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Abstract  

Despite formal entitlement to healthcare, migrant women with status holder status in the 

Northern Netherlands face significant barriers to access. This study explores how these women 

experience access to healthcare services, drawing on semi-structured interviews with ten 

participants, analyzed through a narrative-informed thematic analysis. Using the six dimensions 

of access by Penchansky & Thomas (1981) and Saurman (2016) as an analytical lens, findings 

revealed that barriers were present across all dimensions, with language emerging as the most 

prominent. The telephone-based structure of Dutch primary care concentrates language barriers 

at the first point of contact, with limited awareness on professional interpreter services 

exacerbating existing barriers. Trust emerged as an important facilitator, built through individual, 

rather than systematic experiences, with healthcare providers. The findings suggest migrant 

women as status holders in the Northern Netherlands experience healthcare access through the 

lens of previous experiences, with language and trust emerging as shaping factors of access.  

Keywords: status holders, migrant women, healthcare access, Netherlands, trust, language 

barriers  
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 Introduction 

Every single person has the right to universal health coverage according to the WHO 

(2019). This coverage should extend to access of healthcare services that meet the needs of each 

individual. That access in turn serves as the pillar of universal health coverage by ensuring that 

services are affordable, accommodating to the needs and expectations of individuals, and that 

people are aware of services available to them.  

Even though adequate healthcare is a universal right, the extent to which this right is 

fulfilled differs significantly between population groups based on many different factors that 

might also intersect with one another (Hsieh et al., 2024). A few examples are differences in 

accessibility to healthcare services between rural and urban populations, with a large part of the 

global rural population lacking sufficient healthcare services (WHO, 2010), indigenous peoples 

experiencing poor access to healthcare resulting from marginalization (Morgan & Breau, 2024), 

and migrant groups, whose legal status alone determines the level of access to healthcare 

services (IOM, 2009; Krankowska et al., 2024). 

While all population groups can be affected by the intersectionality of different factors 

causing barriers to accessing healthcare, migrant groups are particularly vulnerable to this being 

overlooked due to the categorization of migrants as a homogenous group (Leksell et al., 2025; 

Wenner et al., 2019). Migrants in Europe face distinct health challenges shaped by both pre- and 

post-migration circumstances and differing between individuals, with social determinants such as 

legal status, employment, and housing further influencing their ability to access necessary care 

6 



 

(IOM, 2009; Savas et al., 2024). Importantly, legal entitlement does not guarantee access, as 

organizational, administrative, and cultural barriers often prevent effective utilization of 

healthcare services. This is reflected in, among other things, fragmented patterns of healthcare 

use, where emergency care tends to be overutilized while specialist and preventive services 

remain underused (Lebano et al., 2020). Migrant women face particular vulnerabilities at the 

intersection of gender and migration status, where barriers to access operate simultaneously at 

the structural, institutional, interpersonal, and individual levels. These barriers are not only more 

pronounced for women but become distinctly gendered (Fair et al., 2020; Marques et al., 2021).  

Healthcare provision for migrants across Europe is governed primarily by national 

regulations, resulting in variation in entitlements and accessibility between countries (Beauclercq 

et al., 2018). The barriers resulting from this are multifaceted and differ between countries, such 

as unclear and confusing regulations in Malta for both migrants and service providers 

(Beauclercq et al., 2018), complex organisational and administrative processes in Italy and 

Greece (INTERSOS, 2024), and language and cultural barriers in Germany, the Netherlands, and 

other countries in Europe (Wenner et al., 2019; Boateng et al., 2012; Butenop et al., 2018; 

Lebano et al., 2020). In the Netherlands, all asylum seekers have the right to healthcare, financed 

and organised by the Central Organ Shelter Asylum Seekers (COA).  After legal status changes 

into status holders, migrants who have received a temporary residence permit following an 

asylum procedure (VWN, n.d.-b), individuals become legally entitled to basic health insurance, 

which is compulsory for all Dutch residents.  Despite this formal entitlement, research has shown 

that migrants in the Netherlands frequently lack sufficient knowledge of the healthcare system, 
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contributing to lower satisfaction and differential patterns of healthcare use compared to native 

Dutch residents (Boateng et al., 2012). 

This discrepancy between formal rights and lived access is particularly relevant in the 

Northern Netherlands, where municipalities collectively assist approximately 2,000 status 

holders (VNG, n.d.; Rijksoverheid, 2024) with their integration, yet little is known about how 

migrant women in this region experience access to healthcare services once they receive a 

residency permit. This study therefore asks: How do migrant women experience access to 

healthcare services as status holders in the Northern Netherlands?   

To answer this research question, this paper first establishes a theoretical framework built 

on the six dimensions of access by Penchansky & Thomas (1981) and Saurman (2016), which 

serves as the analytical lens guiding the study. This framework informed the development of 

semi-structured interviews conducted with ten migrant women with the legal status of ‘status 

holder’ in the Northern Netherlands, the findings of which are analyzed thematically to identify 

common patterns across individual accounts while preserving the value of personal narratives. 

The paper proceeds through a methodology section outlining the research design, sampling, and 

ethical considerations, followed by a results section organized around the dimensions of access 

and the themes emerging from the narratives, and concludes with a discussion situating the 

findings within the broader empirical literature. Limitations exist within this research, as 

language barriers between the researcher and several participants constrained the depth of some 

interviews, and the scope of the study remains exploratory given the small sample size. 

Nevertheless, this study serves as an initial contribution to understanding how migrant women in 
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the Northern Netherlands experience access to healthcare services as status holders, a specific 

context that has thus far received little attention in existing literature. 

Theoretical Framework 

2.1 Access and Barriers to Healthcare Access 

In order to ensure universal healthcare coverage is not only a right, but a genuine practice 

there needs to be an understanding of what access encompasses. Penchansky & Thomas (1981) 

theorized five wellrounded dimensions of access, these dimensions showcase the layered nature 

of access. The foundation of each dimension is the fit between the population seeking healthcare 

and the healthcare system itself, broken down into: availability, accessibility, accommodation, 

affordability, and acceptability (Penchansky & Thomas, 1981). While each dimension is distinct 

from one another, they are ultimately connected as targeting one aspect of healthcare provision 

can affect multiple dimensions. The dimensions emphasize that access is not solely about 

utilization, but includes the quality of care as perceived by both the health-seeking population 

and healthcare providers. Building on this, Saurman (2016) proposed a sixth dimension, namely 

the dimension of awareness, which serves as a gateway to all other dimensions, as populations 

must first be informed of the services they are entitled to, before they can try to access them and 

eventually make use of them. Awareness can be achieved through the provision of adequate 

information that takes into account health literacy and the general context in which it is given 

and received (Saurman, 2016). Table 1 provides an overview of each dimension and its core 
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definition, illustrating the distinct yet interconnected nature of access as conceptualized by 

Penchansky & Thomas (1981) and extended by Saurman (2016).  

Table 1: 6 dimensions of access (to healthcare) 

Dimension of Access Definition 

Availability The extent to which healthcare resources meet 

the needs and volume of the patient 

population. 

Accessibility How easily patients can physically reach 
healthcare services, considering factors like 
geographic location, transportation and 
associated costs.  

Accommodation The alignment between the organization of 
healthcare services and patients’ ability to 
adapt to these structures.  

Affordability The relationship between the cost of services, 
and patients’ financial capacity.  

Acceptability The match between patients' attitudes and 
expectations towards providers, and providers' 
attitudes towards patients. 
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Awareness The effectiveness of communication and 
information-sharing strategies in ensuring 
informedness on available services.  

Note: The table above showcases all 5 dimensions of access according to the work of Penchansky & Thomas (1981) 

and includes the 6th dimension awareness later added by Saurman (2016).  

