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It is only human to make assumptions about others who you are not familiar to you (Fiske et al,,
2007; Schwartzman et al,, 2023). This becomes problematic, however, when such assumptions
(un)consciously hinder quality care for people whose lived realities do not readily align with
existing dominant norms in our healthcare system. In this PhD thesis, | explored how aspects
of diversity shape collaborative care networks surrounding persons with acquired brain injury
(ABI) at the intersection with having a migration background. The following research question

was the starting point for this PhD thesis:

How do aspects of diversity shape the collaboration in a care network between carers with a
migration background and professionals for the purpose of caring for someone with acquired

brain injury?

In this general discussion, | elaborate on the main findings and overarching lessons learned by
synthesizing diverse stakeholder perspectives. | discuss methodological considerations and

elaborate on implications for policy, practice, education, and further research.

Main findings

The results from the different chapters unveil inequity in collaborative care networks and show
that power dynamics hinder collaboration between professionals and carers with a migration
background, thus standing in the way of diversity-responsive care. Collaborative care networks
are multi-layered and centre the caring relationship between the care recipients and carer,
and may further consists of family (in law) in the Netherlands and the country of origin, and
for example friends, neighbors, colleagues, Church or Mosque, and diverse professionals,
alternative medicine practitioners, and the larger healthcare system (see Figure 1, Chapter
5). How diversity shapes the collaboration across these different layers is captured in five
overarching themes: (1) disconnection in collaborative care, (2) Othering in care networks,
(3) epistemic injustice in care networks, (4) an intersectional perspective in care network, and
(5) critical reflexivity and ongoing dialogue. Across all five overarching themes, stakeholder
positionality emerges as a critical factor shaping care attitudes, decisions in care, and
relationships between professionals and carers with a migration background. Positionality

informs how stakeholders navigate and contribute to care networks.

Central to this PhD thesis were the experiences of care recipients and carers with a background
of migration, as well as healthcare professionals. While having a migration background is often
assumed to be a primary axis of diversity by professionals, care recipients and carers rarely
framed it as the most decisive factor influencing their experiences. When having a migration
background was referenced by care recipients and carers, this was always in intersection with

other aspects of diversity. Nonetheless, across all layers, having a migration background was

consistently experienced, by care recipients, carers and professionals alike, as complicating
the collaboration. It affected not only how professionals approached treatment and formed
assumptions, but also the way in which collaboration took place within care networks (Chapters
2 and 4-6).

Disconnection in collaborative care

In this PhD thesis, a persistent mismatch was observed between the perspectives of care
recipients, carers and professionals on what constitutes adequate collaboration, expectations
are part of those perspectives, and as a result, they lead to misalignment in practices
(Chapters 4-6). While professionals often cite trust, clear communication and recognition of
carer knowledge as essential components of collaborating in a partnership (Chapter 2), these
elements are too often lost in interactions with carers with a migration background. Carers
described that they experience distrust, not only towards individual professionals but towards
the healthcare system as a whole. Communication with professionals was also frequently
described by carers as unclear, contradictory or inconsistent, which left carers uncertain about
what to expect and unclear about their roles. This ambiguity generates ongoing feelings of
insecurity and exclusion amongst carers (Chapter 5). Assumptions and (un)conscious bias
based on aspects of diversity shaped professional decision-making in care networks and often
do not take the lived experiences of care recipients and carers into account (Chapters 4-6). In
addition, care recipients with a migration background reported that a lack of understandable
information by professionals complicated their access to adequate care, especially upon
discharge home (Chapter 4).

While Dutch policy recognizes carers as essential partners in care networks, this study has
shown that there is a gap between this anticipated situation and the actual collaboration taking
place. When professionals struggle to adopt a true partnership, they fall back on the role of
being an expert and attribute less value to the knowledge of care recipients and carers. This
results in an insufficient and unstructured way of collaborating, in which care is provided in
fragmented unity. Collaboration in practice often takes a complementary form in which carers
are turned into quasi-professionals. Informal care provision in care networks is essential, but
guidelines on how to put this into practice are lacking. At the intersection of informal care and
a migration background, it becomes clear that, for some professionals, cultural differences
within care networks contributed to stressful experiences and were identified as complicating
the collaboration (Chapter 2). At this intersection, it also became clear that when collaboration
is experienced as difficult by professionals, accountability takes over. Accountability then
emphasizes a focus on measurable outcomes, efficiency and compliance with protocols and

guidelines to enhance transparency and quality of care. As an unintended result of this reflex,
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carers and care recipients with a migration background may become invisible, because they do
not fit in standard categories or procedures, so their needs may be overlooked, misinterpreted

or excluded (Chapter 6).

Recent literature has identified both contributing and hindering factors for building a
partnership approach in care networks with carers, but there remains a significant gap in the
literature when it comes to the specific experiences of carers with a migration background.
In line with the findings in Chapters 4-6, Claeys et al. (2025) and Shrestha et al. (2023)
recognize that a mismatch in collaboration adds to the experienced burden of carers, while
an additional layer of difficulty, rooted in a lack of diversity-responsive care, is added at the
intersection with a migration background to the experiences of carers. While other studies
focussing on informal care without the specific focus on the intersection with a migration
background, such as Wittenveen et al. (2021), underscore that carers in general often do not
feel recognized as partners by professionals. Groenvynck et al. (2021) emphasize that carers
must feel a sense of agency and be given time and support to build relationships within care
networks. Similarly, Hoek et al. (2021) and Hovenga et al. (2022) underline that trust and open
communication are vital pillars for any functional partnership. A consistent message across the
literature is that professionals must not only collaborate effectively with carers but also with
each other to contribute to adequate collaboration in care networks. However, as Woldring
et al. (2023) point out, disagreement and uncertainty about how and by whom collaboration
should be led continue to complicate such collaboration. Wittenberg et al. (2024) further
warn that professionals frequently fail even to acknowledge carers as legitimate partners,
thus undermining the foundation of any intended collaboration. Dohmen et al. (2025) identify
structural hierarchies within care networks as a major barrier, with professionals often clinging
to authoritative roles rather than engaging in genuine shared decision-making. This hierarchical
dynamic is particularly damaging when combined with Kremer's (2025) observation that the
Dutch healthcare system is least trusted by those who rely on it most. This points to a systematic
mismatch between what carers need and what the system delivers. It is also imperative that
professionals know each other and that carers and care recipients feel empowered to share
care with professionals (De Coninck et al.,, 2023). Indeed, Stewart (2018) highlights that for
collaboration to work within care networks communication between different professionals is

