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“Without the general trust that people have in each other, society itself would disintegrate, for very 

few relationships are based entirely upon what is known with certainty about another person, and very 

few relationships would endure if trust were not as strong as, or stronger than, rational proof or 

personal observation”  - Georg Simmel, 2004; p. 177 
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Abstract 

 
Many studies have illustrated that trust is essential in the patient-clinician relationship and for adequate 

healthcare service delivery because it facilitates access, communication, and cooperation. However, 

studies suggest that ethnic minorities (e.g., refugees) have lower trust in healthcare than majority groups, 

leading to inequalities. There is a gap in the current literature on Afghan ex-refugees’ past experiences 

and how those experiences influence the way they perceive trust in general practitioners (GP). Minority 

populations such as ex-refugees are a subgroup of the Dutch population and are more vulnerable to ill 

health than native Dutch citizens and therefore need specific attention. This study aims to reduce societal 

inequalities by exploring older Afghan ex-refugees’ narratives of past (clinical) experiences and 

understanding how those experiences shaped their trust in GPs. As such, thirteen semi-structured, 

narrative-oriented synchronous online interviews were held with Afghan ex-refugees aged 50 years and 

over. The findings suggest that participant’s past (healthcare) experiences shaped their trust in GPs 

through a combination of unmet expectations and not fully understanding the Dutch healthcare system. 

We should consider refugees’ experiences with a (likely) different healthcare system and culture in their 

home country as an important foundation of establishing trust. Those experiences, alongside dealing 

with and navigating through a new host country, can make it difficult for this population group to build 

trust. 
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Preface 
 
Along with over 4000 other Afghans (Hessels, 2004), my family and I arrived in the Netherlands hoping to 

find asylum and build a life. A life we could not build back home due to war, political corruption, and 

insecurity. Although I was only five years old and therefore lucky not to have been aware of all the misery, 

I remember the fear, the stress, and the insecurities from all the grown-ups around me. Not only during the 

long period that it took us to get to the Netherlands but moreover during the first several years of living in 

the Netherlands and trying to build a life here. For me, this entailed a life of going to school, making new 

friends, and playing outside. For my parents–two highly educated individuals -, as for many other refugees, 

it was a life full of uncertainties (would they get granted permanent asylum?), procedures they had to go 

through (over and over again), and new people and systems they had to get to know and adapt to (who was 

trustworthy? Who would help them out in their best interest?). However, they had no other choice but to deal 

with everything and make the best of the situation.  

 

While incredibly grateful for the opportunity this country has given my family and me, I have also seen the 

many hardships refugees have to endure, caused by the insecurities and vulnerabilities most people cannot 

imagine. Insecurities and vulnerabilities create the necessity to trust people and systems but also make it 

difficult to trust: a process necessary for good health. Being the child of two loving parents who gave up their 

own security for those of their children and having witnessed them struggle to find their way in the Dutch 

society has raised my interest and devotion to contribute to refugees’ health by reducing the inequalities they 

face in Western societies. Therefore, this thesis serves as a humble contribution to Afghan refugees’ health 

by helping healthcare professionals understand how trust is shaped in this vulnerable population group and 

give them tools to gain or maintain their trust.  

 

I would like to thank Patrick Brown for supervising and supporting me throughout all the phases of this 

thesis. I also wish to thank all my participants for sharing their personal stories. You have not only enabled 

me to conduct my research, but moreover, you have contributed to the well-being of future refugees. Finally, 

a special note of thanks goes out to my siblings and my wonderful parents. The path leading to finalizing this 

thesis was far from easy, and I would not have made it so far without your support. Thank you.  
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Introduction 

‘’Before going to the doctor, I have to look things up on the internet myself: ‘what is my illness; how 

can [the doctor] treat it?’ There are many things he doesn’t know. Nowadays, doctors have become 

very modern. [They say:] 'I don't know, I don't know’ […]. But, come on man, you must know, you're a 

doctor! […] I guess that's just drilled in our brains when we were in Afghanistan. Doctors were the 

smartest, the best people on earth; they knew a lot. That is probably why my expectations of Dutch 

doctors are higher than those of a Dutch person.’’ Afghan-Dutch male (58) 

 

In 2019, a shocking number of 79.5 million people were forced to flee due to war and violence, of which 

over 600,000 asked for asylum in Europe (VluchtelingenWerkNederland, 2021). Before refugees arrive 

in a host country, they have often been through horrible conditions in their country of origin, during 

their flight, or both. The journey is often a dangerous process, including hazardous areas, food 

deficiency, and separated family members (Lori & Boyle, 2015). When resettled in the host countries, 

refugees may initially feel relief and hope. However, these feelings are often soon overshadowed by 

uncertainty and stress due to poor living conditions, an unknown language, society, systems, and so 

forth (Drescher et al., 2021).  

All these factors place refugees in a disadvantaged position from the very start of their ‘new’ 

life in a host country. Their feelings of risk and uncertainty impede their opportunities to build trust in 

a new society. Refugees’ health outcomes can be influenced by their trust in healthcare. According to 

several studies, trust in healthcare is essential and has a proven impact on patient’s health outcomes 

(Birkhäuer et al., 2017; Hall et al., 2001; Murray & Mccrone, 2015; Ozawa & Sripad, 2013; Wang et 

al., 2009). However, there is a gap in current literature as to how older (>50 years) refugees who are 

resettled in a host country for over a decade narrate their trust in healthcare and how their past 

experiences have influenced this (Birkhäuer et al., 2017). Given the number of forcibly displaced people 

worldwide and the significance of trust in healthcare (professionals), we need to understand how 

refugees, who have endured much hardship in their lives, experience trust in the Netherlands. Therefore, 

this thesis focuses on refugees’ health and trust and aims to understand how their past experiences, 
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including their refugee background, may have impacted their trust in healthcare in the country of 

resettlement. More specifically, I will focus on trust in general practitioners (GPs), for they are the 

gatekeeper to specialist health services and can influence patients’ trust with future healthcare services 

(Harris et al., 2020; Hillen et al., 2018).  

As the introductory vignette illustrates, culturally shaped ideas about healthcare in the country 

of origin may conflict with the healthcare system in the country of resettlement. Consequently, such 

conflicting ideas can impact refugees’ trust experiences in the host country’s healthcare system. This 

thesis will use in-depth narrative interviews to portray how healthcare experiences, alongside other life 

events in the country of origin and resettlement, have shaped participants’ lives and contributed to their 

current narratives of trust in Dutch healthcare.  

 

In the first chapter of this thesis, I will provide background information, a literature review, and elaborate 

on the relevance of this research and the research questions. In chapter 2, I will outline the methods and 

ethical considerations relevant to my research. I have dedicated a special section to the impact of the 

COVID-19 pandemic during the time this research was conducted. In the third chapter, I discuss the 

theoretical inspirations used to make sense of the concept of trust, especially in the context of healthcare 

and among forcefully displaced people. Following several key scholars, such as Simmel (2004), 

Luhmann (1979), and Möllering (2001), I first depict the complexity and dynamics of trust, after which 

I will explain different approaches to establishing trust.  

In the following three chapters, I present the results of this research. I have devoted chapter 4 to 

the interpretation and sensemaking of participants’ lifeworlds by exploring their past experiences and 

their ways of expressing those experiences. The fifth chapter focuses on trust. I will elaborate on what 

trust means to participants and why it is important. Moreover, I will present how attitudes of healthcare 

professionals and earlier life experiences attribute to (dis)trust, which will provide the foundation for 

understanding the trust process. In chapter 6, I will discuss the consequences of trust in GPs on 

participants’ health, care-seeking behavior, and trust in other healthcare dimensions. This final empirical 

chapter is essential to thoroughly understand the iterative and vicious process of trust (Rowe & Calnan, 

2006, p. 379).  
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The last chapter brings the empirical data together and relates it to existing literature and 

theories. Furthermore, I will discuss practical and theoretical implications, strengths and limitations of 

this study, and recommendations for future research.  
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1. Contextualizing trust in GPs among older ex-refugees 

1.1 Trust in healthcare 

Trust is fundamental in the patient-clinician relationship and adequate healthcare service delivery 

(Alruthia et al., 2020). Generally, trust is necessary where there is uncertainty about the motives and 

intentions of the person you depend on. It is especially important regarding healthcare since a patient 

relies on a healthcare professional (Calnan & Rowe, 2008b). The need for trust in this setting is created 

by the vulnerability of the sick patient, power imbalance, information asymmetry, and the social position 

of the clinician (Calnan & Rowe, 2008b). Studies show that high trust is positively associated with better 

access to and usage of medical services and satisfaction with and loyalty to the doctor (Murray & 

Mccrone, 2015; Ozawa & Sripad, 2013). In addition, trust between the patient and healthcare 

professional can influence interactions, the amount of disclosure of one’s story, continuity of care, the 

level of adherence to doctor’s advice, and behavioral changes (Wang et al., 2009). Furthermore, studies 

show that trust can affect patients’ healthcare outcomes, their self-reported health status, and their 

willingness to seek care (Birkhäuer et al., 2017; Hall et al., 2001; Ozawa & Sripad, 2013). These results 

can be confirmed with studies showing that distrust in healthcare systems seems to be associated with 

the underutilization of necessary healthcare services, decreased treatment adherence, and increased 

healthcare costs (Murray & Mccrone, 2015).  

Understanding the possible consequences of (dis)trust in healthcare and the impact on patient’s 

health shows the significance of trust. Nevertheless, it is just as important to understand how trust in 

healthcare can be built. Numerous studies have focused on doctors’ behaviors (such as competence and 

communication skills) that predict patient trust (Bambino, 2006; She et al., 2015; Thom, 2001). 

According to Thom (2001), doctors’ skills to comfort and care for their patients, listen attentively, and 

explain are all predictive to patient trust. Although the significance was less strong, friendliness and 

manners such as greeting the patient and eye contact were also associated with trust. (Thom, 2001). 

Moreover, the length of the doctor-patient relationship is also considered to be an indicator of trust. She 

and colleagues (2015) specifically studied the predictability of trust concerning doctors’ communication 

skills among different age categories. Older people (age>50 years) especially valued patience, putting 
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their needs above all, clear answers to questions, honesty, and thorough questioning as indicators for 

trust (She et al., 2015).  

Building on doctor’s behavior, trust seems to be necessary regarding patient involvement and 

patient-centeredness (Calnan & Rowe, 2008a). Engaging patients in decision-making processes is 

common practice in Western-oriented countries (Meeuwesen et al., 2006; Springvloet et al., 2020). 

Therefore, it is relevant to consider patient autonomy as influential to trust. Studies have suggested that 

shared decision-making can support trust and vice versa. However, not all patients expect to actively be 

involved in the decision-making process, and in those cases, patient-centeredness can even inhibit trust 

(Calnan & Rowe, 2008a). This thesis research can clarify this ambiguous evidence by exploring how 

ex-refugees view shared decision-making and patient-centeredness.  

  

1.2 Trust in healthcare amongst minority groups 

In the previous section, I discussed trust in healthcare and its determinants among the general population. 

In this section, I will focus more specifically on trust research among minority groups. 

Studies based on experiences in (mostly) the United States (US) suggest disparities in trust among 

several subgroups, notably ethnic minorities (Hillen et al., 2018). Several studies conducted in the US 

found lower trust levels among African American and Latino patients than Caucasian patients (see Do 

et al., 2010; Halbert et al., 2009; Saha et al., 2010 and Suurmond et al., 2011 for examples). In contrast, 

other studies present no trust disparities among ethnic minorities in some patient subgroups (e.g., 

Chinese migrants in the US or South Asian migrants in the United Kingdom (UK); Hillen et al., 2018; 

Lord et al., 2012). These results contrast with results from the US, showing consistently lower trust 

levels among minority patients. However, it must be noted that the trust of Latin and African Americans 

in the US cannot directly be compared with the trust of minority groups in European countries like the 

UK. For example, historical discrimination in medical research may still affect African American’s trust 

in clinicians (Hillen et al., 2018). Such factors are assumingly less relevant for refugees in European 

countries. Moreover, refugees may feel a strong need for trust in their physician due to cultural factors 

(e.g., being influenced by norms of deference towards doctors in their country of origin) and language 
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barriers (Hillen et al., 2018). These factors make them more vulnerable than a similar patient group 

without those barriers, and vulnerability creates the necessity to trust (Spronk et al., 2019). 

Apart from research that explored levels of trust among minority populations, there is a small 

number of qualitative studies which have focused on participant narratives and experiences regarding 

healthcare in host countries (Cheng et al., 2015; Feldmann et al., 2007; O’Donnell et al., 2008; Obtinario 

& Thorkildsen, 2020). Although some studies were not related to trust, and all of them focused on newly 

arrived, younger refugees or refugees who have had a shorter stay in the host country compared to my 

study population, the findings are interesting to address. Refugees’ and asylum seekers’ past experiences 

with a different healthcare system appeared to be the main cause of many difficulties experienced in the 

host country (O’Donnell et al., 2008). Shared decision-making and usage of computers during the 

clinical visit were among the reasons for asylum seekers to impede trust (O’Donnell et al., 2008).  

To many refugees, an additional unknown aspect of healthcare in many European countries 

(e.g., the Netherlands) is the role of the GP (Harris et al., 2020). For example, Cheng and colleagues 

(2015) asserted that refugees had difficulties with GP services in a wide range of host countries, which 

were related to limited knowledge of the accessibility of those services, language barriers, and unmet 

expectations regarding healthcare. Cheng and colleagues (2015) and O’Donnell and colleagues (2008) 

are among few to have studied trust in the setting of general practice, in contrast to most studies that 

assessed trust in a secondary healthcare facility (e.g., Hillen et al., 2018). GPs have an essential role in 

patients’ healthcare experiences since they are the gatekeeper to specialist health services and, therefore, 

their first encounter when needing non-emergency medical consultation (Harris et al., 2020). Hence, 

being patients’ first encounter with a doctor, trust in GPs can influence future healthcare and physician 

experiences (Hillen et al., 2018). 

 

1.3 A specific minority group in the Netherlands 

Having outlined the significance of trust among minority groups, I will elaborate on the main study 

population of my research in this section. In the past decades, the Dutch population has become 

increasingly diverse. On October 1st, 2020, almost one in four Dutch citizens had a migration 

background (people born abroad or with at least one parent born abroad; Centraal Bureau voor de 
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Statistiek (CBS), 2020b). A part of this population is (ex-)refugees: people who have fled their home 

country due to war, violence or persecution and with a grounded ‘’fear of being persecuted for reasons 

of race, religion, nationality, membership of a particular social group, or political opinion” (UNHCR, 

2020). In 2015, there was a peak of almost 60,000 asylum seekers coming to the Netherlands. Between 

2016 and 2019, these numbers fluctuated between 10.000 and 15.000 each year. At the end of 2019, the 

Netherlands had an estimated 94.430 refugees and 15.622 people waiting for asylum. Many refugees 

were from Syria, Somalia, or Afghanistan (VluchtelingenWerkNederland, 2020). Many people with a 

refugee background are currently aged 50 years and over (CBS, 2020a). In the next decade, this number 

will only increase. This population is more vulnerable to ill health than older native Dutch citizens due 

to lower education levels, cultural differences, language problems (Hillen et al., 2018), and low literacy 

(Buisman & Houtkoop, 2014). As mentioned before, several studies suggest that people from ethnic 

minorities (e.g., refugees) have lower levels of trust in healthcare compared to native citizens (Feldmann 

et al., 2007; Kohrt et al., 2014; Navaza et al., 2012; O’Donnell et al., 2008; Renzaho et al., 2013; 

Suurmond et al., 2011). This is particularly troubling when considering the aforementioned vulnerability 

of older refugees, making them more dependent and therefore experiencing a greater need to trust their 

physicians (Hillen et al., 2018).  