Together, these six dimensions illustrate that barriers to access are mainly a systemic 

issue rather than an individual one. Drawing on Penchansky & Thomas (1981) and Saurman 

(2016), achieving each dimension requires deliberate effort from healthcare systems, services, 

providers and policymakers.  

2.2 Migrants and Healthcare Access in Europe 

In terms of availability, the shortage of multilingual healthcare providers and underuse of 

interpreter services means that migrants often struggle to find care that is linguistically 

appropriate to their needs (Lebano et al., 2020; Boateng et al., 2012). According to Robertson et 

al. (2014) and Beauchamp et al. (2020) access through lifting linguistic barriers can especially be 

fostered in regards to telephone contact. However, even when services exist to mitigate language 

barriers, accessibility remains a challenge, as geographic dispersion between migrants' homes or 

workplaces and healthcare facilities increases travel time and creates additional practical 

complications (IOM, 2009). Beyond physical reach, accommodation creates its own difficulties: 

unfamiliarity with how to navigate appointment systems, referral structures, or emergency 

services in a new country can leave migrants unable to effectively engage with care that is 
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available to them (Butenop et al., 2019; Lebano et al., 2020). With regard to affordability, limited 

knowledge provision of local health insurance schemes, including how to obtain coverage, what 

it costs, and what expenses remain out-of-pocket, can create financial uncertainty that 

discourages migrants from seeking care, even when they are legally entitled to it (Boateng et al., 

2012; Beauclercq et al., 2019). Where care is reached and afforded, acceptability may still be 

compromised, as cultural insensitivity on the part of providers, including limited familiarity with 

migrants' cultural practices, religious beliefs, or traditional health remedies, can generate mistrust 

and discourage engagement (Marques et al., 2020; Lebano et al., 2020). Cutting across all of 

these dimensions is awareness: when health information is provided exclusively in the host 

country's official language, migrants with limited proficiency are structurally excluded from 

knowing what services they are entitled to, let alone how to access them (Seibel and Arsenijevic, 

2022; Boateng et al., 2012). Taken together, these barriers illustrate that gaps in access are not 

the result of individual shortcomings, but of systemic failures to account for the needs of migrant 

populations across every dimension of access.  

2.3 Intersection of Gender, Migration, and Health 

Migrant women in particular face additional vulnerabilities as their gender intersects with 

their migratory status. They face a layered set of barriers of access to healthcare that operate at 

the structural, institutional, interpersonal, and individual levels. These barriers become 

increasingly prominent when the legal status of the migrant would be more precarious (Fair et 

al., 2020; Marques et al. 2021). Barriers present at every service encounter are the ones related to 

language and communication, regardless of whether the women are able to manage everyday 
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conversations as they often still lack the vocabulary for medical terminology, and professional 

interpreters are used inadequately within healthcare systems cross-nationally (Fair et al., 2020). 

Language barriers and the inadequate use of professional interpreters caused women specifically 

to become reliant on family members, who are oftentimes men (Robertson, 2014; Fair et al., 

2020). Therefore, the barrier does not solely account for migrants in general, but becomes a 

gendered barrier faced by migrant women illustrating the intersection of migrant background and 

gender. Cultural and religious values further added barriers to access regarding availability due to 

a preference for female healthcare providers. Though these barriers could be mitigated through 

awareness of healthcare providers to ensure that the cultural and religious values of the women 

are respected (Marques et al., 2020). Understanding these gendered barriers and how they are 

contextualised within a national healthcare system is important to create a better grasp on the 

access of healthcare for migrant women.  The following two sections will expand on the national 

healthcare system within the Netherlands and how migrant women are positioned in the broader 

migration context of the Netherlands. 

2.4 The Dutch Healthcare System in Context 

The Dutch healthcare system operates on a stepped care model, in which access to 

specialist and secondary care is structured through a gatekeeping function. General practitioners 

(GPs) serve as the first point of contact for all non-emergency health needs, and a referral from a 

GP is required before a patient can access secondary care, such as specialist consultations or 

hospital treatment. All residents of the Netherlands, including status holders, are legally required 

to hold basic health insurance, which is provided by private insurers but regulated by the 
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government. Premiums are partially offset through a government allowance (zorgtoeslag) for 

lower-income residents, and a mandatory annual deductible (eigen risico) applies to most 

secondary care services. Mental health care follows a similar stepped structure, beginning with 

the GP, who may refer patients to a general mental health practitioner (POH-GGZ) before 

specialist mental healthcare (GGZ) is considered. 

2.5 Status Holders in the Netherlands 

In the Netherlands, a status holder is defined as an asylum seeker who has completed the 

asylum procedure and received a temporary residence permit (VluchtelingenWerk Nederland, 

n.d.-b). In 2025 alone, 24,073 first-time asylum applications were registered alongside 16,496 

family reunification arrivals (VluchtelingenWerk Nederland, n.d.-a). Following status 

recognition, status holders are assigned to a municipality, though many continue to wait in 

asylum seeker centres (AZCs) for available housing despite government efforts to accelerate 

placement (Ministerie van Algemene Zaken, 2026; VluchtelingenWerk Nederland, n.d.-a). Once 

housed, the formal integration process begins, including KNM’s (Kennis van de Nederlandse 

Maatschappij) civic integration training and enrolment in compulsory basic health insurance. The 

Northern Netherlands, comprising Friesland, Groningen, and Drenthe, collectively receives 

approximately 2,000 status holders annually (Rijksoverheid, 2024). This transition period is 

particularly precarious: between 13 and 25 percent of status holders develop PTSD or 

depression, and while physical health outcomes are comparatively stable, mental health remains 

considerably more concerning (Pharos, 2022; VWS, 2026). Importantly, poor health and 

integration do not operate independently, as declining health undermines integration progress, 
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which in turn worsens health outcomes, creating a cyclical disadvantage that is difficult to 

interrupt (VWS, 2026; KIS, 2019). Women face compounding vulnerabilities within this context 

in the Netherlands, including elevated risks related to pregnancy and maternal mortality as well 

as slower language acquisition, both of which further constrain their ability to engage with 

healthcare services and integration processes (Pharos, 2022; VWS, 2026). In addition to this, a 

study by Owusu et al. (2023) found that women specifically are oftentimes not aware of their 

rights to healthcare. Taken together, this background illustrates that migrant women with status 

holder status in the Northern Netherlands occupy a structurally precarious position, shaped by 

intersecting legal, social, and gendered barriers, making their experiences and awareness of 

access to healthcare services a gap in knowledge that motivates closer examination. Therefore, 

this research serves as an initial exploration of this specific context.  

Methodology 

This study adopts a qualitative research design to explore migrant women1’s experiences 

in accessing the Dutch healthcare system. A qualitative approach is appropriate as it enables an 

in-depth understanding of lived experiences, meanings, and interpretations constructed by 

participants. 

1 The term ‘migrant women’ is used throughout the paper, however, it remains specific to the context of status 
holders in the Northern Netherlands.  
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3.1 Research Design 

This research combined a phenomenological approach with a narrative-informed 

thematic analysis. A phenomenological approach was used to capture and understand the shared 

lived experiences of migrant women in accessing healthcare, focusing on both what participants 

experience (textural description) and how contextual factors shape these experiences (structural 

description) (Creswell, 2007). This approach was particularly suitable given the study’s aim to 

identify common patterns across individuals while preserving the value of personal accounts. In 

parallel, a narrative-informed approach, by connecting parts of the narratives of women, was 

employed to examine how participants communicate their experiences through storytelling. 

Narrative inquiry allows for an exploration of how individuals make meaning of their 

experiences by recounting events in their own words, taking into account the context in which 

these experiences occur (Given, 2008). In this study, the focus was placed on the content of the 

stories and less on the way they are structured therefore considered solely narrative-informed. 