essential.

While these insights are critical for improving collaboration in partnerships in general, they
become even more urgent when considering the disconnection in the collaboration experienced
by carers with a migration background. It is essential to recognize that if partnerships are to be
equitable and adequate, the unique challenges faced by carers with a migration background

must be addressed head-on.

Othering in care networks

Othering is a process where a division is created between people, Us versus Them, in which
someone (i.e. the Other) is treated differently or seen as inferior because they do not belong
to the dominant group (Akubulut & Razum, 2022; Jacob et al., 2020). In this study, Othering
was explicitly recognized by care recipients and carers when facing the assumptions and (un)
conscious bias from professionals they experienced. They were aware that they are treated
differently because they belong to a minority population (Chapters 4 and 5). Carers explicitly
emphasized having to deal with discriminatory practices based on their cultural and religious
backgrounds. Carers with a migration background reported feeling a strong sense of injustice
when collaborating with professionals; they often had to confront stereotypical assumptions
and were frequently reduced to a single aspect of diversity - namely, their migration, cultural
or religious background. These experiences felt deeply dehumanizing for carers. They
faced professional normativity that dictated how they were expected to behave within care
networks, which undermined the possibility of an equal partnership in the collaboration.
When professionals gain insight into othering, space could be created where carers and care
recipients with a migration background could meet each other and share common experiences,
thus contributing to a sense of belonging in the Dutch healthcare system and regaining trust

that is lost by negative experiences (Chapter 5).

Insecurities, frustration and stress regarding the collaboration with carers with a migration
background were observed among professionals, which complicated collaboration in care
networks (Chapter 6). Professionals experienced difficulties empathizing with carers and care
recipients with a migration background when they did not have a similar background. However,
the challenges professionals faced in the collaboration were attributed by professionals to carers
with a migration background, while ignoring their own professional role within the difficult
collaboration. Othering can be observed in this process, as carers with a migration background
were labelled as difficult by professionals based on their non-majority status and divergence
from societal norms. Carer experiences and knowledge were dismissed or undervalued,
and professionals made assumptions based on stereotypes, ignoring differences amongst
carers with a migration background. This study identified Othering as a main contributor to
miscommunication and conflicts within collaboration. The fact that carers were labelled as
the other by professionals came to the fore in the participatory analysis in the Community of
Practice (CoP), and it is necessary to note that professionals themselves seemed unaware of

this process in practice (Chapter 6).

The process of Othering can be seen as a power dynamic within care networks because it
involves drawing boundaries between a perceived dominant group (self) and those labelled

as different (other). This distinction is not neutral and emphasizes a power dynamic which
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contributes to health inequity. A self-other binary unfolds in which professionals’ sense of
self, rooted in their own personal frame of reference and professional identity, is taken as the
starting point for collaboration. Professionals tended to position their own worldview, with
accompanying personal values, as the norm - that is, as the default perspective on collaboration.
As a result, the views, experiences and contexts of carers with a migration background were
perceived as different, unfamiliar and even problematic (Chapters 5-6). This finding highlights
the importance of paying attention to providing insights to professionals about (un)conscious
Othering and the consequences for health and wellbeing of carers who are at the receiving

end of this process.

Being subject to the process of Othering greatly affects health and wellbeing. Othering is
an exclusionary mechanism and a humiliating practice that creates a situation in which care
recipients and carers feel that they do not belong in the healthcare system (Subramani, 2024).
Having access to healthcare positively influences people’s sense of belonging (Calvo et al,
2017; Hammell, 2014). Leyerzapf (2019) revealed that the process of Othering is omnipresent
within healthcare, as well as in healthcare educational programmes, which highlights the
need to bring Othering into the conversation to create a more just and inclusive approach
to care provision (Alpers, 2018). Gangarova et al. (2025) highlight that making the process of
Othering visible in healthcare practices may open up a dialogue about experiences of racism
of care recipients and carers with a migration background. Additionally, deconstructing the
sense of self in relation to the other is necessary to open space for constructive dialogue
focussing on change (Akbulut & Razum, 2022; Leyerzapf et al., 2020), thus preventing the
reproduction of otherwise negative experiences (Roberts & Schiavenato, 2017). Although the
process of Othering is put in practice by individual professionals, it is not solely their individual
responsibility to change: policies and healthcare systems need to assess how categorization
of certain groups may be stigmatizing and may be subject to structural Othering (Jacob et al.,
2021). While the existing literature has mainly focussed on experiences of people subject to
Othering, two studies were found that examined professional perspectives. Claeys et al. (2021)
identified Othering as an example of micro-racism that is (un)consciously put in practice by
healthcare professionals in the field of dementia care. Leyerzapf et al. (2020) argue that a self-
other binary may be a way for professionals to reproduce and maintain the position of power

by placing themselves at the top in the hierarchy of care networks.

