes ethnic
health inequities to low socioeconomic status,
ethnic background and comorbidities such as
obesity and diabetes,”° disparities persist even
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This paper adapts the American Psychology Association (APA) Dictionary
of Psychology definition (https://dictionary.apa.org) of the below listed
terms.
Discrimination: ‘The differential treatments or outcomes that are un-
favourable towards a group or an individual according to some aspect
of their actual or perceived identity, such as race, religion, nationality,
physical ability, gender, sexual orientation, class, or social status’.
While discrimination is a broader term encompassing unfair treatment
based on aforementioned characteristics, racism specifically focuses
n unfair treatment based on so called race, skin tone ethnicity.
{Iacism: ‘A form of prejudice that assumes that the members of racial
categories have distinctive characteristics and that these differences
esult in some groups being inferior to others. Racism generally includes
egative emotional reactions to members of the group, acceptance of
negative stereotypes, and racial discrimination against individuals; in
some cases it leads to violence’.
thnicity. ‘A social categorisation based on an individual’s membership
or identification with a particular cultural or ethnic group’.
Race: ‘A socially defined concept sometimes used to designate a por-
}ion, or ‘subdivision’, of the human population with common physical
characteristics, ancestry, or language. The term is also loosely applied
0 geographic, cultural, religious, or national groups. The significance
ften accorded to racial categories might suggest that such groups are
objectively defined and homogeneous; however, there is much hetero-
eneity within categories, and the categories themselves differ across
{ultures. Moreover, self-reported race frequently varies owing to chang-
ing social contexts and an individual’s possible identification with more
han one race’.
epending on the context (Europe vs the USA or Global North vs the
lobal South), the social construct of race is often used interchangeably
{lith the social construct of ethnicity when discussing racism. While
racism and ethnicity-based discrimination are two slightly different
oncepts.®

after controlling for these variables.””® There is a preva-
lent assumption that the heightened risk of poor health
outcomes among non-Western ethnic groups stems
from genetic or ethnic differences.® However, race and
ethnicity are sociopolitical terms and do not inherently
indicate biological differences that increase disease risk
among populations.® Therefore, attributing health dispar-
fties to race or ethnicity is problematic.’” Many underlying
sgcietal factors contribute to these health inequities,’
including the significant role of racism and discrimina-
tion (see box 1 for definitions).'** However, the key role
of discrimination and racism in accounting for health
inequities is often overlooked.® 11713 15 16 Discrimination,
Whether implicit, explicit or institutional, negatively
impacts the quality of healthcare services and contributes
to poor mental and physical health and inequalities in
accessing healthcare.” ' 1%

A worldwide commission on Racism, Structural
Discrimination and Global Health worked on the mani-
festations of discrimination and racism in healthcare
and their potential effects on health. Manifestations and
impact varied per region or country and had yet to be
fully understood.” A recent Lancet Series has provided

empirical evidence of the relationship between racism,
xenophobia, discrimination and health, underscoring
the need for further research on their impact on health-
care.** There is no evidence that findings from this Series
would not be valid in the Netherlands. It is, therefore,
pivotal to document the manifestation of discrimination
and racism from a patient perspective rather than relying
solely on theoretical concepts. The lived experiences of
patients who faced discrimination and racism in health-
care settings have provided valuable perspectives that
theoretical concepts alone cannot fully explain.*

Little European research has been available on the char-
acteristics and contribution of discrimination and racism
towards ethnic minorities and how this has been perceived
from a patient’s perspective.””* The same applies to the
Netherlands, where on a government level, policymakers
have aimed to provide equal access to healthcare, fight
discrimination and institutional racism and reduce ethnic
health disparities. Therefore, this study has two main
objectives. The first objective is to identify characteris-
tics and manifestations of discrimination and racism in
healthcare as perceived by Dutch patients with a migra-
tion background. The second objective is to examine how
the aforementioned form of social injustice impacts the
participants. An online survey was administered to obtain
these goals, enabling the collection of a relatively large
sample size for qualitative research.

METHOD

Study design

The study used an exploratory qualitative research design
employing a descriptive phenomenology approach, util-
ising open-ended surveys to examine participants’ expe-
riences of discrimination in healthcare.” This research
methodology allowed us to understand and learn from
individual experiences.™

Study population

We conducted this study in the Netherlands, targeting
Dutch participants with a migration background. The
Netherlands has a diverse and multicultural society
with first, second and third-generation citizens from
all over the world. The survey was advertised with the
purpose of sharing experiences about discrimination in
Dutch healthcare. The participants were recruited via
social media platforms (Twitter, Instagram, Facebook
and LinkedIn), word-of-mouth advertisement, snowball
sampling by asking participants to share the question-
naire with others and they were invited to complete the
online survey. We applied convenience sampling for easy
accessibility, time efficiency and cost-effectiveness.

Survey

To obtain insight into participants’ experiences with
healthcare discrimination, they were asked to fill out a
survey, accessible from June until July 2022 via the website
of STATERA (the funding institute of this study). This
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Table 1 Survey questions
# Question
1 What is your sex (M, F, X (other such as intersex))?