The narratives were analyzed thematically to identify recurring patterns and shared experiences 

across participants. 

The study followed an abductive reasoning process, meaning that the analysis is guided 

by a continuous movement between empirical data and (theoretical) interpretation (Given, 2008). 

This allows for the emergence of unanticipated insights and guides reasoning toward the most 

plausible explanations of the observed phenomena. 
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3.2 Sampling and Recruitment 

A total of ten participants has been recruited for this study. This sample size aligns with 

phenomenological research recommendations, which typically range from 5 to 25 participants, 

and is sufficient to capture shared experiences while allowing for in-depth analysis (Creswell, 

2007). Participants were accessed with the help of gatekeepers–volunteers and employees at the 

Dutch Council for Refugees, who serve as entry points into the relevant community of migrant 

women in The Netherlands. Gatekeepers provide valuable insider knowledge, assist in 

identifying suitable participants, and help establish trust and a comfortable research environment 

(Given, 2008). In addition to this the snowball recruitment method was employed. This method 

entails a nomination of potential participants through those already participating in the study 

(Creswell, 2007). This method ensured a wider network could be addressed for participation. ​

​ Most participants are migrant women who are currently status holders in the Northern 

Netherlands. One exception was P006, who held a residence permit but did not fall under the 

legal category of status holder, though she had a similar migration trajectory as another 

participant and was therefore kept in the research. As this research analyzed perceived access to 

healthcare services, it was not necessary for participants to have previously accessed the 

healthcare system. In fact, not having accessed healthcare services as a status holder may itself 

indicate the presence of barriers. It was important that participants have held their status for at 

least four months, as this ensures that they have obtained sufficient health insurance and are 

therefore able to access healthcare services in a manner similar to other Dutch residents.  
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3.3 Data Collection 

Data was collected through semi-structured interviews which were supposed to last 

approximately one hour each, however the final interviews varied in time between 15 and 90 

minutes. The semi-structured format was designed for flexibility, enabling participants to narrate 

their experiences in their own terms while still ensuring that key topics are addressed. The 

interviews included open-ended questions often in the form of follow up questions designed in 

such a way to encourage participants to share detailed stories and reflection. Rather than 

imposing a rigid structure, participants were given the opportunity to select and organize events 

in ways that are meaningful to them. Specific prompts were used to facilitate storytelling and 

uncover connections between experiences (Given, 2008). Three interviews were conducted in the 

mother tongue of the participants, Arabic, with questions pre-translated by a native speaker and 

put on paper. Therefore these interviews followed a more structured interview format. 

Additionally, these interviews were translated upon transcription and did not allow for follow up 

questions, severely limiting the possibility for storytelling as some of the questions were also not 

understood.  

3.4 Data Analysis 

The data will be analyzed using a combination of thematic and narrative analysis, 

informed by phenomenological principles. First, transcripts will be coded using a combination of 

inductive and deductive methods to identify significant statements and recurring themes. These 

will be used to develop both textural descriptions (what participants experienced) and structural 
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descriptions (the contexts influencing these experiences) (Creswell, 2007). Second, narrative 

analysis will be conducted to examine how participants construct their stories, including their 

structure, purpose, and the cultural resources they draw upon. This includes identifying 

overarching narratives, gaps, and inconsistencies that may reveal alternative or 

counter-narratives (Given, 2008). 

This combined approach ensures that both the content of experiences and the way they 

are narrated are taken into account, allowing for a deeper and more nuanced understanding of 

migrant women' s access to healthcare services in the Northern Netherlands. 

3.5 Ethical Considerations  

Ethical standards are carefully upheld throughout this study. Prior to participation, all 

interviewees are fully informed about the purpose, procedures, and scope of the research and 

ethical approval was granted by the University Of Groningen - Campus Fryslân’s ethics 

committee. Participants were required to sign an informed consent form, ensuring that their 

participation is voluntary and based on a clear understanding of the study. 

Confidentiality and data protection are central to the research process. All interviews 

were audio-recorded with participants’ permission and transcribed or translated verbatim. The 

data has been stored securely within the University of Groningen’s protected data system.  

Participants also had the right to withdraw from the study at any time without any 

consequences, and their data would have been removed upon request.  
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Results 

The following section will include an analysis of the interviews conducted with the ten 

participants ranging from the age of 26 to 45 years old. The women spoke a range of different 

languages; two women spoke Farsi, five women spoke Arabic, six spoke English, two spoke 

Turkish, one Armenian and Russian, one Kurdish, one Creole and Temne, and out of the ten 

participants eight either spoke Dutch or were learning the Dutch language. Among the 

participants there were six mothers with different family sizes. And all participants had been in 

the Netherlands for different time periods, varying from seven months to ten years. The table 

below additionally includes the mode of transport to healthcare facilities, for which the 

participants mainly rely on public transportation. The results section has been organised in a near 

chronological order of the barriers faced within and outside the dimensions of access by women 

after introducing their migratory trajectory and will conclude with a sub section on 

cross-comparison between experiences with healthcare systems.  

Table 2: Overview of Participants  

 Age 
(years) 

Children 
Country 
of 
Origin 

Spoken 
Languages 

Religion Time in 
NLD 

Mode of 
Transport 
to 
Healthcare 
Facilities 

Language 
of 
Interview  

P001 35-45 None Iran Farsi, 
Learning 
Dutch 

Christia
n 

4 years Car / 
Public 
Transport 

Dutch 
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P002 35-45 1 Iran Farsi, 
English, 
Learning 
Dutch 

Christia
n 

8 months Public 
Transport 

Dutch 

P003 35-45 1 Syria 
(Kurdis
h) 

Arabic, 
Kurdish, 
English, 
Dutch 

Islam 
5 years 

Public 
Transport 

Dutch 

P004 
25-35 3 Syria Arabic, 

English 
Islam 10 

months 
Car Arabic 

P005 
-​  None Armeni

a 
Armenian, 
Russian, 
English, 
Dutch 

None 10 years Public 
Transport 

Dutch and 
English 

P006 
25-35 None Turkey Turkish, 

Arabic, 
Dutch 

-​  4 years -​  Dutch  

P007 
35-45 4 Syria Arabic, 

Learning 
Dutch 

Islam 2 years, 9 
months 

Public 
Transport 

Arabic 

P008 
25-35 2 Syria Arabic, 

Learning 
Dutch 

Islam 2 years, 9 
months 

Public 
Transport 

Arabic 

P009 
25-35 None Turkey Turkish, 

English, 
Learning 
Dutch 

None 7 months Car / 
Public 
Transport 

English  

P010 
25-35 1 Sierra 

Leone 
Creole, 
English, 
Temne 

Christia
n 

6 years Public 
Transport 

English 

Note: The table above includes several personal attributes of the participants either discussed in the interviews or 

gathered afterwards. Additionally, a column illustrates the languages in which the interviews were conducted.  
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5.1 Migration Trajectory and Legal Status  

It is important to remember that the participants are not just a number or a homogeneous 

group. They are women with different lived experiences, different contexts, and different goals. 

Their stories cannot be generalised. This research draws on the experiences of a heterogeneous 

group of women who chose to participate, each carrying a migration trajectory that is entirely her 

own. Some came to the Netherlands for love, others to ensure education and safety for their 

families, and some sought the freedom to be themselves. And while they have all since received 

a residency permit, mostly as status holders, or have completed their Dutch naturalisation, they 

are each pursuing a different life here. It might seem as though arrival marks a fresh start, and 

some women described it in those terms, but they carry their past with them. None of them came 

to the Netherlands in search of a better healthcare system. They were seeking love, safety, and 

opportunity. For one participant, P005, urgent medical need factored into the decision to migrate, 

but it was a means rather than an end, as the freedom the Netherlands represented was what she 

was moving toward. 