Epistemic injustice in care networks

Epistemic injustice is form of injustice in which someone is wronged based on their capacity
as a knower (Fricker, 2007, 2018). In this study, epistemic injustice became visible when the
knowledge of the care recipient and carer was not acknowledged but rather downplayed and
silenced by professionals. It also appeared when assumptions of prejudice by professionals

were challenged by care recipients and carers, they did not feel heard or taken seriously by
professionals and professional attitudes often remained unchanged (Chapters 4-5). When
carers brought discriminatory practices to the attention of professionals or to a higher
management level within healthcare organizations, their experiences were often dismissed,
which created very painful situations. Epistemic injustice is a harmful power dynamic in the
collaboration, because professionals can decide whose experiences or knowledge is true and
should be considered and whose can be dismissed. This power dynamic results in health
inequity and puts quality care under pressure (Chapter 5). Epistemic injustice contributed to
a sense of distrust in professionals and the Dutch healthcare system as a whole, ultimately
leaving carers feeling powerless when sharing care with professionals. Carers felt a great
dependency on professionals, which created a sense of insecurity (Chapter 5). Care recipients’
accounts of epistemic injustice were evident, when the assumptions of professionals were
challenged by care recipients, but professionals’ assumptions did not change. This is alarming
because care recipients argued that choices about their care were often made based on
the assumptions of professionals (Chapter 4). Being silenced greatly affects the health and
wellbeing of both care recipient and carer because it is a contributor to stress and experienced
burden. Although it is the individual responsibility of care recipients and carers to speak up
and let their voice be heard, there is also a responsibility on the receiving end to listen. (Un)
conscious bias can contribute to significant gaps in healthcare provision, and there is a clear

professional responsibility to recognize and address these situations (Chapters 4 and 5).

Communication is essential in healthcare, particularly when language barriers exist. Peled
(2018) highlights the importance of language to articulate care needs, illness beliefs and care
attitudes; being unable to articulate this well and being heard has a detrimental effect on quality
care. Even when there is little or no language barrier present, Fricker's concept of epistemic (in)
justice is evident in the experiences of carer and care recipients in care networks, as prejudice
from professionals causes them to question the credibility and reliability of the stories of care
recipients and carers based on their identity (Fricker, 2007; Kidd et al., 2017).

Prejudice within communication works in two ways - by assigning either more or less credibility
to the testimony of the speaker based on characteristics such as their social positioning (Garry
et al, 2017). Fricker (2007) argues that it is the responsibility of the hearer to gain access
to “the just story” of the speaker by a correct interpretation of words and body language.
Creating such sensitivity is an ongoing process shaped by aspects of diversity and motivational
attitudes that are inherited and change over time through lived experiences (Auerback, 2021).
There is a responsibility on the level of healthcare organizations, as well as among individual
professionals, to address situations of epistemic injustice (Nielsen et al., 2025). Michaels (2021)
argues that it is also necessary to reflect critically on how evidence-based guidelines might

be based on bias and thus create situations of epistemic injustice. To achieve this in practice,
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healthcare organizations and professionals need to have insight into (un)conscious bias,
epistemic privilege (Carel & Kidd, 2014) and Tronto's (2010) notion of privileged irresponsibility
(Bozalek & Zembylas, 2023; Zembylas et al., 2014). The concept of privileged irresponsibility
suggests that people who benefit from a privileged position can remain unaware of inequities
experienced by others, and accountability may be deflected by relying on claims of professional

neutrality or institutional protocols (Bozalek & Zembylas, 2023).

An intersectional perspective in care networks

Despite the growing emphasis on person-centred care in Dutch healthcare policy, this PhD
thesis has shown that current informal care or ABI research, policy and practice often lack
responsiveness to the diverse care needs of care recipients and carers with a migration
background. The collaboration between professionals and carers in care networks is
unchartered territory for using an intersectional perspective, and aspects of diversity are
largely understudied in informal care research. That is, there is an overall lack of understanding
of diversity in an intersectional way (Chapter 3). In this study, intersectionality was used as an
empirical and theoretical lens to provide insights into the layered complexity of care networks.
Intersectionality proved to be of added value, as it helped illuminate diversity within the group
of care recipients and carers with a migration background as well as to unveil the role of power

dynamics and revealed health inequities in care networks (Chapters 4-6).

In this study, intersectionality exposed Othering and epistemic injustice as power dynamics at
play in care networks. In the power hierarchy present in care networks, carers do not have a
formal place and are dependent on professionals to allow them a place in the care network.
Carers often feel powerless in the face of professionals’ expert authority, and this dependency
creates feelings of exclusion and insecurity. These existing power dynamics reveal inequities
that are caused by a failure to accommodate difference in care networks. This results in the
fact that, in practice, carers with a migration background experienced sharing care with
professionals not as helpful but as a burden (Chapters 3-6). Power dynamics are discussed
indirectly within recent research (Chapter 3), but, in practice, taking power into consideration
becomes obvious, as who can decide how the collaboration takes place and who has the final
say is a matter of power. There should, ideally, be space for different perspectives, care needs
and attitudes within the collaboration (Chapter 5).

