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 ABSTRACT. 
Aims: This study examines the mechanisms responsible for ethnic differences in perceived 

quality of care in the Netherlands. 
The specific role of cultural attitudes, language proficiency, and the health system in the 

country of origin was examined, taking socio-demographic characteristics into account. 
Methods: Interview data of 1339 respondents of Moroccan, Turkish, Surinamese and Antillean 
origin were combined with interview data of Dutch respondents (n=405) and of Western 
immigrants (n=102) in the Netherlands and of a random sample of Dutch privately or publicly 
insured persons (n=9675). 

Data collection took place within the Second Dutch National Survey of General Practice 
(DNSGP-2, 2001). Items from the QUality Of care Through the patient’s Eyes (QUOTE) 
questionnaire were used to measure expectations, as well as items from the QUOTE-Mi 
(adapted version for migrant groups). Items on normative orientations were used to measure 
cultural attitudes. Results: In contrast to our hypothesis, respondents with more 
egalitarian/modern attitudes attached less importance to quality aspects related to access and 
quality. Tests on the role of the health system of reference were generally conclusive, showing 
that respondents accustomed to (parts of) another system have different expectations regarding 
several aspects of general practitioner healthcare quality, e.g. access to specialist care. 
Conclusions: Besides socio-demographic characteristics, culture influences patients’ 
expectations regarding general practitioner care quality. 

However, the role of culture can be more clearly ascribed to the characteristics of the health 
system which is held as the reference than to the general attitudes on normative orientations. 

 INTRODUCTION. 
Patients’ views on quality of care can have a considerable impact on health outcomes. A low perceived 

quality of care may lead to non-adherence to medical prescriptions [1], or inadequate attendance to 
healthcare providers [2–4], potentially leading to negative health outcomes. Ethnic differences in perceived 
quality of care are well documented, but few studies have examined how these differences arise [5–8]. 
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Adjustment for socioeconomic characteristics only partly explains these differences in perceived quality of 
care [8–11]. 

The present study examines which mechanisms are responsible for ethnic differences in perceived quality 
of care in the Netherlands. More specifically, the research question is: to what extent does culture 
contribute to the understanding of ethnic differences in perceived quality of general practitioner care? As 
perceptions are closely related to culture, we examined the influence of cultural components on the 
importance ratings of several aspects of quality of care. Differentiating between the ratings of actual 
performance and the importance ratings offers insight into ethnic differences in expectations. 

Two culture-related hypotheses on ethnic differences in the importance given to several aspects of general 
practitioner (GP) healthcare quality are explored. The first hypothesis is related to the attitudes and 
language of a cultural group, the second concerns the institutions shared by a group. 

This second hypothesis is tested through three implications. 

Hypothesis 1: cultural attitudes and language. 
It is generally accepted that culture not only concerns ways of acting, but also ways of thinking/feeling 

that are common (learned and shared) to a group and distinguish them as such. Those components of 
culture are traditionally assessed at the individual level by focusing on, for example, language proficiency 
and attitudes concerning (amongst others) religion, gender roles, and authority. These attitudes are assumed 
to influence the way quality of care is perceived. Modernisation theories share the assumption that 
industrialisation causes changes in topics such as gender roles and attitudes towards authority [12], leading 
to more interchangeable gender roles and egalitarian views. 

Therefore, we hypothesised that more modern attitudes that are closer to mainstream Dutch attitudes and 
values (i.e. secularised, more egalitarian views of gender roles, and rejection of traditional authority) would 
coincide with higher ratings of aspects of healthcare quality that are related to choice and self-
determination. Similarly, it was hypothesised that greater proficiency in the Dutch language would be 
associated with higher ratings of the same quality aspects, because of its direct influence on patient 
empowerment [13] and, therefore, on assertiveness in the relationship with healthcare providers. Thus, we 
tested: Hypothesis 1A: respondents from ethnic minorities with more modern attitudes give a higher rating 
to aspects of healthcare quality that are related to choice and self-determination; and Hypothesis 1B: greater 
proficiency in the Dutch language is associated with higher ratings of these quality aspects. 

Hypothesis 1 was tested in a sample of respondents of Turkish, Moroccan, Surinamese, and Antillean 
origins (the four main ethnic minorities in the Netherlands). 