 

1.4 Research relevance 

 
‘’… a key feature of social marginalization in the context of biomedicine is that subordinate 

ethnoracial groups are typically situated at the deadly intersection of medical abandonment and 

overexposure…’’ (Benjamin, 2016, p. 971). 

 

This research aims to attribute to the needs of older ex-refugees (people with a refugee background who 

currently have obtained Dutch nationality) in the Netherlands by developing a better understanding of 

how their past life experiences influenced older refugees’ trust in their GPs.  

Despite accumulating evidence that minority populations (e.g., older ex-refugees) have a greater 

vulnerability to ill health (Hillen et al., 2018), such groups are underrepresented in medical and social 
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research. Therefore, it is essential to shed light on the needs of these groups and reduce health disparities 

(Konkel, 2015).  

The relevance of this specific study is further portrayed by gaps in past research. A 2017 

systematic review of quantitative studies indicates a significant association between trust and healthcare 

outcomes (Birkhäuer et al., 2017). However, the authors state that most studies on trust in healthcare are 

conducted in a North American setting - one with a very different healthcare system and ethno-racial 

and colonial history than that of the Netherlands – and/or were completed before 2013. Furthermore, 

most studies focused on specialist physicians (e.g., Do et al., 2010; Halbert et al., 2009; Hillen et al., 

2018; Saha et al., 2010), different from the Dutch GP as the first encounter with healthcare services 

when ill (Harris et al., 2020). Birkhäuer et al. (2017) concluded in their review that little could be said 

about specific potentially relevant patient characteristics (e.g., ethnicity) and that there is a lack of clarity 

regarding possible mediators and moderators of trust in the healthcare setting.  

To my knowledge, this is the first in-depth qualitative study conducted in the Netherlands 

focusing on trust in GPs among older ex-refugees. Past qualitative studies have focused on trust 

experiences among native citizens, asylum seekers, younger refugees, or relatively new refugees in a 

host country. However, there is still a knowledge gap about older refugees’ trust in the specific context 

of the Dutch general practice and little in-depth understanding of how past (healthcare and life) 

experiences of this population may impact their trust. With this research, I will address these gaps. 

Moreover, insights gained through this novel research can be of added value to the current healthcare 

system. Based on the patient interviews, a guideline will be created for GPs with information about 

factors shaping (dis)trust in GPs among the study population. This guideline may serve as a way for GPs 

to learn how to gain or maintain trust (e.g., a generally shared opinion from patients might be that GPs 

need to give more information about the Dutch GP system or not look at their computer screen during 

the clinical visit).  

 

To summarize, the body of literature on the topic of trust in GPs amongst citizens with a refugee 

background is small and ambiguous. This is worrisome, considering this group’s (likely) greater 

vulnerability compared to native Dutch citizens and the essence of trust in GPs and healthcare in general 
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(because of its multiple positive effects on patients’ healthcare experiences). Moreover, this population 

group will only increase in the next decade, highlighting the urgency of this research. Therefore, it is at 

the heart of my research to better understand how past life experiences have influenced older ex-

refugees’ trust in their GPs. As such, I have developed the following research questions.  

 

1.5 Research questions 

The main research question which has directed my research is: How do lived experiences of older 

Afghan ex-refugees in the Netherlands shape their (dis)trust in GPs?  

 

The aim is to better understand how participants narrate their past life experiences (regarding healthcare) 

and how those narratives help us understand the level and nature of their trust or distrust in their GP.  

Lived experiences are shaped through interpretation and reinterpretation (Frechette et al., 2020), which, 

according to (Gadamer, 2004, p. 53), give experiences a ‘’lasting importance’’. Additionally, Frechette 

and colleagues (2020) state that lived experiences are flawed when endured merely descriptive. They 

need interpretation to understand the essence of the person experiencing it.  

 

The following three sub-questions will help to answer the main research question and are also reflected 

in the structuring of the data chapters later in this thesis:  

 

What aspects of past clinical encounters or earlier life experiences contribute to (dis)trust? 

To understand how experiences shape trust, it is first necessary to identify those experiences. In addition 

to healthcare-related experiences, I am interested in earlier life experiences that might have contributed 

to participants’ (dis)trust. Especially on account of the forced migration background of my study 

population, I am interested in the process of building a new life and familiarizing oneself with a new 

society. In this sense, it is essential to consider how non-healthcare-related experiences shape trust in 

GPs (Brown & Calnan, 2012).  
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How do participants narrate their experiences concerning (dis)trust amid their GP? 

Building on the previous sub-question, it is not only interesting to recognize the experiences. More so, 

it is interesting to understand how participants talk about their experiences. This enables me to discover 

experiences and trust from participants’ interpretation and sense-making of their world (Frechette et al., 

2020). It is insightful to view lived experiences as not self-contained but rather as shaped through a 

process of sense-making and interpretation. Such a perspective serves to understand, for example, why 

participants might be suspicious about doctors using computers during their visit or why they value a 

referral to a medical specialist. How do participants narrate these experiences, and are they connected 

to other experiences? 

 

In what ways do (dis)trusting experiences with GPs feature in participants’ perception of general 

healthcare experiences in the Netherlands?  

Trust is an iterative process (Rowe & Calnan, 2006, p. 379), meaning that just as healthcare experiences 

affect (dis)trust in GP’s, (dis)trust can subsequently affect other healthcare experiences, such as the 

perception of medical specialists and the Dutch healthcare system in general. As will be further 

explained in chapter 2, interpersonal trust (trust between a doctor and patient) and institutional trust 

(trust of a patient in, e.g., the hospital or the Dutch healthcare system) are interrelated (Brown & Calnan, 

2012; Quere, 2001). Developing an answer to this last sub-question will help to understand whether and, 

if so, how trust in GPs affects participants’ experiences in other healthcare-related dimensions and their 

trust towards those dimensions.  

 

I should stress that, in this research, I will only study the narratives of people with a refugee background 

who currently have Dutch nationality (ex-refugees). I believe a distinction between refugees and ex-

refugees is essential considering the stress and uncertainty refugees (without citizenship) experience due 

to the prospect of not getting Dutch nationality and getting sent back to the country of origin (something 

not possible once you’ve obtained Dutch nationality). This creates more vulnerability and uncertainty 

for refugees compared to ex-refugees and may consequently influence trust.  
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2. Theoretical inspirations 

This thesis research is centered around trust and the healthcare experiences of older Afghan ex-refugees 

in the Netherlands. To understand participants’ perceptions of trust, I will draw on theories that 

conceptualize trust from different perspectives. Furthermore, I will use culture and forced migration as 

lenses relevant to my main study population to better interpret their narratives. These theoretical 

approaches will create a basis for comprehending and interpreting the research data and finally help 

understand how people’s past experiences can shape their trust.  

Understanding and conceptualizing trust is not as easy as it may first appear. As a researcher 

and to each reader of this thesis, it is essential to get a proper understanding of the intricacy of trust; to 

understand what it is that I am asking my participants. Therefore, in the first section, I will dig more into 

the concept of trust, exploring how its definition emerged over time, influenced by several key scholars. 

In the following section, I will aim at highlighting different approaches to how trust is built. In light of 

the research questions outlined in chapter 1, I will focus on interpersonal, institutional, and cultural 

approaches. Finally, it is vital to consider the refugee background of my study participants. Therefore, 

the final section will elaborate on how (dis)trust can develop in relation to experiences of forced 

migration.  

 

2.1 The concept of trust 

Georg Simmel (1858 – 1918) was an early and significant author of essential elements and novel insights 

on trust. He touched upon several understandings of trust, which have contributed to today’s perception 

of the concept (Möllering, 2001). According to Simmel, trust partly entails a “weak form of inductive 

knowledge [emphasis added]” (Simmel, 2004; p. 178). However, there is another element to trusting 

someone, which Simmel described as “a further element of social-psychosociological quasi-religious 

faith […] which is both less and more than knowledge” (Simmel, 2004; p.178). He argued that trust 

would not be necessary or possible in the case of complete knowledge or complete ignorance. 

Furthermore, Simmel touched upon the reciprocal, relational, and moral aspect of trust, emphasizing 

that trust is not merely a unilateral individual state of mind (Möllering, 2001):  
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“For, in the confidence of one man in another lies as high a moral value as in the fact that the trusted 

person shows himself worthy of it.” (Simmel, 1950; p.348) 

 

The reciprocity of trust becomes apparent in that trust implies the assumption and hope that the trustee 

will act in favor of the trustor (Möllering, 2001; Quere, 2001). Additionally, trust indicates some 

delegation of power in the sense that the trustor becomes dependent on the ability and goodwill of the 

trustee. As such, the trustor becomes vulnerable, uncertain, and at risk of betrayal (Quere, 2001). On the 

other hand, Quere (2001) stated a positive side of trust, arguing that one can let go of obtaining 

information and controlling a situation because of trust; and that advantage somewhat compensates for 

the risk one takes by trusting (Quere, 2001). Moreover, the trustee may feel the moral or social obligation 

to honor the trustor’s trust (Quere, 2001), leading back to Simmel’s reciprocal, relational and moral 

aspect of trust.  

 

In contrast to Simmel’s notion of morality and ‘quasi-religious faith element’, Niklas Luhmann took a 

more rational approach to analyze trust (Möllering, 2001). He stated that trust “reduces social 

complexity by going beyond available information and generalizing expectations of behavior in that it 

replaces missing information with an internally guaranteed security” (Luhmann, 1979; p.8). Building 

on Simmel and Luhmann, Lewis and Weigert (1985) later presented trust as a sociological phenomenon 

rather than a psychological one. They described trust as a “functional alternative to rational prediction 

for the reduction of complexity” because “in the absence of trust, the monstrous complexity posed by 

contingent futures would again return to paralyze action” (Lewis & Weigert, 1985; p.696). Lewis and 

Weigert differentiated between cognitive and emotional-based trust, of which the former follows on the 

notion of mixing knowledge and ignorance. They argued that trust entails a mixture of feeling and 

rationality, and with that, they touched upon Simmel’s idea of ’a further element’, labeling it as 

‘emotion’ (Möllering, 2001).  
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Having scrutinized Simmel’s work and his influence on the conceptualization of trust, Möllering 

introduced the term ‘suspension’ to describe the element Simmel earlier labeled as ‘quasi-religious faith’ 

(Möllering, 2001). He developed a Simmelian model of trust combining three elements: interpretation, 

suspension, and expectation. These three concepts encompass previously mentioned conceptualizations 

of trust and give an adequate understanding of the concept. Möllering explains that the process of trust 

starts with the interpretation of our lifeworld, and it ends with a certain expectation. Interpretation is 

influenced by knowledge and uncertainties. To get to a favorable expectation, one needs to bracket off 

uncertainties, making interpretative knowledge momentarily absolute. Bracketing off makes it possible 

to suspend what is unknown (Brown & Calnan, 2012; Möllering, 2001).  

 

As the preceding paragraph may have illustrated, trust is a complex process. Therefore, it is not 

surprising that many different definitions of trust appear in the literature, depending on the context in 

which they are used (Kumar et al., 2020). In the setting of healthcare, Van Der Schee and colleagues 

(2006) stated that a common understanding of trust is ‘’the optimistic acceptance of a vulnerable 

situation in which the trustor believes the trustee will care for the trustor’s interests”, following Hall et 

al. (2001; p.615). However, as illustrated in the previous sections, key aspects of trust remain uncertainty 

about the prospective behavior of the trustee, a positive expectation regarding the trustee’s action, and 

vulnerability and risk-taking from the trustor’s side (Quere, 2001; Spronk et al., 2019). I will use all 

these aspects and consider the complexity of trust in my research to gain an as good as possible 

understanding of participants' experiences regarding trust.   

 

2.2 Foundations of trust: an interpersonal & institutional perspective 

Having explored the concept and meaning of trust, I will move on to how trust is established. Simmel 

noted fairly that it is difficult to trust someone about whom you know nothing or little. Nevertheless, we 

also trust people we do not know personally (Quere, 2001). How is that possible? Interpersonal trust – 

trust between individuals – can have different foundations, based on personal experiences and your 

habitus (Brown & Calnan, 2012; Mechanic, 1998; Quere, 2001). Experience gives information on 
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people’s characteristics and common behavior and, therefore, creates expectations towards future 

behaviors and the ability to estimate the likelihood of trust being honored (Quere, 2001).  

Trust can also be based on general knowledge about a social or ethnic group, an institution, or 

the system (e.g., healthcare) to which that person belongs. It can be integrated within trust norms and 

expectations regarding broader systems or institutions (Brown & Calnan, 2012; Quere, 2001). 

Institutions present norms and values that create a foundation for trust when valued by and 

comprehensible to citizens (Quere, 2001). People can build on the often implicit idea that institutions 

exist to ensure people’s well-being and, in that sense, act in their favor. Thus, although people from an 

institution are anonymous to an individual, the institution’s intention, characteristic, or behavior is not 

necessarily anonymous (Quere, 2001). Furthermore, Dinesen (2013) elaborated on how institutions can 

create the basis for generalized trust. An essential characteristic of an institution that is associated with 

generalized trust is freedom of corruption. According to Rothstein and Stolle (2008), corrupt institutions 

are inclined to carry out unfair treatment, increasing distrust in other people’s motives and consequently 

preventing generalized trust in people. Experiences with representatives from an institution, e.g., police 

officers, doctors, or insurance officials, can influence individuals’ perception of that institution. Dinesen 

(2013) stated that when people experience distrust in such representatives of the state, they may conclude 

that they cannot trust most people. This notion is particularly relevant to my study, considering studies 

among refugees showing that they have experienced unequal treatment and discrimination by healthcare 

professionals in the country of resettlement (e.g., Bhatia & Wallace, 2007; Feldmann et al., 2007; 

Kotovicz et al., 2018; Suurmond et al., 2011). As such, following on Dinesen (2013), refugees’ 

perception of healthcare as an institution might be influenced negatively.  

Building on the relevance of interpersonal and institutional trust, in the context of healthcare, 

both perspectives are shaped by interaction dynamics such as friendliness, communication, and facial 

expressions (Hall et al., 2001), along with knowledge about the healthcare system (Brown & Calnan, 

2012), vulnerability of the sick patient, power imbalance, information asymmetry and the social position 

of the clinician (Calnan & Rowe, 2008b).  Modern-day ‘realistic’ medicine attempts to strengthen 

interpersonal and institutional trust by creating transparency in healthcare and recognizing doctors’ 

limitations and uncertainties (Fugelli, 2001; Springvloet et al., 2020). Using Goffman’s notion of 
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frontstage and backstage, we can give meaning to doctor’s limitations and uncertainties as medicine’s 

backstage, which is supposed to be made invisible to the patient’s view (Defibaugh, 2018; Fugelli, 

2001). On the other hand, the frontstage is where the doctor serves as the all-knowing healthcare 

provider, always ready with the perfect treatment (Fugelli, 2001). Moving the frontstage and backstage 

close together gives a better resemblance to reality and contributes to honesty and trust. However, when 

healthcare professionals elude transparency and omit patients from information by drawing an absolute 

line between frontstage and backstage medicine, patients may discover the imperfection of the frontstage 

(e.g., when doctors make mistakes) and develop distrust in physicians and the healthcare system 

(Fugelli, 2001).  

 

2.3 The impact of culture & forced migration  

In the previous two sections, I have elaborated on trust and two main perspectives on the foundation of 

trust. Considering my main study population’s background, it is essential to this thesis to be conscious 

of the viable impact of culture and forced migration as ways of how their experiences are shaped and 

may influence their trust. 