This study has also shown the need to acknowledge sameness and difference within the group
of care recipients and carers with a migration background on the levels of research, policy and
practice. On the level of informal care research, diversity is frequently approached as a single-
issue category, with gender being the most studied dimension. However, when intersectional

studies are conducted, they uncover important within-group differences, such as the combined

influence of religion, gender roles and bicultural identities, in carer experiences (Chapter 3).
In practice, care recipients and carers are also met with generalized cultural assumptions of
professionals, and these assumptions fail to capture the complexity of their lives and with
that their care needs. Adequate collaboration requires moving beyond surface-level “cultural
sensitivity” to deeper diversity-responsive practices. Care recipients and carers expressed
that having to deal with the consequences of an ABI is difficult enough without having to
deal with being reduced to being a migrant (Chapters 4 and 5). Care recipients’ daily lives are
coloured by their social position. This study showed that based on the context of the included
care recipients, the intersections of migration and disability and gender, class, education level,
culture or family relations were relevant for their experiences (Chapter 4). Carer stories conveyed
that the intersection of religion and traditional gender roles affect daily lives. The intersection of
religion and culture both helped and hindered carers and is therefore not unequivocal. Culture,
gender and family relations were also identified as an important intersection that influenced the
relationship between carers and care recipients (Chapter 5). Insights into these within-group
differences are necessary to develop more diversity-responsive healthcare policies (Chapters
3-6). This study has demonstrated that using an intersectional lens makes it possible to explore
who is being reached by current policies and, importantly, who is being left out. Exclusionary
mechanisms in policy or a lack of diversity-responsive guidelines may lead to professionals
feeling insufficiently competent in working with carers from migration backgrounds. Some
also noted that they rarely encounter carers with a migration background, further reflecting
systemic barriers that exclude them from care networks (Chapters 3 and 6). By embracing
intersectionality, professionals and policymakers can challenge (un)conscious assumptions,
recognize both difference and sameness, and create conditions for genuine partnerships
(Chapters 4-6).

In line with this study, Carbado et al. (2013) argue for expanding the scope of intersectionality
to better capture the full range of intersecting power structures in society. In line with this, this
study adopted an intersectional lens enabling an analysis of care networks as relational spaces
shaped by the social positions of stakeholders (Crenshaw, 1991; Hankivsky, 2020; Stuij et al.,
2020). Research has increasingly focussed on the experiences and needs of care recipients
and carers with a migration background. This PhD thesis contributes to this emerging field
by offering insights into collaborative care networks to support the development of diversity-
responsive practices, which have begun to be addressed by other scholars and practitioners.
For instance, the Pharos project Taking Care of Caregivers highlights the experiences of
migrant carers for people with dementia (Ahmad et al., 2020). Pijpers and Carlsson (2018)
explore outreach to older migrants, while Pijpers et al. (2022) advocate for intersectional
policy at the municipal level. Organizations like the Knowledge Platform Inclusive Society (KIS.

nl) and the National Network for Inclusive Care (NNIZ.nl) promote inclusion as a key value
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for healthcare. Samra and Hankivsky (2021) and Sharma (2019) emphasize the importance
of using intersectionality to challenge power dynamics in medical institutions. Despite these
valuable and necessary developments, healthcare policy often remains narrowly focussed on
cultural diversity, with limited attention to broader intersecting aspects of diversity (Badou et
al,, 2023; Penuela-O'Brien et al,, 2023; van Loenen et al., 2022).

Recent studies support the arguments of this study by offering additional intersectional insights
into within-group differences among carers. For example, Wittenberg et al. (2019) show how
carers’ social identities shape collaboration with professionals. Zarzycki et al. (2022, 2023)
highlight the cultural motivations behind caregiving and how these may shift as care recipients
move through healthcare systems, thus challenging assumptions of familial care. Zygouri et
al. (2021) expose how gendered stereotypes disadvantage women and call for research on
intersecting factors like age, ethnicity and class. Unson et al. (2023) note racial disparities
in carer stress and health; they also advocate for a greater focus on male caregivers, a gap
addressed by Van Wees et al. (2023). Starosta et al. (2023) reveal health inequities in mortality
and rehabilitation access after ABI, especially among those with language barriers or lower
socio-economic status. At the network level, Ho et al. (2023) stress the need to recognize
diverse caregiving structures, while suggesting care plans should accommodate shared
responsibilities among family or friends. Waling et al. (2022) document how older lesbian
and gay carers face stigma and barriers in accessing care, thus paralleling the experiences of
carers and care recipients with a migration background discussed in this PhD thesis. Insights
from these studies once again highlight the importance of healthcare policy and practice that

benefit diverse populations in the broadest sense possible.

Critical reflexivity and ongoing dialogue

This study has shown that professionals remained largely unaware of the impact of their own
social positioning on the provided care and their role within the collaboration. It became
apparent that if professionals were aware of their own social positioning, they were more
sensitive towards carers with a migration background and created space for diverse care
needs (Chapter 6). Becoming aware of the influence of your own social positioning in everyday
practice requires ongoing critical reflexivity. The participatory analysis in the CoP revealed that
critical reflexivity is something that requires follow up supervised dialogue. Through dialogue,
the choices, underlying norms and values, perspectives on the collaboration and preferences of
all stakeholders became visible, which is a prerequisite for a needs-based approach and a true
partnership. This is a personal learning process which can only take place in reciprocity with
the other stakeholders in care networks. This learning process was put in practice within the
CoP, in addition to meetings with critical friends (n=3) and students (n=19) who participated
in the sub-studies.

The learning process started with the creation of a social identity map by everyone involved,
which was followed by a dialogue about the disadvantage and privilege we might experience
based on our social position (Jacobson & Mustafa, 2019). Everyone involved also wrote one or
more positionality statement(s), which were then discussed within the CoP or with the students
or critical friends involved at that moment. This was part of a first exploration after which this
reflexivity focussed on the topic at hand - that is, we discussed our perspective on informal
care and collaboration and explored how our social position influenced our perspective. In this
phase, power dynamics were addressed by making them visible through creative methods
such as actually visualizing power hierarchies. The meetings with the CoP, students and critical
friends were guided by creative hermeneutics (Cardiff & van Lieshout, 2014) and appreciative
inquiry (ICPHR, 2021), which contributed to a positive and safe space for all stakeholders
involved that allowed for reciprocal learning. During data collection, the participatory analysis
in the CoP, preliminary analysis with the critical friends and the supervision of students,
ongoing dialogue took place in which we consequently asked ourselves how our perspectives
were formed and influenced by our social position. It was recognized that this learning
process is necessary for every professional to be able to provide diversity-responsive care.
Chapters 4-6 show that there is no quick fix available, as there is always the possibility for
unfamiliar situations to present themselves. Professionals are responsible for choosing to aim
for diversity-responsive care despite the barriers that exist in the healthcare system; there is
an individual responsibility to add this to one’s own professional development. However, it is
up to the healthcare organizations to support individual professionals as well as providing

communicative spaces within their organization with the necessary resources (Chapters 2-6).