"It was either my life or I stay there. So it was a kind of ticket to come to the 

Netherlands. But it was not that I had done precise research that I should come to 

the Netherlands because of the healthcare system. It was more because in my 

head, the Netherlands was freedom." (P005) 

Her words capture something that applies across participants: the healthcare system was 

encountered here, not sought here. The process of becoming part of Dutch society, whether 
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through a five-year or ten-year naturalisation trajectory, represents an enormous investment of 

effort, patience, and adaptation. To understand the barriers these women experience when 

accessing healthcare is therefore to understand a singular dimension of a far larger and more 

demanding process of building a life. 

5.2 Language  

Table 3: Summary of Findings Language 

Main Findings Language 

●​ Language barriers were present in every interview, in the conversation or through the 

mentioning of such barriers.   

●​ Telephone appointment systems were particularly inaccessible due to the need for 

spoken Dutch. 

●​ In-person interactions with healthcare providers were more manageable through 

Google Translate, gestures, and preparation. 

●​ Partners served as a fallback for language support.  

Note: The table serves as a summary of the results in the following section on language.  

Language barriers were mentioned in every interview and oftentimes also arose during 

the conversations with participants. The participants expressed a wide spectrum of Dutch 

language ability, which was mainly shaped by length of stay and access to formal integration 

pathways. Limitations in Dutch language ability caused barriers to access of healthcare in two 

main pathways. The first relates to the booking of appointments, which presented a multifaceted 

linguistic challenge. The Dutch primary care system relies on telephone contact as the first step 
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for nearly all appointments, including out-of-hours GP services and urgent care. Participants 

encountered difficulty on two fronts: speaking the language under pressure and comprehending 

it, as the Dutch spoken by receptionists was informal, or too fast in a way that outpaced 

understanding. The gap between what the women could understand and what they could express 

was not constant as for some the barrier lay primarily in the expressive aspect, while for others it 

was having to understand spoken Dutch that made the conversation inaccessible. Among the 

three women who had mentioned this barrier, there was one participant who stressed a sense of 

fear for what would happen in the case that they would only have the out-of-hours-GP service as 

the only accessible source of healthcare or in cases where they would be too ill to visit the GP’s 

office.  

"When I am very sick [...] I have to call the GP and I cannot listen well [...] and 

when I call there is no online interpreter during the call." (P001) 

Additionally, language created barriers during GP consultations. All participants noted 

similar experiences at the GP. These oftentimes related to the inability to understand the GP 

during the general conversation and more specifically in regards to professional, medical, and 

financial jargon. However, unlike the barrier present during telephone contact with no in-person 

interaction, the participants were able to mitigate the language barrier at the GP using different 

methods. They explained the importance of translation tools such as Google translate, which 

allows the women to convey their problems in their native language and for the GP to explain in 

that same language through the tool. P007 additionally emphasized a general reliance on the 

language tool:  
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"I use the Google Translate app [...] to communicate with those I need to talk to 

[...] it is the only solution that conveys my problem to whoever I am dealing with." 

(P007) 

And though this ensured that the gaps in expressive and understanding aspects were 

bridged, this tool does not always provide the most accurate translations and the meaning 

of words would sometimes shift slightly. This same issue appeared during the interviews 

with the participants. Besides translating tools, the women would add gestures or 

preparation prior to the doctor’s appointment by writing out parts of the conversation to 

be had.  

As a common theme participants would shift between languages, mainly resorting to 

English. This would be incorporated together with the aforementioned compensatory tactics. 

However, participant P009 mentioned that becoming nervous remained when speaking English 

due to her perception that Dutch citizens have a high level of English fluency. For others shifting 

between languages meant losing fluency in some of these languages including their mother 

tongue resulting in a sole reliance on one language.  

"I'm more comfortable with English than in any language [...] I can express 

myself when it comes to explaining something serious, something important. 

If it's in my language, I cannot go this far because I almost forgot my 

language [...] I cannot express myself." (P010) 
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The one approach that appeared to overcome the main difficulties of a language barrier 

was interpreter use. Yet for most participants who had used interpreters, they were put into 

relation with their time in the AZC rather than their current lives as status holders. In the absence 

of a formal interpreter, women relied instead on partners, husbands, or friends. Partners often 

arrived in the Netherlands earlier resulting in their fluency of the Dutch language to be higher. 

Though only one participant mentioned her partner as the primary fallback regarding language, 

partners were often mentioned as a source of support. For women without this support, 

navigating the healthcare system fell entirely on their own resources. Within language as a 

barrier a clear pattern emerged as the more removed women were from face-to-face interaction, 

the fewer compensatory tools were available, and the more completely the barrier persisted. 

5.3 Accessibility  

Table 4: Summary of Findings Accessibility  

Main Findings Accessibility  

●​ Healthcare services were provided with significant delays when compared to the 

expected time frame of the participants and their need for care.  

●​ Inaccessibility of healthcare when in urgent need raised concern among participants.  

●​ Concerns regarding physical accessibility included considerations of weather 

conditions, physical conditions, and transportation (costs).  

Note: The table serves as a summary of the results in the following section on accessibility.  
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The accessibility of healthcare services was not solely determined by the physical act of 

getting there, but also by the barriers that preceded it. The arrival at the GP’s office as a first step 

to physically entering the healthcare system was met with barriers related to general waiting 

times and the aforementioned telephone-based appointment scheduling. The received care often 

fell outside of the expected time frame of the participants and the need for care would not be 

addressed adequately through inaccessibility of specialist care. The consequences of delayed 

treatment were severe in some cases. One participant described losing her baby while waiting for 

care in the AZC prior to receiving her residence permit, reflecting an extreme failure of the 

system to respond within adequate time to an urgent medical situation: 

"And the baby died. In my belly. It took a bit long. I think that in my country I 

would have gone directly to the doctor to be examined and everything. It all goes 

much faster there."(P002, in AZC) 

Another participant narrated a situation in which she needed urgent care, which was not tended 

to and even dismissed after providing paracetamol as the core solution:  

“The GP system is a bit strange. [...] I came back [from holiday] really sick, so 

sick that I couldn't breathe. [...] They said: you have to wait until morning, we 

can't do anything. Just take paracetamol or something. With the GP it just doesn't 

work, not at all." (P005) 

The concern of encountering a situation in which adequate care would be inaccessible remained 

a recurring theme throughout the interviews. Furthermore, reduced physical access to the GP due 
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to weather conditions, physical condition or lack of transportation contributed to the preceding 

concern.  

"The costs are very expensive for me. We do not have a car. We went, we went to 

the hospital. It takes more time." (P002) 

5.4 Affordability 

Table 5: Summary of Findings Affordability  

Main Findings Affordability  

●​ The ‘eigen risico’ system was found to be unfamiliar and unexpected.  

●​ A mismatch between prior understanding of insurance and the experience of having to 

make an unanticipated payment resulted in disbelief.  

Note: The table serves as a summary of the results in the following section on affordability.  

In addition to transportation costs within the dimension of accessibility, there is the 

broader financial system of the Dutch healthcare system and though this was not central to the 

narratives of all women, it addressed one specific barrier. Within the Dutch insurance system, the 

concept of eigen risico (an out-of-pocket payment), was unfamiliar and unexpected to some 

participants.The 385 euro annual deductible came as a surprise to three of the four participants 

who had experience with it, as it did not align with their prior understanding of insurance. P010 

frames his2 experience as one of disbelief and then later moving towards curiosity: 

2 In regards to P010, he/him pronouns will be used throughout the paper in accordance with his identity. Identity was 
discussed in depth with the respective participant.  
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"They said I have to pay 385 euros [...] every year. [...] It was crazy. [...] Why did 

I have to pay this money? Because I'm normally paying them every month." 