 

2.3.1. Considering culture in the foundation of trust 

Cultural variety is a prominent element to trust since it may influence how trust is built worldwide 

(Ajmal et al., 2017). Robert Putnam (1993) was one of the earlier influential scholars to recognize a 

cultural perspective on trust since one can trace trust back to grandparents and even further (Uslaner, 

2008 following Putnam, 1993). Uslaner built on Putnam’s cultural approach to trust, disputing that the 

process of building trust starts early in life through parental influences of socialization and sanguineness 

(Dinesen, 2013). Moreover, he argued that, to a great extent, trust remains consistent over generations 

(Uslaner, 2008). Therefore, Uslaner stated, trust is part of the cultural heritage, transferred through each 

generation. The cultural perspective on trust suggests a longer-lasting individual characteristic rather 

than the idea that trust is higher when there are many trustworthy people or institutions. Bringing the 

cultural perspective into practice, immigrants from countries with low trust would remain generally 
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distrusting in a new country with high trust levels (Dinesen, 2013; Uslaner, 2008). This notion proves 

the significance of being wary as a healthcare professional of the fact that multicultural patients will 

develop trust differently. 

 

A different, yet insightful way to shed light on the cultural impact on trust, is a perspective that is applied 

in business relationships. Now more than ever - with the growth of global business - it is crucial to 

consider culture to build well-functioning relationships within business teams  (Ajmal et al., 2017). 

Several authors have distinguished between cognitive and affective trust to explore how cultural 

differences can influence business relationships, as stated earlier by Lewis and Weigert (D. Johnson & 

Grayson, 2005; Lewis & Weigert, 1985). Cognitive trust relies on a person’s reliability, 

accomplishments, and skills. There is some level of knowledge, although incomplete. That knowledge 

is perceived through observation and the partner’s reputation in the relationship (D. Johnson & Grayson, 

2005). Affective trust is based on feelings of emotional closeness, empathy, and friendship (D. Johnson 

& Grayson, 2005; Lewis & Weigert, 1985; Zur et al., 2012). Building on the above-mentioned business 

perspective on trust, Erin Meyer drew the following figure to explain how countries can be scaled in 

cognitive (task-based) trust and affective (relationship-based) trust.  

 

Figure 1: scaling trust cultures from task-based to relationship-based (Meyer, 2019, p. 200) 

 

The core message of her study was that trust is essential in business relationships, although people’s 

approaches to building trust can differ significantly between different countries and cultures (Meyer, 

2019). It is interesting to look at how we can build on the business perspective when trying to understand 

how culture may influence the doctor-patient relationship in the multicultural clinical encounter. 
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Implementing cognitive and affective-based trust and the cultural trust scale to a healthcare context can 

give fascinating insights into how trust relationships are built between Dutch healthcare professionals 

and older Afghan ex-refugees living in the Netherlands.  

 

2.3.2 Considering forced migration in the foundation of trust 

To get a proper understanding of the experiences of my study population, it is crucial not only to consider 

the aforementioned general and cultural perspectives on trust but also to recognize their background of 

forced migration. Trust is a fundamental phenomenon in contexts of or following forced migration. 

Forced migration can be influenced through risk and uncertainty as well as cause them (Williams & 

Baláž, 2012). There is little knowledge about a future in both places of origin and the possible 

destination. Although refugees may have access to information through media or talking to current or 

returned refugees, they lack a certain amount of tacit knowledge about other places, cultures, 

environments, and values. This can make it very difficult to create future expectations (Williams & 

Baláž, 2012). 

As mentioned before, the process of trust is related to and influenced by everything we know 

and what we do not know – our interpretation of the lifeworld. Several sources of information, such as 

the internet, books, and newspapers, can reduce uncertainties. Nevertheless, a fundamental source of 

information is social networks, which are especially meaningful for refugees (Williams & Baláž, 2015). 

They place greater trust in knowledge gained from friends, family, or co-ethnic networks than official 

information channels. This can be explained since social networks are characterized by higher levels of 

trust and little communication barriers compared to other media (Mechanic & Meyer, 2000; Williams 

& Baláž, 2015). Another possible source of generalized trust for ethnic minorities, such as refugees, is 

state institutions. Previous studies have supported the claim that fair and equal treatment by state 

institutions can create the feeling of acceptance and equality for refugees, creating trust in other people 

(Dinesen, 2012). These findings underline the importance of studying (dis)trusting experiences in 

healthcare in ways that consider refugees’ background and experiences with the state.  
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2.4 Conclusion 

The theories presented in this chapter aimed at creating a framework to contextualize trust in the 

multicultural world of healthcare perceived by ex-refugees. To understand how past experiences can 

shape (dis)trust in GPs, I first elaborated on the complexity of the concept of trust. Within the trust 

relationship, the trustor accepts some level of risk, uncertainty, and vulnerability, while balancing 

rationality and feelings to get to a favorable expectation. This gives a general understanding of how trust 

is formed. Next, I illustrated how trust could be approached from different perspectives. While 

interpersonal trust is based on knowledge and experiences with individuals, people can also base trust 

on knowledge about groups, institutions, or systems. However, it should be emphasized that these types 

of trust can interact and impact each other. Finally, I considered refugees' unfamiliarity with a new 

country, a different culture, and their experiences and already built trust in their country of origin. 

Therefore, refugees may develop trust based on other aspects compared to native citizens.  

Using the concepts outlined in this chapter, this thesis can contribute relevant theorization regarding 

how past experiences of older forcefully displaced people shape their life in general and consequently 

shape trust dynamics.  
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3. Methodology & Ethical Considerations 

At the time of conducting this research, the Netherlands was in complete lockdown due to the COVID-

19 pandemic. This entailed many safety restrictions, among which: not traveling unless necessary and a 

maximum of one visitor a day. Therefore, alongside putting my participants’ safety and my own above 

all, I conducted interviews exclusively online.  

 

This chapter will elaborate on my research methods, with extra concern to online interviews and their 

implications to my research. Furthermore, I will pay attention to the ethical considerations relevant to 

my research.  

 

3.1 Research methods 

As explained in chapter 2, trust is a complex concept linked with uncertainty and vulnerability. 

Therefore, I believed that it was necessary to provide research participants with an opportunity to speak 

openly and freely (Mechanic & Meyer, 2000). Qualitative semi-structured interviews allowed 

participants to narrate the meanings, contexts, and processes of trust and healthcare, shaping the 

interpretation and management of their lifeworlds (Mechanic & Meyer, 2000). I used open-ended, 

narrative-oriented interview questions to give participants the freedom to describe in their own words. 

Moreover, this approach was essential to provide participants the space to talk about past experiences 

and background (e.g., culture and forced migration), considering the impact on trust (Ajmal et al., 2017; 

O’Donnell et al., 2008; Williams & Baláž, 2015). Consequently, this approach provided me with a 

detailed understanding of participants’ lives and their views on trust and its complexity (Goudge & 

Gilson, 2005; Mechanic & Meyer, 2000).  

 

I carried out thirteen narrative-oriented synchronous online interviews in Dutch (n=6) and Farsi (n=7). 

The interviews were semi-structured, starting with broad open questions (‘’could you tell me about your 

experiences with the Dutch healthcare system in general?’’ and ‘’could you tell me about your 

experiences with your GP?’’), leading towards questions specifically about trust (e.g., ‘’what does trust 
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mean to you?’’ and ‘’how does trust or distrust arise?’’). The interview questions were determined 

following the main and the three research sub-questions.  

 

3.2 Study participants & access 

I interviewed participants from a patient position (main study population) as well as GPs. Thirteen 

narrative-oriented interviews were conducted with the main study population: Afghan ex-refugees aged 

50 years and over, currently living in the Netherlands (for an average of 22 years). I choose to interview 

Afghan refugees because of my Afghan background, which gave me better access to this group and 

some cultural familiarities, which assisted me in interpreting their narratives. The ratio between male 

and female first-generation Afghans aged 50 years and over in the Netherlands is approximately 1:1 

(CBS, 2020a). I conducted seven interviews with female and six with male participants.   

 

Complementary to the main study population, I interviewed three Dutch GPs whose patients included 

those who resembled my main participants. The aim of interviewing GPs was to learn about their ideas 

and experiences regarding trust between doctors and my main study population. This enabled me to 

better understand the primary study findings and helped triangulate interesting insights, e.g., how do 

narratives from patients resemble the understandings of GPs? However, in the presentation of my 

findings in the chapters that follow, I will not touch upon data gained from the GP interviews in much 

detail. Due to space constraints, I aim to focus on the patient narratives. Moreover, I do not want to 

distract the reader from the important narratives of the core group of participants in my study – Afghan 

refugees in the Netherlands. Nevertheless, in this thesis, GP’s perspectives will serve to confirm or 

challenge participants’ narratives.   

 

Regarding social and geographic diversity within my main study population, I attempted to find 

participants from various parts of the Netherlands and different social-economic class groups (SES). I 

considered the highest achieved level of education in Afghanistan to be the best representation of their 

SES since many refugees do not get to carry out the profession they studied for in Afghanistan in the 
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Netherlands (UAF1, 2019, p. 31). Therefore, asking for their current occupation or income seemed like 

an unfit representation and too sensitive from an ethical perspective (due to the previous point). 

Following an article from Statistics Netherlands in 2004, Afghan refugees who come to the Netherlands 

had a relatively high education level (Hessels, 2004). Half of the Afghan population in the Netherlands 

had finished at least their undergraduate in Afghanistan. In my study, most participants (n=10) had 

completed at least their undergraduate studies, whereas the others had finished their secondary 

vocational level or high school (n=2 and n=1, respectively).  

 

3.3 Study location 

Since the interviews were held online, I conducted them at home. The interviews were conducted 

through Zoom or WhatsApp. Zoom is a safe video-calling service offering meeting security (Archibald 

et al., 2019). It allows individuals to participate on their computer without installing software. I 

performed two test meetings through Zoom with participants. In these test meetings, I aimed to see how 

easy or difficult it would be to log in on Zoom, following the instructions. This appeared to be 

challenging and time-consuming. Therefore, if participants were not already familiar with Zoom, I 

interviewed them through WhatsApp video (which all participants were already familiar with). Finally, 

to ensure the participants’ privacy, I made sure my environment was private, and I asked - before the 

interview - participants to seek a location where they felt comfortable and safe to speak freely.  

 

3.3.1 COVID-19 circumstances: synchronous online interviews 

The most significant impact of the aforementioned COVID-19 pandemic on my research was that I 

could only conduct online interviews. Despite creating minor challenges to the study, online interviews 

can offer possibilities to illuminate poorly understood phenomena and discover new theories (Howlett, 

2021).  

 
1 UAF is the Foundation for Refugee Students, supporting refugee students and professionals with finding 
suitable education and employment. According to their annual rapport from 2019, refugees frequently do not 
find a job that suits their attained education level. Many refugees with a high education level end up with jobs on 
secondary vocational level (MBO according to the Dutch education system; UAF, 2019) 
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Similar to in-person interviews, synchronous online interviews allow interpersonal and direct 

interaction, both verbal and non-verbal, although video-calling creates some limitations to observing 

complete body language due to a mere ‘head-shot’  (Howlett, 2021, p. 4). Compared to in-person 

interviews, online interviews have the advantage of time and cost efficiency since traveling time and 

costs for the researchers and the participants are not necessary (Howlett, 2021; Krouwel et al., 2019). 

This aspect also creates the advantage of allowing the researcher to include participants who would 

otherwise be difficult to access geographically (Archibald et al., 2019; Krouwel et al., 2019).  

Moreover, Krouwel and colleagues (2019) contend that researcher and participant sometimes feel safer 

and better at ease in their personal environment over an unknown or public location. In line with 

Krouwel and colleagues, Howlett (2021) states that online interviews may decrease the power 

asymmetry between researcher and participant as opposed to the classic in-person interview where the 

researcher enters the personal environment of the participant. Accordingly, participants could ‘enter’ 

my private setting as much as I could enter theirs, facilitating a more balanced relationship. Moreover, 

they could control my access to their environment (Howlett, 2021) in terms of how much of their 

surroundings were made visible. 

Synchronous online interviews also have limitations and challenges over in-person interviews. 

Technical issues may arise (disconnection, time-lags), or the researcher may have a poor view of the 

participants’ environment, limiting the opportunity to recognize potential influences during the 

interview (Krouwel et al., 2019). As anticipated, technical issues occurred during my interviews. These 

issues could not always be prevented; however, they could be solved. In case of disconnection or time-

lags, interviewees moved to an area with better connectivity, if possible. Furthermore, I switched to 4G 

internet instead of Wi-Fi whenever necessary. In the least favorable option (in case of ongoing 

connectivity issues), the interview changed to a phone call (this was only necessary during one interview 

for the final 10-15 minutes).  

To compensate for the little in-person contact with my participants (which may cause low rapport; 

Archibald et al., 2019; Howlett, 2021) and to make participants feel more comfortable with me, I 

contacted all interviewees several times before the interviews to introduce myself, explain the research, 
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plan interviews, and create time for small talk and questions. Several participants expressed their 

gratitude for this.  

 

3.4 Data analysis 

In my research, I adopted an abductive approach to analyze the interview data. This approach is intended 

to help the researcher produce new theories based on atypical and surprising empirical findings, bearing 

in mind and reassessing existing theories (Timmermans & Tavory, 2012).  

Following abductive analysis, each interview was transcribed and coded as soon as possible (within one 

to three days). I made notes of significant comments and observations during the interviews, the coding 

process, and the rereading of the transcripts (Bryman, 2016).  

Coding was done using ATLAS.ti2. An open coding method allowed me to carefully analyze the 

interviews line-by-line. Open coding entails coding any data that might be relevant, creating a myriad 

of (conditional) codes, independent from the theoretical framework (Gale et al., 2013; Green & 

Thorogood, 2018). Codes were then grouped into categories (e.g., consequences of trust, causes of 

distrust, and positive healthcare experiences). As data analysis is an iterative process, codes and 

categories were subject to change until the last interview (Bryman, 2016; Gale et al., 2013).  

 

Continuing with a provisional set of codes and categories, I organized the interview data by rearranging 

the data as summaries in a matrix (Gale et al., 2013; Green & Thorogood, 2018, p. 268). This was done 

case by case and by content themes that were related to the three research sub-questions. The matrix 

created an overview of all data and allowed me to compare data systematically, within and between 

cases (see Green & Thorogood, 2018, p. 269-270 for an example of a data matrix). Revisiting transcripts 

and interview notes was an important process during analysis to keep data in its context. Moreover, 

since data analysis is an interpretive process, early notes can clarify later interpretations of the researcher 

(Frechette et al., 2020).  

 

 
2 ATLAS.ti is a qualitative data management program used to organize and analyze textual data (among audios, 
videos and graphics; ATLAS.ti, 2021)  
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The interviews in this research served participants to express their point of view about their experiences 

and lifeworld (Bourdieu, 1999). However, it should be emphasized that although such data generates 

unique accounts of participants’ worlds, they are not direct representations of that world (Brinkmann, 

2016; Green & Thorogood, 2018). For this research, I mainly studied participants’ ways of expression 

and sense-making of their experiences.  

 

3.5 Ethical considerations 

Concerning the protection of my participants and their rights, the four basic principles of ethics should 

be acknowledged: respecting participants’ rights (autonomy), doing good (beneficence), minimize harm 

(non-maleficence), and act justified (Beauchamp & Childress, 2001). In the following section, I will 

discuss and elaborate on specific ethical issues relevant to my research.  