In principle, professionals want to do the right thing. Reflection is part of current healthcare
education curriculum and healthcare practice and aims mainly to help professionals
determine a course of action within care (Pollard, 2015). However, reflection often does not
occur, given the focus on professionals’ and students’ social position, with the accompanying
privilege and disadvantage and their impact on care attitudes and choices. Recent research
has also highlighted the importance of reciprocal learning to turn critical refection into
action by emphasizing reflexivity. Learning together makes (un)conscious privilege or bias
visible, which is necessary for behaviour to change (de Bruijn, 2025): “Reflexivity can help
transform collaboration when people involved bring critical self-awareness, role-awareness,
interrogation of power and privilege, and the questioning of assumptions and ‘truths’ to their
work” (Hankivsky, 2014, p.10).

Methodological considerations

There are several methodological considerations to discuss. The migration-first approach

taken in this PhD thesis allowed for research with participants who are often underrepresented
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in research. However, this choice coincided with the realization that there is a need to focus
on within-group differences and not have an essentialized perspective on migration. Using
intersectionality as a theoretical and empirical approach allowed for responsiveness to the
intersections between aspects of diversity and how people experience their daily lives at
these intersections (Crenshaw, 1991, Hankivsky, 2020). Taking an intersectional approach
was necessary because there is a need to embrace diversity and move beyond a simplistic
representation of society, which risks leaving associated health inequities unseen (Bakkum
et al., 2023). The carers and care recipients who took part in the empirical studies of this PhD
thesis, as well as in the CoP, self-identified by their migration background - for example, by
mentioning that they are proud of a certain heritage or culture. Although carers and care
recipients self-identified as having a migration background, all words have meanings rooted
within historical contexts, and it is essential to expose the underpinning world views to expose
bias and prejudice in care networks. Taking a migration-first approach requires sensitivity
and respect. This PhD thesis also demonstrated the value of combining intersectionality
with epistemic injustice to better understand communication in care networks and how
care recipient and carer knowledge is recognized by professionals. This aligns with Kidd et
al. (2017) and Rekis (2023), who argue that this combination offers insights into the varied
ways epistemic injustice is experienced. Using intersectionality within occupational science
is relatively recent and studies mainly focus on the intersection of gender and race in relation
to studying meaningful daily activities (Reid et al,, 2025). Using an occupational focussed
perspective in combination with intersectionality can further enrich our understanding of how

social positions shape meaningful activities and participation in everyday life.

There has been an ongoing national and international debate about the terminology for
describing diverse populations with a migration background respectfully. In the Netherlands,
the term person with a migration background was introduced in 2016 to replace the words
allochtoon and autochtoon (de Ree, 2016), and in 2022, the terminology transitioned to a
division between born in the Netherlands and naming a country of origin (CBS, 2021). This
is, however, still distinction that is not informative and may lead to stereotyping and evoke
negative associations (Bovens et al. 2021). The question also arises: until which generation
is it significant to identify a migration background? The narratives of people with a migration
background in particular contribute to reinforcing social hierarchies within Dutch society,
highlighting an us-versus-them mentality, even when social policies seek to address social
problems that are experienced by particular groups (Akbulut & Razum, 2022; Helberg-Proctor
et al., 2017). This occurs without assuming that care recipients and carers with a migration
background are vulnerable by definition (Kremer, 2023). At the start of my PhD research, the
research population was defined as having a non-Western migration background. In hindsight,

this definition implies a rather essentialized view of the research participants. Over the course

of the project, the terminology was changed to carers with a migration background, with an
explicit focus on within-group differences in the group of carers with a migration background.
Therefore, in the empirical studies the concept of migration background was used, but within
the data collection and analysis emphasis was placed on relevant intersecting aspects of
diversity that emerged in the stories of the participants. Still, the terms care recipients and
carers with a migration background are not neutral, and it remains to be seen if there can even
be a term that is relatively neutral, if exclusion, discrimination and racism continue to exist.
However, it is essential to study experiences that are understudied in public health research to

aim for a more inclusive approach to care provision.

Following a PHR design provided an insightful process of participatory learning in a CoP with
stakeholders involved in care networks. The CoP meetings showed that it was beneficial to
engage in reciprocal learning with care recipients, carers and professionals. The combination
of stakeholders required complex analysis, but it also provided deep insights into how diversity
and power are active in care networks and simultaneously provided a learning process for
the included stakeholders. The CoP concluded that educators, students, professionals, carers
and care recipients need to go through a learning process to be able to provide diversity-
responsive care. Although a PHR design was used in this PhD thesis, the question arises if the
measures taken to ensure participation were sufficient. A community of practice was involved,
critical friends were involved in the empirical chapters and stakeholders from care networks
were involved in the development phase of this research, but is that PHR? It would have been
beneficial for stakeholders to be actual co-researchers in the sub-studies of this PhD thesis.
This would have required a different method of grant application to be able to provide them
with financial compensation for their work. Additionally, the stakeholders should be involved in
the dissemination of research results, through either academic or practice-oriented modes of
dissemination. Dissemination of the results was part of the CoP dialogue, and we spoke about
implications for practice and education. However, the CoP members were not actively involved

with the dissemination of results.