Hypothesis 2: shared institutions and healthcare system of reference. 
National groups share a common experience regarding the functioning of institutions such as the 

healthcare system. Being in contact with the institutions of a society, an individual becomes accustomed to 
their patterns of conduct [14]. In case of migration, the previously learned patterns of conduct may remain 
the first reference from which the new healthcare system is judged. Therefore, we hypothesised that people 
develop the criteria to judge the quality of health care in the course of their socialisation, and that they use 
the health system they grew up in as their (system of) reference. 

We examined three different implications of the shared institutions hypothesis. The first implication is that 
the role of the system of reference may be reinforced by use of healthcare services in the country of origin. 
This may occur among those who regularly visit their country of origin for long vacations, for example. It is 
reported that migrants who live transnationally become members of more than one society and therefore 
health system, in which they place trust and build expectations [15]. We tested implication A among 
respondents of Turkish and Moroccan origin living in the Netherlands. These two groups were selected 
because (i) many of them regularly visit their country of origin for vacations and maintain contact with it, 
and (ii) an important difference between the health systems in Turkey and Morocco and the Netherlands is 
the direct access to specialist health care in Turkey and Morocco versus the gatekeeping system in the 
Netherlands. Thus we tested Hypothesis 2A: respondents who regularly use the healthcare system in the 
country of origin would value some of its properties more than those who do not (especially the larger 
accessibility of specialist care). 

The second implication concerns immigrants of Western origin in the Netherlands. The gatekeeping 
system is not common in other Western countries. 

Most Western immigrants in the Netherlands are of German or Belgian origin, countries with direct access 
to specialist care. Therefore, we assumed that migrants of Western origin would rate the importance of 
access criteria to secondary care higher than Dutch people who are not used to such a system. Thus we 
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tested Hypothesis 2B: Western immigrants rate aspects of healthcare quality related to accessibility of 
specialist care higher than Dutch people. 

Finally, the third implication concerns differences between people in the Netherlands who were privately 
insured versus those publicly insured (statutory health insurance). In the former health insurance system 
(still in place at the time of the data collection until 2006 [16]), people with a private insurance were 
enjoying a (slightly) broader choice in access to health services than publicly insured persons [17,18]. 
Therefore, in the line of the general hypothesis, we assumed that privately insured people would rate 
access/service factors as more important than do publicly insured respondents. Thus we tested Hypothesis 
2C: privately insured people rate aspects of healthcare quality that are related to accessibility of specialist 
care higher than publicly insured people. 

METHODS. 

Data collection. 
Data collection took place within the Second Dutch National Survey of General Practice (DNSGP-2), 

carried out in 2001. That study was conducted within a representative sample of 104 general practices 
located throughout the Netherlands. The data include background information on patients collected via a 
census, approximately 12000 health interview surveys and more than 1 million recorded contacts of 
patients with their GPs in both years [19]. 

Within the DNSGP-2, face-to-face interviews were conducted among a sample of 1339 participants from 
the four main minority groups in the Netherlands, i.e. (children of) immigrants from Turkey, Morocco, 
Surinam, and the Dutch Antilles. 

The questionnaire was translated into the native languages (forward-backward method) and field tested. 
Respondents were interviewed in the language of their choice. Interviewers and respondents were matched 
on ethnicity. The response rate was about 50%, with no significant difference in response between the four 
groups. The main reasons for nonresponse were that respondents could not be reached (24.9%) or that they 
declined to participate (19.5%). Small differences existed between ethnic groups as to the reason for 
nonresponse, with Antillean and Surinamese nonrespondents more likely to be unreachable (53.3% and 
54.3% vs. refusal, respectively) than Turkish and Moroccan nonrespondents (43.9% and 48%, 
respectively). 

These interview data were used to perform analyses on the first hypothesis and the second hypothesis 
(implication A). 

Interview data from a random sample from the DNSGP-2 of Dutch respondents and of non-Dutch 
respondents of Western origin were used to test the second hypothesis (implication B). This sample (n=507) 
included about four times as many Dutch people (n=405) than the total number of migrants of Western 
origin (n=102), for statistical comparison purposes [20]. Western immigrants came mostly from 
neighbouring countries such as Germany (n=23) and Belgium (n=18). All the Western immigrants were 
sufficiently fluent in the Dutch language to be interviewed. 