 

3.5.1 Participants’ rights (autonomy) 

Regarding participants’ rights, it is essential to take language barriers and various literacy levels into 

account, and as such, provide participants with information and informed consent forms (ICFs) in a 

language they will understand (Chima, 2018). Therefore, information letters and ICFs were available in 

Dutch as well as Farsi. I set up these documents in Dutch and had them translated by a more 

accomplished Farsi speaker and writer. At the start of each interview, I checked whether participants 

had read everything and had questions. Since it was difficult for most participants to sign the ICF 

digitally, I asked them for oral consent.  

 

During the research, it was important to implement an ICF procedure respectful to the cultural values of 

my participants. As such, I was aware that informed consent is primarily framed around a Western notion 

of autonomy (Ekmekc & Arda, 2017; McGrath & Phillips, 2008) and that to some people, written 

consents can be inappropriate and negatively associated with government documentations (Green & 

Thorogood, 2018). Therefore, I did not want to be disrespectful and impose a written informed consent. 

Nevertheless, all participants gave oral consent. 
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Since participants were recruited by relatives or through snowball sampling, I wanted to make sure that 

they were not influenced in their willingness to engage in the study. Being recruited by relatives can be 

(explicitly or implicitly) persuading, and people may find it difficult to refuse (Ekmekc & Arda, 2017; 

Green & Thorogood, 2018). Therefore, I asked participants during the informal phone calls or 

WhatsApp conversations before the interview whether they were sure they wanted to participate and if 

it was their own choice and not an obligation towards a relative or me. Participants expressed that they 

did not feel obliged and were even happy to participate in this research. 

 

3.5.2 Confidentiality & anonymity 

Since I asked participants to talk about trust in their GP’s, it was necessary to stress that participating 

would not have any consequences on the treatment they would later receive from their GP. To protect 

the data, interview recordings were removed from the recording device as soon as possible after the 

interview and all data (incl. participant information and transcripts) was saved on a secured, encrypted 

computer and backup device, following security guidelines of the University of Amsterdam (Kok, 2020; 

University of Amsterdam, 2021). Furthermore, to protect participants' anonymity, all participants have 

been anonymized with pseudonyms; only gender and age are mentioned in the results (Green & 

Thorogood, 2018, p. 371). Finally, I notified participants that data would only be accessible to me and, 

to create transparency, they were allowed access to their data.  

 

3.5.3 Respect & minimizing harm 

Trust can be a sensitive topic to discuss, especially when participants (have) experience(d) distrust. 

Accordingly, I stressed with each interview that although honesty and openness are appreciated, 

participants always have the right to stop the interview or refrain from answering sensitive topics. 

Moreover, I gave participants the opportunity to talk to me after the interview if desired, without 

recording the conversation. To maximize patient beneficence, I will share this thesis with them once 

completed, including a summary in Dutch and Farsi. Moreover, insights gained through this research 

will be formed into practical guidelines for GPs to use in their daily practices.  
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3.5.4 Positionality and reflexivity 

 

‘’all sociocultural systems are complex. Many societies are fragmented by class, regional, urban-

rural, and ideology-related affiliative differences, and all cultures (including subcultures) are 

characterized by internal variation.’’ (Aguilar, 1981, p. 25) 

 

Before commencing fieldwork, I expected that being an ex-refugee and having had a culturally Afghan 

upbringing would place me relatively as a cultural insider in this research (Aguilar, 1981). Studies 

suggest that this position as a researcher creates greater acceptance by the researched communities 

(Suwankhong & Liamputtong, 2015). This was something I also noticed during my interviews. I ended 

each interview by asking participants whether they trusted me as a researcher and why. Several 

participants mentioned they trusted me blindly because I am an Afghan and because they were proud 

that a young person (some even included ‘female’) with their background did such important work.  

I was also aware that being an insider can create bias and taken-for-grantedness (Suwankhong 

& Liamputtong, 2015), causing insufficient understanding of participants’ narratives (Brown et al., 

2019; Suwankhong & Liamputtong, 2015). However, as Aguilar argued, all cultures have internal 

variations (Aguilar, 1981), and ‘’a culture is more than a monolithic entity to which one belongs or not’’ 

(Merriam et al., 2001, p. 411). Nevertheless, during all phases of this research, it was essential to be 

mindful of the possible pitfall of bias and create a neutral and open-minded view without prior 

assumptions of participant experiences and knowledge.  

In line with the taken-for-grantedness of a researcher was participants’ bias as the result of my 

positionality (Merriam et al., 2001). Participants could assume that I have a great understanding of their 

culture and lifeworld and not elaborate extensively in their narratives. That could lead to limitations in 

obtaining a detailed explanation of their trust experiences (Merriam et al., 2001; Suwankhong & 

Liamputtong, 2015). To prevent this, I explained to participants that I grew up multiculturally and 

therefore had a limited understanding of their specific lifeworld. I invited them to talk to me as if I have 

no, or a somewhat narrow, understanding of their lifeworld. This approach was successful in enabling 
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me to elicit rather in-depth insights in the interviews. I now turn to explore my analysis of these 

narratives in the data chapters which follow.   
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4. The building blocks of experiences 

 

‘’Imagine you need a doctor, and you could choose between a doctor in the Netherlands or one in 

Afghanistan, pretending like Afghanistan is a neighboring country (making it easy to travel to). Which 

one would you choose and why?’’  

 

This was the question I began each interview with (following Bozzeda, 2014). My intention with this 

question was to break the ice and elicit a narrative about lived experiences regarding healthcare in the 

Netherlands and Afghanistan.  

When researching trust in GPs, life experiences and past clinical encounters need to be considered and 

paid attention to, for these can shape patients' current beliefs, expectations, and experiences with 

healthcare (Cheng et al., 2015; Hillen et al., 2018). Therefore, I devote this first data chapter to exploring 

participants' past experiences and their ways of expression in order to interpret and make sense of their 

lifeworld. Based on the data, I considered two main categories of lived experiences relevant to their 

(dis)trust in health care: past clinical encounters and past life experiences in general. Past clinical 

encounters will broach topics regarding the knowledge, competencies, and behaviors of healthcare 

professionals. Life experiences will broach broader topics regarding expectation management, the Dutch 

system (healthcare system alongside systems more generally, e.g., the insurance system), and lived 

experiences in Afghanistan. Understanding participants’ narrative approaches and making sense of their 

experiences will serve as a leading thread for the following chapter, which covers how participants' lived 

experiences are related to trust.  

 

4.1 Past clinical encounters 

When discussing lived experiences regarding Dutch healthcare, participants’ narratives varied from very 

positive to entirely negative. Some participants were absolutely positive about the Dutch healthcare 

system because they did not have many or any negative experiences at all. However, other participants 

illustrated that even several negative experiences did not necessarily lead to an overall negative opinion 
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about Dutch healthcare. To better understand how experiences lead to particular views, I have described 

participants’ way of expressing their past clinical encounters. I noticed that participants frequently 

mentioned doctors’ knowledge and competence as recurring factors in the narratives and leading to good 

healthcare. This seemed in line with previous studies regarding doctors’ behaviors predicting trust 

(Bambino, 2006; She et al., 2015; Thom, 2001) 

 

4.1.1 The all-knowing doctor 

It was noticeable that one way for participants to talk about their experiences in the Netherlands was by 

comparing what they knew from the past and had been familiar with. In the case of my study population, 

they had lived a significant part of their life in Afghanistan, a country with a completely different 

healthcare system, culture, and society. However, I should also acknowledge that I asked participants to 

compare the Netherlands with Afghanistan for the first interview question, which might be why they 

continued that approach in the following questions, even though I did not ask them to do so.   

The importance of a knowledgeable and competent doctor became apparent by the answers to the first 

interview question mentioned at the beginning of this chapter. Comparing the Netherlands with 

Afghanistan, all but one participant would choose a doctor in the Netherlands because Dutch doctors 

have greater knowledge and competence to diagnose and give proper treatment advice than Afghan 

doctors:  

 

‘’I would choose [for a doctor in] the Netherlands because their knowledge is better.’’ – Omar, 61 

 

‘’Because it’s better [in the Netherlands]. They’ve got better materials; they know and understand my 

symptoms, and they can provide better treatment.’’ – Fereshta, 55 

 

Furthermore, according to many participants, students in the Netherlands get better medical education 

than in Afghanistan, where there are limited possibilities to obtain adequate education and provide 
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reliable treatment. On a system level, treatment options are far more advanced in the Netherlands 

compared to Afghanistan.  

 

When comparing two very different systems, participants speak very positively about the level of Dutch 

healthcare in general. However, attitudes towards the level of knowledge of Dutch doctors seemed to 

contrast when talking about personal experiences with healthcare in the Netherlands instead of basing 

an opinion on experiences in Afghanistan. The narrative of Mohammad (male, 58) exemplified this. He 

started the interview very positively, content with the medical knowledge and the education of Dutch 

doctors. However, his narrative became increasingly pessimistic, as he described how his opinion of 

Dutch healthcare had become more negative over the years. One of the reasons was the level of 

knowledge of doctors:   

 

‘’I see that their diagnoses are not always trustworthy. You need to help them a little bit. You have to 

say, 'are you sure that's correct? I have experienced this and this'. And then they need to think, and they 

need to look things up. And then they say to you: 'you can look this up yourself on www.thuisarts.nl3'.’’ 

 

According to Mohammad, a doctor should not need much time to think about a diagnosis or treatment 

options, and he should not advise participants to look up the information themselves. Instead, he argues 

that a doctor is supposed to know everything: 

 

‘’Nowadays, doctors have become very modern. [They say:] 'I don't know, I don't know’ […] they are 

parading with that 'I don't know'. But, come on man, you must know, you're a doctor! […] I guess that's 

just drilled in our brains when we were in Afghanistan. Doctors were the smartest, the best people on 

earth; they knew a lot.’’ 

 

 
3 Dutch website for basic information about illnesses 
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As Mohammad mentions, there is a cultural difference because Dutch Afghans are raised with the idea 

that doctors know everything. However, this expectation does not resonate with the Dutch healthcare 

culture, where transparency in healthcare is greatly valued. In the Dutch healthcare setting, the gap 

between frontstage and backstage medicine (Fugelli, 2001) is small. Doctors are open about their 

'imperfections', which means that they sometimes look for information on their computer during a 

consultation or acknowledge mistakes (Springvloet et al., 2020). Participants like Mohammad seemed 

unfamiliar with this system and held on to the more conventional ideology of ‘doctors know it all’. To 

Mohammad, discovering that the doctor (‘s frontstage) is imperfect contributed to his distrust. In order 

to discern how he concluded that the doctor is imperfect, it is meaningful to make sense of Mohammad’s 

experience with that doctor.  

 

Mohammad was one of several participants mentioning doctors’ flaws as a negative experience. Faysal 

(61) had a similar experience when he saw that his GP searched for something on the internet before 

writing him a prescription. It made him doubt the competence and knowledge of his doctor. He added 

that the doctors would write prescriptions very quickly in Afghanistan (possibly to hide their backstage). 

He acknowledged that that was not always the best way because doctors would often prescribe 

unnecessary medication, but it was the only way he knew. Both Mohammad’s and Faysal’s examples 

suggest that their implication for thinking that doctors have little medical knowledge was related to how 

doctors say something (e.g., needing some time to think or searching the internet) and not to medical 

mistakes they may have made.  

 

Although the narratives of the participants mentioned above are only a small part of the interview data, 

they exemplify well how participants expressed themselves while voicing their experiences with Dutch 

healthcare. Whether their experiences were positive or negative, it was noticeable that they would 

compare them with their healthcare experiences in Afghanistan as well as the system there. However, 

generally, positive experiences in the Netherlands were compared to the old and damaged system in 

Afghanistan (due to the war, according to several participants), and negative experiences were compared 

to great knowledge in Afghanistan.  
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4.1.2 The importance of a listening ear 

A different competence-related aspect that participants mentioned is doctors' ability to listen. Listening 

was the most common aspect of shared experiences regarding clinical encounters. Doctors should listen 

when patients talk about their physical symptoms and when they talk about their personal life. It shows 

interest and attentiveness, according to several participants. The following excerpt illustrates how 

listening was linked to a doctor's attitude, according to Fatma of 54: 

 

Interviewer: ‘’What makes a good conversation?’’ 

Fatma: ‘’Just by asking good, in-depth questions, listening well to the patient. Knowing the patient's 

medical history. Good listening.’’ 

Interviewer: ‘’How do you know that a doctor is listening well?’’ 

Fatma: ‘’Oh, that's easy. You can see very well which doctor is a good listener. Getting time to talk.  

[…] Everything has an influence. The way he talks to you, their facial expressions. Sometimes you can 

see through their facial expressions that they want to get rid of you.’’ 

 

Noor (male, 60), among others, stated that listening is an essential part of communication and gaining 

trust. Being able to consider different cultural communication styles could help doctors to gain their 

patients' trust. The following quote highlights how listening can vary within other cultures:  

 

‘’I'm someone who doesn't immediately start talking about my problems. I first tell a bit about my life. 

That only takes a couple of minutes; just listen once. That is Eastern communication. There, you don't 

immediately start talking about your problems. Instead, [doctors] can ask, 'how are you doing? How 

are your children? How is the family?' That shows interest.’’ – Noor, 60 

 

Noor argued that the way his doctor communicated did not work for him because it did not fit with his 

experiences in Afghanistan. In general, he was still optimistic about doctors’ communication. However, 
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according to Noor, not all doctors know how to talk to patients from different cultures with different 

communication styles. To him, such skills would create an even better experience with his GP.   

 

Negative experiences with Dutch healthcare due to different communication styles also became evident 

by doctors’ way of communicating certain information, making participants feel like they were not taken 

seriously. Some examples given were when doctors responded to patients’ complaints with advice like 

'there is no problem, just rest for a couple of days and you will recover’ or 'just take some paracetamol 

if necessary; you'll get better'. It seemed that participants particularly disliked such responses to their 

illness narrative because they had different expectations, or they did not recover or even felt worse the 

following days.  

However, some narratives illustrated that in similar circumstances (the doctor does listen but advises no 

to very light therapy), participants were also very understanding and pleased after all. Explanation 

seemed to be crucial in those cases. Participants often mentioned it as a way to help them understand 

aspects that they experienced as negative, such as when doctors made mistakes, were forgetful, or could 

not comply with the patients’ wishes. Several participants expressed that once their doctor explained 

why he or she did or said something in a certain way, their negative experience turned into a positive 

one:  

 

Zahra (66): ‘’If there isn't enough time, she explains that it's better to make a new appointment because 

otherwise it comes at the expense of other patients.’’ 

Interviewer: ‘’And you appreciate the explanation?’’ 

Zahra: ‘’Yes, definitely!’’ 

 

Firooz (male, 67): ‘’… when I went back to the doctor to tell her that the medication did not work […], 

the doctor said that [the illness] could be caused by many things and that medication does not always 

work. So, then I understood the situation, and I understood that it wasn't the doctor's fault […] She 

explained that you don't want to start with powerful medication or use it too long because it can have 

side effects.’’ 
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Such narratives imply that negative experiences are often related to little understanding of either the 

Dutch healthcare system (e.g., limited visitation time), due to a comparison with the Afghan healthcare 

system (where they did not have strict appointments and limited time, according to several participants) 

or medical information asymmetry (e.g., not understanding why medicine does not always work). These 

aspects were recognized by the GPs I interviewed, who also confirmed that investing time to explain the 

system to patients was valuable in constructing a positive doctor-patient relationship.    