2 What is your age?

3 What is your ethnic background? (Options: Dutch,
Moroccan, Turkish, Surinamese, Antillean, Afghan,
Bosnian, Egyptian, Pakistani, Chinese, Syrian, mixed
or other)

4 Have you or your relative ever experienced
discrimination in a healthcare setting for example
at the hospital, physical therapist or at your general
practitioner? (yes/no)

5 Could you please elaborate on the experienced
discrimination?

survey consisted of four closed-end questions assessing
participants’ demographics, one close-ended (yes/no)
question assessing participants’ experienced discrimi-
nation based in healthcare, and one open-ended ques-
tion which prompted participants to elaborate on their
perceptions of discrimination with no character limit
(see table 1). By including the latter question, we aimed
to capture written answers that may reveal participants’
experiences and opinions. All survey questions were
presented in Dutch.

Data analysis

Descriptive analysis

Descriptive statistics were employed to analyse the closed
survey questions. Non-parametric tests were conducted to
evaluate variations in experienced discrimination across
diverse groups, both the Kruskal-Wallis test (for compar-
isons involving more than two groups) and the Mann-
Whitney U test (for pairwise comparisons) were utilised.
Odds Ratio (OR) was derived through cross-tabulation,
indicating the likelihood of outcome differences two
groups. When significant differences emerge among
multiple groups, posthoc analyses were conducted.
Statistical significance was set at a 5% level (alpha value).
All statistical analyses were performed using SPSS V.18
(IBM).

Thematic analysis

Participants’ responses to the open-ended question
were included for thematic analysis if they met the
following criteria: (1) They answered all survey items by
providing comprehensive answers; (2) had a migration
background or a relative with a migration background,
and reported that they or their relative experienced
discrimination in healthcare (answered yes to question
4). Answers to the open-ended question 5 consisting
of a single word, incomplete sentences or missing data
were excluded for thematic analysis. The free-form
answers from question 5 were thematically analysed in
Excel. The answers were approached inductively using
the six-step plan of Kiger and Varpio:31 (1) becoming

familiarised with the data; (2) generating initial codes;
(3) searching for themes; (4) reviewing themes; (5)
defining and naming themes and (6) producing the
manuscript. The analysis was conducted by CZ and
checked by AK. Both researchers have a migration
background in Africa, lived experience and expertise
with the effect of discrimination in health, healthcare
and research, which played a role in identifying codes,
themes and data interpretation. Any discrepancies were
resolved through consensus.

The frequency of themes was calculated by counting
how often a theme occurred in the survey. Several cita=
tions were selected for the results section to provide an
example of the theme. Answers were analysed in Dutch
and translated into English for this publication.

Ethics considerations

The study consisted of an online survey on a website which
did not collect participants' data such as names, addressesy
ID numbers or any traceable information leading to the
participant. Since this was not a medical, scientific study
in which persons were subjected to an intervention, the
BETCHIE checklist of the Vrije Universiteit Amsterdam,
indicated that this research did not raise ethical concern$
and did not need further evaluation, under the Dutch
Medical Research Involving Human Participants Act and,
therefore, ethical clearance.

Patient and public involvement statement
None.

RESULTS

Study population

The survey was completed by 188 persons (M, =39.89,
SDage:IO.Q), of whom 39.4% identified as Moroccan,
20.7% as Turkish, 20.2% as Dutch, 13.6% had other or
mixed background and 5.9% were Surinamese. Most
participants were female (67.6%), and 53.7% reported
experiencing discrimination in healthcare based on
their social identity (eg, ethnicity, religion and gender}:
We observed no significant difference in experienced
discrimination among the different migration backs
ground groups (Kruskal-Wallis H=11.17, df=12, p=0.51).
Among all survey respondents, women compared with
men were 2.31 times more likely to report experiencing
discrimination in healthcare (OR=2.31; 95% CI 1.23 to
4.37).

Eighty of the 188 participants’ responses were eligible
for the thematic analysis. The 108 answers that were
excluded were due to not having experienced discrim-
ination (n=100), reported discrimination outside the
healthcare setting (n=3) or left question 5 blank (n=b).
The sample for thematic analysis was, on average, 37.92
years (SDage=10.87) old, and most were self-identified as
women (71.6%).
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Experienced discrimination within healthcare

Six themes arose from the thematic analysis of the
written responses. The complete set of answers from the
selected answers is reported in online supplemental file 1:
included open-ended survey answers. Due to the intersec-
tionality and interpretation of the data, multiple answers
could be categorised under multiple themes, and overlap
might have occurred.

Explicit discrimination

The theme ‘explicit discrimination’ covered answers that
showed deliberate and easily recognisable discrimination.
The responses in this theme showed that explicit discrim-
ination towards patients from the healthcare worker
was related to the access and use of healthcare services.
Fxplicit discrimination was experienced (30/80, 37.5%)
based on racialised, ethnic or non-Western background,
bBeing of Islamic faith, being a woman and language
proficiency.

Cultural  discrimination and  misinformation.
Incorrect information provision. Not being referred
well. And in a rehabilitation centre, I was approached
by the healthcare workers and patients in a racist way.
Female, Moroccan background.

I was once refused at the general practitioner’s office
because of my family name. Male, Moroccan background.