The empirical studies in this PhD thesis were completely rooted in qualitative research, which
provides an in-depth understanding of relevant social positions of diverse stakeholders and their
experiences in care networks. The research methods used find their origin within the Western
world, and to be receptive to decolonial tendencies within research, it would be beneficial
to learn from indigenous forms of evaluation to produce research whose voice is heard and
whose voice represents world views that are not Western (Smith, 2022). Over the course of my
PhD research, critical reflexive practices were put into practice and positionality statements
were written by myself, the members of the CoP and the students involved, as well as critical
friends. Providing reflexive positionality statements could, however, be open to criticism. Gani
and Khan (2024) argue that it must be remembered that positionality statements were founded
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for the White researcher to better conduct research on the non-White other, albeit in a more
ethical way, as the origins of reflexivity as a methodology in anthropology emerged from the
practice of studying the “native other” It is thus necessary to recognize that a declaration of
privilege can reproduce power hierarchies and reinforce colonial practices. Acknowledging
privilege does not prevent someone from taking up space, seeking validation or performing
allyship in ways that leave power structures intact and continue to sideline marginalized
voices. Humility is therefore necessary when rethinking knowledge and reflecting how my own
views and approaches may be influenced by stereotypes and pre-held assumptions. Humility
is necessary to recognize that the personal crosses boundaries with the academic within
research, and this requires ethical work on behalf of the researcher, especially when doing
research which is participatory in nature (Groot & Abma, 2024). Ethical work may be invisible;
however it is needed to avoid epistemic injustice within participatory research and ensure
meaningful participation, especially of voices that are underrepresented within research (Groot
et al, 2022).

The ethical principles of PHR research established in previous research (Abma et al., 2018;
Centre for Social Justice and Community Action & National Coordinating Centre for Public
Engagement, 2022; ICPHR, 2021) were rigorously followed. The CoP meetings adhered
to mutual respect, and there was a place for knowledge from care recipients, carers and
professionals. When situations arose in which different perspectives emerged, we collectively
tried to explore the value of those different perspectives and embrace the opportunity to learn.
Equity and inclusion were sought by actively trying to include the voices of care recipients
and carers with a migration background, as they are often ignored in informal care research.
Participants in informal conversations, the members of the CoP, critical friends and students
were not, however, actively involved in the data collection of the different sub-studies. There
was democratic participation in the preparation stage of, for example, demarcating the research
topic or developing an interview guide. They were also actively involved in the participatory
analysis of the data. Learning together was central to the meetings of the CoP, critical friends
and students. The participatory analysis was a shared process; however, the dissemination
of the findings was driven by the research team. In future projects, | would like to explore the

possibilities of data collection and dissemination of findings together.

Implications for policy

An important finding from this study is that current policies in healthcare do not provide
professionals with the tools and guidance to collaborate adequately with carers with a migration
background. Informal care policy should be developed that emphasizes a partnership approach,
in which professionals and carers collaborate with and complement each other. It is important
to note that an integral part of informal care policy should additionally focus on supporting

carers. Healthcare organizations frequently do not have the resources to dedicate time for
professionals to support carers, which results in carer support being offered only if there is
time left after attending to care recipients. Lack of support by professionals greatly affects the
health and wellbeing of carers, and the impact of providing care by carers should always be
considered alongside other interests. Carer support should be formally embedded within care
schedules by allocating time specifically for carer support. For example, multidisciplinary care
meetings should include dedicated segments to address carer needs, as well as coordination
of the collaboration between professionals and carers. In addition, care pathways should
integrate check-ins with carers as part of routine assessments to ensure that their well-being
and capacity to continue providing care are monitored and supported proactively. Additionally,
informal care policy should have an interprofessional character and should be developed for
healthcare professionals as well as social workers, as too often a lack of coordination between

professionals negatively affects the collaboration in a care network.

While evidence-based approaches and following guidelines are standard in professional care
networks, this study has shown that, in practice, policy often overlooks diversity and power
dynamics and does not take an intersectional perspective. Pharos, Movisie and Mantelzorg.nl
(n.d.) provide insightful guidelines and tools to collaborate with carers both with and without
migration background, which should be taken into account in healthcare policy development.
Additionally, healthcare policy should represent the knowledge of professionals as well as
care recipients and carers from diverse backgrounds. Kremer (2023) argues that the person-
centred and tailor-made approach emphasized in healthcare policy would allow for diversity-
responsive care in practice. | would argue that an intersectional perspective should be used to
analyse which stakeholders are represented in current policy, as well as where current policy

may have blind spots and if current person-centred care is meeting the diverse needs itimplies.

So, who is not benefiting from policy or might even be at a disadvantage within our healthcare
system? Hankivsky et al. (2014) provide an intersectionality-based policy analysis framework
which can be useful for analysing current policy within healthcare. Policymakers should adopt
diverse strategies and go out of their way to include voices that are not traditionally heard
in policy development. Policy developed from an intersectional perspective could guide all
stakeholders to take diversity and power (which is often the invisible actor in care provision)
into account and rethink how to better understand each other. This would ultimately improve

collaboration through socially relevant, inclusive and effective policy solutions.

Finally, it became apparent in this study that there should be specific policy on how to deal
with situations of discrimination, as these appeared in all stakeholder perspectives in the three
empirical studies. Recent studies conducted in the Netherlands (Badou et al., 2023; van Loenen

et al., 2022) have also shown that discrimination exists within our healthcare system, although
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they did not specifically include informal care practices. When developing anti-discrimination
policy, it is essential to include minority voices in policy development. Adequately dealing
with situations of discrimination and having care recipients and carers feel heard is essential
for quality care. Within these policies, specific attention should be given to the prevention of
discrimination and providing an environment in which building trust is central. Noteworthy
here is the useful framework developed by Van Marlen et al. (2023) for using intersectionality
as a basis for assessing current policies and developing anti-discrimination policies in the

future.