(P010) 

One of the participants received an unexpectedly high bill of 800 euros for care she 

assumed would be covered. This concerned dermatological consultations that involved no 

diagnostic testing further reinforcing this sense of unpredictability:  

Interviewer: “Did you know you would have to pay?” “No. And I pay 150 or 180 

euros every month for the insurance. [...] It is a bit difficult, I find." (P006) 

In the case of P006 this resulted in financial hesitancy to seek further healthcare. Though the 

other three participants who had dealt with ‘eigen risico’ expressed their understanding and 

appreciation for the system after they were informed through their experience with it.  

5.5 Accommodation 

Table 6: Summary of Findings Accommodation  

Main Findings Accommodation  

●​ The Dutch healthcare system’s approach of watchful waiting, advising rest, hydration, 

and paracetamol were experienced as a barrier to healthcare and as excessive waiting 

times.  

●​ A recurrence of frustration was found in the narratives of participants as their needs for 

healthcare were perceived to not be met.  
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Note: The table serves as a summary of the results in the following section on accommodation.  

The barrier faced within the dimension of accommodation intersected with the dimension 

of accessibility. The most prominent accommodation barrier experienced by participants was the 

waiting time before receiving treatment. The Dutch healthcare system's approach of watchful 

waiting, advising rest, hydration, and paracetamol before escalating to medication or specialist 

referral, was experienced as frustrating and at times harmful, particularly when participants felt 

their complaints were not being taken seriously early enough. With participants still awaiting 

specialist care even with urgent needs:  

"I haven't yet been able to get an appointment with a specialist. I suffer from 

severe vision impairment and am waiting for an appointment." (P007) 

While there was a general theme of participants not perceiving their needs met in regards 

to medicine provision, two of the participants described their bodies adapting to the reduced 

medicine intake and coincidingly mentioning that they believe the Dutch system is “better” than 

the ones in their countries of origin. Among women who did not share this experience, 

frustration arose particularly around the watchful waiting approach. One participant highlighted 

that this was especially the case when seeking care for her children, where patience with a 

wait-and-see strategy felt difficult to accept. The lack of accommodation resulted in structural 

recurrence of frustration with the participants as their request for care was oftentimes not met.  

Furthermore, the language barrier intersected directly with accommodation, as the 

inability to communicate effectively meant that the urgency or severity of a complaint was 
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sometimes not fully conveyed to healthcare providers, further delaying appropriate responses. 

One participant working as a nurse in the Netherlands observed this from the provider side, 

noting that shared language and cultural understanding improved the quality of care a patient 

received:  

"I work in the hospital and I had a patient who [...] only spoke Turkish and 

Arabic, and not at all English or Dutch. [...] Not everyone understands [different 

cultures] well, I think. But when I talked with this patient, the patient felt better, 

because we could connect." (P006) 

5.6 Awareness  

Table 7: Summary of Findings Awareness  

Main Findings Awareness  

●​ Awareness of the way of functioning of the Dutch healthcare system was gained both 

formally and informally, though informal provision was sought when in need of direct 

information.  

●​ Awareness of interpreter availability was rarely mentioned, and mainly known to those 

who had worked with migrants.  

Note: The table serves as a summary of the results in the following section on awareness.  

Before one can access a service, there is a need to be aware of the services available. 

During the interviews only three women expressed that they had formally received a course on 
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foundational knowledge of the healthcare system, simultaneously they acknowledged certain 

knowledge gaps. The awareness of these had to be steadily gained through personal experience, 

curiosity, and informal networks. Where integration courses and government contact persons had 

fulfilled their informational role, women described a clearer sense of the system and greater 

confidence in using it. Where they had not, women described confusion, avoidance, and the 

unsettling experience of not knowing what to do in moments of need. The lack of awareness 

surrounding the availability of interpreters was the most prominent theme found. The two 

women that were aware of this availability emphasized the importance of interpreters. However, 

they were also the only women who had worked in the healthcare system or as an interpreter. 

This exhibited awareness through experience. Though not making use of interpreters herself, 

P003 stressed the value of interpreters allowing migrant women to receive necessary care faster:  

"I hope that interpreters are always used for people, newcomers or status holders, 

[allowing them to] always go to help them and facilitate a quicker response to 

their complaints." (P003) 

 

5.7 Acceptability  

Table 8: Summary of Findings Acceptability 

Main findings Acceptability 

●​ Generally there were no prominent barriers relating to acceptability for the participants. 
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●​ Mutual cultural unfamiliarity between patients and providers was mentioned to cause 

barriers for other migrant women the participants were familiar with.  

Note: The table serves as a summary of the results in the following section on acceptability.  

Almost all women had comparisons scattered throughout the interviews. The healthcare 

system they had known in their countries of origin often served as a baseline for what a 

healthcare system should include and was in turn applied to the Dutch healthcare system. 

Overall, participants generally perceived acceptability as a less prominent barrier to access. 

Where acceptability barriers were mentioned, they were often rooted in a lack of awareness of 

cultural differences, both on the part of healthcare recipients unfamiliar with Dutch healthcare 

norms, and on the part of healthcare providers unfamiliar with the cultural backgrounds of their 

patients. This mutual lack of cultural awareness had the potential to create stressful situations 

and reduce the perceived acceptability of care on both sides of the provider-recipient 

relationship. In addition to this, the availability of female physicians was the one notable 

exception within acceptability. As one participant observed that cultural or religious beliefs led 

some women she worked with to refuse male physicians, resulting in delays due to longer 

waiting times for female physicians: 

"Some women do not want men as their GPs [...] And these women end up worse 

off, simply because the healthcare system also offers them less." (P003) 

While acceptability is not at the forefront of the participants’ perceptions of access to the 

Dutch Healthcare system, the above shows traces of barriers within acceptability.  
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5.8 Availability  

Table 9: Summary of Findings Availability   

Main Findings Availability  

●​ Limitations in availability of GP registration created significant barriers to access, 

resulting in migrant women having to take additional caution. 

●​ Medicine made available to participants was a persistent point of frustration.  

Note: The table serves as a summary of the results in the following section on availability.  

Within the dimension of availability there were varying perceptions. Differences in 

healthcare facilities before and after receiving a residence permit were rarely raised, though the 

discrepancy between expected and actual medicine made available to the women remained most 

prominent among the women who had experienced residency without a residence permit. Among 

most women there were feelings of frustration to be noted when they would describe the 

availability of medicine. Where P002 uses contrast to illustrate the satisfaction with the 

availability of medicine, P008 relates it to an insufficient diagnosis resulting in dissatisfaction:  

"In my country, [all] people have bags with all kinds of medicines. That is not 

good actually. I think that this rule in the Netherlands is much better. [...] After 

three years, our body is simply used to this rule. And now we rarely get colds." 

(P002) 

34 



 

"The healthcare is not satisfactory because there is not enough medicine, in the 

end they told me: ‘your skin, we don't know what is causing this’." (P008) 

With the GP as a gatekeeper for healthcare, the lack of registration with a GP caused 

significant barriers to availability of healthcare. While most participants had registered with a GP 

at the time of the interviews, three of the women had previously not and recalled their time 

before registration as a period of heightened caution and inability to gain access to necessary 

care.  

"We waited four and a half months for a GP. […] We found a GP. Fortunately. 