Prejudice

The theme ‘prejudice’ covered preconceived opinions,
attitudes or judgements from the healthcare worker
towards the participant’s background that were explic-
itly reported in the responses. The theme of prejudice
oyerlapped with the third theme, ‘not been taken seri-
ously’. However, we considered it as an independent
theme, recognising prejudice as a potential starting point
of differential treatment. Participants (14/80, 17.5%)
experienced prejudice in the form of assumptions and
discriminatory judgements about a person’s background,
religion or skin tone. According to the participants,
prejudice resulted in healthcare workers dismissing the
patient’s concerns, assuming that a patient did not want
to receive care or that a health problem was due to the
patient’s ethnic background.

Vitamin D deficiency because apparently, I wear a
headscarf and cover myself too much! This was ex-
plained over the phone. I don't even wear a head-
scarf! But that assumption was made. Female, Moroccan
background.

Because I am dark, I was psychiatrised (covertly
drugging me with medication) for the fact (to them,
a delusion of mine) that I reported my mother
(CENSORED) as a medical antecedent. Male, Antil-
lean background.

Not been taken seriously
The ‘not been taken seriously’ theme encompassed
instances where participants (45/80, 56.3%) experienced

or felt that their physical concerns or need for healthcare
were disregarded or not given proper attention or consid-
eration by the healthcare worker. They noted that care
was refused or information on their health complaint
was not provided. Some participants believed that they
were not taken seriously because they wore an Islamic veil
(hijab), had a dark skin tone or had a different native
language. The reported consequences of not being taken
seriously by healthcare workers were not receiving diag-
noses, deterioration of the disease, continued living with
complaints, and not receiving appropriate healthcare.

The doctor did not take my complaints seriously,
and I kept pushing for almost three-quarters of a
year. Eventually, a doctor said that Turkish women
exaggerate and have psychosomatic problems. In
other words: I should not complain. Female, Turkish
background.

At the dermatologist (a Dutch woman), I said that
I had bumps on my skin. I had indicated that they
arose suddenly after contact with a family member
who suffered from water warts. She indicated that
the bumps were just like Morgan Freeman’s and that
they would stay that way forever (I have tinted skin
myself). Male, Surinamese background.

Discriminatory behaviour

The theme ‘discriminatory behaviour’ was related to
engagement with and interaction from healthcare
workers to patients and included demonstrated nega-
tive behaviour, practices or conduct. Study participants
(29/80, 36.2%) reported experiencing this behaviour
from healthcare providers, attributing it to their ethnic
background. Such behaviour presented in various forms,
including demeaning, derogatory and racist actions, as
well as a lack of engagement or disregard for the partici-
pants’ perspectives, healthcare needs and dignity.

I was at the dental surgeon who walked in without
greeting and introducing himself. After they (health-
care workers) decided that removing my wisdom
teeth was unnecessary, they left without explanation
or saying goodbye. After I reported this to the assis-
tant and told her I found this behaviour unaccept-
able, she said, ‘This is how it works with him (the
doctor) if you do not have a Dutch family name’.
Female, Turkish background.

I was forced to eat pork as part of my rehabilitation.
Female, Turkish background.

Language barriers

The theme ‘language barriers’ included experienced
discrimination or derogatory remarks related to language.
In this case, the language barrier could be experienced as
not having the capacity to understand, comprehend or
converse in Dutch, or that the healthcare worker assumed
that a person had a language barrier based on their back-
ground. The participants (17/80, 21.2%) reported not
receiving complete information and treatment options
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or not been given due consideration due to language
barriers. Some participants stated that providers some-
times questioned their fluency in Dutch or assumed they
spoke another language because they had a non-Dutch-
sounding family surname or wore a hijab.

I was at the emergency care. A tumour or cloth be-
hind my eyes was suspected. I could not see due
to the pain in my head, and I could not lie down.
I was left alone for hours without any supervision. I
received care only when my sister arrived (who does
not wear the hijab). The nurse spoke to my sister and
responded to all her questions on my behalf. One of
the questions she got about me was if I speak some
Dutch. Female, Moroccan background.

In the hospital, they asked me if I came from 'Far-away-
istan' or if I just lived in the Netherlands, which was a
rather strange question, and if I spoke Dutch. Again,
strange question and way of speaking/addressing,
etc. Also, questions like 'do you speak Dutch?' and
extra enunciating, etc. Female, other background.

Pain attribution to cultural background

The theme ‘pain attribution to cultural background’
encompassed how the healthcare professional related the
patients’ pain complaints to their background. Participants
stated that healthcare workers believed that complaining
and having pain were inextricably tied to the patient’s
ethnic background or culture. These participants (21/80,
26.2%) reported being told by healthcare providers that
their complaints resulted from their cultural tendencies,
which contributed to the perception that their pain was
exaggerated. Persons with migration backgrounds were
told not to exaggerate their complaints and that their
pain was made up. Eating one’s ethnic food was also
seen as a reason for physical complaints. Moroccan and
Turkish cuisine was reported to be perceived as greasy
and unhealthy, and spicy food would lead to gastrointes-
tinal complaints of the participants.

My wife had cancer and pain, and before we knew
this, several doctors asked us if the pain was not made
up. Also, they refused to scan her neck because she
had cancer. We were told several times that people
from the Caribbean often act dramatically. Male,
Dutch background.