Implications for practice

Implications for practice are evident in all chapters and the main findings. As in the implications
for policy, a true partnership approach should be pursued in practice by diverse professionals,
rather than simply working alongside a carer or emphasizing carers take over tasks from
professionals. This first and foremost requires that professionals recognize carers' experiences
and knowledge. Critical reflexive practices should be put in practice in care networks, because
they are necessary to unveil inequity in care networks by addressing and understanding the
Othering and epistemic injustice that may occur by refocussing the process of Othering to the
reflexive self. Critical reflexivity should not be a standalone exercise and should be followed
by ongoing dialogue. This is not a simple task. It requires an ongoing process of reciprocal

learning which can take place in communicative spaces.

In the context of care networks, a communicative space is a space were all stakeholders involved
can participate in dialogue to create a mutual understanding of care needs, expectations and
responsibilities. A mutual understanding does not mean that there needs to be consensus,
but rather that insight into differences is necessary. Different forms of knowledge should be
recognized, including the lived experiences of care recipients and carers, as well as experiences
of professionals. Insight into power dynamics is a pre-requisite for enabling genuine dialogue
and should be explicitly addressed. A communicative space may allow for acknowledging
multiple truths and the possibility of moving forward together. This safe space should be
facilitated for carers to speak their minds (Chapters 2 and 4-6), after which, professionals may
evaluate and enable carers and care recipients’ readiness and reflect on power-sharing. In
practice, professionals should additionally be trained in, for example, inclusive interviewing
techniques and shared decision-making that incorporates carer perspectives. The steps taken
in the CoP based on using creative hermeneutics and appreciative inquiry, described in the
different chapters, are fruitful steps to facilitate dialogue in communicative spaces which can
be taught to professionals. Team-based supervision sessions could be organized that include

reflections on how carer knowledge was or was not integrated into recent care decisions.

Healthcare organizations should adequately facilitate communicative spaces in both space
and time for these additional necessary activities. Working with guidelines and evidence-
based work are key components in care networks from a professional perspective. Diversity
and power are not captured in these guidelines; it is, however, essential that they become
a part of it. A needs-based approach is necessary, as well as a realization that there is no
one-size fits all solution. Rather, there needs to be space to ask what is needed. Practically,
this means healthcare organizations should institutionalize reflexive team practices, such as
regular dialogue groups or conducting privilege walks or cultural humility workshops that
bring assumptions and biases to the surface. Care organizations should support long-term
implementation of participatory tools like identity mapping and positionality workshops
as part of continuing professional development. Managers should also be trained to create

environments where staff are encouraged and rewarded for engaging in this reflexive work.

Van Kemenade et al. (2022) argue that collective reflexivity is essential for the development
of integrated care. It can foster trust amongst diverse stakeholders and enhance perspectives
for multiple truths (Lips et al., 2024). Understanding how the coping mechanisms and cultural
adaptation strategies of care recipients with a disability and migration background may
differ from what health professionals are used remains urgent (Choyet al,, 2021). To achieve
collaboration in true partnerships, care recipients and carers must be able to participate
actively within the rehabilitation process (Peoples et al., 2011). This requires professionals to be
able to deal with complex and diverse realities in differing care networks (Renn-Smidt et al.,
2020) and have critical awareness into how best to respond to the needs of care recipients and

carers at any given point in their rehabilitation process.

Implications for education

There are several implications to put forward for educational programmes. First, what it
means to become a carer and provide informal care should be part of educational curricula for
healthcare and social work professionals. There should be specific focus on possible positive
and negative aspects of caring and the impact on everyday life and the caring relationship with
the care recipient and larger social network, with an emphasis on sameness and differences
within carer experiences. Sameness and difference should be integral with the use of diverse
examples, cases, literature (e.g. Claeys et al, 2025; Franzen et al, 2021; Giesbrecht et al,,
2021) and (guest) lecturers in the educational programmes of allied health professions and
social work. From my own practice experience, | recognize the added value of using diverse
cases of lived experiences and inviting diverse carers, like Kofi and Ama, into the educational
programme to tell their story to upcoming professionals. There should also be specific attention
to the impact of the larger healthcare system, including guidelines and policy with a focus on

understanding who benefits and who is excluded. Additionally, educational curricula should
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specifically focus on teaching upcoming professionals what it takes to work in partnership with
carers. Highlighting first and foremost the need to recognize carers in their role and carers’
own support needs, as well as truly inviting them to participate in shared care (McPherson
et al, 2014; Westerling et al,, 2024; Wittenberg et al., 2024). This would be beneficial for all
stakeholders involved, as research has shown that coordinating care between professionals,
amongst each other and with carers diminishes conflicting ways of working and is thus a
responsibility of all professionals involved (McPherson et al, 2014; Westerling et al.,, 2024).
This includes building trust and communication, which are essential components of the care

process, and having insight in one's own assumptions and biases towards carers in general