[…]Because we had no GP, that is why we were very careful."" (P002) 

As most were able to get through this period without the need for healthcare, one participant was 

unable to access contraceptives due to not being registered with a GP, which led to the need for 

maternal healthcare:  

"I had needs for contraception but I do not have a family doctor yet. So I faced 

difficulty and was not able to access contraception. Now I have care related to 

pregnancy." (P004) 

5.9 Coping Strategies  

Table 11: Summary of Findings Coping Strategies  

Main Findings Coping Strategies  

35 



 

●​ Three main strategies: Google Translate, social networks, and outsourcing care to the 

country of origin. 

●​ Partners, friends, and case managers were important support systems. 

Note: The table serves as a summary of the results in the following section on coping strategies.  

Despite the above barriers to access, women found ways to cope. These coping strategies 

were often not explicitly described by participants, but rather emerged incidentally as accepted, 

routine practices that were expected to fade with time as familiarity with the Dutch healthcare 

system grew. The three main coping strategies included digital translation tools, social networks, 

and outsourcing of healthcare to the country of origin. Google Translate was the most used 

coping strategy across all participants, deployed across almost every context in which language 

formed a barrier, this ranged from making appointments to understanding prescriptions to 

navigating consultations.  

Social networks including partners, Dutch friends, VWN contacts, and colleagues 

functioned as an important coping resource, providing both practical help and information about 

the healthcare system. Dutch-speaking friends in particular facilitated language support, 

guidance regarding the local healthcare system, and opportunities to practice the local language, 

allowing women to transgress barriers related to language, awareness, and accessibility.  

“We also have Dutch and Iranian friends who speak Dutch very well. [...] They 

help us as well.” (P002) 
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Among the four women who had come to the Netherlands after their husbands had 

arrived in the country, three explicitly reported relying on their partner and their broader social 

network during the early stages of their integration. 

"Actually I went to the GP [...] with my husband. His Dutch is better than mine. 

[...] He helped me." 

Beyond informal support, case managers and volunteers played another active role. For 

example through advocating directly on behalf of one of the participants who faced 

discrimination within the healthcare system. 

“I went to the case manager and told her what happened, and she also 

understood me and she stood up for me. She complained for us.” (P010) 

Seeking care in the country of origin served as an additional coping strategy for P006 and 

P009, particularly for dental, gynaecological, and situations where cost or language barriers felt 

most prominent. These coping strategies were motivated both by practical necessity and personal 

comfort, having trust and understanding at the center of it.  

"If I have a chance to visit my country, this is also my comfort zone. For some 

special issues you cannot directly leave your comfort zone, for example, seeing a 

gynaecologist." (P009) 

It is worth noting that this strategy was only available to women who could safely return to their 

country of origin. For those whose migration was a result of unsafe conditions, this option was 
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eradicated. Nevertheless, connections to the country of origin remained a resource connecting the 

coping strategies to that of social networks; for P004, this manifested in outsourcing healthcare 

navigation to her mother-in-law, a nurse in Turkey, who was able to bridge the gaps of 

availability and accommodation:  

"Saturday and Sunday everything is closed [in the Netherlands], so we call my 

husband's mother, who is a nurse in Turkey. She presents the problem to a doctor 

there and we get the medicine from the Kruidvat." (P004) 

5.10 Trust in the Healthcare System 

Table 11: Summary of Findings Trust in the Healthcare System  

Main Findings Trust in the Healthcare System 

●​ Trust was built gradually through individual positive experiences with providers. 

●​ Warmth, patience, and feeling believed were the most important trust-building factors. 

●​ Adequate treatment after previous poor experiences was a pivotal  point for several 

women. 

●​ Reliability and punctuality of appointments also contributed to trust. 

Note: The table serves as a summary of the results in the following section on trust in the healthcare system.  

Across the narratives, trust in the Dutch healthcare system was not formed through a 

general impression of the system as a whole, but rather built through individual experiences with 
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healthcare providers. One of the participants shared the following on his trust building 

experience within the Dutch healthcare system as facilitated by his healthcare provider:  

"At first it's only [my nurse] I trust. At first, all the rest, I feel like okay they just 

want me to do it because they want me to do it. But [my nurse] was the only 

person I trust." (P010) 

Being treated with warmth, patience, and genuine care was the most consistently recurring 

foundation, particularly among participants who recalled earlier experiences of feeling dismissed 

or not believed. 

"[My nurse] stood by me like a friend, like family. [...] She makes you feel like you 

are not alone. Because in the position I was in, I felt alone. I have no family, I 

have no relatives." (P010) 

"This woman is my first GP [in the Netherlands]. She is kind, she understands me 

and listens well. I do not know whether the treatment is good or not, but I like it. 

Trust in the GP." (P001) 

For several participants, receiving a correct diagnosis and effective treatment after a 

prolonged difficult period represented a pivotal moment, as illustrated by P003, who described 

initial doubt giving way to confidence in the healthcare system following a positive referral 

experience during the birth of her daughter. 
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"Sometimes I think: 'Can I trust? They do not give us medicine.' But when I gave 

birth and [the hospital] was full, they referred me to [another city] where I 

received very good care. And I trust everything now." (P003) 

For P005 the positive interaction was put into relation with prior negative experiences in her 

country of origin, amplifying the sense of safety and trust: 

"Just hand-holding to support in that situation, that was already a lot. That for 

her was just a normal thing to do. For me it is a moment of trust or something. 

Or: ‘okay, I am safe here’." (P005) 

Trust fostering experiences were not, however, universal across all healthcare settings. 

P005 recalled a deeply uncomfortable encounter with a psychologist in the AZC, where a 

noticeable lack of professionalism prevented trust from forming, contrasting with the positive 

relationships she had built with providers elsewhere. 

"I still remember sitting with the psychologist, trying to explain what was wrong. 

[...] You could see that the person was not to be trusted, or not truly professional." 

(P005, in AZC) 

The undermining of trust was further put into context with prior traumatic experiences with 

healthcare such as the experience of P002, who regained trust after a positive interaction with 

healthcare related to similar symptoms: 
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"I have trust in the hospital. [...] I saw blood [again] and I was very, very scared. 

[...] She did a check-examination for the baby for 30 minutes, very thoroughly. 

And I really have trust because of  her." (P002) 

As an addition to interpersonal care, the predictability and timeliness of appointments in 

the Dutch healthcare system were also noted as trust-building factors, with participants 

describing the reliability of appointments as a source of reassurance, particularly in contrast to 

healthcare experiences in their countries of origin.  

"Here, appointments are on time and done within 15 minutes. I can plan well for 

the future." (P001)  

Trust therefore appeared as a recurrent facilitator across the narratives, contributing to the 

women's willingness and ability to engage with the Dutch healthcare system. 

5.11 Cross Comparisons of Healthcare Systems 

Table 12: Summary of Findings Cross Comparisons of Healthcare Systems  

Main Findings Cross Comparisons of Healthcare Systems 

●​ Participants consistently used their home country healthcare system as a reference 

point. 

●​ Negative experiences with the Dutch healthcare system were amplified by positive 

experiences in the healthcare systems of the countries of origin, and vice versa. 
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●​ The most distressing experiences (pregnancy loss, mental health dismissal) occurred 

during AZC stays.  

Note: The table serves as a summary of the results in the following section on Cross Comparisons of Healthcare 

Systems.  

As aforementioned, the participants would often refer back to the experiences in their 

home countries resulting in a reference system to which the experiences in the Netherlands were 

linked. There was a continuous reflection on the strengths and weaknesses of the familiar 

healthcare systems throughout the narratives of the women. Interestingly, the narration of 

negative experiences with the Dutch healthcare system were oftentimes contrasted with positive 

experiences in the country of origin, which resulted in a greater divergence between the two 

healthcare systems. At the same time, the inverse was also true, with positive experiences in the 

Dutch healthcare system being put in relation to negative experiences in the country of origin, 

amplifying the positive perceptions on experiences in the Netherlands.  