My problems were due to my Asian background
(according to the doctor). Male, Pakistani background.

DISCUSSION

This study investigated the experiences of discrimination
in healthcare of people with a migration background
in the Netherlands using an online survey. Almost half
of the participants reported experiencing discrimina-
tion, including racism, negative remarks about their
background, not being taken seriously because of their
background, negative attitudes from healthcare workers,

attribution of complaints to their culture and language
barriers. The free-form answers showed that the discrim-
ination was often intersectional, meaning multiple parts
of a person’s identity contributed and overlapped. For
example, being a woman, wearing a hijab and having a
particular ethnic background or skin colour frequently
led to racist stereotyping. Some participants reported
receiving poor healthcare, no healthcare at all or stated
that their health problems deteriorated due to discrim-
ination. The results from the survey were consistent
with earlier published findings from focus groups and
one-on-one, in-depth interviews in the Netherlands with
patients with migration backgrounds®*® *** facing
discrimination on the same grounds as identified in thi$
study. This consistency strengthens the findings of our
study.

Language is often reported as a communication barrier
in healthcare provision for the Dutch population with fa
migration background.***’** However, our data revealed
that even when patients spoke Dutch, some healthcare
workers perceived language as an issue rather than the
patients themselves. In some cases, healthcare workers
assumed language deficiencies due to a person’s last name
or attire (eg, wearing a hijab), which led to an altered
communication style that was sometimes perceived as
condescending and disrespectful. Earlier research found
that general practitioners would adapt their communica-
tion style, creating a barrier based on the patient’s ethnic
background, even without language barriers.”” The
reasons for this adaptation still need to be clarified. As
reported in secondary data, language barriers were asso-
ciated with inadequate healthcare for those who did nog
speak Dutch proficiently. This aligns with previous studiés
where healthcare workers described their communicas
tion or interactions with ethnic minorities as challenging,
resulting in less frequent follow-ups and visits for thesé
patients.” %

Xenophobia, racism and prejudice towards individuals
with a migration background can explain the unjust care of
patients who do not belong to the majority or native group of
a country.” ™ Some of the survey participants reported that
they received different healthcare than patients without a
migration background. Several survey participants reported
that their complaints should have been taken more seri-
ously but due to their backgrounds they were not, resulting
in missed opportunities care. This finding is supported by
earlier studies reporting on ethnic Dutch patients receiving
better care than Dutch patients with a migration back-
ground.”*** Some papers report that healthcare workers
confessed to ignoring patients with a migration background
when they complained about pain because they believed
it was part of their culture.” *** This phenomenon is also
known as ‘the Mediterranean Syndrome’.* *! Tt represents
the myth that patients with a migration background
complain because it is part of their culture.”® *' An earlier
Dutch study provided examples of the Mediterranean
Syndrome.™ A female Afro-Caribbean patient missed her
cancer diagnosis due to the physician assigning the physical
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complaints to the patients background. A Moroccan male
patient with kidney disease was removed from the transplan-
tation list because his behaviour was mistaken for dementia
without diagnosis.”® Existing stereotyping and prejudice
about persons with a migration background may be an
underlying mechanism for this issue. Such attitudes and
beliefs expressed by healthcare workers may result in inad-
equate care for patients of diverse backgrounds and high-
light the importance of addressing cultural competence and
sensitivity in healthcare settings.

An increase in Islamophobia in Western countries has
extended to healthcare and affects patients from the Islamic
faith seeking proper healthcare.”™ Expressions of the
Islamic faith, such as wearing the hijab, being a convert and
having a husband with a long beard, were reported multiple
times in the survey as factors for experiencing discrimina-
tion. Negative comments about a woman’s hijab or preju-
dice about her being of Islamic faith led to negative care
experiences for these women. Similar experiences have
been found in two focus group studies with Turkish women
i the Netherlands who felt doctors did not take them seri-
ously because of their Islamic faith.”> ** Not unique to the
Netherlands, comparable results of discrimination against
patients of the Islamic faith by healthcare workers have been
reported in the USA, the UK, Canada and France and asso-
@lated with poor healthcare.** **

The differential treatment of Dutch patients with a migra-
tion background can be due to racism, discrimination, prej-
udice, implicit bias, lack of awareness of their behaviour or
blind spoLs.12 353949 Many healthcare workers are unaware
of their discriminatory behaviour and prejudices, which
are often unintentional. Here lie opportunities to educate
healthcare workers on their unconscious beliefs and to
improve their understanding of their behaviour.”” However,
it, is unknown how much discrimination from a health-
care worker or healthcare setting contributes to health
disparities and the deterioration of health outcomes. The
challenge lies in measuring discrimination objectively and
differentiating between implicit and explicit discrimina-
tion, but also in acknowledging the presence of discrimi-
nation.'? *' Discrimination or the blame for discriminatory
acts are sensitive topics contrary to healthcare workers’
tedical ethics.'* Addressing it may lead to tensions between
the person who feels discriminated against and the person
identified as the discriminator at the time. Therefore, more
research is needed to explore and quantify the magnitude
of healthcare and public health discrimination and tackle
healthcare inequities.” In addition, there is a need to safely
address and combat discrimination in a way that is accept-
able and received positively by all, including healthcare
managers, educational institutes, and clinical practices.