 

As a final note regarding doctor-patient communication, it struck me that a language barrier was not 

often mentioned during the interviews. In fact, when language was brought up, it was not solely viewed 

as an issue or barrier. Many participants seemed to cope well with the language barrier; they seemed to 

have normalized it over time. Concerning clinical encounters, all participants described that language 

was not a big issue at that moment because their Dutch was 'good enough'. Or, as Firooz explained, even 

if language would be an issue and he did not understand the doctor, he made the doctor aware of that 

and asked him to speak more slowly or easier Dutch. Besides, explaining your illness in English was 

also a solution. For that reason, Fereshta explained that language was not a big issue, even in the first 

years when she was new in the Netherlands.  

Furthermore, in exchange for good healthcare facilities, participants seemed to accept a language barrier. 

Several participants expressed that they valued good treatment possibilities above the comfort of a 

common language. Hence, although most participants did not speak Dutch fluently and therefore 

probably experienced language barriers sometimes, they did not mention that it negatively affected their 

overall healthcare experiences. Nevertheless, this does not mean that participants do not struggle with a 

language barrier. As Omar explains, learning a new language at his age was truly difficult:  

 

‘’If you can't explain your problems clearly, the doctor can't understand you. Then he can't give a good 

diagnosis. And even if he could, we won't understand, you know?’’ 

 



 41 

At the moment of the interview, Omar was still struggling with the Dutch language4, which was 

problematic because he felt that language was the best way to get to know a society. However, he seemed 

to accept the situation as it is:  

 

‘’We're getting to know [the system], we're familiarizing ourselves with it. Then you make peace with 

it.’’ 

 

In this first section, I have illustrated several different aspects related to doctors’ medical knowledge, 

competence, and communication skills that shaped participants' experiences and, therefore, their opinion 

about the Dutch healthcare system. As briefly mentioned, participants seemed to make sense of their 

experiences by comparing them to their experiences in Afghanistan and by comparing the Dutch 

healthcare system with the one in Afghanistan. Their sense-making may have influenced their 

expectations towards the Dutch healthcare system. The following section will delve deeper into 

participants’ expectations and how those are shaped.  

 

4.2 ‘In Afghanistan, they used to…’ 

4.2.1 Expectation management 

In the previous section, several examples implied that experiences with Dutch healthcare often arose 

from different expectations. As identified in the earlier sections on knowledge and communication, 

several participants experienced low treatment, diagnosis, and professional knowledge quality and 

competence in Afghanistan. Their stories suggest that negative associations with healthcare in 

Afghanistan created high expectations from healthcare in the Netherlands (Cheng et al., 2015), but also 

made it easier to perceive positive experiences. In my study population, most participants already had 

some information about systems in Europe (through media, family, or friends), and this could therefore 

create structures of expectations that shaped interpretation (lifeworlds). Unfortunately, those 

expectations are not always in line with the Dutch healthcare system. It is, therefore, not surprising that 

 
4 The interview with Omar was in Farsi 
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when participants’ expectations were not met, their experiences would be influenced negatively. For 

example, Lina (48) expected high confidence levels from her GP when she asked him about her lab 

results. However, the GP seemed to have some doubts and expressed this by asking the participant to 

retake the lab test.  

 

Lina: ‘’In Afghanistan, you hear a straight 'yes' or 'no'. Here, they show hesitation….’’ 

 

Time seemed to be an influential factor here. Lina was familiar with the practice in Afghanistan, where 

doctors would give quick and resolute responses to questions from patients, as opposed to a more 

northern European or Dutch approach of ‘realistic medicine’ (Fugelli, 2001; Springvloet et al., 2020), 

where doctors express their doubts and limitations. Lina became somewhat more careful the next time 

she went to see the doctor. However, after the doctor explained the situation and by getting used to the 

Dutch healthcare system, Lina understood the situation. Consequently, her doubt disappeared.  

 

Although comparing the Dutch healthcare system with the one in Afghanistan can reflect negatively on 

Dutch healthcare, negative experiences regarding healthcare in Afghanistan can also make it easier to 

perceive positive experiences in the Netherlands. Several participants expressed that overmedicalization 

was a negative aspect of Afghan healthcare. Their knowledge and experiences from Afghanistan may 

have resulted in acceptance regarding Dutch prescription culture in which doctors are less likely to 

prescribe medicine than in some other countries (CBS, 2016; GPInfo.nl, n.d.; Healthcare for 

Internationals, n.d.).   

Participants’ narratives tend to suggest that in Afghanistan, doctors would prescribe lots of unnecessary 

medication. Doctors would do that because of financial profit, to reassure the patients5 and sometimes 

because they did not have a proper diagnosis and hoped that, as Fereshta (55) expressed, ‘’at least one 

of those [seven] medicine will work’’. Several participants expressed that other Afghans may expect 

such behavior from doctors in the Netherlands and therefore be dissatisfied when they do not get (lots 

 
5 According to several participants, some people in Afghanistan believe that more medication is always better.  
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of) medication. However, through years of living in the Netherlands and learning about the Dutch 

healthcare system, participants themselves had learned that more medicine is not always better. Other 

participants expressed that already in Afghanistan, they would limit their medication usage knowing 

that it is not suitable for them and that the medication quality there is harmful:  

 

Zahra (66): ‘’[Medicine] are imported from Iran or Pakistan. It's actually expired medication on which 

they write a new expiration date. The quality of those medicines is very low.’’ 

 

Omar (61) experienced such practices of overmedicalization from his friend:  

 

‘’I had a friend [in Afghanistan] who was a doctor […]. He was writing a prescription, and he kept 

writing and writing. I asked: 'what are you doing?'. He was writing two or three antibiotics with the 

idea that if one of them wouldn’t work, the other will.’’ 

 

In line with overmedicalization, several participants mentioned that political issues and financial 

exploitation in Afghanistan influenced participants' experiences and expectations in the Netherlands. 

According to Noor (male, 60), amongst others, Afghanistan is all about financial profit. For example, 

doctors in Afghanistan are affiliated with pharmacies, so it is in the doctors' interest to prescribe several 

medicines. That way, they earn more money. 

  

Noor (60): ‘’Honestly, it's more financial trade than caring for your health. […] And, secondly, they 

ask if you have money. Otherwise, they won't help you. If people have money, they can get treatment. 

Others just need to accept.’’ 

 

It would not have been surprising had Noor expected that there would be some level of corruption in the 

Netherlands too. However, not having experienced this contributed to Noor’s satisfaction with the Dutch 

healthcare system. His argument can be related to several other participants' experiences with the Dutch 

insurance system. Firooz (male, 67), for example, expressed great appreciation towards the insurance 
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system because now everybody has access to good healthcare. The Afghan healthcare system did not 

work with insurance, so patients had to look for a good doctor or a treatment facility themselves, 

according to Firooz.  

 

4.2.2 The ability to adapt expectations 

What stood out from all the interviews and what seemed to help cope with different expectations was 

the ability of participants to adapt to a new culture, a new system, a new society. Several participants 

described more difficulties with the Dutch healthcare system when they were new in the Netherlands. 

For Omar (61), it took almost ten years to get used to and to understand Dutch rules and customs. Having 

little knowledge about the new country with its norms, values, and systems seemed to make it difficult 

to cope with those aspects. It created many uncertainties in his life. Omar is not the only participant who 

expressed these feelings. Although it was not a specific interview question, Fereshta (55) and Faysal 

(61) expressed that if I had asked them the first interview question when they were new in the 

Netherlands, they would have chosen for a doctor in Afghanistan because of the unfamiliarity with a 

new country. However, similar to what all other participants expressed, these three participants seemed 

to be able to adjust after some time: 

 

Faysal: ‘’At that time, I didn't know the society, and I couldn't speak the language very well. Also, I was 

in the middle of interview processes for a residence permit. […] But slowly I got to know the Dutch 

society; I got used to the country, the people. I made it my own. It became easier to understand the 

culture, the language, the society.’’ 

 

4.3 Conclusion 

In this chapter, I have explored and made sense of participants’ past experiences and their way of 

expressing these. Most participants were overall optimistic about Dutch healthcare, despite having 

experienced some negative encounters with healthcare professionals. Generally, experiences were 

related to the knowledge and communication skills of healthcare professionals. Most findings, such as 
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the overall contentment with Dutch healthcare, the importance of listening, being attentive and cultural 

considerations, are in line with past studies among refugees (Cheng et al., 2015; O’Donnell et al., 2008). 

 

Narrating experiences of Dutch healthcare, participants appeared to compare these with their 

experiences and knowledge from the healthcare system in Afghanistan, a country with an incomparably 

different healthcare system and culture. Such past experiences seemed to have influenced expectations 

towards the Dutch healthcare system (Cheng et al., 2015). Consequently, participants’ expectations can 

influence how they perceive Dutch healthcare (C. Johnson & Mathews, 1997). As Johnson & Mathews 

(1997) explained, expectations are unique, and therefore, two people may perceive the same situation 

differently. This view may explain why most of the participants in my study accepted that Dutch doctors 

do not often prescribe medications such as antibiotics, whereas other people from a similar background 

may find the same situation unacceptable.  

Most participants seemed able to cope with different expectations. They were often very 

understanding and eager to learn about the Dutch healthcare system, society, and culture and able to 

adapt their expectations throughout the years. This might be why, despite some negative experiences, 

most participants were overall positive about Dutch healthcare. Moreover, participants who were able 

to adapt their expectations illustrated how a smaller gap between expectation and reality (medicine’s 

backstage and frontstage – as noted by Fugelli 2001) could result in better experiences.  

 

This chapter served as a response to the first sub-question: what aspects of past clinical encounters or 

earlier life experiences contribute to (dis)trust? I have explored how participants narrated their past 

clinical encounters as well as earlier life experiences. In the following chapter, I will link these 

experiences and ways of expressing them to how participants’ sense of trust in their current and future 

encounters with GPs. This will create an understanding of how participants’ interpretation and sense-

making of the world influenced their perception of trust.  
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5. To trust or not to trust: that is the question 

The theory chapter already demonstrated the importance of trust in general and especially in the context 

of healthcare. I have witnessed the importance of trust during the interviews, listening to the participants’ 

narratives. In this chapter, I will illustrate how participants lived experiences (from the previous chapter) 

connect to their perception of trust. I will elaborate on the key aspects of trust, according to my 

participants. How is participants’ trust shaped? How do attitudes of healthcare professionals and earlier 

life experiences attribute to (dis)trust? However, to understand the ‘how’, I will first elaborate on the 

‘what’ and the ‘why’. What does trust mean to the participants, and why is it essential? Following this, 

I will delve into how trust is shaped. In line with commonly shared experiences from the previous 

chapter, I have divided the ‘how’ into two themes: knowledge and communication skills. In the final 

section of this chapter, I will discuss how trust is shaped as a process of time.  

 

5.1 The meaning and importance of trust 

Towards the latter part of the interview, I asked participants to explain in their own words what trust 

means. This question was visibly difficult for most participants (they would express this verbally or by 

looking away or needing some time to think). Often, participants responded by repeating earlier 

mentioned aspects that create trust. Some examples of participants’ definitions of trust were: 

 

Mohammad (58): ‘’When the person in front of you tells you something, and you believe that he speaks 

the truth. That is trust.’’ 

 

Fatma (54): ‘’That [the patient] can say anything, that he can sit there calmly and expect the GP to take 

time for him, ask encouraging questions. That is what trust means. That you can talk to your GP with a 

good feeling.’’ 

 

Parwin (59): ‘’What does trust mean to me? That the person in front of me meets my wishes. That creates 

trust.’’  
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Other participants responded with more abstract definitions, e.g., trust meaning ‘everything’ in life or 

believing in a person, which seemed in line with Simmel’s quasi-religious faith component (Simmel, 

2004). Furthermore, some participants added that trust is something that takes time to establish or grow. 

Not only in the doctor-patient relationship but in general, as Parwin stated (above).  

Participants’ meaning of trust seemed to reflect the definitions and key elements of trust stated earlier 

by influential scholars such as Simmel’s further element (Simmel, 2004), Gidden’s leap of faith 

(Möllering, 2001), and Lewis and Weigert’s (1985) mixture of feelings and ‘rationality’.  

Moreover, participants also expressed several positive expectations regarding actions by their trustee 

(the doctor), as is one of the key elements of trust (Quere, 2001; Spronk et al., 2019). According to 

participants, trust entails a listening doctor, who takes time for you, meets your wishes, etc. Interestingly, 

Omar (61) is the only participant who adds the remaining key elements of trust: uncertainty, 

vulnerability, and risk (Quere, 2001; Spronk et al., 2019):  

 

Omar: ‘’However, trust is also something negative. It can betray you. You can only be betrayed by 

someone whom you trusted. If you’re always distrusting, you can’t leave anything up to someone else.’’ 

 

He nicely pointed out the concept of uncertainty, which is both a precondition for trust (otherwise, you 

cannot live, as Omar puts it) and a consequence of trust (trust might result in betrayal). The possibility 

of betrayal makes a person vulnerable and subject to risk. Omar adds a Russian proverb: ‘’he who does 

not take risk, will never drink champagne’’, meaning that ‘’without risk, you cannot live’’6. With this 

quote, Omar touched upon the importance of trust. During the interviews, I asked participants why trust 

seems essential to them. Their responses were related to trust in healthcare. To the participants, trust 

was vital because it concerned a person’s well-being, their life. For example, patients already felt like 

they had little time during a visit to talk, and without trust, it was even harder to express yourself in a 

short amount of time, according to Lina (48). To Fereshta (55), trust was important because it is ‘‘part 

 
6 Omar’s own words. Original quote is from Garry Kasparov. 
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of the treatment’’. Only when she perceived trust, she believed that the doctor could help her and that 

she could recover.  

Having outlined what trust means and why it is necessary in participants’ lives, I will elaborate on how 

trust is shaped based on participants’ narratives about the past clinical and earlier life experiences.  

 

5.2 Communication & trust 

The previous chapter discussed participants’ experiences with healthcare regarding different aspects of 

communication. Several narratives illustrated how doctors’ communication style and technique 

influenced the clinical encounter and what participants’ preferences were regarding communication. 

During the second part of the interviews, I asked the participants why they trusted or distrusted their GP 

and how their trust or distrust was established. In the responses, listening was the only aspect mentioned 

in every interview as essential to trust. Moreover, across all interviews, listening was the most commonly 

mentioned aspect regarding past experiences and trust. The occurrence of listening in both contexts 

demonstrates that when talking about their past experiences, participants tend to talk about elements that 

are essential to them concerning trust.  

 

Interviewer: ‘’what things does the doctor do that establishes trust?’’ 

Faysal (61): ‘’Mostly because he listens. […] I feel like he understands and sympathizes with all my 

problems.’’  

Interviewer: So, how do you know that he understood your problems? 

Faysal: because he listened very well.  

 

Along with listening came ‘asking questions’. According to several participants, asking questions and 

encouraging patients to tell more showed them that a doctor is listening, interested and attentive and 

consequently created trust. For example, when I asked Aziza (56) to summarize what a doctor needed 

to do to gain trust, she said: 
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Interviewer: ‘’And […] you said that a doctor should listen. How do you know that a doctor is 

listening?’’ 

Aziza: You can see that. [The doctor] asks about your problems. They don’t just say: ‘Oh, you’re sick? 

Here’s some medication’. […] Of course, language is an issue, but you know that at least he asked you 

questions […].’’   

 

Interestingly, Aziza’s response gives the impression that listening and asking questions contributes to 

reducing language-related issues. Reflecting on the common understanding of trust in the healthcare 

setting7, Aziza was in a vulnerable situation during her GP visit because of her illness. The language 

issue made her increasingly vulnerable. Aziza’s story exemplifies how trust is necessary to reduce the 

complexity of life (Lewis & Weigert, 1985). 

