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Objectives: First-generation Turkish migrants in the Netherlands face higher cardiovascular risk and are dispro-
portionately affected by cardiovascular disease (CVD) compared to the Dutch host population. To improve
prevention in primary care, we explored their views and preferences on cardiovascular prevention.

Design: We conducted a qualitative study by interviewing first-generation Turkish migrants in The Netherlands.
Semi-structured interviews and focus groups, conducted in Dutch or Turkish, were analyzed using thematic
analysis.

Results: We conducted 26 individual interviews and two sex-stratified focus group sessions. Participants were
aware of CVD risk factors and related health hazards but struggled to adopt a healthy lifestyle, as family obli-
gations, household responsibilities, and work often took precedence over personal health. All participants
identified language barriers as a significant challenge, but opinions varied on whether it was necessary for GPs to
understand Turkish culture. Some felt this was unnecessary, viewing GPs primarily as medical decision-makers or
intermediaries for referrals to other (para)medics, with lifestyle advice outside their professional scope. They
emphasized that GPs should ask openly about lifestyle rather than assuming that behaviours associated with a
Turkish cultural background play a role.

Conclusions: First-generation Turkish migrants in the Netherlands were aware of CVD risk, but personal re-
sponsibilities posed challenges in adopting a healthy lifestyle. Although views on the importance of GPs un-
derstanding Turkish culture varied, participants agreed that GPs should ask openly about lifestyle rather than
assuming cultural relevance in cardiovascular prevention.

1. Introduction

Cardiovascular disease (CVD) remains a leading cause of mortality
and morbidity in Europe, despite advances in preventive and thera-
peutic interventions (Roth et al., 2020). In Europe, most ethnic minority
groups face higher rates of CVD and its risk factors, often starting at a
younger age than the host populations (Modesti et al., 2016; Perini et al.,

2018; Kist et al., 2021). In the Netherlands, Dutch people with a Turkish
background constitute the largest migrant group. In the 1960s and
1970s, Turkish men primarily migrated to the Netherlands for work,
while women mainly arrived for family reunification, with most origi-
nating from rural areas (Schellingerhout, 2004). Compared to the Dutch
majority, they tend to have lower education levels and, despite their
long residence in the Netherlands, experience a relatively large distance
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from Dutch society (Uitewaal et al., 2004). Compared to the Dutch host
population, Turkish migrants have higher rates of CVD (van Oeffelen
et al., 2013; Van Oeffelen et al., 2014), and its risk factors (Uitewaal
et al., 2004). Following CVD and hospitalisation, they also experience
higher mortality rates (Agyemang et al., 2009), and benefit less from
cardiac rehabilitation (Sloots et al., 2012). Possible explanations for
these disparities include: relatively high rates of low socio-economic
status, higher smoking rates among Turkish men, linguistic barriers,
lower access to healthcare, and cultural habits influencing diet and
physical activity (Edelman et al., 2009; Jansen et al., 2011; Nicolaou
etal., 2009; Jager et al., 2019). As this first-generation of migrants ages,
a growing number is expected to face chronic diseases and increased
healthcare needs (Centraal Bureau voor Statistiek 2020).

With the current knowledge of these health disparities, a different
approach to cardiovascular prevention may benefit Turkish migrants in
the Netherlands. For example, the central role of food in their culture
can lead to overeating, contributing to obesity (Nicolaou et al., 2009).
Turkish migrants with diabetes report that cultural factors hinder inte-
grating lifestyle advice into daily life (Jansen et al., 2011), and that they
prefer advice from professionals familiar with their eating habits
(Bukman et al., 2016). In line with this, tailored lifestyle interventions
have shown success in reducing waist circumference reduction and in
attaining a healthy lifestyle through group meetings (Bukman et al.,
2017; Teuscher et al., 2015). However, Dutch GPs have varying opinions
on the necessity of culturally tailored care, with many favouring an in-
dividual approach to avoid generalization or stigmatization based on
ethnic background (van Apeldoorn et al., 2023). It remains unclear how
much cultural knowledge GPs need, according to their Turkish patients.
Therefore, we explored first-generation Turkish migrants’ perspectives
on CVD prevention in primary care, focusing on their views on risk
factors, as well as barriers and facilitators to a healthy lifestyle. Addi-
tionally, we examined how they perceive the GP’s role in supporting
lifestyle changes, with specific attention to the importance of cultural
sensitivity and preventive guidance.