Limitations

The current study has several limitations. The findings
indicate that most of the participants are female and of
Moroccan or Turkish background, which may limit our
findings’ generalisability. Although adequate measures,
such as double-checking coding and discussing findings

and their interpretation, were taken to minimise subjec-
tivity, the possibility of researcher biases cannot be
completely ruled out. Since self-reported experiences
are the primary data of interest, sampling bias may have
occurred because only literate individuals who could
complete an online survey participated. Language bias
may have occurred because the survey was only in Dutch.
The participants needed to answer in full sentences,
which may have led to the exclusion of responses from
participants with lower literacy rates or the capacity to
express themselves fully. Another limitation occurred
during the development of the themes, as some of the
answers reflected intersectionality and were eligible to be
categorised in more than one theme.

CONCLUSION

This study shows an extensive perspective of patients with
a migrant background who have experienced discrimi-
nation in the Dutch healthcare setting. Qualitative data
were collected through a survey with an open-ended
question, allowing for in-depth insights into participants’
lived experiences of discrimination. The findings can
be summarised as followed. When Dutch patients with
a migration background experienced discrimination in
healthcare, it manifested in various forms, including overt
forms of discrimination and racism, prejudice and not
being taken seriously because of their ethnic background.
The results showed that discrimination often occurred on
the basis of multiple intersecting social identities, rather
than one single social identity. People who experienced
discrimination reported receiving lower-quality health-
care or being denied it altogether, which may have caused
deterioration of their health. In closing, we emphasise
that discriminating against individuals, whether implicit
or explicit, in healthcare directly violates the human right
to quality healthcare. Such discrimination sustains health
inequities and poses a significant public health burden.
Better health for all, strengthens society by making the
population, social capital and economy more resilient.

Acknowledgements The authors want to acknowledge Dr Amrish Baidjoe and Dr
Anthony Reid for their proofreading and input.

Contributors CZ is the acting guarantor of this study. CZ and GG designed the
study. GG set up the survey and collected and extracted the data. CZ conducted

the data analysis, which AK and ANK checked. AK and ANK were responsible for

the sensitivity reading, the correct use of definitions and checked translations. All
authors participated in data interpretation and implication. CZ wrote the first draft in
cooperation. AK, ANK, WAdO and GG critically reviewed and revised the manuscript.
All authors approved the manuscript for submission.

Funding The Scientific Institute STATERA funded the publication and provided
resources to set up the survey and collect data. Award/grant number: N/A.

Competing interests None declared.

Patient and public involvement Patients and/or the public were not involved in
the design, or conduct, or reporting or dissemination plans of this research.

Patient consent for publication Not applicable.

Ethics approval This study involves human participants. This study considers an
anonymous online survey. Before the research, we performed a self-check from the
Ethics Review Committee of the Faculty of Science (BETCHIE) from Vrije Universiteit
Amsterdam, which indicates that it is not subject to the Dutch Medical Research

6

Zemouri C, et al. BVlJ Open 2024;14:¢082481. doi:10.1136/bmjopen-2023-082481

* (s3gv) Jnauadns juswaublasug
| 8p anbiydeibollqig sousby 1e GZoz ‘TT aunc uo /wod fwg uadofwq/:dny woiy papeojumoq 20Z aunc ¢ Uo T8¥Z80-c202-uadolwag/9eTT 0T se paysiignd 1siiy :uadO (NG

'salfojouyoal Jejiwis pue ‘Buiurel) |y ‘Buluiw erep pue 1xa1 01 palelal sasn Joj Buipnjoul ‘1ybluAdoos Agq paloslold


http://bmjopen.bmj.com/

Act. The output has been updated as a separate file to this submission. Participants
gave informed consent to participate in the study before taking part.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement All data relevant to the study are included in the
article or uploaded as supplementary information.

Supplemental material This content has been supplied by the author(s). It has
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been
peer-reviewed. Any opinions or recommendations discussed are solely those

of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and
responsibility arising from any reliance placed on the content. Where the content
includes any translated material, BMJ does not warrant the accuracy and reliability
of the translations (including but not limited to local regulations, clinical guidelines,
terminology, drug names and drug dosages), and is not responsible for any error
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which
permits others to distribute, remix, adapt, build upon this work non-commercially,
and license their derivative works on different terms, provided the original work is
properly cited, appropriate credit is given, any changes made indicated, and the use
is non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iD
Charifa Zemouri http://orcid.org/0000-0002-9211-3744

REFERENCES

1 Perini W, Snijder MB, Peters RJG, et al. Ethnic disparities
in estimated cardiovascular disease risk in Amsterdam, the
Netherlands: the HELIUS study. Neth Heart J 2018;26:252-62.

2 van der Tas JT, Kragt L, Veerkamp JJS, et al. Ethnic disparities in
dental caries among six-year-old children in the Netherlands. Caries
Res 2016;50:489-97.

3 Lamkaddem M, Elferink MAG, Seeleman MC, et al. Ethnic differences
in colon cancer care in the Netherlands: a nationwide registry-based
study. BMC Cancer 2017;17:312.