 

The majority of arguments and descriptions regarding communication and trust were consistent 

throughout all interviews. However, one facet of communication stood out. In the Netherlands, doctors 

value transparency in healthcare, and shared decision-making is one element of transparency. Therefore, 

engaging patients in the decision-making process and asking them what they want is common practice 

(Springvloet et al., 2020). Fatma (54) and Aziza (56) were the only two participants to mention this topic 

during the interviews, and interestingly, they had opposite views.  

 

Asking patients what they thought the cause of their symptoms could be or what they needed to do to 

get well triggered Fatma to become distrustful towards the doctor: 

 

‘’I really don’t trust the GP because there are all these doctors in training who just finished studying, 

young people. I don’t trust that. They don’t understand me. They ask me: ‘what are you going to do?’. 

Then I respond: ‘well, if I knew, why would I be here’?’’ 

 
7 See chapter 2: ‘’the optimistic acceptance of a vulnerable situation in which the trustor believes the trustee will 
care for the trustor’s interests’’ (Hall et al., 2001; p.615). 
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Before she said this, we were talking about her broad experiences with Dutch healthcare. Fatma was 

expressing incredible frustration about the fact that she did not have a regular GP for a couple of years. 

Having a regular GP who knew her personal situation and medical history helped her build trust, 

confirming earlier findings about the importance of doctor continuity (Cheng et al., 2015). She then 

added that she did not like it when younger doctors asked her questions about what she thought. Later, 

during the interview, she mentioned the same argument about doctors in general.  

Fatma’s opinion about shared decision-making might have been amplified by the irritation caused by 

the GP irregularity in her current GP practice. Seeing a different GP each visit, she needed to start over 

with her story and the process of building trust, as opposed to a regular GP who would already know 

her and with whom she could build a relationship. Her view on doctors asking what the patient thinks 

followed in the same context. Fatma’s view on shared-decision making might have been influenced by 

unrealistic expectations from doctors, which they could not meet. As mentioned in the previous chapter, 

being raised in a country where people expect doctors to know everything (hence, they would never ask 

what the patients think) can create such expectations from doctors in the Netherlands. As a consequence, 

when doctors do not meet these expectations, patients can become distrusting.  

  

Interestingly, Aziza had a very different opinion about doctors’ engaging behavior. She embraced the 

opportunity to think along with the doctor about her treatment: 

 

Interviewer: ‘’and how do you feel about the ability to co-decide with the doctor about, for example, the 

treatment. Does that help you to build trust?’’ 

Aziza: ‘’Yes, definitely. You know your own body better than anyone. Sometimes they ask you, ‘what do 

you think would be better?’ Then, you can share and hear what they think. Do they agree with you? Are 

you right? Because what you think is not necessarily right. […] And if what you think is not correct, you 

can forget about it. It won’t linger in your head.’’ 
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that she did not dare to talk back to the doctor when she was new in the Netherlands.  dteelaboraAziza 

 ltShe did not dare to argue when she disagreed with something or disliked the doctor’s behavior. She fe

always right’. However,  wasat the doctor says like it may be caused by the Afghan culture because ‘wh

throughout the years, she learned that it is not impolite to talk back to the doctor; it is more like talking 

. edwant shethe ability to say what  dshe appreciate At the time of the interview,the doctor.  with  

 

Aziza: ‘’You have to be clear about what you want. Maybe the doctor can help you even better then. He 

can’t see what is going on in your head.’’ 

 

both influenced by experiences in  edclearly different. They seem wereand Aziza’s experiences a Fatm

more than  adjusted to the Dutch healthcare culture dthat Aziza ha edAfghanistan. However, it appear

whereas  experiences with healthcare, negative personal ed any. Moreover, Aziza barely mentionFatma

. with healthcare in her past several negative experiences encounteredhad Fatma  

 

5.3 Knowledge & trust 

The previous chapter already illustrated that a doctor’s knowledge is considered essential to most of the 

participants. Therefore, it is not surprising to see that - when talking about trust - participants referred 

to doctors’ knowledge almost as often as they referred to their communication skills.  

 

5.3.1 ‘Doctors should know everything.’ 

The importance of a knowledgeable doctor seems in line with the notion that trust is partly based on 

information asymmetry (Calnan & Rowe, 2008a, p. 3) and that it serves to deal with missing information 

(Luhmann, 1979; p.8). Patients are particularly vulnerable and uncertain due to their illness and 

inadequate knowledge of what is wrong with them. As Möllering demonstrated (Möllering, 2001, p. 

404), people need to be able to suspend uncertainties in order to trust. The narratives in this research 

illustrate that patients could suspend more easily, knowing and trusting that their doctor is 

knowledgeable. This relates to their expectation management, as described in the previous chapter. Most 
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participants seemed to perceive doctors from the ‘all-knowing’ frontstage medicine, expecting a doctor 

to know everything about diseases without the need to look things up in books or the computer. 

Consequently, once they noticed that doctors did not know everything or even made mistakes, it became 

much harder to suspend their uncertainties, resulting in a difficult to establish trust relationship.  

Mohammad’s (58) story exemplified this by revealing how, in his opinion, the knowledge of Dutch 

healthcare professionals decreased throughout the years. When he was new in the Netherlands, he was 

pleased by their level of expertise. However:  

 

‘’… the longer I live in the Netherlands and visit the GP or a specialist, the more I notice that their level 

of knowledge decreases. So, my positive…trust has dropped.’’ 

 

Elham (61) shared Mohammad’s opinion. I asked her what number between zero and ten she would give 

to account for her level of trust in the GP, zero meaning no trust at all and ten meaning 100% trust. She 

responded: 

 

Elham: ‘’I would give my GP a seven.’’ 

Interviewer: ‘’ah, that’s not bad, but it’s also not an eight or nine.’’ 

Elham: ‘’no, they’re not worth an eight or nine. We are too different. There are many things they don’t 

know about us.’’  

Interviewer: ‘’what kind of things?’’ 

Elham: ‘’for example, they don’t bother to educate themselves about problems of people from warmer 

countries, what causes of their diseases might be so they can treat accordingly. They don’t know that.’’ 

 

According to Elham, her previous experience with doctors not understanding her or literarily saying 

they don’t know about foreign diseases decreased her trust in her GP.  

 

Two other participants expressed their understanding of the fact that doctors cannot know everything or 

sometimes make mistakes, e.g., Omar (60): 
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‘’We should also be considerate towards doctors. They’re human and can therefore make mistakes. 

They try their best.’’ 

 

Zahra (66), who was a doctor in Afghanistan, shared Omar’s opinion. What is interesting, though, is 

that despite their tolerant attitude, both participants’ trust in their GP or specialists was influenced 

negatively due to experiences with doctors making mistakes. This suggests that in the trust process, 

tolerance towards (for example) mistakes is not enough to suspend uncertainties and allow trust. 

However, Zahra and Omar’s trust might be less negatively impacted by doctors’ mistakes than other 

participants’ trust, which would mean that tolerance can indirectly conserve a certain level of trust. After 

all, both Zahra and Omar gave a 9 to their level of trust, the highest ‘grades’ given in my research.   

 

5.3.2 The use of computers during the clinical visit 

Several participants mentioned the use of computers in relation to a doctor’s level of knowledge. It is 

striking, though, that the use of computers appears to establish trust for some participants and distrust 

for others. Participants who were suspicious about doctors’ use of their computers were generally very 

pleased with Dutch healthcare. However, the fact that their doctor (mainly they mention this aspect 

concerning their GP) looked at the computer made them distrusting. It gave them either the idea that the 

doctor was uninformed (related to the expectation that a doctor should know everything, preferably by 

heart), that the doctor was too dependent on the computer (creates distrust about the doctors’ skills), or 

that he was not attentive or interested in the patient. However, my research suggests that most 

participants who perceive the use of computers negatively appeared unsure as to why the doctor used 

the computer during their visit. They never received any kind of explanation about what the doctor is 

precisely doing on the computer or why it is sometimes necessary and helpful to use it. As a 

consequence, they drew their own assumptions followed by distrust.  

 

On the contrary, two participants mentioned that they did not mind doctors’ use of the computer during 

their visit. Parwin, a female of 59, for example, explains why: 
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Interviewer: ‘’so, the fact that the doctor looks at the computer screen during your visit doesn’t bother 

you?’’ 

Parwin: ‘’No, because I see that he is looking at my file, at my medical history. […] Then I know that 

he is aware and updated and that he knows why I’m there.’’ 

 

Firooz (male, 67), had a similar experience. However, both Firooz and Parwin were not always this 

understanding. Nevertheless, through explanation (from the doctor, friends, or relatives), they became 

more understanding and now even appreciate the use of a computer during their visit.  

Lastly, in the case of Zahra (66), the GP turned the computer screen so that Zahra could watch along as 

the GP was explaining the lab results. To Zahra, using the computer during the visit was directly 

beneficial because she likes to understand the results. Furthermore, it created transparency from the 

doctor’s side, which helped gain trust, as apparent in Zahra’s narrative.  

 

5.4 Trust as a process  

In the previous sections, I have outlined how participants’ experiences shaped their trust in doctors, 

illustrating that trust is not something that suddenly emerges out of the blue. Neither does one instantly 

switch from pure trust to complete distrust. Trust is rather an iterative process (Rowe & Calnan, 2006, 

p. 379), continuously prone to factors shaping it.  

 

Having asked each participant to grade their level of trust in their GP, these doctors seem to do a great 

job with a 7.8 on average. Roughly, participants’ level of trust in GPs can be divided as follows: 

• Participants with mainly negative healthcare experiences gave low grades (4-5). 

• Participants with almost a similar number of negative as positive experiences gave an average 

grade of 7. 

• Participants with mainly positive experiences graded their trust level with 8-9.  
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It is valuable to zoom in on what kind of experiences resulted in low and higher grades. For example, 

two participants graded their trust in GPs with a 5. For a long time, Mohammad (58) was very trusting, 

and in the first couple of years in the Netherlands, he would have given a 9. What stood out in 

Mohammad’s narrative was that it is mainly the doctor’s knowledge level that influenced his trust. His 

experiences regard both specialists and GPs. According to him, this was the reason he is more distrusting 

nowadays. Fatma (54) used to be more trusting as well. When she had a regular GP, she would give a 9 

to her trust level in GPs, which sadly dropped to a 4, she indicated.  In her case, the reason for distrust 

was the loss of a regular GP and her formerly mentioned frustrations.  

 

Higher grades (>7) commensurated with participants’ positive experiences. Contrary to the previous 

subgroup, this subgroup of participants seemed to be better able to put things into perspective. Several 

participants from this subgroup described that, despite having experienced several negative experiences, 

they had a positive or assertive character. That made it easier for them to accept or adjust to things they 

did not like. As Alireza (male, 60) argued, life is just more manageable when you are positive and 

trusting. Moreover, these participants mentioned that they had a good understanding of the Dutch 

healthcare system more often than participants who gave lower grades.  

 

One grade I was surprised by was Elham’s. When talking about her experiences with Dutch healthcare, 

Elham argued that, sadly, she is very pessimistic about the healthcare system. Elham had endured two 

medical events in which doctors’ mistakes resulted in permanent damage and one event in which her 

daughter was almost misdiagnosed, resulting in near death, according to Elham. Nevertheless, Elham 

marked her trust in GPs with a 7. She described this in the sense that her experiences were, as she argued, 

related to medical specialists, and her GP was not to blame for anything. Moreover, she always had kind 

and competent GPs. Therefore, she argued, her previous experiences did not affect her trust in de GP.  

 

Interestingly, I noticed that none of my participants expressed that they completely trusted their GP. 

Participants seemed to acknowledge that they are not naïve and that trust is not unconditional:  
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Ferestha (55): ‘’you can’t trust a person for 100% and say that they’re perfect. Everybody makes 

mistakes, whether it’s a doctor, patient, or anybody.’’ 

 

5.5 Conclusion 

In this chapter, I focused on how participants' narratives about their past clinical experiences were linked 

to trust or distrust. Participants' meaning to trust responds well to how key scholars such as Simmel, 

Giddens, and Möllering defined trust (Möllering, 2001). Prominent elements of trust, such as 

vulnerability, dependency, and favorable expectations, are evident in participants’ meaning of trust 

(Quere, 2001; Spronk et al., 2019):.  

 

The most commonly mentioned aspect to influence participants’ trust, were doctors’ communication 

skills.  Participants valued a caring and attentive doctor, one who explained why they did something a 

certain way and with whom they could build a relationship. These findings align with several studies 

about trust in physicians among patients (Bambino, 2006; She et al., 2015; Thom, 2001).  

 

The second most commonly mentioned aspect of trust was knowledge. Having an intelligent doctor 

helped participants oversee their vulnerable situation and believe that the doctor could help them 

recover. This aspect appears to be relevant to trust, according to several other scholars (e.g., Pellegrini, 

2017, p. 99; Rowe & Calnan, 2006, p. 377). Moreover, some participants expressed understanding 

towards doctors’ limitations (not knowing everything or sometimes making mistakes), although their 

trust in the doctor would still be damaged when they noticed their limitations.  This finding, combined 

with the fact that none of the participants feel 100% trust, implies that trust was not unconditional to this 

group. Unconditional trust entails naïve trust without the consideration of the trust possibly getting 

damaged. It is often necessary when there is simply no choice but to believe (Robinson, 2016, p. 5). 

There may be several reasons for my study participants not perceiving unconditional trust. For one, their 

refugee background may have caused them to be cautious in life and taught them that they could never 

completely trust anybody. Moreover, the combination of all life experiences, including an often-
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traumatic journey from their home country, previously negative healthcare encounters, and other life 

events, makes it reasonable not to trust unconditionally.  

 

Participants' preferences regarding trust seemed to be based on previous clinical encounters, such as a 

GP referring to a good specialist (helpful, creates trust) or a GP who made a mistake (counterproductive, 

damaging trust). Accounts of trust also seemed to refer to intuition or feelings, for example, when 

participants expressed that trust means ‘everything’ or ‘believing that the doctor speaks the truth’. Such 

examples resemble the emotional component of trust (Lewis & Weigert, 1985). These findings confirm 

the notion that trust can be shaped through a combination of experiences, intuition, and emotion (Zinn, 

2008, p. 443).  

 

To further develop understandings of how trust in GPs is shaped, the iterative process of trust should be 

considered (Rowe & Calnan, 2006). Therefore, I have devoted the next chapter to how GP trust 

influences patient’s health, care-seeking behavior, and trust in others. These ‘outcomes’ of trust then, in 

turn, build new experiences which, considering the iterative dynamics of trust, may impact GP trust over 

time.  

 



 58 

6. ‘My sister-in-law died because of distrust’ 

The third and final research sub-question of my thesis states: in what ways do (dis)trusting experiences 

with GPs feature in participants’ narratives of general healthcare experiences in the Netherlands? In 

relation to this question, I asked participants in the final part of the interviews specific questions about 

how trust in GPs was related to the healthcare system in general and other aspects of their lives. 

Moreover, participants already expressed influences of trust on their health and care-seeking behavior 

during the earlier parts of the interviews. In this final data chapter, I will first elaborate on how trust in 

GPs influenced participants’ health outcomes, healthcare-seeking behavior, and treatment adherence. I 

will then discuss how trust in GPs featured in participants’ understandings of other healthcare providers 

and the healthcare system in general.  

 

6.1 Impact of GP (dis)trust on health outcomes  

I would like to start this chapter with a quote from Aziza (female, 56), whom we heard from in the 

preceding chapter as someone who appeared to have been socialized into the Dutch healthcare system 

and its norms and who generally spoke positively about her own first-hand experiences. She shared a 

story about her sister-in-law: 

 

“My sister-in-law lived [in the Netherlands] longer than we did. She lived in Apeldoorn8 and had to see 

the GP. She couldn’t speak Dutch very well, so she always had to go with her husband or one of their 

children. One time, the GP asked: ‘how long do you live here?’. She said: ‘6 or 7 years.’. Then, he 

asked: ‘and you have a Dutch passport?’. She said ‘yes’. ‘So, you have a Dutch passport, but you can’t 

speak Dutch?’ That really offended her. After that, she did not have the nerves to go back to the GP. 