Implication C of the second hypothesis (implication C) was also tested among a DNSGP-2 sample 
(n=9675) of Dutch privately insured (n=3305) and publicly insured persons (n=6370) (Western immigrants 
excluded). 

All respondents were aged 18 years and older, and the study population included GP attenders and 
nonattenders [19]. Table I summarises the use of the samples for the different hypotheses. 

Measures. 
Perceived quality of care: QUOTE and QUOTEMi Perceived quality of care was measured with the 

general QUality Of care Through the patient’s Eyes (QUOTE) questionnaire and with the migrant version 
of the questionnaire: QUOTE-Mi. The QUOTE was developed to measure quality of care from the patient’s 
perspective based on 22 items (Table II), each concerning a specific aspect of the GP health care [21]. An 
adapted version for immigrants, the QUOTE-Mi, was developed earlier [22]. 

The QUOTE instruments (general and migrant specific) combine importance ratings and actual 
performance ratings for each item. The importance ratings are measured on a 4-point scale, ranging from 
‘‘not important’’ to ‘‘extremely important’’. Data on actual performance were not used. 

The version of the QUOTE-Mi used in these analyses is based on 15 items. These items have a scale 
structure (with five dimensions) based on factor and reliability analyses (Table II). The five scales were 
access, equity, treatment, language, and ethnic identity (or ethnicity). Access refers to the general 
accessibility of the GP practice and referrals to other healthcare providers. Equity refers to the extent to 
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which patients feel treated equally, regardless of their ethnic background or other specificities. Treatment 
concerns the information process regarding medical treatment. Language refers to all matters concerning 
language differences and the way to bridge communication gaps (information folders, use of an interpreter, 
etc.). Finally, Ethnic identity concerns the GP’s recognition of the ethnic and cultural specificity of the 
patient (Table II). Scales were computed by summing the scores of all items of the scale and dividing the 
total by the number of items in each scale. Missing cases were excluded listwise (on average 2.9% case loss 
per scale). 

Cultural attitudes and language We made use of items from the normative orientations part of the 
DNSGP- 2 interview with the ethnic minority groups. Besides language proficiency, we had information on 
the following culture-related concepts [12]: perception of gender roles exchangeability, secularisation and 
authority (rejection). Table II shows the items used to measure these four cultural dimensions. Scales were 
computed by summing the scores of all items of the scale and dividing the total by the number of items in 
each scale. Missing cases were excluded listwise, because of the small cases loss (on average 0.19% per 
scale). 
Language proficiency was assessed by means of self-report on the ability to understand, speak, read and 
write in Dutch (four items, each using a 4-point scale ranging from ‘‘not’’ to ‘‘good’’, summarised into one 
scale by calculating averages). 

[TABLE 1] [TABLE 2]. 

Statistical analyses. 
Multilevel analysis was used for the regression models. Because patients were hierarchically nested within 

GP practices this could theoretically influence the estimates of the dependent variables (importance ratings 
scales on five quality aspects of GP care: access, equity, treatment, ethnicity, and language) and the 
standard errors of the coefficients of the independent variables. Regression coefficients were adjusted at 
both the individual (socio-demographic characteristics) and the GP practice (practice characteristics) level 
(confounders: age, gender, health status, education, insurance type, practice form, and level of 
urbanisation). 

Models including only confounders (not shown) were compared to models summing the cultural and 
language indicators (explanatory variables) by testing the –2loglikelihood difference (deviance tests), in 
order to test the first hypothesis on cultural attitudes and language. 

For the first implication (A) of the shared institutions hypothesis, we computed models comparing 
regression coefficients for the importance ratings for each QUOTE-Mi item (dependent variables) between 
respondents who did and did not have contact with a caregiver in the country of origin in the past year. 
These models were adjusted for the same confounders as the previous models at the individual and practice 
level, and subsequently for cultural attitudes and language proficiency. 