4 Centraal Bureau voor de Statistieken. Hoeveel Mensen met Een
Migratieachtergrond Wonen in Nederland? 2022. Available: https://
www.cbs.nl/nl-nl/visualisaties/dashboard-bevolking/herkomst#:~:
text=0p%201%20januari%202021%20telde,buitenland %
20geboren%20ouder(s)

5 Stronks K, Snijder MB, Peters RJG, et al. Unravelling the impact of
ethnicity on health in Europe: the HELIUS study. BMC Public Health
2013;13:402.

6 Cerdeia JP, Grubbs V, Non AL. Racialising genetic risk: assumptions,
realities, and recommendations. Lancet 2022;400:2147-54.

7 Choté AA, Koopmans GT, Redekop WK, et al. Explaining ethnic
differences in late antenatal care entry by predisposing, enabling
and need factors in the Netherlands. Matern Child Health J
2011;15:689-99.

8 Selvarajah S, Corona Maioli S, Deivanayagam TA, et al. Racism,
xenophobia, and discrimination: mapping pathways to health
outcomes. Lancet 2022;400:2109-24.

9 Jones L, Wells K. Strategies for academic and clinician
engagement in community-participatory partnered research. JAMA
2007;297:407-10.

10 Geronimus AT. To mitigate, resist, or undo: addressing structural
influences on the health of urban populations. Am J Public Health
2000;90:867-72.

11 Paradies Y. A systematic review of empirical research on self-
reported racism and health. Int J Epidemiol 2006;35:888-901.

12 Agyemang C, Seeleman C, Suurmond J, et al. Racism in health
and health care in Europe: where does the Netherlands stand Eur J
Public Health 2007;17:240-1.

13 Bhopal RS. Intertwining migration, ethnicity, racism, and health.
Lancet 2017;390:932.

14 Belak A, Filakovska Bobakova D, Madarasova Geckova A, et al.
Why don't health care frontline professionals do more for segregated
Roma? Exploring mechanisms supporting unequal care practices.
Soc Sci Med 2020;246:112739.

15 Stichting Pharos. Discriminatie en Gezondheid. over de Invloed Van
Discriminatie (in de Zorg) op Gezondheidsverschillen en wat we
Hieraan Kunnen Doen. 2022. Available: https://www.pharos.nl/wp-
content/uploads/2022/03/online-Literatuurverkenning-discriminatie.
pdf

16

17

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

35

36

37

38

39

40

41

42

43

Bhopal RS. Racism in health and health care in Europe: reality or
mirage?. Eur J Public Health 2007;17:238-41.

Williams DR, Lawrence JA, Davis BA, et al. Understanding

how discrimination can affect health. Health Serv Res

2019;54 Suppl 2:1374-88.

lkram UZ, Snijder MB, Fassaert TJL, et al. The contribution of
perceived ethnic discrimination to the prevalence of depression. Eur
J Public Health 2015;25:243-8.

Pearce J, Rafig S, Simpson J, et al. Perceived discrimination and
psychosis: a systematic review of the literature. Soc Psychiatry
Psychiatr Epidemiol 2019;54:1023-44.

Schmengler H, Ikram UZ, Snijder MB, et al. Association of perceived
ethnic discrimination with general and abdominal obesity in ethnic
minority groups: the HELIUS study. J Epidemiol Community Health
2017;71:453-60.

Mays VM, Jones AL, Delany-Brumsey A, et al. Perceived
discrimination in health care and mental health/substance

abuse treatment among blacks, Latinos, and whites. Med Care
2017;55:173-81.

Panza GA, Puhl RM, Taylor BA, et al. Links between discrimination
and cardiovascular health among socially stigmatized groups: a
systematic review. PLoS One 2019;14:e0217623.

Hamed S, Bradby H, Ahlberg BM, et al. Racism in healthcare: a
scoping review. BMC Public Health 2022;22:988.

The Lancet. Advancing racial and ethnic equity in health lancet.
Lancet 2022;400:2007.

Krieger N. Methods for the scientific study of discrimination and
health: an ecosocial approach. Am J Public Health 2012;102:936-44.
Schinkel S, Schouten BC, Kerpiclik F, et al. Perceptions of barriers
to patient participation: are they due to language, culture, or
discrimination Health Commun 2019;34:1469-81.

Harmsen JAM, Bernsen RMD, Bruijnzeels MA, et al. Patients'
evaluation of quality of care in general practice: what are the cultural
and linguistic barriers Patient Educ Couns 2008;72:155-62.
Suurmond J, Uiters E, de Bruijne MC, et al. Negative health care
experiences of immigrant patients: a qualitative study. BMC Health
Serv Res 2011;11:10.

Harmsen H, Meeuwesen L, van Wieringen J, et al. When cultures
meet in general practice: Intercultural differences between GPs and
parents of child patients. Patient Educ Couns 2003;51:99-106.
Neubauer BE, Witkop CT, Varpio L. How phenomenology can

help us learn from the experiences of others. Perspect Med Educ
2019;8:90-7.

Kiger ME, Varpio L. Thematic analysis of qualitative data: AMEE
guide No.131. Med Teach 2020;42:846-54.

Meeuwesen L, Harmsen JAM, Bernsen RMD, et al. Do Dutch doctors
communicate differently with immigrant patients than with Dutch
patients Soc Sci Med 2006;63:2407-17.