Once, she even burnt her foot, but she didn’t want to see a GP. […] Later, she started coughing badly, 

and she had a cold for about 3 to 4 months. But she didn’t want to see the GP; she still felt ashamed. 

Eventually, my husband forced her to go, and he went with her, and as it appeared, she had stage 4 lung 

 
8 This is a pseudonymized city name 
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cancer. They couldn’t help her anymore. She died. Maybe, if she dared to go to the doctor sooner, they 

could have done something. She was only 50.”  

 

During the interviews, I asked participants how trust or distrust in healthcare impacted their life. Aziza 

told me this story relatively early in the interview before we had even touched upon the topic of trust. 

In general, Aziza seemed like a very positive and open woman. The quote mentioned above was related 

to Aziza’s comment about hearing negative experiences from other people and how that influenced her 

perspective on healthcare. Aziza argued that it did not affect her significantly besides making her sad. 

She then started telling this story. Although such an intense story is exceptional in my interview data, it 

would not do justice to Aziza nor my research to not mention it since it is sadly a clear example of how 

extreme the consequences of distrust may be. It is the rationale for healthcare professionals to be aware 

of the essential role of trust and the ability to respond to distrust. 

Aziza’s examples illustrate one severe indirect consequence of lack of trust in GPs. Moreover, it shows 

that if Aziza’s sister-in-law had not been afraid to see the GP, her disease could have been detected in 

an earlier stage, prolonging her life.   

 

Fortunately, and hopefully, such stories were rare since other participants have not experienced such 

severe consequences of distrust. Nevertheless, in many cases, even moderate, non-severe consequences 

may harm participants. Participants disclosed that effects of distrust or decreased trust vary from 

switching their GP and checking the GP’s information on the internet to not adhering to treatment or, 

even worse, death. In addition, some participants became distant, more stressed, and according to 

Alireza (60), patients may be less likely to disclose information, especially when it is sensitive.  

 

Compared to other participants, Mohammad is the most explicit about the consequences of distrust. 

Mohammad is a 58-year-old highly educated man who lives in the Netherlands for 24 years now. 

Compared to the system in Afghanistan, he is very optimistic about the medical education system in the 

Netherlands, which, according to Mohammad, trains students to become “the best of the best”. However, 

he often felt like Dutch doctors are not genuinely interested. As though they value time over patients’ 
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needs. Furthermore, over time, he became disappointed by doctors’ current level of medical knowledge. 

He graded his level of trust in GPs with a 5.5. Mohammad stated: 

 

“The doctor-patient relationship is based on trust for 80%. Do you trust the person who writes your 

prescriptions? For example, recently I got this medicine which I checked on the internet. The medicine 

was bad for me! So, I wrote back to the doctor: ‘this is bad for me. I have liver disease. If you prescribe 

this, then…’. She [the doctor] didn’t want to be wrong, so she said: ‘no, it’s for severe cases, which is 

not the case with you. You can take it.’ I quit the medication anyway. […] If you don’t have trust, you 

keep thinking: is the prescription correct? Should I take the pills, or will they only harm me?” 

 

Mohammad’s narrative illustrated how distrust can feature in a persons’ experiences in multiple ways.  

First of all, we can state that Mohammad’s trust may have decreased before this event due to his earlier 

mentioned disappointment in the doctors’ level of knowledge. That may have resulted in Mohammad 

feeling the need to check the doctor’s information on the internet after his visit. The information he 

found was possibly different or missing during the GP visit, resulting in a further decrease of trust. 

Secondly, Mohammad is suspicious about the doctors’ response, saying that “she did not want to be 

wrong”. Even though Mohammad did not have direct evidence that his GP was lying or mainly trying 

to protect herself, he did not believe her. Finally, Mohammad did not follow the doctor’s advice and 

stopped taking his medicine. The previous chapter explained how trust is a process. One does not go 

from full trust to complete distrust. Instead, trust is a process with fluctuations. Mohammad’s case was 

an example of that process. Moreover, it demonstrated the importance of winning back trust before it is 

absent.  

 

Mohammad was not the only one to doubt his GP as a consequence of betrayed trust. Fatma (54) also 

checked the doctor’s advice and prescription at home to make sure the GP was right. Likewise, Lina 

(48) admitted she once did not take the prescribed medication because she did not believe the doctors’ 

explanation that it would help her and not harm her.  
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Lina: “I did not put any more effort into discussing with [the GP] because I knew she was weird.”  

 

Lina’s argument referred to an earlier mentioned GP who, according to her, was a ‘‘quack’’. That GP 

had already damaged Lina’s trust. It is interesting to understand why Mohammad, Fatma, and Lina did 

not believe their doctor’s explanation regarding the medication. All three had in common that, although 

for different reasons, they did not like their former or current GPs and therefore lost a bit of trust.  

Elham (61), who has had several negative experiences with doctors making mistakes, described a 

similar, albeit more far-reaching, consequence. Elham’s previous experiences resulted in her not 

believing any specialist anymore when they say that nothing is wrong with her. She would then go and 

find a different doctor to check the previous doctor.  

 

Continuing the case of Mohammad, I asked him what the impact of his low level of trust is. As with 

Elham, one enduring consequence seemed to be that Mohammad remained uncertain whether the doctor 

helped him to his fullest capacity and whether he would get better. What stood out, though, is what he 

said afterward: 

 

“You have to deal with it. That’s the situation; it’s the best we get. I’ve made my peace with it.” 

 

Mohammad was happy that he could search for doctors on the internet and see who is best according to 

reviews. This was an argument that all participants seemed to acknowledge. The moment they lost trust 

in their GP, they would leave and look for a new one.  

 

Besides consequences that directly concerned the patient’s treatment and the doctor-patient relationship, 

several participants added that distrust made them sad and stressed. The opposite, however, is also true. 

When trusting the doctor, participants discerned feelings of calmness after the visit. For example, Faysal 

(61) and Lina (48) explained that they felt more at ease when they believed the doctor helped them the 

best he could. Lina continued that because she trusted her GP, she followed his advice. Because she 
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followed his advice, she felt healthy, and consequently, she felt calm and overall positive. As a result, 

she would enjoy life, tidy up her house, buy flowers, and the like.  

Lina’s case is an example of several positive experiences with healthcare starting an ideally 

ongoing feedback loop of trust where positive consequences recur, with each of them endorsing or even 

strengthening trust. However, as several other participants show, each negative experience can damage 

the process of trust over time. Therefore, doctors need to try and restore damaged trust, for this seems 

more difficult when the patient has lost almost all trust, as exemplified before by Elham. We have 

already seen that restoring trust is possible, with the example of Firooz in chapter 4, when the doctor 

explained why she did what she did, gaining Firooz’ trust back. Moreover, in chapter 5, I explored how 

a participant’s positive character and capacity to adjust could also restore some trust.  

Having discussed the impact of trust in GPs on participants’ healthcare outcomes, I will elaborate on 

how GP trust featured in participants’ perception of (trust in) other healthcare professionals and the 

healthcare system in general.   

 

6.2 Impact of GP (dis)trust on trust in other healthcare professionals 

In the Netherlands, GPs serve as the gatekeeper to specialist health services and are consequently a 

patient’s first encounter with medical care. Therefore, I was interested in seeing how (dis)trusting 

experiences with GPs feature in participants’ narratives of other healthcare services in the Netherlands. 

Those narratives could, for example, relate to other GPs, physiotherapists, specialists, or the healthcare 

system in general. Since past clinical experiences with other healthcare professionals influenced 

participants’ trust in GPs (chapter 5), I expected that trust would consequently feature in participants’ 

future experiences with healthcare. Moreover, considering that interpersonal and institutional trust may 

interact (Hall et al., 2001; Quere, 2001), I was also interested in how trust in GPs features in participants’ 

future trust in healthcare (professionals).  

 

First of all, it was noticeable that participants did not directly understand what I meant when I asked 

them: “how does the trust or distrust you have in your GP impact your experiences with, for example, 

specialists or the healthcare system in general?” They would not answer the question but rather explain 
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how the healthcare system works or why they think it is important that the GP refers to a specialist when 

necessary. However, after repeating the question and elaborating on it, they could respond accordingly.  

 

In general, most participants argued that their level of trust in the GP did not influence their level of trust 

or experiences with other healthcare professionals. In addition, most participants addressed that they 

saw each doctor as an individual. For example, Lina (48) explained: 

 

Lina (48): “Not all GPs are the same. They have followed the same education, but still. The way they 

talk, explain, make contact. It’s never the same for two different doctors.” 

Interviewer: “So, you had that one experience with that GP you didn’t trust. Did that influence your 

trust in the next GP you saw after her?” 

Lina: “No. It’s always like, you only get to know a doctor after your appointment. I can’t judge in 

advance.  

 

Lina argued that people cannot judge one doctor based on their feelings about another doctor. Fereshta 

(55) confirmed Lina’s statement, saying that “every person is different, everybody has different 

characters. So, I can’t compare people with each other and say that they are all the same.”  

Elham (61), who in particular had multiple negative experiences with medical specialists and lost her 

trust in them, added: 

 

“The trust I have in a person concerns only that person. So, if one doctor betrays my trust, it doesn’t 

mean that my trust in all doctors is betrayed. Also, if I trust one person, it doesn’t mean that I trust 

everybody. With another doctor, it depends on his character, his work. He can win my trust himself.” 

 

I noticed that participants did not relate their trust in GPs with trust in medical specialists. Meaning, they 

did not necessarily trust a specialist only because they had great trust in their GP. According to several 

participants, trust in specialists works differently:  
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Faysal (61): “You don’t know the specialist, but you trust that they will do their job. They know more 

than the GP. Therefore, you trust them more; you feel comfortable. You think that you will get better 

sooner.” 

 

Fereshta (55): “I would say that two doctors are completely distinct. I have trust in a medical specialist 

because that person is very competent in what he studied for and, therefore, knows a lot about a specific 

topic. That is why I trust a medical specialist.” 

 

So, participants did not relate trust in specialists with trust in GPs on the account that trust in both types 

of doctors is established differently. Scrutinizing this notion, I noticed that participants made two 

distinctions between GPs and specialists, which they claimed to be the reason that GP trust could not be 

related to specialist trust. The first distinction is related to the ability to build a relationship with the GP.  

Lina (48) argued that she had built a trusting relationship with her GP because she saw him regularly. 

Meanwhile, she had only occasionally visited a medical specialist, and when she did, Lina described 

herself to be more distant and careful than with her GP. The reason for that was that Lina had not built 

a relationship yet. Hence, even if Lina would have an excellent trusting relationship with her GP, she 

would visit a specialist with a neutral feeling until she got to know them. The second distinction is 

related to knowledge and communication skills. Several participants expressed that their trust in 

specialists was based mainly on their knowledge, whereas concerning trust in GPs, they seemed to stress 

more on their communication skills. This distinction makes sense, considering that - as recognized by 

most participants - patients visit a specialist for very specific complaints and only expect the specialist 

to help them with that. Participants seemed to expect more from their GP, perceiving him as a ‘friend of 

the family’ and therefore putting more value in communication skills compared to the specialist whom 

they mostly expect to be knowledgeable.  

 

If trust in specialists is not based on the trust in their GP, a doctor whom they visit more frequently 

compared to the specialist, then how does it come about? The way participants described their trust in 

specialists suggests that they already had a certain level of trust based on their understanding of the 
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abstract system of healthcare. In this system, patients are not directly in touch with the caregivers whom 

they are dependent on (Brown & Calnan, 2012; Giddens, 1990). Nevertheless, their perception of an 

education system that, as assumed by several participants, trains excellent specialized doctors, helped 

lay the basis for great trust in doctors, as exemplified by those participants.  

 

As a final remark on the consequences of GP trust, two participants, among them Zahra (66) suggested 

– in a brief point they made – that trust in GPs could influence their perception of healthcare processes:  

 

Interviewer: “So, do you mean that, because you trust the GP, you trust the system in general?” 

Zahra: I think so. Since the GP is the gatekeeper when you are sick, all following paths will go wrong 

if he makes a mistake. If he is a good doctor, then he can send you to a good specialist. 

 

Although Zahra also did not directly relate GP trust with trust in other healthcare professionals, trust in 

the GP made her believe that he would refer her to the right person, similar to what Faysal argues. Zahra, 

however, explicitly mentions the system. She indirectly described how trust in GPs might have impacted 

her experience with the healthcare system in general by interpreting the GP and referrals as ‘access 

points’ to the broader healthcare system (Brown & Calnan, 2012, p. 27).  

 

6.3 Conclusion 

This chapter discussed the consequences of trust or distrust in GPs. Participants’ narratives illustrated 

several ways in which (dis)trust has impacted their health behavior, such as health-seeking behavior, 

treatment adherence, information disclosure, and personal health outcomes. Such consequences are 

essential to recognize, for they may jeopardize participants’ health in the short and long term. Moreover, 

these findings reflect previous studies on the impact of trust among patients (Birkhäuer et al., 2017; Hall 

et al., 2001; Murray & Mccrone, 2015; Ozawa & Sripad, 2013; Wang et al., 2009).  

 

Previous studies asserted that patients’ trust in their doctors might influence their trust in the healthcare 

system (Hall et al., 2001, p. 620). Nevertheless, participants did not believe that their level of trust in 
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GPs had any consequences on their trust in other healthcare professionals or the healthcare system in 

general, for trust in the latter two is shaped on different bases. This was interesting because several 

participants recognized that due to distrust in a former GP, they would be doubtful about doctors’ advice 

in future encounters, suggesting lower levels of trust in those doctors. Therefore, there seemed to be 

some kind of relationship between both accounts of trust, although not directly expressed. The ambiguity 

in participants’ reactions confirms the complexity of trust relationships, as recognized by former 

scholars (Ajmal et al., 2017, p. 1110; Hall et al., 2001, p. 618; Rousseau et al., 1998, p. 394) and 

challenges the theorizing of the interaction between interpersonal and system trust (Hall et al., 2001). It 

is clear, though, that consequences of GP trust, as indicated by participants, resemble a vicious and 

dynamic process of trust in which experiences implicitly and explicitly influence each other. As outlined 

in chapter 2, interpersonal and system trust may potentially interact and affect each other. Hall and 

colleagues (2001) contend that, when forming new relationships, people’s perception of a new person 

will be based on general opinions of the system that person belongs to. Therefore, it seems fair to 

acknowledge that although participants did not explicitly relate their trust in GPs to trust in other 

healthcare dimensions (because they are based on different foundations), their narratives indicate that 

all healthcare dimensions are interrelated and dynamic.  
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7. Conclusion 

7.1 Summary of the main findings 

With this thesis, I aimed to explore older Afghan ex-refugees’ narratives of past (clinical) experiences 

and how those experiences shaped their trust in GPs. Their narratives seemed to be based mainly on 

their experiences with the Afghan healthcare system, influencing their expectations of the Dutch 

healthcare system. Hence, although participants were generally pleased by the treatment and diagnostic 

possibilities in the Netherlands, their difficulties could be explained by their expectations and little 

understanding of the Dutch healthcare system. This latter finding conforms to an older study by 

Feldmann and colleagues (2007), who also studied healthcare experiences among refugees in the 

Netherlands.  