2. Methods
2.1. Participants

For this study, we included only first-generation Turkish migrants
and conducted semi-structured individual interviews and two focus
group sessions between 2019 and 2024. Initially, participants were
recruited through GPs in large cities across the Netherlands with a sig-
nificant population of Dutch citizens of Turkish origin, but this yielded a
limited response. Subsequently, participants were approached through
community centers (e.g. mosques, neighbourhood centres, Turkish res-
taurants), key figures in the Turkish community, and the authors’ pro-
fessional networks. Interested individuals received brief information
about the study by telephone, followed by written materials in Turkish
or Dutch, depending on their preference. For those with limited reading
proficiency, an oral explanation of the study was provided. To achieve a
diverse sample, participants were purposively sampled on 1) gender, 2)
number of CVD risk factors (0-2 or >3) or history of CVD, and 3) level of
proficiency in the Dutch language. Data were collected at home, in
community centers, or, in some cases (n = 3), via telephone or video
calling for participants’ convenience. During the interviews and focus
groups, only the interviewees and the interviewers were present. The
sessions were held at community centers with existing groups (Green
and Thorogood, 2018) that meet weekly and engage in activities
together. Focus groups were organised because, during data collection,
we noticed that several participants stated that Dutch GPs did not need
knowledge of Turkish culture. This was an unexpected finding, as cul-
tural knowledge was initially considered a potentially important factor
in improving lifestyle guidance. We hypothesised that this response
might have been influenced by social desirability bias when participants
interacted with ethnically Dutch interviewers who were also doctors. To

Journal of Migration and Health 12 (2025) 100367

explore this topic further, and with the expectation that potential bias
would be reduced in a peer setting, we organised two additional
sex-stratified focus groups.

2.2. Data collection

The individual interviews were conducted by JvA, JJ, and EL. The
first focus group was conducted by ES and OU, both researchers with a
Turkish background, while the second was led by JvA and JJ, with
support from a community center group facilitator who assisted with
translation and moderating the discussion. All interviewers were expe-
rienced in qualitative research, and except for JvA, female. We
employed Turkish facilitators in the focus groups to minimize socially
desirable responses, suspecting that awareness of the interviewers being
MDs might influence participants’ responses on whether GPs need spe-
cific knowledge of Turkish culture. The focus groups were sex-separated,
as a mixed-sex group could inhibit participants’ willingness to speak
openly due to cultural or religious factors (Nicolaou et al., 2009). Prior
to the focus groups, JJ and JvA visited the groups to build trust and
explain the research purpose. The topic list (Supplementary file 1) was
developed by JvA, JJ, EL, and EM, with the input from other researchers
experienced in qualitative research with minority groups, as well as
(para)medical colleagues of Turkish background (OU, ES) for accurate
translation and clarification of concepts. Using open-ended questions,
the interview focused on three main topics: 1) CVD and its risk factors,
2) adopting a healthy lifestyle, and 3) experiences with and expectations
of Dutch GPs in providing lifestyle behaviour guidance. We iteratively
adapted the interview guide during the data collection phase, based on
new insights obtained during the interviews. No repeat interviews were
deemed necessary. Interviews lasted between 35 and 70 min, while
focus groups lasted 2 h with a 15-minute break. We determined our
sample size by reaching data saturation, defined as the point when we
gathered enough data to understand participants’ experiences and
views, and no new themes emerged (Hennink et al., 2017). During the
interviews and focus groups, we sought feedback to ensure we accu-
rately understood participants’ views. After the focus groups, we
requested feedback from participants at the community centers
regarding our findings.

2.3. Coding and analysis

Interviews were audiotaped, transcribed verbatim and thematically
analysed using the six-phase method described by Braun and Clark, with
the assistance of the qualitative data analysis software MAXQDA (Braun
and Clarke, 2006; Software V 2019). First, for interviews conducted in
Turkish, bilingual medical students translated the transcripts into Dutch,
while those conducted in Dutch were transcribed verbatim by JvA, JJ,
EL or ES. By transcribing and reading transcripts the authors fami-
liarised themselves with the collected data. Second, the initial tran-
scripts were coded, and themes were derived from the data by JvA, JJ,
and EL, who systematically reviewed the materials. All transcripts were
double coded by at least two of the three researchers (JJ, JvA, and EL).
Codes were discussed with EM to explore the findings and build a code
tree, with discussions continuing until consensus was reached. Third, the
codes were organised into potential themes, until agreement on themes
was reached (JvA, JJ, EM). Fourth, thematic maps were created to
represent the data after reviewing the collected material. Fifth, the final
themes were repolished and structured into a narrative format. Sixth,
final analysis was conducted to answer the research questions, including
the selection and translation of the best descriptive quotes into English.
This study was reported according to the Consolidated Criteria for
Reporting Qualitative studies (COREQ) in Supplemental Table 1 (Tong
et al., 2007).
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2.4. Ethical considerations