Schouten BC, Meeuwesen L, Harmsen HAM. Gps' interactional
styles in consultations with Dutch and ethnic minority patients. J
Immigr Minor Health 2009;11:468-75.

Liu C-H, Meeuwesen L, van Wesel F, et al. Why do ethnic

Chinese in the Netherlands Underutilize mental health care
services? evidence from a qualitative study. Transcult Psychiatry
2015;52:331-52.

Suurmond J, Lieveld A, van de Wetering M, et al. Towards culturally
competent paediatric oncology care. A qualitative study from the
perspective of care providers. Eur J Cancer Care 2017;26:¢12680.
Suurmond J, Uiters E, de Bruijne MC, et al. Explaining ethnic
disparities in patient safety: a qualitative analysis. Am J Public Health
2010;100 Suppl 1:S113-7.

Devakumar D, Selvarajah S, Abubakar |, et al. Racism, xenophobia,
discrimination, and the determination of health. Lancet
2022;400:2097-108.

Creswell JW, Poth CN. Qualitative Inquiry and Research Design:
Choosing among Five Approaches. Sage publications, 2016.
Paternotte E, Scheele F, van Rossum TR, et al. How do medical
specialists value their own Intercultural communication behaviour? A
reflective practice study. BMC Med Educ 2016;16:222.

Ernst G. “The myth of the 'Mediterranean syndrome': do immigrants
feel different pain” Ethn Health 2000;5:121-6.

Lambert M, Lachal J, Mansouri M, et al. Mediterranean syndrome
and the French medical world, a racist prejudice still active. A parallel
with Frantz Fanon’s article about the "North African syndrome. Rev
Med Interne 2022;43:399-401.

Inhorn MC, Serour Gl. Islam, medicine, and Arab-Muslim refugee
health in America after 9/11. Lancet 2011;378:935-43.

Younis T, Jadhav S. Islamophobia in the national health service:

an ethnography of institutional racism in PREVENT’s counter-
radicalisation policy. Sociol Health Ilin 2020;42:610-26.

Zemouri C, et al. BMJ Open 2024;14:¢082481. doi:10.1136/bmjopen-2023-082481

'sa1fojouyoal Jejiwis pue ‘Buiuredy |y (Bulliw erep pue 1xa1 01 palefal sasn oy Buipnjoul ‘1ybiAdoos Aq paldsloid

" (S3gv) Jnsigdns juswaubresug
| p anbiydeibollqig sousby 18/6Z0Z ST T aunc ug /wodfwg uadolwg//:diy woll papeojumoq 20z aung v Ue, T8¥¢80-c20¢-uadolwa/ogTT 0T se paysiignd 1siiy :uado (NG


http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-9211-3744
http://dx.doi.org/10.1007/s12471-018-1107-3
http://dx.doi.org/10.1159/000448663
http://dx.doi.org/10.1159/000448663
http://dx.doi.org/10.1186/s12885-017-3241-5
https://www.cbs.nl/nl-nl/visualisaties/dashboard-bevolking/herkomst#:~:text=Op%201%20januari%202021%20telde,buitenland%20geboren%20ouder(s)
https://www.cbs.nl/nl-nl/visualisaties/dashboard-bevolking/herkomst#:~:text=Op%201%20januari%202021%20telde,buitenland%20geboren%20ouder(s)
https://www.cbs.nl/nl-nl/visualisaties/dashboard-bevolking/herkomst#:~:text=Op%201%20januari%202021%20telde,buitenland%20geboren%20ouder(s)
https://www.cbs.nl/nl-nl/visualisaties/dashboard-bevolking/herkomst#:~:text=Op%201%20januari%202021%20telde,buitenland%20geboren%20ouder(s)
http://dx.doi.org/10.1186/1471-2458-13-402
http://dx.doi.org/10.1016/S0140-6736(22)02040-2
http://dx.doi.org/10.1007/s10995-010-0619-2
http://dx.doi.org/10.1016/S0140-6736(22)02484-9
http://dx.doi.org/10.1001/jama.297.4.407
http://dx.doi.org/10.2105/ajph.90.6.867
http://dx.doi.org/10.1093/ije/dyl056
http://dx.doi.org/10.1093/eurpub/ckm040
http://dx.doi.org/10.1093/eurpub/ckm040
http://dx.doi.org/10.1016/S0140-6736(17)32143-8
http://dx.doi.org/10.1016/j.socscimed.2019.112739
https://www.pharos.nl/wp-content/uploads/2022/03/online-Literatuurverkenning-discriminatie.pdf
https://www.pharos.nl/wp-content/uploads/2022/03/online-Literatuurverkenning-discriminatie.pdf
https://www.pharos.nl/wp-content/uploads/2022/03/online-Literatuurverkenning-discriminatie.pdf
http://dx.doi.org/10.1093/eurpub/ckm039
http://dx.doi.org/10.1111/1475-6773.13222
http://dx.doi.org/10.1093/eurpub/cku180
http://dx.doi.org/10.1093/eurpub/cku180
http://dx.doi.org/10.1007/s00127-019-01729-3
http://dx.doi.org/10.1007/s00127-019-01729-3
http://dx.doi.org/10.1136/jech-2016-207875
http://dx.doi.org/10.1097/MLR.0000000000000638
http://dx.doi.org/10.1371/journal.pone.0217623
http://dx.doi.org/10.1186/s12889-022-13122-y
http://dx.doi.org/10.1016/S0140-6736(22)02533-8
http://dx.doi.org/10.2105/AJPH.2011.300544
http://dx.doi.org/10.1080/10410236.2018.1500431
http://dx.doi.org/10.1016/j.pec.2008.03.018
http://dx.doi.org/10.1186/1472-6963-11-10
http://dx.doi.org/10.1186/1472-6963-11-10
http://dx.doi.org/10.1016/s0738-3991(02)00195-7
http://dx.doi.org/10.1007/s40037-019-0509-2
http://dx.doi.org/10.1080/0142159X.2020.1755030
http://dx.doi.org/10.1016/j.socscimed.2006.06.005
http://dx.doi.org/10.1007/s10903-008-9131-9
http://dx.doi.org/10.1007/s10903-008-9131-9
http://dx.doi.org/10.1177/1363461514557887
http://dx.doi.org/10.1111/ecc.12680
http://dx.doi.org/10.2105/AJPH.2009.167064
http://dx.doi.org/10.1016/S0140-6736(22)01972-9
http://dx.doi.org/10.1186/s12909-016-0727-9
http://dx.doi.org/10.1080/713667444
http://dx.doi.org/10.1016/j.revmed.2022.04.020
http://dx.doi.org/10.1016/j.revmed.2022.04.020
http://dx.doi.org/10.1016/S0140-6736(11)61041-6
http://dx.doi.org/10.1111/1467-9566.13047
http://bmjopen.bmj.com/