Critical reflexive practices should also be an integral part of every healthcare and social
work curriculum to contribute to true partnerships by overcoming processes of Othering and
epistemic injustice. To facilitate diversity-responsive care in the practice context, it should
be a prerequisite for students, before they become practitioners, to go through a learning
process focussing on the use of self as well as one that focusses on making visible the invisible
processes active underneath care provision. Working on diversity, equity and inclusion or
proposing critical reflexive practices is often met with resistance on the level of lecturers and
not among students per se. There is of course a need to have educators on board, as they are
part of these critical reflexive practices and the supervised dialogue necessary. Indeed, not
having to reflect regularly about their social positioning as they are not confronted with being
different may be part of the educator’s privilege (DiAngelo, 2015; Verdonk, 2015). Muntinga et
al. (2016) argue that critical reflexive practices are essential within healthcare education for
upcoming professionals to understand their own background and its role within care provision.
Schuitmaker-Warnaar et al. (2021) argue that critical reflexive practices are essential when
the care needs of certain populations are not met, especially in cases where inequality exists.
They highlight that reflexive practices should be an integral part of healthcare policy. In line
with this study, Dawson et al. (2022) advocate for critical reflexivity to be recognized as a key
skill for healthcare professionals to provide a safe space for care recipients and carers with
a migration background, one that should be added in current healthcare curricula as well as
social work. Integrating critical reflexivity in education curricula also requires communicative
spaces where resistance to deal with diversity can be explored. This is a learning process that

requires awareness, time and the personal commitment of educators and students.

Implications for further research

Further research informed by intersectionality would be beneficial within care networks.
This PhD thesis researched perspectives of diverse stakeholders; however, the included
stakeholders did not belong to the same care networks. Following care networks as a whole
and taking a care network journey as a research approach (Davies, et al., 2023) may fill in some

of the remaining blanks. Central within a care network journey should be an observational
approach, as aspects of power and inequity are often left unsaid and difficult to uncover within
conversations. Observations within the different settings encountered by care recipients and
carers should be followed by individual interviews and dialogue sessions including diverse
stakeholders, as exploding process of power and inequity together would yield even richer
results (Abma et al,, 2018).

Participatory research within healthcare settings, as well as within healthcare and social work
educational programmes, should be actively promoted to deepen our understating of inclusive
healthcare practices. Such research should prioritize the co-construction of knowledge by
bringing diverse professionals and carers together, enabling stakeholders collaboratively to
explore the complex dynamics of power and diversity that shape care but are often overlooked
by existing guidelines and conventional evidence-based practice. To strengthen the evidence
for inclusive healthcare provision in a meaningful way, it is essential to engage with a broad
spectrum of participants, including care recipients, carers, professionals from diverse
disciplines, educators and students. Research exploring the added value of creating spaces
where critical reflexivity is used to challenge the self-other binary should also be conducted.
By doing so, we can better understand how professional identities are constructed and thus
prepare future professionals to engage ethically and empathically in increasingly diverse care

networks.

Within the implications, there is a large focus on critical reflexivity and creating communicative
spaces, which require extra time, space and financial means from the organizations and
stakeholders involved. In times of tremendous staff shortages and austerity measures, it would
be of interest to research if putting diversity-responsive care into practice would result in more
time for professionals and carers to spend on the actual provision of care in a cost-effective
way. For example, recent research from the World Economic Forum (2025) into women's
health has shown that research into closing the gender gap on the levels of treatment efficacy,
care delivery, data and funding could “unlock 75 million disability-adjusted life yeas annually
and 1 trillion in annual global GDP” (p. 4). Further research could explore whether inclusive
healthcare provision would perhaps yield economic benefits besides the overall benefits of

quality care and wellbeing for all stakeholders involved.

Conclusions

Insum, thisPhDthesisunveiledthe complexandoften unjustdynamicsbetween professionalsand
carers with a migration background in collaborative care networks surrounding care recipients
with an ABI. Diversity shapes collaboration in care networks in several ways. First, stakeholder

positionality plays a crucial role in shaping care attitudes, decisions and relationships. Second,
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there is a persistent disconnection in the collaboration between professionals and carers with a
migration background, which is rooted in misaligned expectations, unclear communication and
the (un)conscious bias of professionals. Third, Othering is identified as a pervasive, often (un)
conscious process within care networks that reinforces power imbalances and disadvantages
of care recipients and carers with a migration background. Fourth, epistemic injustice in care
networks silences the voices of care recipients and carers with a migration background, thus
reinforcing professional authority and undermining trust and quality of care. Addressing these
challenges requires a shift towards diversity-responsive care that acknowledges carers as
equal partners and confronts structural barriers within collaborative care networks. This entails
a structural and professional commitment to recognizing and valuing diverse knowledge,
challenging bias and fostering truly inclusive communication and decision-making. It also
requires both individual awareness among professionals and structural changes in healthcare
systems to dismantle exclusionary norms and foster equitable, inclusive collaboration. An
intersectional approach in this study proved essential for uncovering how stakeholders’ social
positions shape experiences within care networks and contribute to health inequities. To foster
equitable collaboration, professionals and policymakers must move beyond generalized notions
of cultural sensitivity and actively address the structural and relational power imbalances that
disadvantage care recipients and carers with a migration background, while also addressing
diversity in the broadest sense in policy and practice. Ongoing critical reflexivity, grounded
in dialogue and reciprocal learning, is essential to uncover and address power dynamics,
Othering and epistemic injustice within care networks. Creating communicative spaces where
diverse forms of knowledge are valued enables more equitable, inclusive collaboration and
supports the development of diversity-responsive care. Building on these insights, sustainable
change in healthcare requires commitment from policymakers, educators and professionals
to embed diversity-responsive practices throughout all levels of care and in the educational
programmes for healthcare professionals and social work. Embracing critical reflexivity
and intersectionality not only challenges existing power imbalances but also fosters shared
understanding of how adequate collaboration should be put in practice, essential for effective
partnerships. By prioritizing inclusive policies, education and research, the healthcare system
can better meet the complex and varied needs of care recipients and carers alike. Ultimately,
this comprehensive approach can contribute to more equitable, compassionate and adequate

care for diverse populations.
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