The Medical Ethics Committee at the Amsterdam UMC (location
AMC) reviewed the protocol. It stated that the Medical Research
Involving Human Subjects Act (WMO) does not apply to this study
(reference W19 409#19.475). Informed consent, available in Turkish
and Dutch, was obtained from all participants before the start of each
interview and focus group.

3. Results

We conducted 26 individual in-depth interviews and 2 focus groups
sessions (FGS) with 10 women and 9 men, respectively, all of whom
were different from the participants in the interviews. Participant
characteristics are described in Table 1. The mean age of participants
was 60.6 years for the interviews (range: 46-80), 55.3 years for the
women’s FGS (range: 49-62), and 76 years for the men’s FGS (range:
64-89).

Thematic analysis

We identified three key themes: perceptions of cardiovascular
health, experiences of working on a healthy lifestyle, and expecta-
tions of lifestyle behaviour guidance by the GP

3.1. Key theme 1: perceptions of cardiovascular health

Overall, participants were well aware of CVD risk factors and used
descriptions consistent with widely accepted health concepts. Risk fac-
tors, such as obesity, hypertension, diabetes, and high cholesterol were

Table 1
Demographic characteristics of participants in-depth interviews (IDI) and focus
group sessions (FGS).

Characteristics IDI (n = 26) FGS women FGS men
Sex
Female 10 10 -
Male 16 - 9
Age (years)
40-49y 2 (8 %) 1 (10 %)
50-59y 11 (42 %) 8 (80 %) -
60-69y 8 (31 %) 1 (10 %) 2 (22 %)
>70y 5 (19 %) - 5 (56 %)
Unknown - - 2 (22 %)
Mean age (years) 60,6 (46-80) 55,3 (49-62) 76 (64-89)
Mean duration of stay (years) 35,0 34,4 52,3
Language proficiency®
Low 9 (35 %) 1 (10 %) 3 (33 %)
Intermediate 5 (19 %) 4 (40 %) 5 (55 %)
High 12 (46 %) 5 (50 %) 1(11 %)
Unknown - - -
History of CVD® 9 (35 %) 0 (0 %) 1 (11 %)
Number of CVD risk factors
0-1 7 (25 %) 4 (40 %)
>2 19 (70 %) 5 (50 %) -
Unknown - 1(10 %) 9 (100 %)*

CVD: Cardiovascular disease.

a Basic: no, lower primary or lower secondary education.

Intermediate: upper secondary or post-secondary, non-tertiary education.
High: first- or second-stage tertiary education.

b Defined as the ability to conduct the interview in Dutch.

Low: unable to understand and/or answer basic questions in Dutch.
Intermediate: basic questions could be answered in Dutch, but Turkish language
was needed to clarify. High: the entire interview could be conducted in Dutch
without an interpreter.

¢ History of CVD and risk factors were self-reported.

* Data were not gathered at the end of the FGS as participants had other ap-
pointments and left. This data could not be collected afterwards as many had
already left for a long vacation in Turkey.
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attributed to an unhealthy lifestyle, particularly poor eating habits.
Specifically, the use of “the three whites” - salt, sugar, and flour - was
considered unhealthy.

“We should distance ourselves from the three whites: salt, sugar, and
flour. But we don’t do that.” (P15, male)

Stress was commonly identified as a barrier to self-care and a
contributor to cardiovascular risk factors, particularly hypertension.
Participants with personal or family experience of CVD expressed
heightened concern, fear of future events, and awareness of the bio-
logical mechanisms and lifestyle impacts on CVD. While most partici-
pants believed they had some control over their cardiovascular health,
others felt limited in their influence, attributing their risk to family
history or viewing it as predetermined by a higher power, making it
something they had to accept.

‘It is something that can happen and then I accept it. It is something from
God, so I just have to live with it.” (P7, female)

3.2. Key theme 2: experiences of working on a healthy lifestyle

Overall interviewees felt that many cardiovascular risk factors were
amenable to change and mentioned several facilitators and barriers in
pursuing a healthy lifestyle.