Within the different narratives, three participants did not use this contrast and one of the 

participants shared that there was no cross referencing possible as he had never experienced the 

existence of a healthcare system:  

"Oh my goodness, I never had something healthcare in my country. Nothing at 

all." (P010) 
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However, the absence of healthcare fostered a similar narrative as the negative 

experiences with healthcare in countries of origin. These comparisons were most often linked to 

received respect, the insurance coverage in the Netherlands, and the quality of overall care. 

Regarding the opposing concept, interactions with perceived long waiting times, the stepped-care 

model relating to the accessibility of specialist care and availability of medicine were most 

frequently referenced. 

"Before I came here I imagined it was better than this. There is difficulty in 

accessing the specialist doctor compared to us in Syria. In Syria it is very easy to 

access the specialist doctor." (P004) 

The women's perceptions of the Dutch healthcare system varied. Four of the participants, 

who had resided in an AZC prior to receiving their residence permit, also used previous 

healthcare experiences within the AZC as a reference point. While only one participant 

mentioned improvements in healthcare availability after receiving her residence permit, the most 

distressing experiences regarding the loss of a baby and the dismissal of a participant for mental 

healthcare were both explained in the context of their stay in the AZC.  

Discussion  

The findings of this study show that healthcare access for migrant women in the Northern 

Netherlands moves outside the boundaries of the healthcare system itself, which reflects part of 

the complexity that motivated this research, with the aim to better understand how migrant 
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women with status holder status in the Northern Netherlands experience access to healthcare 

services. The narratives of the participants reveal that language, social networks, and trust 

operate as interconnected factors that facilitate and constrain access across all dimensions. 

Meanwhile individual migration trajectories and personal histories shape the lens through which 

these experiences are interpreted. Understanding how healthcare access is experienced by the 

individual women therefore points to the importance of accounting for relational and structural 

conditions. 

6.1 The Dimensions of Access  

The findings of this study reveal that barriers to healthcare access were present across all 

six dimensions identified by Penchansky & Thomas (1981) and Saurman (2016). Though their 

prominence varied between dimensions and across participants. Within the dimension of 

availability, limitations in GP registration created a period of heightened vulnerability. This is 

consistent with Lebano et al. (2020), who found that migrants tend to underuse preventive and 

specialist services as a result of structural gaps in access, which in this case is the lack of 

availability in GP’s.  Accommodation barriers were consistently present across narratives, as the 

watchful waiting approach of the Dutch healthcare system was frequently experienced as 

insufficient, particularly when participants felt the urgency of their complaints was not being 

adequately responded to. This partially aligns with Butenop et al. (2019) describing an 

unfamiliarity regarding referral structures and appointment systems in a new country as a barrier, 

however it does not fully reflect the accommodation barriers faced by participants who felt their 

needs were not met. Within the dimension of awareness, widespread unfamiliarity with the 
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availability of professional interpreters was the most prominent finding. The knowledge of this 

service remained limited mainly to participants who had professional experience within the 

healthcare system itself. Though not directly linked, this could play into the research by Seibel 

and Arsenijevic (2022), who found that migrants are structurally excluded from knowing what 

services they are entitled to, solely on the basis of this not being provided in their native 

language. Affordability barriers, while not universal, produced financial hesitancy among those 

who unexpectedly encountered the ‘eigen risico’ system, with one participant actively avoiding 

further care following an unanticipated bill. This reflects Boateng et al.'s (2012) finding that 

limited knowledge of the local insurance schemes discourages migrants from seeking care even 

among those legally entitled to it. Acceptability was the least prominent barrier overall, though 

the preference for female physicians was mentioned as an observation by a participant resulting 

in longer waiting times and, according to P003, measurably reduced access to timely care, 

consistent with Marques et al. (2020).  

6.2 Language as an Overarching Barrier to Access 

Language emerged as the most pervasive barrier, affecting nearly every point of contact 

with the Dutch healthcare system. The telephone-based structure of Dutch primary care shaped 

language barriers into a systemic exclusion mechanism as it concentrated multiple dimensions of 

inaccessibility at the first point of contact with participants describing telephone contact as the 

most inaccessible interaction in the system. This is distinct from face-to-face consultations where 

frequently used coping strategies such as Google Translate and gestures remained available. This 

aligns with Beauchamp et al. (2020), who found that healthcare communication delivered in the 
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patient's preferred language was over ten times more effective than the same communication 

provided in the official language of the respective country. Taken together, the findings suggest 

that the absence of communication in an individual’s native language carries the cost of 

accessibility to care. Within this barrier a digitalization paradox appears. Digital translators were 

used as a bottom-up coping strategy for language barriers, however, these cannot be employed at 

the digitalized entry point of the Dutch healthcare system. Access to urgent care therefore 

becomes solely dependent on Dutch language proficiency. Without awareness of alternative ways 

to contact the GP or out-of-hours service, access remained exclusionary regardless of whether 

women knew the service existed. From an ethical standpoint Brandl et al. (2019) argued that the 

absence of professional interpreters constitutes a form of discrimination. When broadening this 

to telephone contact as the point of entry reveals a systematic failure to ensure equal access. In 

addition to the existing formal enablers ensuring access to healthcare, social networks served as 

an important informal framework facilitating access. Family, friends, volunteers, and colleagues 

served as external sources of trust, highlighting the importance of acknowledging broader 

support systems outside the healthcare system itself. Social support as a facilitator of healthcare 

access is well established in the literature, consistent with Marques et al. (2020), who found that 

social support facilitated the seeking of healthcare opportunities, while its absence was closely 

linked to avoidance of these services. Even though the avoidance of services due to insufficient 

social support was not something found in the narratives, the presence of a network served as a 

foundation of trust that facilitated access where the system itself fell short. The interviews 

suggested a potential reliance on partners as informal interpreters as reported by one of the 

participants whose husband had arrived in the Netherlands first. The burden of language support 
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on personal relationships might be connected to the broader pattern regarding absence of 

professional interpreters and the lack of awareness of available language services. This is also in 

line with the literature by Fair et al. (2020) and Robertson (2014), which revealed the gendered 

barrier of language due to reliance on partners.  

6.3 Trust as a Facilitator of Access 

Trust operated as an unaccounted precondition for access, shaping women's confidence in 

the healthcare system, functioning as a facilitator of the six dimensions of access. Trust was 

fostered through interactions in which participants highlighted the responsiveness and empathy 

of their healthcare providers. In regards to the two participants who migrated alone, experiences 

of consistent attentiveness especially nurtured a safe environment. This resulted in reduced 

barriers within the other dimensions, because trust had built the foundation for greater 

acceptability as it bypassed concerns based on previous negative experiences with the Dutch 

healthcare system. In addition, trust shifted the perceptions of availability in a positive direction 

as through consistency led to better perceived health outcomes related to medicine.  Building on 

Leksell et al. (2025), trust through consistency, and (cultural) understanding ensured that patients 

gained more confidence in the healthcare system. Across the stories shared by participants, trust 

typically emerged from isolated positive encounters rather than any systematic facilitation by the 

healthcare system or integration services. Therefore, beyond the requirements of empathy, 

cultural sensitivity, and intercultural communication from healthcare professionals, there is a 

need for systematic and consistent implementation of efforts to build trust. This aligns with 

Savas et al. (2024), who argue that trust is central to both quality of care and access to it.  

47 



 

Most importantly, the narratives consistently showed that it remains important to take 

into account the stories of the migrant women as individuals within a heterogenous group. The 

interviews had the continuous pattern of reflection and referencing to the participants’ past 

experiences, showing how individual trajectories, including prior healthcare experiences and 

country of origin, shape the lens through which access is experienced. Wenner et al. (2019) 

emphasize the importance of accounting for exposures across individual life courses to avoid 

overlooking heterogeneity within migrant populations. While not novel, this finding serves as a 

reminder to continuously reflect on the way in which migrants might be placed under a 

homogenous group3.  