44 Samari G, Alcald HE, Sharif MZ. Islamophobia, health, and
public health: a systematic literature review. Am J Public Health
2018;108:e1-9.

45 Rivenbark JG, Ichou M. Discrimination in healthcare as a barrier
to care: experiences of socially disadvantaged populations in
France from a nationally representative survey. BMIC Public Health
2020;20:31.

46 Reitmanova S, Gustafson DL. They can't understand it": maternity
health and care needs of immigrant Muslim women in St. Matern
Child Health J 2008;12:101-11.

47 Hunt B, Wilson CL, Fauzia G, et al. The Muslimah project: a
collaborative inquiry into discrimination and Muslim women’s
mental health in a Canadian context. Am J Community Psychol
2020;66:358-69.

48

49

50

51

Alzghoul MM, Moller H, Wakewich P, et al. Perinatal care experiences
of Muslim women in northwestern Ontario, Canada: a qualitative
study. Women Birth 2021;34:e162-9.

Paternotte E, Scheele F, Seeleman CM, et al. Intercultural
doctor-patient communication in daily outpatient care: relevant
communication skills. Perspect Med Educ 2016;5:268-75.

Sabin JA, Greenwald AG. The influence of implicit bias on treatment
recommendations for 4 common pediatric conditions: pain, urinary
tract infection, attention deficit hyperactivity disorder, and asthma.
Am J Public Health 2012;102:988-95.

Hall WJ, Chapman MV, Lee KM, et al. Implicit racial/ethnic

bias among health care professionals and its influence on

health care outcomes: a systematic review. Am J Public Health
2015;105:e60-76.

Zemouri C, et al. BVlJ Open 2024;14:¢082481. doi:10.1136/bmjopen-2023-082481

'salfojouyoal Jejiwis pue ‘Buiurel) |y ‘Buluiw erep pue 1xa1 01 palelal sasn Joj Buipnjoul ‘1ybluAdoos Agq paloslold

* (s3gv) Jnauadns juswaublasug
| 8p anbiydeibollqig sousby 1e GZoz ‘TT aunc uo /wod fwg uadofwq/:dny woiy papeojumoq 20Z aunc ¢ Uo T8¥Z80-c202-uadolwag/9eTT 0T se paysiignd 1siiy :uadO (NG


http://dx.doi.org/10.2105/AJPH.2018.304402
http://dx.doi.org/10.1186/s12889-019-8124-z
http://dx.doi.org/10.1007/s10995-007-0213-4
http://dx.doi.org/10.1007/s10995-007-0213-4
http://dx.doi.org/10.1002/ajcp.12450
http://dx.doi.org/10.1016/j.wombi.2020.02.021
http://dx.doi.org/10.1007/s40037-016-0288-y
http://dx.doi.org/10.2105/AJPH.2011.300621
http://dx.doi.org/10.2105/AJPH.2015.302903
http://bmjopen.bmj.com/

	Exploring discrimination and racism in healthcare: a qualitative phenomenology study of Dutch persons with migration backgrounds
	Abstract
	Introduction﻿﻿
	Method
	Study design
	Study population
	Survey
	Data analysis
	Descriptive analysis
	Thematic analysis

	Ethics considerations
	Patient and public involvement statement

	Results
	Study population
	Experienced discrimination within healthcare
	Explicit discrimination
	Prejudice
	Not been taken seriously
	Discriminatory behaviour
	Language barriers
	Pain attribution to cultural background


	Discussion
	Limitations

	Conclusion
	References