For the second implication (B), we computed models comparing regression coefficients for the importance 
ratings of each QUOTE item (dependent variables) between respondents of Dutch origin and respondents 
from other Western countries. These models were adjusted for the same confounders as the previous 
models at both the individual and practice level. 

For the third implication (C), we computed models comparing regression coefficients for the importance 
ratings of each QUOTE item (dependent variables) between respondents with a private and a public health 
insurance. These models were adjusted for the same confounders as the previous models at both the 
individual and practice level. 

For implications A, B, and C, analyses were performed for all quality criteria included in the   

[TABLE 3]. 
QUOTE and in the QUOTE-Mi, but only significant associations (p=0.05) with the variables of interest 

(healthcare use in the country of origin, Western immigrants vs. the Dutch, and insurance type) are 
presented in the tables. All analyses were performed using the statistical software package MLwiN 2.0. 
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RESULTS. 

Study population. 
DNSGP-2 data of 1178 respondents from ethnic minority groups were eligible (excluding cases with 

missing values) for analyses on the first hypothesis (quality of care and cultural attitudes/language) and 
implication A of the second hypothesis (shared institutions–healthcare use in the country of origin). 

Of these, 24.7% were of Moroccan, 20.5% of Antillean, 31.4% of Turkish, and 23.3% were of Surinamese 
origin. The Moroccan group was on average the youngest (36 years), and the Surinamese the eldest (44 
years). Proportionally more women took part in the study (58.7%), and the overrepresentation was the 
largest in the Surinamese group, where 72% of all respondents were female. 

Information on the study population of the additional dataset (Dutch and immigrants of Western origin) 
are published elsewhere [19]. 
Quality of care and cultural attitudes/language Compared to the models including only sociodemographic 
and practice characteristics (not shown), all models significantly improved (p<0.001) their explanatory 
power when adding information on the four cultural and language indicators, except for the ethnicity 
dimension. In that case, adding cultural variables to the models did not significantly improve the 
importance models with confounders. This implies that taking cultural attitudes and language proficiency 
into account (besides socioeconomic status) generally improves our understanding of ethnic variation in 
what respondents consider important in GP health care. 
Ethnic differences in importance ratings When comparing importance ratings between the four groups in 
the final models, ethnic differences are still substantial, even after adjusting for the four cultural variables 
and the several confounders (Table III). On the whole, the ratings of the Turkish group were the highest – 
significantly higher than the other three groups on the access, equity, and language dimensions, and higher 
than the Moroccans on the treatment dimension) – but not for the dimension of ethnicity, where the ratings 
of the Turkish and Moroccan respondents were similar and both significantly higher than the ratings of the 
Antillean and the Surinamese participants. 
Cultural attitudes and language Language proficiency significantly predicted importance ratings on the 
access, equity, and language dimensions of the QUOTE-Mi. Secularisation was significantly associated 
with all dimensions except ethnicity. Authority rejection was significantly associated with importance 
ratings on access, equity, and treatment dimensions. 
Gender roles exchangeability significantly explained ratings on the treatment dimension. 
Finally, the ethnicity dimension was not associated with any cultural indicator (Table III). 
Significant associations between importance ratings and cultural factors were often negative: i.e. 
respondents with more modern cultural attitudes rated quality dimensions as less important. Only language 
proficiency was positively related to the importance of access and equity dimensions: i.e. 

people with greater language proficiency attached more importance to these quality aspects. Greater 
language proficiency was also associated with lower   

[TABLE 4]. 
ratings of quality items such as involving an interpreter and providing leaflets in one’s own language. 
Another exception was the positive association between gender roles exchangeability and the treatment 
dimension, indicating that higher importance given to information on medical treatment was associated 
with a more egalitarian view of gender roles. However, this association was only marginally significant. 
The negative direction of the other significant associations indicated (amongst others) that a less secularised 
vision was related to a higher importance given to quality aspects such as access, equity, treatment, and 
language. Similarly, respondents with a broader acceptance of authority rated quality aspects on access, 
equity, and treatment as more important. The direction of those associations is opposite to the formulated 
hypothesis, which related more egalitarian/modern views to a more demanding attitude on the quality of GP 
health care. 