3.2.1. Facilitators

Many participants emphasised that the motivation to change lifestyle
behaviours must come from within. This sense of personal responsibility
could drive individuals to actively adopt healthier practices. In their
view, religion -primarily Islam-encourage taking responsibility for their
health and self-care.

"Health and Islam are positively intertwined. [...] Not eating too much,
more exercise, working more often. This is what the Islam teaches us,
what our Prophet tells us. People who do that, stay healthy.” (P12,
female)

Noticing the positive effects of lifestyle changes motivated partici-
pants to maintain these habits, adhere to medication, and quit smoking.
Having witnessed a close relative suffer the consequences of an un-
healthy lifestyle greatly motivated some participants to adopt a
healthier lifestyle.

"The dialysis of my husband was a terrible process. I don’t want to end up
like that; that is a good motivator for me.” (P14, female)

3.2.2. Barriers

Family obligations, household responsibilities or work often hin-
dered participants’ internal motivation to adopt a healthy lifestyle. Fe-
male participants mentioned that duties like cooking, cleaning, and
maintaining their social circle often took precedence over their own
health. One female participant gave an example why maintaining a
healthy lifestyle can be especially challenging for Turkish women:

‘The reason she cannot exercise and is gaining weight is because of all the
responsibilities she takes on. It’s because she puts herself second. She has
to cook, prepare breakfast, the children need to go to school, the laundry
has to be done, and when is she supposed to find time for herself?” (female
FGS)

Regarding physical activity, participants mentioned that they did not
grow up with the habit of engaging in sports. As a result, taking up sports
later in life felt like a significant challenge, as their established way of
life made it difficult to incorporate new routines. Cultural habits
regarding meals were frequently mentioned as barriers to adopting a
healthy lifestyle, particularly within Turkish food culture. Sharing meals
and hosting guests are highly valued, fostering connection and hospi-
tality. These gatherings often feature abundant, high-calorie foods like
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baklava. Declining food is seen as disrespectful, so participants often
relaxed dietary restrictions when eating with friends or family.

"Within our culture, you always have a lot of guests. You come to my
place, I come to yours. If you are not eating, that is considered impolite.’
(P1, male)

Some participants mentioned that Turkish migrants in the
Netherlands come from different regions of Turkey, each with distinct
dietary habits.

‘For instance, Konya or Ankara. Over there, there is a lot of agriculture,
sheep and meat. [...] When I don’t eat meat, I keep feeling hungry. This is
the way I was raised.’ (P23, male)

3.3. Key theme 3: expectations of lifestyle behaviour guidance by the GP

3.3.1. GP’s role and shared decision making

Most participants viewed the GP’s role as that of a medical decision
maker and an intermediary for referrals to other (para)medics, placing
detailed lifestyle advice outside the GP’s professional scope and instead
within the roles of physiotherapists, dieticians, or practice nurses. Par-
ticipants noted that in Turkish culture, doctors are seen as authorities
responsible for making decisions. When doctors ask patients which
treatment option they prefer, it can make patients feel as though they are
not being taken seriously or that their doctor is not sufficiently qualified.

‘A lot of people have great respect for the expert, and they want you to
take the lead. They don’t want the initiative to be put back to them.’ (P20,
male)

However, some participants nuanced this view, seeing shared
decision-making about lifestyle behaviour as an opportunity to express
their thoughts and beliefs, rather than simply allowing the GP decide for
them. They often felt that they knew themselves best and should have a
say in the decision-making process, which would increase their sense of
autonomy.

‘Most of the time I don’t know what is in the medication, which antihy-
pertensive has which effect. (Through discussing options) at least you're
more aware. More aware and more involved.” (P21, male)

When asked for suggestions to improve primary care, some partici-
pants mentioned that their GP should take the time to conduct yearly
check-ups, such as measuring blood pressure or performing blood tests.
In line with this, more frequent follow-ups after starting lifestyle
changes, such as following a diet, could motivate patients to commit to a
healthier lifestyle and enhance their sense of involvement from their
doctor. However, many acknowledged that this may not be feasible due
to the heavy work-load most GPs face.

3.3.2. Language barriers

Language barriers were considered the most significant issue in
communication with GPs. The few participants who had a Turkish-
speaking GP highlighted that being able to speak in their mother
tongue was a major advantage. The use of informal translators, such as
family members, was often mentioned and considered particularly
important for elderly individuals and those with lower levels of educa-
tion. People in these groups may feel embarrassed if they do not un-
derstand questions or explanations, causing them to hesitate in raising
their concerns.