6.4 Limitations 

This study has important strengths, but also contains limitations. First, language barriers 

found in the results were also present during the interviews, mainly due to the researcher’s lack 

of knowledge in Farsi and Arabic, and partially due to participants' limited proficiency in Dutch 

and English. For ethical reasons, no interpreter was present, though this further stresses the 

importance of solid translation services. While the AI tool Whisper was used for Arabic 

translation and general transcription, it produced major discrepancies, with some parts of the 

interviews getting lost in recording. Although lost content from English and Dutch interviews 

could be recovered manually, this was not feasible for the Arabic interviews. As a further 

consequence of language barriers, some interviews became more structured due to limited 

3 This research has tried to continuously reflect upon this, however, it also uses the umbrella term ‘migrant women’ 
in a broader sense to describe the participant group and might therefore also be prone to overlooking heterogeneity. 
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vocabulary, with Arabic interviews conducted entirely using pre-translated questions and no 

possibility for impromptu follow-up questions. 

The interpretation of the respondents’ transcripts were supplemented by the in-person 

interview through non-verbal cues as well as tones and nuance taken from the Additionally, the 

results are mainly drawn from a few interviews. These interviews were more in-depth interviews 

as a result of fewer language barriers or broader experiences with healthcare services in the 

Netherlands (e.g. P002, P005, P010, who had experiences beyond primary healthcare). 

Nevertheless, the main findings were consistent throughout.  

Another limitation is the potential influence of social desirability bias. Participants' 

answers may have been shaped by social norms, perceived expectations, and the sensitivity of 

the topics discussed (Júnior, 2022). Although confidentiality assurances and a non-judgmental 

approach were used to encourage openness, some responses may still reflect socially acceptable 

narratives rather than participants' full experiences. Additionally, as participant responses may 

have been shaped by the relational dynamics of the interview context and the sensitivity of topics 

discussed, the interpretation of these responses also inevitably reflects the researcher's own 

positionality (Galdas, 2017), though transparency and reflexivity were employed throughout to 

uphold trustworthiness as much as possible.  

Lastly, due to the scope of the research, time and research constraints, not all experiences 

of the participants were discussed in this research paper. In addition to this, categorizing findings 

in themes proved challenging, as some experiences were shared that were difficult to be directly 
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linked to the themes this research chose to focus on. Due to this, the narrative-informed aspect of 

the thematic analysis was limited. Furthermore, many valuable insights were shared by 

participants that could not be included as they were not captured in the recording.  

Conclusion and Future Research 

This research explored how migrant women in the Northern Netherlands experienced 

access to healthcare services as status holders. Through semi-structured interviews and a 

narrative-informed thematic analysis, this study assessed barriers related to language, the 

dimensions of access identified by Penchansky & Thomas (1981) and awareness by Saurman 

(2016) in addition to coping strategies in relation to the barriers and cross-comparisons between 

healthcare systems found in the narratives. The research suggests that there are overarching 

barriers and facilitators that span across all dimensions of access. As a main finding of the 

research, language as a barrier stretched across the dimensions of accessibility and awareness. 

This stemmed from the reliance on translation tools as a coping strategy, which was not viable in 

the context of telephone-based contact reinforced by underuse of language interpretation services 

due to a potential lack of awareness. Where formal support was absent, women turned to 

informal networks when present, particularly partners, potentially reflecting a gendered 

dimension. While language and linguistics served as a barrier across the dimensions of access, 

trust was a facilitator of access reducing some of the barriers. As trust was built through 

individual rather than systematic experiences, the need for its deliberate and consistent 

embedding within healthcare provision in the Netherlands is suggested to be researched further. 
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This study serves as an initial exploration of an underexamined context. It revealed that migrant 

women as status holders in the Northern Netherlands experience healthcare access through the 

lens of previous experiences, with language and trust emerging as shaping factors of access. 

These findings emphasize the need for further research into how these factors influence 

healthcare utilization and outcomes. 
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Appendix 

Interview Guide  
 
First of all, thank you very much for participating in my research. Before we begin the interview, I would 
like to briefly go over a few things. This interview will be completely anonymous, which means that your 
name will not be used anywhere. There are no right or wrong answers to my questions; I am genuinely 
interested in your opinion and perception. 
 
Do you have any questions for me before we begin? 
 
 

Division by theme Interview questions Follow-up questions 

Migration Trajectory What is your country of origin? 
 
 

 

Can you tell the story of your journey to the 
Netherlands? 

 

Legal status often relates to the duration that someone is permitted to stay in a country 
(according to its regulations). 

Has your legal status changed over time? If so, how 
has this affected your daily life? 

 

Language & 
Communication 

Which languages do you speak?  
Did integration courses prepare you for 
medical communication (in Dutch)? 
 
How have you experienced  language 
barriers?  

 
How comfortable are you explaining health issues in 
each language? 

When you are not able to express yourself in these 
languages, how do you navigate this? 

Health background / 
medical history 
 

What was your experience with healthcare in your 
country of origin? 

 

Since leaving your country of origin, have you 
experienced any new health issues or developed 
specific health needs? If so, how and where were 
these needs addressed? 
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Access to Secondary 
Healthcare 
 

What does “access to healthcare” mean to you?  

 
Some health needs can be catered by a general doctor, 
some others require specialist knowledge. Can you 
recall whether your health needs required any or both? 
And what was your experience? 

Can you describe a situation where you faced 
difficulties accessing specialist care in the 
Netherlands? 
If you have never tried to access specialist care in the 
Netherlands, what is the reason for this? 

System Navigation & 
Health Literacy 

How did you learn how the Dutch healthcare system 
works? 

Who helps you when you don’t 
understand the system? 
To understand the system, how have 
you learnt about how it works?  

Do you feel you understand how to access specialist 
care? 

Acceptability 

 
Have you ever felt misunderstood or judged in 
healthcare settings in the Netherlands? 

 

What expectations do you have of a healthcare system 
in general? 

 
How does the Dutch healthcare system relate to your 
expectations and perceptions of it? 

Trust & Perceptions of 
Care 
 

 
Trust is an important part of healthcare, it means 
believing that services are reliable, can meet your 
needs, and aim to provide the best possible care. How 
trustworthy do you feel the healthcare system is? 

Can you describe a specific situation? 
 
How did it affect your willingness to 
seek care? 

 

Cultural Barriers  

 
Have you experienced any barriers to seeking 
healthcare due to cultural differences, such as beliefs 
or attitudes about health, illness, or treatment? 
 

If yes, can you describe a specific 
example?  
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Are you religious? If yes, how does your religious 
identity influence the communication in the healthcare 
system? 

Gender-Specific 
Experiences  

 
Have you ever felt that your gender affected the way 
healthcare professionals treated you or understood 
your health concerns in the Netherlands? 

Can you describe a situation? 

 
Have you had any gynaecological healthcare needs 
(e.g., menstrual health, contraception, 
pregnancy-related care)? If so, what type of care did 
you require? 

 

 
How were these needs addressed (e.g., through a 
general practitioner, specialist, or other services), and 
to what extent were they met? 

 

Structural Barriers 
Besides the topics that we discussed today, are there 
any barriers to access of specialist care in the 
Netherlands? If so, what are they? 

 

Reflections & 
Recommendations 

If you would be the person shaping policy, what 
would you change regarding the Dutch Healthcare 
system? 

 

What do you think is currently working well in the 
system that should be maintained or strengthened? 
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