Shared institutions. 
Healthcare use in country of origin (hypothesis 2A) In the Moroccan group, 159 of the 291 respondents 
went to Morocco during their last vacation: of those, 22.2% had contact with a local healthcare provider. 
A similar proportion (55.7%) of the Turkish group spent their last vacation in Turkey and, of those, 29.1% 
had contact with a local healthcare provider. 
Table IV presents the regression coefficients between quality importance ratings (dependent variables) and 
use of health care in the country of origin (predictor): only significant coefficients for at least one of both 
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groups are shown. Moroccan respondents who had contact with a healthcare provider in Morocco in the 
past year considered the four (of the 15 items of the QUOTE-Mi) aspects as more important than those who 
did not. This was in no case significant for the Turkish group. In line with the hypothesis, the significant 
associations mostly concerned the access dimension (in three cases, out of the five items constituting the 
scale). The other item (‘‘Recognise that my problems might differ from those of Dutch people’’) constitutes 
one of the two items included in the ethnic identity dimension. 
Dutch vs. Western immigrants (hypothesis 2B) Table V presents the significant associations between quality 
importance ratings (dependent variables) and origin (Dutch or Western immigrant). 

Western foreigners considered a (quick) referral to specialist care more important than the Dutch 
population did. On the other hand, Dutch  

[TABLE 4]. 
respondents considered matters such as accessibility of the GP by telephone and that the GP complies 
strictly with his/her appointments as more important than the Western foreigners (negative associations 
between importance scores and being a Western immigrant). The rest of the 22 items of the QUOTE 
showed no significant differences between the indigenous Dutch and Western immigrants. 
Public vs. private insurance (hypothesis 2C) In the general population sample, 65.8% was insured publicly 
and the remainder had private insurance. Table VI presents the significant associations between importance 
ratings (dependent variables) and type of insurance. Eight of the 22 QUOTE quality importance ratings 
were significantly associated with insurance status. 
In six of the eight cases, privately insured respondents rated the quality aspect concerned as more important 
than the publicly insured. The two associations taking the reverse direction were the prescription of 
medication refunded by the insurance company and the readiness of the GP to talk about problems. 

DISCUSSION. 
The present study examined which factors (besides socioeconomic differences) are responsible for ethnic 
differences in perceived quality of care in the Netherlands. To our knowledge, few studies have examined 
the mechanisms involved in ethnic differences in patients’ expectations [8, 23], even though these can lead 
to differences in perceived quality of care [23] and to inequities in health care [3]. Our hypotheses focused 
on the role of ‘‘modern’’ cultural attitudes on the one hand and of the healthcare system of reference (i.e. 
the one of the country of origin for migrants having regular contact with its providers) on the other. 

Language proficiency. 
Our hypothesis linking proficiency in the Dutch language with higher ratings of quality aspects, such as 
access and treatment, was confirmed by the analyses. As expected, those with greater language proficiency 
also rated items related to translation services in the GP practice as less important, probably because of their 
limited need for such services. 
Are ‘‘modern’’ patients more demanding? The fact that (in general) egalitarian/modern attitudes were 
related to less importance of most quality aspects among the selected ethnic minorities was unexpected, 
based on the assumption that patients’ emancipation (theoretically linked to values such as secularisation 
and rejection of traditional authority [12]) would be responsible for more demanding requirements on 
patients’ behalf. However, this unexpected result leaves the second hypothesis intact, because the 
higher/more demanding expectations of patients with less egalitarian/modern attitudes could result from a 
closer bond with the healthcare system in the country of origin and its norms for those showing less 
mainstream Western attitudes. 

Does another health system constitute the reference?. 
The first implication of the health system of reference hypothesis is about differences in ratings between 
respondents who did or did not have contact with a healthcare provider in the country of origin in the past 
year. Those analyses took cultural attitudes and language proficiency into account and showed important 
differences between those two groups for the Moroccan respondents. This implies that, for the Moroccans, 
besides cultural variables, having (ongoing) contact with the healthcare system of the country of origin 
influences the way aspects of the Dutch healthcare system are perceived as important. In the Funding. 
This work was supported by the Netherlands Organization for Scientific Research, Social Cohesion 
Program; subprogram, the Dutch Multicultural and Pluriform Society (MPS) (grant number 26198618). 
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