"Yes, I think it is a barrier for me to call the GP because I don’t speak the
language and don’t understand it. If a doctor would call me with the
assistance of a translator, that would help a lot, then the barrier to talk to
the GP is taken away.’ (P26, male)

3.3.4. Cultural sensitivity
For most participants, the influence of lifestyle factors related to
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Turkish culture on cardiovascular prevention—such as communal
eating and specific food preparation methods— was not straightforward,
as they did not perceive their lifestyle to differ significantly from the
Dutch lifestyle. Participants emphasised that instead of assuming that a
Turkish background necessitates tailored treatment, GPs should adopt a
personalised approach and inquire whether cultural factors influence
lifestyle choices to prevent overgeneralisation.

’No, that (cultural distinction), is not necessary, the GP has nothing to do
with that. The GP should just be there for people, their health and pay
attention to that, doesn’t matter where people come from.’ (P22, male)

Upon further explanation and examples provided during the in-
terviews, some participants mentioned that it would be appreciated if
GPs were aware of the importance of social cohesion in Turkish culture.
Some participants mentioned that GP’s understanding of Turkish
ethnicity could improve healthcare, i.e. knowledge of Turkish culture
could enable dietary advice tailored to Turkish cuisine.

‘I understand what the doctor tells me when he says: Eat less salt or fat.
But it’s nice if the doctor knows a bit more about Turkish cuisine.” (P2,
male)

Some women mentioned that it would be helpful for the GP to be
aware of group activities in the neighbourhood with a culturally specific
context, such as walking groups for women with Islamic religion.
Attending group exercise classes served as a good incentive to continue
exercising. Additionally, these initiatives provided social interaction and
made physical activity enjoyable, offering opportunities to catch up with
others.

It (physical activity group lessons) makes me happy! I really look for-
ward to it, to be there with the group. [...] We all became good friends, we
tell each other everything.’ (P8, female)

4. Discussion

First-generation Turkish migrants in the Netherlands are well aware
of CVD risk factors and possible health hazards relating to CVD, but
struggle to adopt a healthy lifestyle as obligations towards family,
household responsibilities, and work often took precedence, leaving
personal health as a lower priority. Cultural factors play a role, as
sharing traditional meals and accepting offered food when visiting
friends or family were seen as essential for maintaining relationships. All
participants mentioned that language barriers impeding communication
with the GP when addressing lifestyle behaviours or preventative
medication, are a major challenge to overcome. Regular check-ups were
suggested to improve healthcare. Some participants prefer a directive
approach by their GP to avoid having to take the initiative while others
appreciate shared decision-making to increase autonomy. Participants
had varying opinions on the knowledge GPs should have about the
Turkish culture to facilitate appropriate lifestyle guidance. Some felt this
was unnecessary, viewing GPs primarily as medical decision-makers or
intermediaries for referrals to other (para)medics, with lifestyle advice
outside their professional scope. They emphasized that GPs should ask
openly about lifestyle rather than assuming that behaviours associated
with Turkish cultural background play a role.

Consistent with findings among Turkish migrants with diabetes in
Germany, participants felt that a healthy lifestyle was potentially
beneficial in reducing CVD risk factors and events (Yilmaz-Aslan et al.,
2014). Having experienced a CVD event themselves, or the experience of
a relative who had gone through one, often explained their knowledge
about symptoms and understanding of the severity of possible compli-
cations. Religion influenced participants’ health behaviours in different
ways, consistent with previous research (Yilmaz-Aslan et al., 2014;
Peeters et al., 2015; Kampf and Goksu, 2014; Groenenberg et al., 2015).
Most viewed it as a motivator, following the Quran’s emphasis on health
responsibility, while a few believed illness was divinely determined and
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therefore saw less of a role for themselves in prevention. Participants
identified several barriers and enablers in achieving a healthy lifestyle.
Limited proficiency in Dutch remains a significant barrier to effective
communication with GPs regarding lifestyle advice (Bukman et al.,
2016; Scheppers, 2006). A recent qualitative study found that Dutch GPs
share this concern (van Apeldoorn et al., 2023). Practical barriers such
as lack of time or motivation to do physical exercise are known to
withhold CVD patients from exercising (Romeike et al., 2016; Alharbi
et al., 2017). Prioritising family obligations, household responsibilities
or work often hindering participants’ internal motivation to adopt a
healthy lifestyle, aligns with previous research findings (Jansen et al.,
2011; Yilmaz-Aslan et al., 2014; Teuscher et al., 2015). Furthermore, the
moderation of the ’three whites’ (e.g., salt, sugar, and flour) was
frequently emphasised. This aligns with a previous report, which offered
similar insights into how food hospitality is expressed and the difficulty
in refusing abundant dishes to avoid displeasing the host (Nicolaou
et al., 2009). Strategies to avoid overeating in such situations include
trying only a few bites or politely indicating that one is already full, as
has also been suggested in previous publications (Romeike et al., 2016).