This study suggested high levels of trust in GPs among older ex-refugees, which confirms past 

studies on trust in healthcare professionals among immigrants and refugees (Hillen et al., 2018; Lord et 

al., 2012). In line with past studies (Bambino, 2006; Cheng et al., 2015; O’Donnell et al., 2008; She et 

al., 2015; Thom, 2001), participants’ trust was mainly based on GP’s knowledge, communication skills, 

and the possibility to create a long-lasting relationship. Especially regarding knowledge, several 

participants expressed that their doctor’s knowledge did not live up to their expectations. They were not 

used to ‘frontstage medicine’ (Fugelli, 2001) in which transparency regarding the ‘backstage’ is 

emphasized, including honesty about limitations and mistakes.  

There are limited other studies to describe refugees’ experiences and values of trust in 

healthcare. Among the few are O’Donnell and colleagues (2008). They described that patient-

centeredness, limited medication prescription (also acknowledged by Cheng et al., 2015), and the use of 

computers appeared to be problematic to patients with a refugee background in the UK. These findings 

contrast the data from this study, considering that limited prescriptions were not an issue (anymore) to 

the participants and patient-centeredness and computer usage were issues only to a few participants. 

However, the study of O’Donnell and colleagues (2008) was conducted among newly arrived refugees 

from a wide variety of countries. As such, my study suggests that older Afghan ex-refugees are able to 

adjust to new systems after several years. Furthermore, participants’ ability to adapt to Dutch systems 
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and not merely hold on to past experiences in Afghanistan is also exemplified by expressions of positive 

experiences and consequently trust due to the differences in Dutch healthcare compared to Afghan 

healthcare.   

In addition, several participants expressed that this ‘ability’ to adapt to a new country, culture, 

and society is necessary to gain trust. They argued that through adaptation, they got to understand the 

Dutch healthcare system, which consequently created more positive experiences. This finding supports 

Simmel’s theory that trust entails a “weak form of inductive knowledge” (Simmel, 2004; p. 178) for 

each new experience can serve as inductive knowledge to influence trust in future relationships.  

Moreover, this study suggests that (dis)trust is not established from one day to another. Instead, it is a 

dynamic process influenced by the interactions with healthcare professionals, emotion, and intuition 

(Zinn, 2008). Thus, each new experience within the Dutch healthcare context could strengthen or 

damage participants’ trust.  

Participants’ narratives exemplified the complexity of trust, which may be even more so the 

case among groups such as older ex-refugees. They have not only experiences with the Dutch healthcare 

system to base their trust on but also experiences with a completely different healthcare system and, 

moreover, with conflict and war (O’Donnell et al., 2008). The complexity is illustrated in chapter 6, 

discussing the consequences of trust. Although participants did not directly see a connection between 

trust in GPs and trust in other healthcare professionals, there is a vicious circle of trust in which all 

experiences with healthcare, whether encounters with GPs, specialists, or health insurance, are somehow 

interrelated (Ajmal et al., 2017; Dinesen, 2013; Hall et al., 2001).  

 

Responding to the main research question ‘How do lived experiences of older Afghan ex-refugees in 

the Netherlands shape their (dis)trust in GPs?’ I can conclude that participants’ past (healthcare) 

experiences shaped their trust in GPs through a combination of unmet expectations and not fully 

understanding the Dutch healthcare system. These aspects created specific hurdles which made it 

difficult for this population group to build trust. I would say it is fair to argue that from the moment that 

these participants entered the Netherlands, they were disadvantaged in the possibilities to create trust. 

Considering the iterative and dynamic aspect of trust, their misunderstanding and unmet expectations in 
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the first years may have shaped some level of distrust, as expressed by several participants. 

Consequently, future experiences with healthcare may have been influenced by those past negative 

experiences. Nevertheless, participants still had high levels of trust in GPs when conducting this 

research, demonstrating their apparent resilience and ability to adapt to a new healthcare system.  

 

7.2 Strengths and limitations 

To the best of my knowledge, this was the first study to explore how past experiences have shaped trust 

in GPs among older ex-refugees in the Netherlands, a group that is more vulnerable to ill health due to 

lower education levels compared to older native citizens, cultural differences, language problems (Hillen 

et al., 2018), and low literacy (Buisman & Houtkoop, 2014). Past studies have primarily focused on 

either experiences of newly arrived refugees or asylum seekers or trust in specialized healthcare. 

Furthermore, several studies were conducted in different healthcare systems, for example in the United 

States, making it difficult to compare to a system like in the Netherlands with GPs as gatekeepers to 

further healthcare facilities. Moreover, the qualitative approach of this study offers in-depth insights into 

the meaning, context, and processes of trust, rather than looking exclusively at levels of trust (Mechanic 

& Meyer, 2000).  

An important strength of this study was the possibility to interview participants in Farsi, their native 

tongue. This made it possible for participants to open up to me without the presence of an interpreter, 

whose confidentiality they may find difficult to trust (Obtinario & Thorkildsen, 2020). Avoiding the 

presence of an interpreter may have prevented participants from limiting disclosure of (sensitive) 

information due to the presence of an unknown person (Obtinario & Thorkildsen, 2020).  

I should acknowledge that, in my opinion, there were no significant limitations in this study due 

to the COVID-19 related online aspect of the interviews. Nevertheless, some other limitations need to 

be considered. Most participants in this study were highly educated. Although there are no specific 

statistics of the education levels of Afghans in the Netherlands, it is essential to consider an over-

representation of highly educated people in this study, since studies have demonstrated that the level of 

education can influence the level of trust in doctors (Gopichandran & Chetlapalli, 2013; Kayaniyil et 

al., 2009; Usta & Korkmaz, 2020). These studies suggest that people from lower education levels have 
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higher levels of trust because they are more vulnerable, in need of, and dependent on healthcare. It 

would, therefore, be interesting to further research how experiences influence trust among Afghan ex-

refugees with lower levels of education.  

Moreover, the findings in this study did not address participants’ traumatic experiences during their 

flight to the Netherlands, nor did participants mention their integration process. Although participants 

were free to address these points, it was not in the scope of this study to purposefully focus on them. 

The reason for participants not to have addressed these points may have been the sensitivity of the topics. 

Nevertheless, such processes may have increased risk and feelings of uncertainty and vulnerability, 

influencing their trust (Williams & Baláž, 2015). Therefore, it would be insightful to further investigate 

this. 

 

7.3 Practical & theoretical relevance  

The relevance of this research to GP practices is the comprehension of how past experiences have 

influenced trust in GPs as the first doctor to encounter when in need of medical care. First of all, it is 

essential to acknowledge that the findings from this study suggest that older ex-refugees have similar 

values (e.g., listening, attention, asking questions) regarding trust in doctors as native citizens from 

countries with healthcare systems and welfare states as the Netherlands. This becomes apparent through 

similar findings in previous studies which were conducted among native Western citizens. Dutch GPs 

should be aware of this and not treat older refugees differently in terms of gaining their trust. However, 

they can invest more time explaining what they are doing and how the system works to increase the 

chance of gaining trust through the aforementioned ways. One specific way, as mentioned by one of the 

participants, would be for GPs to be trained in different cultural communication styles.  

Furthermore, GPs should be aware that although language issues are often perceived as a communication 

barrier (Harris et al., 2020; Kotovicz et al., 2018; Mangrio & Sjögren Forss, 2017), they are not 

necessarily a barrier to build trust during the clinical encounter. The GPs interviewed in this study also 

expressed language issues as a barrier to build trust. Nevertheless, participants clarified that doctors can 

still gain their trust by showing knowledge, good communication skills, and a friendly attitude, even if 

they do not entirely understand what they are saying.  
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This study also adds a relevant implication towards policymakers. Having studied trust among ex-

refugees who have lived in the Netherlands for 22 years on average makes it possible to explore the 

impact these years have had on their trust. Past studies among newly arrived refugees in the United 

Kingdom (O’Donnell et al., 2008) or refugees with a relatively short stay in the Netherlands (Feldmann 

et al., 2007) demonstrated that the differences in the workings of the healthcare system can generate 

particular difficulties. Similar to this study’s findings, participants based their perception and 

expectations of healthcare on experiences from their country of origin. Interestingly, this study suggests 

that even after more than 20 years of living in the Netherlands, an unfamiliar system can still cause 

struggles and trust issues. This implies that policymakers and healthcare professionals should make more 

effort in familiarizing refugees who arrived in the Netherlands at an older age with the Dutch healthcare 

system, even if they have lived there for many years.  

 

The empirical data and analysis presented in this thesis are valuable to the current theoretical 

considerations regarding trust. This study illustrates that when trying to understand how older refugees 

who are resettled in Western host countries for over two decades narrate their trust in healthcare, it is 

essential to consider their refugee background with all its implications. For those implications have a 

significant impact on their experiences and magnify the key aspects of trust. As such, when trying to 

understand trust in healthcare professionals among long-time resettled refugees, we should consider the 

following aspects: refugees’ experiences in their home country’s (likely) different healthcare system and 

culture, dealing with a new host country with its own systems, a language barrier (which makes 

understanding those systems more difficult) and different (or unmet) expectations towards healthcare in 

the host country. Furthermore, this study highlights the significance of time in the process of building 

trust, both implicitly and explicitly. Not only is time during the direct doctor-patient contact important 

to establish a trusting relationship, but findings illustrate how trust is a process that fluctuates over a 

long period. Although one can achieve very high or low levels of trust, time can always influence trust's 

iterative and dynamic process. Finally, this study justifies using a business perspective to understand the 

impact of culture on trust (figure 1, chapter 2). Following the cultural trust scale, the findings show that 

older refugees from Afghanistan who have somewhat adjusted to the Dutch society and systems value 
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both a tasked-based and relationship-based approach to trust (Meyer, 2019). However, this also 

questions the ordering of countries on a trust scale considering the increasingly diverse populations of 

Western countries such as the Netherlands. Instead, based on this study and in line with the former 

argument about time, I would suggest that although a different culture might initially complicate the 

process of trust in a new country, refugees can adapt to a new culture and establish trust based on a mix 

of cultures they have familiarized with.  

 

7.4 Implications for further research 

This study has shed light on several implications for future research. Increased research on trust, 

uncertainties, and healthcare can provide insights that can help healthcare professionals improve 

practices and, consequently, older ex-refugees' health. Following the findings from this research, it is 

necessary to study how healthcare professionals and policymakers can consider these findings in policies 

concerning both healthcare and refugees’ integration trajectories. Moreover, conducting this research 

among other culturally and ethnically diverse populations in the Netherlands can help find similarities 

or differences that can serve to advance policy models and the overall health of such populations. 

Finally, as mentioned before, further research should include participants from both low and high 

socioeconomic classes to understand possible differences which may result in different intervention 

styles.  
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Appendix 1: Information letter patients 

 

Beste heer/mevrouw, 
 
Hierbij nodig ik u uit om deel te nemen aan een onderzoek over hoe Afghaanse ex-vluchtelingen (nu 
Nederlandse nationaliteit) boven de 50 jaar vertrouwen in huisartsen ervaren.  
 
Doel van het onderzoek 
Vertrouwen tussen patiënt en arts is belangrijk en kan invloed hebben op de gezondheid. Met dit onderzoek 
wil ik kijken waarom Afghaanse ex-vluchtelingen ouder dan 50 jaar wel of niet hun huisarts vertrouwen. Hoe 
denkt u dat uw huisarts (meer) vertrouwen kan geven? Het doel van het onderzoek is om uw mening om te 
zetten in advies richting artsen. Zo verbetert dankzij uw mening hopelijk de zorg. 
 
Hoe wordt het onderzoek uitgevoerd? 
Het onderzoek bestaat uit een interview van ongeveer 1 uur. Deze zal, in verband met de corona maatregelen, 
online gebeuren. Het interview kan ook fysiek plaatsvinden, wanneer u dit wenst en als het op een veilige 
manier kan. Dit zou kunnen op een locatie die u zelf uitkiest.  
Voor de online interviews is het handig als u een laptop/computer met camera heeft. Als dat niet mogelijk is, 
kan een mobiel of tablet ook.  
Van het interview wordt een geluidsopname gemaakt. Dat betekent dat het geluid wordt opgenomen.  
De opname is alleen voor mij als onderzoeker om na het interview nog een keer te luisteren naar wat u heeft 
gezegd. De opname wordt na het interview vernietigd. 
 
Wat gebeurt er met uw gegevens? 
Uw gegevens worden vertrouwelijk behandeld. Alle gegevens worden anoniem gemaakt zo dat u niet 
herkenbaar wordt. De gegevens worden veilig bewaard en na het onderzoek vernietigd.  
De resultaten van het onderzoek zullen gebruikt worden in het scriptieverslag van de onderzoeker (Mehri 
Samim) en in een eventueel wetenschappelijke publicatie.  
U mag op ieder moment tijdens dit onderzoek besluiten om uw deelname te stoppen zonder hiervoor een 
reden te geven.  
 
Wilt u verder nog iets weten? 
Mocht u vragen hebben over het onderzoek, dan kunt u ieder moment contact opnemen met mij. Wilt u 
deelnemen aan dit onderzoek? Dan zal ik voor het interview contact opnemen om mijzelf voor te stellen, 
uitleg te geven en een afspraak te maken.  
 
Als u deelneemt aan het onderzoek, zal ik u vragen om een toestemmingsformulier te ondertekenen voordat 
het interview plaatsvindt.  
 
Alvast bedankt voor uw deelname. 
 
Hartelijke groet, 
 
Mehri Samim 
Onderzoeker/student Medisch Antropologie en Sociologie 
Email: mehri.samim@student.uva.nl 
Telefoon: 0683533455 
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Appendix 2: Topic list patient interviews 

 

Vragen 

Introductie vraag 

Als u nu de hulp van een arts nodig had en u kon kiezen tussen het bezoeken van een arts in Nederland of in 

Afghanistan (stel, dit was mogelijk), waarvoor zou u kiezen en waarom? 

 

Ervaringen met de gezondheidszorg in NL 

1. Wat is uw ervaring met de Nederlandse gezondheidszorg? 

2. Waarom? Hoe is deze gevormd? 

3. Zijn er ervaringen uit het verleden die hier invloed op hebben gehad? 

 

Ervaringen bij de huisarts 

4. Hoe zou u uw relatie/ervaring met uw huisarts beschrijven?  

5. Waarom? Hoe is deze gevormd? 

6. Kunt u een voorbeeld geven? 

7. Zijn er ervaringen uit het verleden die hier invloed op hebben gehad? 

 

Vertrouwen in huisarts 

8. Kunt beschrijven in hoeverre u uw huisarts wel of niet vertrouwt?  

(Schaal van 0=geen vertrouwen tot 10=compleet vertrouwen) 

9. Waarom geeft u dit cijfer/waarom vertrouwt u uw huisarts (niet)? 

10. Welke factoren beïnvloeden uw vertrouwen? 

• Als het niet benoemd wordt door patiënt: zijn er factoren van voor, tijdens en na een afspraak die 

een rol spelen? 

11. Hoe beïnvloedt de vertrouwen of wantrouwen in uw huisarts u in relatie tot 

• Eigen gezondheid  

• Algemene gezondheidszorg  

• Andere aspecten van het leven  

 

Vertrouwen algemeen 

12. Waarom is vertrouwen volgens u wel of niet belangrijk? 

13. Zijn er bepaalde aspecten uit eerdere ervaringen met de gezondheidszorg of andere ervaringen in uw 

leven die u vertrouwen hebben beïnvloed? 

14. Bent u van mening dat vertrouwen anders werkt in andere culturen of achtergronden?  

15. Wat betekent vertrouwen eigenlijk voor u? 

16. Laatste vraag: In hoeverre vertrouwt u mij als onderzoeker? Hoe komt dat? 

 