Consistent with our findings, language concordance has been
described as the main explanation for preferring ethnically-matched
care providers (Bukman et al., 2016). Therefore, providing readily
available official interpreters could be a crucial step toward improving
cardiovascular prevention for ethnic minority populations in general
practice. Some participants felt that a GP’s knowledge of Turkish culture
could enhance tailored lifestyle guidance, but most did not believe their
GP needed specific knowledge of Turkish culture. It is possible that
participants felt that providing tailored lifestyle advice is beyond the
GP’s scope, with GPs often seen as intermediaries who refer patients to
dieticians or physiotherapists for such advice. Alternatively, it is
possible that interviewees who provided this response thought it was the
socially desirable answer to give to ethnically Dutch interviewers, whom
they knew were doctors. To explore this further, we organised focus
groups with bicultural translators. However, the finding remained
consistent across both focus groups, despite age differences between
men and women. At the end of the second focus group, a participant
remarked: “You know, we are Dutch too.” This statement brought a
sense of unease to the researchers and, more importantly, provided
insight that an overemphasis on ethnic diversity may create a feeling of
“otherness” (Conkova and Lindenberg, 2020; Johnson et al., 2004),
while lifestyle differences between Turkish migrants and the Dutch
population may be fewer than expected (Romeike et al., 2016; Teuscher
et al.,, 2015). Consistent with Dutch GPs views, most participants
emphasized that GPs should focus more on personal circumstances, such
as living situations and family dynamics, rather than general Turkish
culture (van Apeldoorn et al., 2023). The manifestations of this culture
are highly diverse within the Turkish population, varying significantly
in terms of religion, language and cuisine, as noted by the participants.
Alternatively, participants may not have fully appreciated the influence
of culture on lifestyle - and consequently on cardiovascular prevention -
potentially perceiving it as an overemphasis on differences.

4.1. Strengths and limitations

A strength of our research is that, in addition to conducting indi-
vidual interviews, we organised sex-stratified focus groups to achieve
data saturation on topics that may have been susceptible to socially
desirable responses. The moderators of the focus groups shared the same
ethnic background as the participants, fostering relaxed conversations
without language barriers. As a potential limitation, almost all data
gathering was conducted in Amsterdam, and we cannot fully rule out the
possibility that additional opinions or experiences may have been
missed, potentially affecting the generalisability to other areas.
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4.2. Implications for clinical practice and recommendations for future
research

In clinical practice, it is advisable to ask openly, rather than assume
that a Turkish background influences lifestyle or necessitates tailored
advice. This potential need can be addressed directly by GPs or practice
nurses who are confident in providing culturally tailored lifestyle in-
terventions, or through collaboration with ethnically matched dieticians
or community groups focused on healthy living. General practitioners
should be aware that shared decision-making may benefit from a more
directive approach in certain cultural contexts. However, given the
differences in views on participation in decision-making observed in our
study, we advise/recommend that GPs first inquire about patients’
preferences for shared decision-making before determining their
approach. Working with interpreters may help bridge communication
gaps and enhance patient engagement. When developing intervention
studies for individuals with a Turkish background, it is recommended to
offer culturally sensitive advice as an option rather than as the default.
Further studies are needed to assess whether these expectations remain
relevant for later generations and to explore the impact of interpreters or
ethnically matched healthcare professionals on improving care and
reducing health disparities.

5. Conclusion

First-generation Turkish migrants in the Netherlands are well aware
of CVD risks but struggle to maintain a healthy lifestyle, often priori-
tizing family and work over personal health. The Dutch GP’s focus on
shared decision-making and self-management sometimes clashes with
preferences for a more directive approach and beliefs that CVD is
inevitable. Participants highlighted language barriers as a major
obstacle in communication, suggesting that access to translators could
enhance prevention efforts. While opinions on the need for GPs to un-
derstand Turkish culture vary, it is important for GPs to ask about cul-
tural relevance rather than assume it in cardiovascular care.
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